
To strike an opening chord sufficiently
sonorous, yet intricate, for this rich collec-
tion of Outlines – already the third, and the
first out of two in one year – one must go to
some excess: please forgive us.

Recently, while surfing aimlessly into the
tiny hours of the night on the Internet, the
editor came across the following:

“Over the past several years, several clini-
cians have reported cases of Internet addic-
tion. Until recently, the associated psy-
chopathology has been loosely described in
the literature. Symptoms such as obsessive
thoughts about the Internet, tolerance, di-
minished impulse control, inability to cease
using the Internet, and withdrawal have
been cited as characterizing unhealthy use
of the Internet (Young, 1999). While the term
Internet addiction has been used extensive-
ly, it seems to be somewhat of a misnomer
(Davis, R.A., 1999). Addiction, as used in
the literature, refers to a physiological de-
pendence between a person and some stim-
ulus, usually a substance. For this reason,
the DSM-IV does not use addiction to de-
scribe pathological use or abuse of a sub-
stance or other such stimulus, nor does it
describe compulsive gambling as an addic-
tion. Instead, it favors the terms dependence

(for substances) and pathological (for gam-
bling disorders). Therefore, for the remain-
der of this article, the term pathological
Internet Use (PIU) shall be used to describe
the set of symptoms previously described.
(…) Generalized pathological Internet use
involves a general, multidimensional over-
use of the Internet. It might also include
wasting time online, without a clear objec-
tive. Often, generalized PIU can be associ-
ated with the ‘chat’ found online and depen-
dence on e-mail. This is assumed to be re-
lated to the social aspect of the Internet. The
need for social contact and reinforcement
obtained online results in an increased de-
sire to remain in a virtual social life”
(Davis, 1999a).

The editor’s first impulse was that somehow,
with proper attention, the whole PIU busi-
ness might turn out to be just that market
niche that will rescue the journal commer-
cially. If we could only divert pathological
surfers into our own sites. …now that these
are finally up running1… – Then, shrugging
off such improper and altogether artificial
sentiments, determined to face withdrawal
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head-on, the editor resolved to capitulate to
a Higher Power, leaned back, and collapsed
into a dreamless sleep.

Back in the sobriety of daylight, it
emerged that there might be a secular alter-
native: History. And, in a sense, that is what
this is all about.

———
Our first two papers – both guest lectures at
the University of Copenhagen – aim to de-
velop our understanding of the normal and
the pathological by historical means. Both
Leudar and Rose document genealogical se-
quences that help us see how the way and
the place that fine line is drawn is neither es-
sential nor arbitrary. Together, their range is
from Socrates to near future and from dae-
mon to genome. Thus, we might situate phe-
nomena like PIU in contemporary conflict –
as Leudar urges – and ask if, following
Rose, this could mean that PIU should be
seen as another instance of the tendency that
fundamental ethical presuppositions such as
“conceptions of personhood, of the distinc-
tions between fate and choice, nature and ar-
tificiality (…) are being re-shaped at the mi-
cro-level”, towards blurring the distinction
between “treatment, adjustment, and en-
hancement”; or if, rather, PIU is simply just
another medicalization.

In PIU, it seems, pathology does not de-
pend on exact physical location. Whereas
‘addiction’ seems a desire for the insertion
of a substance into the body, PIU may ex-
press itself in a “desire to remain in a virtu-
al social life”. What kind of a place is that,
anyway?

Besides History, it appears that another
red thread in this issue is the problematiza-
tion of the delimitation of places and fields.
Boundary encounters is a place for learning,
says Kerosuo, and surely, if that is so, the
Outlines is a place for learning.

What is the place of knowledge? The sit-
uating of knowledge in life, as Huniche

traces, seems very different from the situat-
ing of life in knowledge which Rose under-
takes: sometimes in life, ignorance can be
wisdom, even if knowledge of the uncertain
is increasingly certain. “Ignorance is bliss”,
said Cypher, the traitor of the film The
Matrix, preferring to forget that what we
think is life is actually another computer
program: the ultimate PIU.

In The Matrix, as in the underpinnings of
the concept of PIU, situating knowledge in
life (real life!) is still quite different from its
embodiment in technology, the theme which
Sørensen takes up, in order to approach a
case of ‘virtual social life’ that challenges
what we take knowledge to be.

Yet, is ‘life’ so principally different from
‘technology’? Elgaard’s low tech social
work performances seem far from our
Internet starting point, and the pathological
Internet User is far more likely to surf by
some on-line counselling facility than to
show up at the counter of the social centre.
But the case can be argued that all of the pa-
pers in this issue illustrate nicely what
Elgaard allures to as a Chicken-Soup rather
than a Chicken-in-the-Soup model of tech-
nology in social practice.

————
In September 2000, we arranged a confer-
ence with the theme Technology in Social
Practice. Education, Organization, and
Health Care. In the present and following
issues of Outlines a number of the confer-
ence papers are published. The following
considerations are, with a few changes, ex-
cerpted from our introductory statement to
the conference.

Now what makes a journal such as ours
arrange a conference on Technology in So-
cial Practice? The obvious reason is that in
general, technology must be a vital issue in
critical social studies. Yet, it would not be
completely honest to say that our journal has
reflected that on its pages. In fact, taking a
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look at the issues of the Nordiske Udkast
that preceded Outlines, going back through
the years, it isn’t till we reach the first issue
of 1986 that we find an explicit discussion
of technology. From that point onward,
there is no mention of technology in the
titles of the papers and commentaries.

Does this mean that in the past 14 years,
our studies have been social in the sense that
they have overlooked the world of artifacts
and focused exclusively on the relations be-
tween subjects in a community ? Have we,
as Elgaard seems to suggest, fallen down on
one side of what Bruno Latour calls the
great divide between nature and society?

Our contention is that this would be an
unfair characterization. True, notions of so-
cial relations as interaction between subjects
have been present, perhaps most of all in the
beginning of the 70’s when symbolic inter-
actionism was a prominent inspiration in
Copenhagen social psychology, and perhaps
also again with the rise of social construc-
tionism in the 90’s.

But as a general paradigm, human inter-
action has mostly been seen as mediated.
Thus, one will find, if one looks closely, ar-
tifacts of many kinds present as a kind of
vanishing moment in the varied research
projects and theoretical considerations in
Nordiske Udkast.

This very broad approach to technology
as the various artifacts that mediate human
social practice gives, probably, a valuable
contribution to our understanding of tech-
nologies. Thus, for instance, such a broad
approach to technology opens our eyes for
understanding such things as technologies
of the self, technologies of knowledge, or to
view discourses and methods in social work
or psychotherapy as technologies, that is, as
artifacts that objectify and mediate activity
and social relations.

However, it could still be argued that al-
lowing for a mediation of social relations is

not quite the same as a real interest in tech-
nology. One could say that the bare concept
of mediating object needs to be unfolded
and differentiated for it to become technolo-
gy proper. First, the category of object needs
to be supplemented with a category of in-
strument, or means, so that in the framework
of human activity at least we have a relation
between instrument and object. Secondly,
the idea of instrument implies a notion of
causality, as the ends-means relation is ex-
ternalized in the form of the object. Thirdly,
this idea of external causality can be devel-
oped and repeated almost indefinitely so
that we end up having systems of multiple
causalities, or machines.

This way, it appears, we approach a con-
cept of technology that makes it understand-
able how it may appear as entirely au-
tonomous, or perhaps we might say auto-
matic, and separated from human affairs. It
is only when we take into consideration
technology in this more expanded, or un-
folded, sense of the concept, that it begins to
make sense to regard the subjects involved
as merely some, few, out of several elements
in what seems to be endless chains and net-
works of causations.

Still, it also makes sense for a critical
journal to arrange a conference that takes
precisely the idea of the autonomy of tech-
nology under just as critical a scrutiny as the
idea of a free-floating and non-material in-
tersubjectivity. It remains a technology in
social practice.

As such, technologies are invented, intro-
duced, implemented, learned, developed,
negotiated, assessed, appraised, and all the
other things that we shall learn about in the
ensuing two issues, all of which somehow
presupposes that they are part of social prac-
tices. That is, they are neither neutral, unim-
portant instruments for pre-given human
purposes, nor do they seem to be unequivo-
cally predetermining human affairs.

3
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If this is so, technology in social practice
must be a rich and continuously surprising
field of interest for critical social studies,
and it is high time we begin drawing the
Outlines of this field. It is still far too early
to worry about any pathological technology
dependence.
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Summary
Experiences of “hearing voices” nowadays usually
count as verbal hallucinations and they indicate se-
rious mental illness. Some are first rank symptoms of
schizophrenia, and the mass media, at least in
Britain, tend to present them as antecedents of im-
pulsive violence. They are, however, also found in
other psychiatric conditions and epidemiological sur-
veys reveal that even individuals with no need of psy-
chiatric help can hear voices, sometimes following
bereavement or abuse, but sometimes for no dis-
cernible reason. So do these experiences necessarily
mean insanity and violence, and must they be
thought of as pathogenic hallucinations; or are there
other ways to understand them and live with them,
and with what consequences?

One way to make our thinking more flexible is to
turn to history. We find that hearing voices was al-
ways an enigmatic experience, and the people who
had it were rare. The gallery of voice hearers is,
though, distinguished and it includes Galilei, Bunyan
and St Teresa. Socrates heard a daemon who guided
his actions, but in his time this did not signify mad-
ness, nor was it described as a hallucination. Yet in
19th century French psychological medicine the dae-
mon became a hallucination and Socrates was retro-
spectively diagnosed as mentally ill. This paper ex-
amines the controversies which surrounded the expe-
rience at different points in history as well as the
practice of retrospective psychiatry. The conclusion
reached on the basis of the historical materials is that
the experience and the ontological status it is as-
cribed are not trans-cultural or trans-historic but situ-
ated both in history and in the contemporary con-
flicts.

Introduction

If you enquire in Britain today what
“hearing voices” means, you will proba-
bly be told these experiences are halluci-

nations, which indicate madness. Your infor-
mants might quote from national newspa-
pers, which tend to associate hearing voices
with an out of control violence (Leudar and
Thomas, 2000, Ch. 8). In psychiatry, verbal
hallucinations are regarded typically as
symptoms of serious mental illness. They are
reported in 60% to 75% of people with schi-
zophrenia (see Wing, Cooper and Sartorius,
1974; Slade and Bentall, 1988), but they also
occur in other psychiatric conditions, such as
severe depressive disorders, bipolar disor-
ders, dissociative disorders and post-be-
reavement states (e.g. Goodwin and Jami-
son, 1990; Ross, Norton and Wozney; 1989;
Rees, 1971; Grimby, 1993) and following
sexual abuse (Ensink, 1993; Greenfield et al,
1994). The usual explanation in cognitive
psychology is that verbal hallucinations re-
sult from reality testing errors – something
subjective is mistaken for something which
is objective and public – a vivid memory, for
example, may be taken for a perception.
Furthermore, in psychiatry verbal hallucina-
tions have been long considered to be an im-
portant source of delusions and in fact the
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words “hallucination” and “delusion” were
used interchangeably (e.g. Pinel, 1806)

This quick sketch might be taken to imply
that there is one accepted understanding of
these experiences. This is in fact not so, and,
as we shall see, never has been – different
versions of the experience were always
available, used to present it to others, and to
understand it. Several studies have demon-
strated that verbal hallucinations occur in the
non-psychiatric population (e.g. Sidgewick
et al, 1894; Tien, 1991; Barrett and Ethe-
ridge, 1992, 1993, 1994; Leudar et al, 1997)
and that the descriptions under which voices
are experienced are not necessarily those
which contemporary medical psychiatry pro-
vides (e.g. Romme et al, 1992). That is, not
every voice hearer takes voices to be intrinsi-
cally meaningless psychiatric symptoms, and
so the variety of these experiences should be
considered. It is in fact difficult to treat lan-
guage – and this is the essential aspect of
voices – as meaningless. Our investigative
approach is therefore resolutely pragmatic –
with an eye on the different practical conse-
quences of different versions of voices, and
on what happens when they encounter each
other in practice, as they always seem to.

In general, different versions of what
“hearing voices” is should not be thought of
in advance as merely alternative representa-
tions of the same, biologically given experi-
ence. One may distinguish concepts and
their objects but this does not mean that one
has to accept that the two are always mutual-
ly inert, or that the influence always flows
from the object to the concept. In his Re-
writing the Soul, Ian Hacking recently pro-
vided some nice instances of how new con-
cepts, such as “sexual abuse” and “multiple
personality”, resourced new ways of being
“mentally ill” (Hacking, 1995). He termed
this “looping effects” and subsequently lim-
ited the scope of the looping: the phenomena
of social sciences (their objects) are not ‘in-

different’ to the concepts, unlike those of the
natural sciences (Hacking, 1997).1 So are the
experiences we are considering here “indif-
ferent’” to whether they are “hallucinations”,
“visions” or whatever else? Are they biolog-
ical phenomena, which are indifferent to cul-
ture and the language used to speak of them?
These are empirical questions, but before
turning that way, let us forestall a possible
mutual misunderstanding by stating two
maxims we are guided by. One is that expe-
riences always happen under a description,
they are never, so to speak “raw”. The other
is that the influence of concepts on experi-
ences should not be formulated in a cogni-
tive manner (as happens for instance in lin-
guistic determinism and relativism), but as
mediated by the work of concepts in prac-
tices. If concepts operated solely as cognitive
mental representations, how could they ma-
terially affect their referents? Concepts are
social tools which resource practices in
which experiences are formed and situated,
including the experiences of mental distress.
The lesson is to remember Austin, and to pay
attention to the pragmatics of concepts not
just to their syntax and semantics.

It would be possible to demonstrate this
approach using contemporary materials and
we have done so elsewhere (e.g. Leudar,
Thomas, et al, 1997; Davies, Thomas and
Leudar, 1999). Here the focus will be on his-
tory. We will examine the practice of retro-
spective psychiatry, point out some of its
problems and provide a somewhat different
way to examine historical texts and consider
implications for psychology.
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1 As we have argued elsewhere, Hacking in effect redi-
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ries, whilst those of the social sciences may respond to,
and be changed by, the succeeding theories – see Leudar
and Sharrock (1999).
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Retrospective psychiatry

Retrospective psychiatry consists in
reading old or very old texts in the
light of contemporary concepts. It in-

volves re-writing the past in the light of
changing knowledge, and substituting new
understandings of experiences and behav-
iours for the old ones. This makes sense if
you hold that psychiatry is a natural science,
and your aim is to formulate laws, principles
and categories which are valid universally,
not just locally. After all, Galileo discovered
the moons of Jupiter for all times, not just for
the Italy of the renaissance. And John Dalton
did not propose atomic theory just for Man-
chester and just for the 18th century. So “na-
tural” psychiatric categories such as schizo-
phrenia, and concepts such as hallucinations
should apply without a problem to other
places and times. But do they?

An admittedly somewhat unusual demon-
stration of the practice of retrospective psy-
chiatry and its problems is to try to read
Samuel Beckett’s Company as if it were a
psychological document.

It starts

“A voice comes to one in the dark. Imagine. To
one on his back in the dark. This he can tell by
the pressure on his hind parts and by how the
dark changes when he shuts his eyes and again
when he opens them again. Only a small part of
what is said can be verified. As for example when
he hears, You are on your back in the dark. Then
he must acknowledge the truth of what is said.
But by far the greater part of what is said cannot
be verified. As for example when he hears, You
first saw the light on such and such a day.”
(Samuel Beckett, Company, p.1)

The reader turns a professional and asks
himself, “Is Beckett talking about hallucina-
tions here?” and starts reading the text as a
professional, bearing the concept of verbal
hallucination in mind. He continues to read:

“Slowly he entered dark and silence and lay there
for so long that with what judgement remained
he judged them to be final. Till one day the voice.
One day! Till in the end the voice saying, You are
on your back in the dark. Those its first words.
Long pause for him to believe his ears and then
from another quarter the same. Next the vow not
to cease till hearing cease. You are on your back
in the dark and not till hearing cease will this
voice cease.” (Samuel Beckett, Company, p. 22-
23)

He finds that the voice speaks to the hearer
about his past, always in the second person
singular. It is repetitious, speaking “with
only minor variants the same bygones”.
These characteristics of the voice are much
like those many voice hearers report to psy-
chiatrists or to researchers when describing
their voices. Other characteristics do not fit
easily, for instance:

“The voice comes to him now from one quarter
and now from another. Now faint from afar and
now a murmur in his ear. In the course of a sing-
le sentence it may change place and tone. Thus
for example clear from above his upturned face,
You first saw the light at Easter and now. Then a
murmur in his ear, You are on your back in the
dark. Or of course vice versa.” (Samuel Beckett,
Company, p. 19)

The question is, is the voice Beckett is refer-
ring to a verbal hallucination? If so, was he
himself a voice hearer (the book is intro-
duced as an autobiographic piece), and could
one go even further and provide Beckett with
a retrospective psychiatric diagnosis? – as
we have already seen those going through
major depressive episodes may indeed hear
voices.

But if you read the book this way you will
miss the fact that Beckett used the voice as a
literary device. The memories of the charac-
ter are not his own, but narrated to him by the
voice. The device sets up the positioning of
the reader with respect to the Unnameable
and the narrator – the reader also becomes
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one who is on his back in the dark, hearing a
voice telling him of his past. What is not
likely to happen is for a psychiatrist to im-
port the way Beckett used the voice back into
psychiatry. But perhaps when patients talk
about voices, they do not simply lay bare
their hidden inner life, but use voices as dis-
cursive devices. Some individuals clearly
avow to hearing voices in order to disown re-
sponsibility for their actions.

Trying to read Samuel Beckett’s Company
retrospectively in a psychiatric way is clearly
bizarre, but doing so with the following text
may seems less so. This is from John Bu-
nyan’s spiritual autobiography Grace abound-
ing. (John Bunyan was an eminent English
religious reformer and writer of the 17th cen-
tury whose Pilgrim’s Progress was according
to Hippolyt Taine the second most read book
in English speaking countries).

“But the same day, as I was in the midst of a game
of Cat, and having struck it one blow from the
hole; just as I was about to strike it the second
time, a voice did suddenly dart from heaven into
my Soul, which said, Wilt though leave thy sins,
and go to Heaven? Or have thy sins, and go to
hell? At this I was put to an exceeding maze;
wherefore leaving my Cat upon the ground, I
looked up to heaven, and was as if I had with the
eyes of my understanding, seen the Lord Jesus
looking down upon me, as being very hotly dis-
pleased with me, and as if he did severely threat-
en me with some grievous punishment for these,
and other my ungodly practices.
I had no sooner thus conceived in my mind, but
suddenly this conclusion was fastened on my
spirit, (for the former hint did set my sins again
before my face) that I had been a great and
Grievous Sinner, and that it was now too late for
me to look after Heaven, for Christ would not for-
give me, nor pardon my transgressions. Then I
felt to musing upon this also; and while I was
thinking on it, and fearing lest it should be so, I
felt my heart sink in despair, concluding it was
too late; and therefore I resolved in my mind I
would go on in sin. … I can but be damned; and
if it must be so, I had as good be damned for
many sins, as to be damned for few.” (John
Bunyan, Grace Abounding, 1666, pp. 18-19).

Grace abounding has indeed been read psy-
chologically, and by no lesser psychologists
than Hippolyt Taine (1877, Book II, ch. 5),
Josiah Royce (1894), William James (1902)
and Pierre Janet (1903). The diagnoses pro-
vided included “hallucinatory delirium”
(Taine), “psychopathy” (James) and “obses-
sion and delirium of scruples” (Janet). In
their readings, Bunyan’s visions became hal-
lucinations or pseudo-hallucinations, and his
temptations became “insistent” or “fixed
ideas”. William James may have rejected
“medical materialism” and its explanation of
religion in his Varieties of Religious Expe-
rience but he also commented

“bent as we are on studying religion’s existential
conditions, we cannot possibly ignore these
pathological aspects of the subject. We must de-
scribe and name them just as if they occurred in
non-religious men.” (William James, Varieties of
Religious Experience, p. 9)

Even though James held that it was misguid-
ed to explain religion in dogmatic terms by
reference to the mental health of its practi-
tioners he also wrote the following:

“Even more perhaps than other kinds of genius,
religious leaders have been subject to abnormal
psychical visitations. Invariably they have been
creatures of exalted emotional sensibility. Often
they have led a discordant inner life, and had me-
lancholy during a part of their career. They have
known no measure, been liable to obsessions and
fixed ideas; and frequently they have fallen into
trances, heard voices, seen visions, and presented
all sorts of peculiarities which are ordinarily
classed as pathological. Often, moreover, these
pathological features in their career have helped
to give them their religious authority and influ-
ence.” (James, 1902, p. 6)

John Bunyan, though, did not use the con-
cept of mental illness to understand his suf-
fering. Nor did he use the concept of halluci-
nation to understand his spiritual experi-
ences, even though he sometimes had prob-
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lems in distinguishing them from those more
mundane ones, as he indicates:

“Yet still at times, I was helped to believe that it
was true manifestations of Grace unto my soul,
though I had lost much of the life and savour of it.
Now about a week or fortnight after this, I was
much followed by this scripture, Simon, Simon,
behold, Satan hath desired to have you, Luk. 22.
31. And sometimes it would sound so loud with-
in me, yea, and as it were call so strongly after
me, that once above all the rest, I turned my head
over my shoulder, thinking verily that some man
had behind me called to me, being at a great dis-
tance.” (John Bunyan, Grace Abounding, 1666)

The description under which he has his ex-
perience (a “manifestations of Grace”) can-
not be substituted by another term (halluci-
nation) without losing the sense of it or of his
reactions to it. Examining the practice of
retrospective psychiatry foregrounds the
historical conflict between different versions
of the experience and it may help to clarify
the extent to which they are constituted by
the culture in which they are situated. In par-
ticular, we can ask which aspects of hearing
voices are invariant, and which are contin-
gent on culture and history. We will next
consider in detail the case of Socrates in
these terms; what follows is a brief précis of
the detailed analysis presented in the Voices
of Reason, Voices of Insanity (Leudar and
Thomas, 2000).

The case of Socrates
Socrates is not usually seen as a religious vi-
sionary and it does come as a surprise to
many who know him just by his popular
reputation that he let himself be guided by ‘a
daemon’ which told him what he should not
do. This has been well documented by
Xenophone, Plato and Socrates, and subse-
quently commented on by many, including
Montaigne, Voltaire, and Nietzsche (see
Nehamas, 1998). In the early 19th century,
the daemon became “a hallucination” and

Socrates was declared insane on its account.
The great Pinel thought that Socrates suf-
fered from catalepsy and Lelut (1836), who
dedicated a monograph to the daemon, ar-
gued that Socrates was a victim of hallucina-
tions. For Maury (1855) there was no differ-
ence between visionaries, ecstatics and mad-
men. The apparent rationality of visionaries’
hallucinations was beside the point – rational
hallucinations were still essentially halluci-
nations, just like those of the inmates of con-
temporary French asylums. The conclusion
was that the great projects of Socrates, Mo-
hamed and Joan of Arc were motivated by
hallucinations and monomania. Now this is
clearly an extreme position and even the
retrospective psychiatrist of Socrates, Lelut
had to concede that

“if Pythagoras, Numa, Mahomet etc. were not
rogues, but believed in the reality of their visions
and revelations, which seems beyond doubt, then
these were men of genius and enthusiasm, who
had partial, isolated hallucinations in a religious
and reforming mode which was fostered by the
spirit of their age.” (Lelut, 1836, p. 346, cited in
James, 1995, p. 91)

But “the spirit of their age” was found want-
ing:

“This spirit, incapable of understanding such a
form of madness, obliged the hallucinator and his
witnesses to believe in the reality of his false per-
ceptions of whatever kind.” (Lelut, 1836, trans-
lated by James, 1995, p. 91)

While Lelut had to admit that the visionaries
were not necessarily insane, he deemed the
whole age and the culture which spoke and
thought differently wanting. Retrospective
psychiatry in this mode assumes and demon-
strates “progress” (see Schmidt, 2000). This
is of course not the only way it uses old texts
– Bunyan’s spiritual autobiography, for in-
stance, was also used to study the relation-
ship between religion and psychopathology
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(James, 1902) and between genius and in-
sanity (Royce, 1894), see Leudar and Sha-
rock (2001).

You may think that “hallucination” is an
concept which has always been to hand, but
its psychiatric meaning (which has subse-
quently become the everyday meaning of the
word) was only formulated in the early nine-
teenth century in England by Sauvages,
Sagar, Darwin (see Esquirol, 1845) and in
France by Esquirol (1838). Hallucinations
then came to be seen as a crucial symptom
and source of insanity. There were, however,
problems with applying the concept and the
French Societé Médico-Psychologique even-
tually met twice to debate hallucinations (see
Brierre de Boismont, 1856). One aim was to
see whether one could distinguish normal
from pathologic hallucinations, as for in-
stance those in artists and in the insane. The
differences between the two were drawn in
terms of
– control over the experiences;
– the ability to distinguish “internal percep-

tions” from perceptions of public external
objects, and

– their consistency with reason.

The distinction between normal and abnor-
mal hallucinations in terms of the last consid-
eration was formulated by Brierre de Bois-
mont (1861a, b) who proposed that there
were two kinds of them: the physiological
ones (which were compatible with reason),
and the pathological ones (which were not):

“But even though their manifestations are the
same in the two cases, their character, their logic,
their course, their ending establish sharp differ-
ences between them.

Physiological hallucination is constantly in
touch with the dominant thought, the mother idea,
the ideal; it is an echo, an adjunct, a stimulant
which decides the success. Whatever its duration,
it has the same force at the start and at the end,
and it does not trouble the reason.

Pathological hallucination, on the other hand,
has its origins in diverse causes and mostly false
ones; it is almost always associated with delirious
conceptions. It invokes most erroneous and con-
tradictory motives. Almost always it is impregnat-
ed with childish terrors, or is based on ridiculous
exaggerations. It presents remarkable transforma-
tions. After time, it causes confusion of ideas and
enfeeblement of reason.

These two [kinds of] hallucination have their
starting point in mental representations, which
exist in all the men, but their different character
depends on whether the reason is intact or
troubled.” (Brierre de Boismont, 1861b, p. 537-
538, our translation)

So, according to Brierre de Boismont, hallu-
cinations were not in themselves signs of
madness, anymore than say are thinking and
remembering, even though some people can
have bizarre and false memories and some
people think delusional thoughts. The mad-
ness of some hallucinations was in their in-
voluntariness, delirious content and falsity,
in the childish terror of the hallucinator, in
other words nothing specific to hallucinat-
ing. Brierre de Boismont implied that what is
called hallucinating is an ordinary mental
function, which can indicate impairment of
reason like any other.

But did Socrates really experience verbal
hallucinations? Plato, Xenophon and Plu-
tarch refer to his experience (after transla-
tion, that is) as “a voice”, “a divine sign” “a
daemon”, “a divine presentiment”, “a super-
natural experience” but never as a “halluci-
nation”. That term, taking the translators’
word for it, is simply absent in their narra-
tives. What grounds could we have for say-
ing that the daemon of Socrates was a hallu-
cination? Does it have the correct properties
to count as one? Today, as in 19th century
France, hallucination is “any percept-like ex-
perience which (a) occurs in the absence of
an appropriate stimulus, (b) has a full force
or impact of the corresponding actual (real)
perception and (c) is not amenable to direct
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or voluntary control by the experiencer”
(Slade and Bentall, 1988, p. 23). So if the
daemon were a hallucination, it should have
been an auditory experience with discernible
words. It should have been a private experi-
ence and in absence of appropriate stimulus.
Moreover if the daemon were a pathological
hallucination it should have been involuntary
and contrary to reason.

There is ample evidence that Socrates in-
deed experienced his daemon in the auditory
modality. Xenophon’s Socrates described it
as “a divine voice” which “comes to me and
communicates what I must do” (Xenophon,
SD: 4-12). Plato’s Socrates said that he was
“subject to a divine or supernatural experi-
ence ... It began in my early childhood – a
sort of voice which comes to me” (Plato,
Apology, 31cd, our emphasis) and “I seemed
to hear a voice forbidding me to leave the
spot” (Plato, Phaedrus, 242bc, our empha-
sis). Plutarch had Simmias report in the
“daemon of Socrates” that he

“had often heard Socrates express the view that
men who laid claim to visual communication
with Heaven were impostors, while to such as af-
firmed that they heard a voice he paid close at-
tention and earnestly inquired after the particu-
lars.” (Plutarch, OSS, 588c, our emphasis).

So Socrates’ daemon satisfies the first condi-
tion of being an auditory hallucination – it is
like hearing somebody. Now, was the experi-
ence of the daemon private to Socrates, pri-
vate like the present day hallucinations of
madness are? Or alternatively could Socrates
ever hear his daemon together with someone
else? None of our sources ever mentions an
event such as this. Socrates’ actual contact
with his daemon is always presented as his
own.

“Socrates ... happened to be making the ascent to-
ward the Symbolon and the house of Andocides,
putting some question to Euthyphron the while
and sounding him out playfully. Suddenly he

stopped short and fell silent, lost a good time in
thought; at last he turned back, taking the way
through the street of cabinet makers, and called
out to the friends who had already gone onward to
return, saying that his sign has come to him.”
(Plutarch, OSS: 580d-e)

The experience of the daemon involves a
withdrawal from social activity, and into
Socrates’ thoughts. But note that even
though it is private in this sense, the experi-
ence is still socially situated. Socrates is “lost
in thought” with his companions, and he re-
ports the experience to them. The daemon is
then a private and yet a social experience. It
clearly satisfies the second criterion for be-
ing a hallucination: it is a private experience
in that it is not co-experienced by Socrates
and others Athenians.

Let us next consider whether Socrates had
control over the experience and whether he
prepared the hallucination in the way a vivid
artistic image might follow a period of in-
tense incubation. The answer to both ques-
tions is “no” – the demon “came to him” and
provided him with wisdom which he himself
did not possess. But did Socrates confuse his
daemon with ordinary auditory perception?
Unlike John Bunyan, he did not.

Thus far then the daemon fits the concept
hallucination reasonably well, even though it
would be more difficult to say whether it is a
pathological or normal hallucination. There
is a problem though: does the divine, from
which Socrates and his contemporaries
thought the voice came, count as an “appro-
priate stimulus”? Not if you do not believe in
daemons. Lelut did not – an appropriate
stimulus for hearing someone in France in
1850s, as it is today, was a person speaking
in the vicinity. So we can say that Socrates’s
daemon was a hallucination. The problem,
though, is that Socrates himself could not.
Now why is this? He would have to cease to
believe in daemons, their wisdom, and their
causal powers. Socrates simply could not do
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this and remain who he was – his whole life
consisted in seeking wisdom in people, not
finding it and concluding that wisdom be-
longs to gods only. Furthermore, his under-
standing of the voice as a daemon had many
practical consequences. Most people would
probably say that hallucinating is an afflic-
tion. Plutarch (and the characters in his
book), however, concluded that hearing a
daemon was a privilege. Why is Socrates
granted the privilege? Plutarch wrote:

“but whereas some men actually have this sort of
apprehension in dreams, hearing better asleep,
when the body is quiet and undisturbed, while
when they are awake their soul can hear higher
powers but faintly, and moreover, as they are
overwhelmed by the tumult of their passions and
the distractions of their wants, they cannot listen
or attend to the message. … Socrates, on the
other hand, had an understanding which, being
pure and free from passion, and commingling
with the body but little, for necessary ends, was
so sensitive and delicate as to respond at once to
what reached him.” (Plutarch, OSS: 588d-e).

So hearing a daemon in Athens indicated that
one was gifted rather than insane and the
giftedness Plutarch talks about involves be-
ing able to resist one’s passions. Some men
are “overwhelmed by the tumult of their pas-
sions and the distractions of their wants” but
Socrates is not.

So French medicine looked at hallucina-
tions as signs of unreason, but according to
Athenians, Socrates heard the voice of the
divine because he was a man of reason; he
denied his body, sought wisdom and dis-
dained material possessions. This being so
he could do things with his experience which
contemporary voice hearers cannot. In other
words, we cannot project the concept of hal-
lucination into the past without misunder-
standing it.

Controversies about hearing
voices

So far I may have been easily taken to
be saying that the history of hearing
voices moves through a series of con-

sensual descriptions. In Socrates’ time it was
a sign provided by the divine, but in the nine-
teenth century it became an auditory halluci-
nation and a symptom of insanity. This is,
however, not so. Even in Socrates times the
daemon was a point of controversy. First,
whilst his fellow Athenians had no problem
accepting that he could be in a privileged
contact with the divine, the problem was that
the daemon was not one of the locally recog-
nised deities. In fact, one of the charges at
Socrates’ trial was that he was introducing
new deities into Athens and thereby corrupt-
ing the youth (see Plato, 1993). By the time
of Plutarch (1st century AD) the social con-
troversy was different, as is obvious in the
apocryphal story and in the following quota-
tions.

“Socrates ... happened to be making the ascent to-
ward the Symbolon and the house of Andocides,
putting some question to Euthyphron the while
and sounding him out playfully. Suddenly he
stopped short and fell silent, lost a good time in
thought; at last he turned back, taking the way
through the street of cabinet makers, and called
out to the friends who had already gone onward to
return, saying that his sign has come to him. Most
turned back with him, I with the rest, clinging
close to Euthyphron; but certain young fellows
went straight ahead, imagining that they would
discredit Socrates’ sign, and drew along Charillus
the flute-player, who had also come to Athens
with me to visit Cebes. As they were walking
along the street of statuaries past the law-courts,
they were met by a drove of swine, covered with
mud and so numerous that they pressed against
one another; and there was nowhere to step aside,
the swine ran into some and knocked them down
and befouled the rest.” (Plutarch, On the Sign of
Socrates: 580d-f)
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“I have it from one of Megarian school, who has
it from Terpsion, that Socrates’ sign was a sneeze,
his own and others’: thus, when another sneezed
at his right, whether behind or in front, he pro-
ceeded to act, but if at his left, he desisted; while
of his own sneezes the one that occurred when he
was on the point of acting confirmed him in what
he had set out to do, whereas the one occurring af-
ter he had already begun checked and prevented
his movement.” (Plutarch, On the Sign of
Socrates: 581b)

The argument is now about whether the dae-
mon was a sign of wisdom and virtuous life
or humbug and superstition. For some young
Athenians the voices came to stand for su-
perstition and to be contrary to reason.

The general lesson here is that perhaps the
best method is not to seek the central ten-
dencies at different points in history, but
rather it is to examine what is controversial
about voices and how the arguments move
on. We shall do this for our second historical
case, that of “a retrospective hysteric”, St
Teresa of Avila. The following text is from
her autobiography.

“Like imperfect sleep which, instead of giving
more strength to the head, doth but leave it the
more exhausted, the result of mere operations of
the imagination is but to weaken the soul. Instead
of nourishment and energy she reaps only lassi-
tude and disgust: whereas a genuine heavenly vi-
sion yields to her a harvest of ineffable spiritual
riches, and an admirable renewal of bodily
strength. I alleged these reasons to those who so
often accused my visions of being the work of the
enemy of mankind and the sport of my imagina-
tion. ... As for myself, it was impossible to believe
that if the demon were its author, he could have
used, in order to lose me and lead me to hell, an
expedient so contrary to his own interests as that
of uprooting my vices, and filling me with mas-
culine courage and other virtues instead, for I saw
clearly that a single one of these visions was
enough to enrich me with all that wealth.” (Teresa
of Avila, Autobiography – cited by William
James, 1902, Varieties of Religious Experience, p.
21, my emphasis)

Note the categories she has available for her
“visions”. They can be
– mere operations of the imagination, or
– the work of the enemy of mankind, or fi-

nally
– genuine heavenly visions.

The text provides not only these categories
but it also indicates the procedures she uses
to allocate a particular experience to one of
them. One consideration is the nature of the
content and the consequences of these vi-
sions.2 Note, for instance, that the imagina-
tion enfeebles the soul, while heavenly vi-
sions afford spiritual riches and renew bodi-
ly strength. These procedures are though not
just St Teresa’s own personal ones – her au-
tobiography was assessed in her own time by
the church and even by the Inquisition. Ac-
cording to Father Bañes, a Dominican friar
delegated to censor the book by the In-
quisition:

“One thing only there is about the book that may
reasonably cause any hesitation till it shall be
very carefully examined: it contains many visi-
ons and revelations, the matters always to be
afraid of, especially in women, who are very
ready to believe of them that they come from
God and to look at them as proofs of sanctity,
though sanctity does not lie in them.” (Teresa of
Avila, Autobiography, 1911, p. xxvii)

Father Bañes decided that St Teresa was hon-
est in revealing her visions, unlike the de-
ceivers who may lay claims visions to appear
pious. This means that hearing voices is now
to be mistrusted. The argument is about
whether the mere presence of voices indicat-
ed piety and holiness. Bañes argued that this
is not so but the need to say this implies that
some thought so. Another authority, Father
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Juan d’Avila, provided support for this posi-
tion by arguing that visions are not necessar-
ily given just to those who are virtuous, but
rather those in need of spiritual love and
help. The main way, however, to assess vi-
sions (i.e. are they from the devil, from the
divine or mere psychology) though was in
terms of their effects and concordance with
the religious dogma. In the case of St Teresa,
according to the examiner they moved her to
love God and despise herself. “I see no rea-
son for condemning them, I incline rather to
regard them as good, provided you are care-
ful not to rely altogether on them, especially
if they are unusual, or bid you do something
out of the way, or are not very plain. In all
these and the like cases you must withhold
your belief in them, and at once seek for di-
rection.” If we compare this controversy with
that concerning the daemon of Socrates, in
both humbug may be involved, and the cate-
gorisation is achieved relative to religious
dogma. The crucial difference is that in
Socrates’ time hearing voices meant wis-
dom, in the time of St Teresa they may mean
exactly the opposite.

One important point is to be stressed
about the visions of St Teresa – it is the res-
onance between social and individual cate-
gories. The positions in the social dispute
about voices and the categories available to
individuals for the experience are broadly
the same.

So far the stress has been on categories for
the experiences of hearing voices and on the
procedures for assigning experiences into
them. The context is, however, important and
the extent to which they are idiosyncratic
rather than shared with others. The following
is an excerpt from the memoirs of the per-
haps most famous psychiatric patient in his-
tory, D.P. Schreber.

“I believe I may say that at that time and at that
time only, I saw God’s omnipotence in its com-
plete purity. During the night – and as far as I can
remember in one single night – the lower God
(Ariman) appeared. The radiant picture of his rays
became visible to my inner eye, while I was lying
in bed not sleeping but awake – that is to say he
was reflected on my inner nervous system.
Simultaneously I heard his voice; but it was not a
soft whisper – as the talk of the voices always was
before and after that time – it resounded in a
mighty bass as if directly in front of my bedroom
windows. The impression was so intense, so that
anybody not hardened to terrifying miraculous
impressions as I was, would have been shaken to
the core. Also what was spoken did not sound
friendly by any means: everything seemed calcu-
lated to instil fright and terror into me and the
word ‘wretch’ was frequently heard – an expres-
sion quite common in the basic language to de-
note a human being destined to be destroyed by
God and to feel God’s power and wrath. Yet
everything that was spoken was genuine, not
phrases learnt by rote as they later were, but the
immediate expression of true feeling.” (Daniel
Schreber, 1903, 124/136).

In formal terms, Schreber’s experiences are
not that different from those of Socrates or St
Teresa. He divides his experiences into those
which are ordinary personal ones or ordinary
public ones but also those which are super-
natural ones, to which only he has access.
Schreber had in effect two outsides, only one
of which he shared with other people. He
himself accepted that his supernatural expe-
riences had a different meaning for himself
and the psychiatrists. In this respect his ‘re-
ality testing’ capacities were intact. So what
makes him a madman rather than a visionary
like St Teresa and Socrates were? It is not
simply that he had visions and heard voices,
it was rather that the supernatural world he
spoke of was his alone, and unlike the spiri-
tual realm of religious visionaries it was nei-
ther shared nor culturally appropriate.
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Implications for contem-
porary research

The core ideas in the contemporary
cognitive approach to verbal halluci-
nations are as follows. Experiences

are assigned into two mutually exclusive cat-
egories, they are either subjective or public.
This assignment is a matter of meta-cogni-
tive inference (e.g. Bentall, 1990), of pre-
conscious inference (e.g. Hoffman, 1986) or
of an unconscious neurophysiological pro-
cess (e.g. Frith, 1992). The criticism which
follows from the historical analysis is that it
fails to establish participants’ own categories
and instead it procrastinates experiences into
the objective/subjective dualism. Not all
voice hearers or even researchers, however,
work with this dualism. William James, for
instance, argued in his Varieties of Religious
Experience that human experience is not
limited to what is provided by the five sens-
es – the spiritual world is as real as the ma-
terial one and experiences can be “public/ob-
jective”, “private/psychological” or “spiritu-
al”. Any reality testing procedure postulated
by a researcher, should take the participants’
own categorisation into account. The reason
is that, as we have seen, otherwise one may
conclude that a voice hearer fails at reality
testing, when in fact he or she is assigning
experiences consistently into her own cate-
gories.

One can draw on William James further to
formulate an even more basic criticism of
cognitive reality testing. The problem is
whether reality testing is necessarily a infer-
ential procedure. James (1902) did not just
argue for the “reality of the unseen”, he also
asserted that there is a sense for perceiving it;
the “spiritual” can be apprehended directly,
rather than just inferred.

“It is as if there were in the human consciousness
a sense of reality, a feeling of objective presence,

a perception of what we may call ‘something
there,’ more deep and more general than any of
the special and particular ‘senses’ by which the
current psychology supposes existent realities to
be originally revealed.” (James, 1902, p. 58; our
emphasis)

What, according to him, was this “sense of
reality”? He provided several examples, in-
cluding the following:

“I lay awake awhile thinking on the previous
night’s experience, when suddenly I felt some-
thing come into the room and stay close to my
bed. It remained only a minute or two. I did not
recognize it by any ordinary sense and yet there
was a horribly unpleasant ‘sensation’ connected
with it. It stirred something more at the roots of
my being than any ordinary perception. The feel-
ing had something of the quality of a very large
tearing vital pain spreading chiefly over the chest,
but within the organism – and yet the feeling was
not pain so much as abhorrence. At all events,
something was present with me, and I knew its
presence far more surely than I have ever known
the presence of any fleshly living creature.”
(James, 1902, p. 59-60, italics in the original)

The “sense” that James documents here is
described as follows. It does not come in
“any ordinary sense” (it has, for instance, no
visual, or auditory characteristics) yet the ex-
perience is spatially localised (“it” comes
into the room, stays close to the informant’s
bed and exits through the door). The “pres-
ence” is not seen or heard but “felt”, with the
feeling in this particular case being one of
“abhorrence”. There is also a distinct bodily
element to the experience (it is like “a tear-
ing vital pain spreading chiefly over the
chest”). These elements are common to all
the relevant examples which James provides.
In general, the direct “reality sense” is partly
a matter of intense embodied feelings.

Is this “sense of the unseen” relevant to
hallucinations or hearing voices? James
seems to propose it is:
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“we might suppose the senses to waken our atti-
tudes and conduct as they so habitually do, by
first exciting this sense of reality; but anything
else, any idea, for example, that might similarly
excite it, would have that same prerogative of ap-
pearing real which objects of sense normally pos-
sess. So far as religious conceptions were able to
touch this reality-feeling, they would be believed
in spite of criticism, even though they might be so
vague and remote as to be almost unimaginable.”
(James, 1902, p. 59-60, italics in the original)

It seems then that James therefore intended
the “sense of reality” to provide ordinary ex-
periences with a sense of reality as well as to
identify the spiritual ones. Moreover the
sense of reality can establish what otherwise
would have been a hallucination, into an ex-
perience of a spiritual event and it can do this
retrospectively. James quotes his colleague:

“It was about September, 1884, when I had the
first experience. On the previous night I had had,
after getting into bed at my rooms in College, a
vivid tactile hallucination of being grasped by the
arm, which made me get up and search the room
for an intruder; but the sense of presence proper-
ly so called came on the next night, after I had got
into bed and blown out the candle.” (James, 1902,
p. 59)

Something which starts as a hallucination is
retrospectively assigned a spiritual reality on
the grounds of the sense of reality. In repre-
sentational accounts of mind, a discrete ex-
perience is a hallucination if it occurs in the
absence of an appropriate discrete event in
the world. James’s account does not work
with discrete ideas but with the “stream of
consciousness”. An experience may not be
taken as a hallucination at the time but it may
turn out to be one in depending on the expe-
riences which follow.

There are two implications of these con-
siderations for our approach to hearing
voices. One is to pay attention to embodied
feelings, which may accompany voices, and
to establish how the voice hearer uses these

on a particular occasion to establish the on-
tological status of the experience. The other
is that reality testing may be extended in
time and not just carried out at the time of
experience. It may consist in a family of dif-
ferent cognitive procedures, some of which
involve direct perceptions, others meta-cog-
nitive inferences, some done in private, oth-
ers carried out with others.

In general, when studying experiences,
one should pay attention to their occasioned
and contentious character, and always ask
questions such as the following. What con-
troversies does the experience provoke in
particular social and historical contexts?
What are participants’ own categories for
their experiences, and what procedures guide
their application? How are the versions of
the experience made relevant in concrete cir-
cumstances, and what determines whether
one category is relevant rather than another?
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Summary
The article is the text of a lecture given at the Faculty
of the Humanities, March 2001. It argues that one
implication of recent advances in the sciences of life
may be that the binary opposition of the normal and
the pathological is put into question. Canguilheim’s
distinction between vital and social norms is chal-
lenged and superseded by a Foucauldian genealogi-
cal approach to programs for the government of indi-
viduals, and the norms of life that emerged in the
nineteenth and twentieth centuries are argued to be
fundamentally social. Viewing genetics, biopsychia-
try, and the commercialisation of drug development
and biomedicine, the author argues that the logic of
normalisation is loosing its hold, and being replaced
by strategies for the continuous molecular manage-
ment of variation, the modulation of susceptibilities,
and the capitalisation of life itself.

Introduction

Since about the middle of the nine-
teenth century, our ways of governing
human conduct have been structured

by the division between the normal and the
abnormal – by the idea of norm and devia-
tion. Across the twentieth century, the norm
was medicalised, statisticalised, moralised
and socialised – to be normal was to be
healthy, to be average, to be virtuous and to
be socially acceptable. A host of professions
came to organise their thoughts, calculations

and judgements in terms of the binary of the
normal and the pathological, and to conceive
of their interventions in terms of a project of
normalisation. So, as we enter the 21st cen-
tury, are we still governed by the logic of the
norm? And what are the implications of re-
cent advances in the sciences of life – from
the decoding of the human genome to the
new neuroscientific knowledges of the brain
and its mechanisms – and of the linked de-
velopments in the technologies of treatment
– from the cloning of stem cells to psy-
chopharmacology?

I am writing these words on the very day
when the first ‘map’ of the human genome is
published on the internet – the 11th February
2001. As you will all know by now, this pro-
duced at least one major surprise – there
were too few genes! Rather than the 100,000
or so genes that had been confidently pre-
dicted, there seem to be only around 31,000
sequences coding for chains of amino acids
– which compares with 6,000 for a yeast cell,
13,000 for a fruit fly, 20,000 for a nematode
worm and 26,000 for an average plant. So
where are all those genes that account for our
vast behavioural repertoire, for our con-
sciousness, for our physical co-ordination,
for learning and memory? This doesn’t
seem to be a ‘parts list’ to make a human –
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even a modern jet aeroplane contains more
than 200,000 unique parts. The predictions
and anxieties about ‘the gene for’ everything
from homosexuality to a sense of humour –
both those of the gene hunters and those of
their sociological critics – seem to have been
confounded. Craig Venter of Celera Geno-
mics, who hoped to be the legal owner of the
human genome, pronounced “The notion
that one gene equals one disease, or that one
gene produces one protein, is flying out of
the window”.1 The project is regrouping –
around the genes that control genes, or
around the interactions between genes. Or
perhaps, as theologians rush to suggest, in
the space between the paucity of genes and
the richness of human existence and creati-
vity lies a space for god, a space for the soul:
as Paul Rabinow has shown in French DNA,
the French have been hard at work for some
time to produce the spiritual in this genomic
domain (Rabinow, 1999).

The very idea of what it is to be human is
being reshaped by these new knowledges
and techniques of human individuality. But
this is not taking the form that critics had
predicted. In genomics, the information pa-
radigm – code of codes, book of life, digital
instructions and the like – has been thrown
into doubt as the genome itself seems to be
full of all sorts of relics of the past, introject-
ed sequences from bacteria, strange and ap-
parently functionless duplications, sequen-
ces long deactivated. The human genome
seems more like an assemblage put together
over millennia by squabbling tribes of mad
bricoleurs than a digital programme written
by the harsh logic of natural selection, and
survival of the selfish gene. Something –
postgenomics – is taking shape. And in oth-
er areas too, the reshaping of personhood
brought about by new life sciences is not tak-
ing the essentialist, reductionist, determinist

form that many had anticipated. Histories of
the present turn out to be easier to write than
fictions of the future. But perhaps we can at-
tempt some diagnoses, not to predict the fu-
ture or even to describe the present, but to
find the lines of truth and power within
which the new human beings of the biologi-
cal age are coming into existence.

Norms

Let me start with norms. As is well
know, the French historian and phi-
losopher of the life sciences, Georges

Canguilhem (1978) argued that there was a
fundamental distinction between two types
of norms – vital norms and social norms. In
On The Normal and the Pathological, he as-
serted that life was itself a vital and norma-
tive process. Vital norms arose from the very
nature of living beings and the constant work
of adaptation that they try to do in order to
resist death. The vital norms of the living be-
ing are not merely human judgements or sta-
tistical averages across a population. Vital
normativity, in the life sciences and medi-
cine, arose from the specific character of
their object – of living beings. He writes “It
is life itself, and not medical judgement that
makes the biological normal a concept of
value and not a concept of statistical reality.”
(ibid., 43). Health, for the living organism, is
not just normality but normativity – the vital
force that resists disease. Pathology was a re-
duction of this vital normativity – illness was
fixity, inability to adapt, stasis. Life was or-
ganic, systematic, self regulating – hence the
importance of disease for knowledge: “Dis-
ease reveals normal functions to us at the
precise moment when it deprives us of their
existence… Health is organic innocence. It
must be lost, like all innocence, so that
knowledge may be possible… the truly vital
wonder is the anguish caused by disease.”
(ibid., 52)
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But Canguilhem thought that social norms
were very different. Social norms manifest
only adaptation to a particular artificial order
of society. They arise from the requirements
of those in power for normativity, docility,
productivity, harmony and the like. In a
widely quoted passage, he remarks that
“Between 1759, when the word ‘normal’ ap-
peared, and 1834 when the word ‘nor-
malised’ appeared, a normative class had
won the power to identify – a beautiful ex-
ample of ideological illusion – the function
of social norms, whose content it deter-
mined, with the use that that class made of
them” (ibid., 151). The norms of the econo-
my, of the school, of the legal system and so
forth thus arose from judgements of desira-
bility made by groups with particular inter-
ests. And the most intense problems arise
where one set of norms are read in terms of
the other – when social norms were treated
as if they were vital, and arose from the na-
ture of the human being, rather than from a
contingent social judgement of personhood.
The critical slogans of much social science
echo this view – essentialism, reductionism,
determinism, geneticisation – each suggests
that a social judgement of deviation from de-
sirability is taken to be a vital pathology.

From this perspective, it is tempting to
suggest that the new politics of life have
once more mistaken social norms of person-
hood for vital ones. Thus we could argue that
a social norm of health has replaced a vital
one – health as eternal youth, as physical
perfection, as ever prolonged life expectan-
cy, as fertility for all and at any age and so
forth. And, in relation to the mind, one could
argue that it is a social norm of happiness,
contentment and adjustment, for example,
that underlies contemporary psychiatry. In
its new guise – psycho-pharmacology – it
seems to have taken key features of vitality
itself as abnormalities open to normalisation.
Sadness becomes treatable depression, dis-

like of social situations becomes treatable
social phobia – in the name of a social, not a
vital, norm of health. I’ll return to these ex-
amples later.

For Michel Foucault, Canguilhem’s pupil,
however, it was not only social norms that
had a history – vital norms were historical
too. Foucault argued that the very idea of the
norm took shape within programmes for the
government of individual and collective
existence in nineteenth century Europe.
These programmes gridded the space and
time of existence with standards of conduct –
of dress, manners, punctuality, conduct, per-
formance. This enabled judgements of de-
viation to be made in the schools, factories,
army, hospital, reformatory, and processes of
normalisation to be set in motion. And these
norms were linked up with those of medi-
cine, they were naturalised. Take nineteenth
century psychiatry. On the one hand, it col-
lected a whole array of undesirable forms of
conduct within its mandate – public disorder,
promiscuity, dangerousness, inebriety – a
vast expansion of the symptomatic field.
And, on the other hand, via the link with
medicine, it brought these violations of
norms of conduct into relation with the idea
of abnormalities in the healthy functioning of
bodily processes. Norms of conduct get un-
derstood in terms of the binary of health and
morbidity. From now on, psychiatry will
deal with a medico-judicial field in which
these two sorts of norms are inextricably
mixed.

But vital norms themselves could only
arise within specific apparatuses for the go-
vernment of health. One such apparatus was
the enclosed institutional space of the hospi-
tal. Large numbers of sick people were ob-
served, their details were recorded, as they
were citizens after all. Their symptoms were
observed and written down in case notes.
Their prognosis was followed. And after they
were dead, their corpses were opened up by
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dissection, and the organic seat of their sad
decline was revealed to the medical gaze.
Vital norms arose only when the individual
gaze of the doctor or the anatomist could be
statisticalised in these ‘machines for cure’.
But vital norms were social too: as Foucault
was fond of pointing out, medicine was the
first ‘social’ science. The norms of longevity,
morbidity, reproduction and so forth arose in
projects for the government of collective
health and sickness. They were mapped out
through statistics of birth, death, rates and
types of morbidity. They emerged in prac-
tices ranging from sewage systems to insur-
ance that regulated the population in the
name of health. All these processes – let us
call them biopolitics – were conditions for
the emergence of the notion of the idea of the
vital normativity of the living human being
and the human population.

So my point is that social and vital norms
of individuals and populations have always
been inextricably intertwined at the very
heart of medical knowledge. Such norms
were developed further in the programmes of
social welfare and national health that took
shape across the twentieth century. It was in
the universal and compulsory practices of
schooling that the idea of ‘normal develop-
ment’ in the child was formed, including
normal physical development, and all the
techniques of weighing, measuring, assess-
ing were invented: they solidified the idea
that there were biological norms of height,
weight and development and that deviations
were biomedical abnormalities – slow devel-
opment, obesity and so forth. Our norms of
procreation, which radically changed the vi-
tal lives of women, emerged within domesti-
cation of sexuality and reproduction in the
family. Our beliefs about which human ills
were normal and which were treatable arose
from the transformation of the home into a
machine for creating and maintaining hy-
giene. Norms of the labouring body arose

from the penetration of the gaze of welfare
medicine into the workplace, which also
gave us the apparently natural life course –
the times when one was too young to labour,
the times of labour, and the times of retire-
ment. And so forth.

These norms and judgements still shape
much medical thought and practice. But con-
temporary ideas of health and life do not
arise out of these zones that have been grid-
ded by government. New forces are judging
vitality in relation to different objectives.
There are the commercial organisations such
as the pharmaceutical companies whose in-
terests are the bottom line – profit. There are
professionals ranging from doctors to re-
search scientists where humanistic aspira-
tions are linked to mundane concerns for
fame, fortune and career, advancement in
their careers, fame and fortune. There are in-
surance companies with their criteria for
benefits and so forth. There are medical in-
stitutions with their decisions as to whom to
treat, at what ages for what conditions, under
what criteria – for example, should there be
‘treatment’ for infertility, or plastic surgery
for children with Downs’ syndrome – deci-
sions that are simultaneously concerned with
efficacy, equity and economy. There are phil-
anthropic bodies, such as NGOs, charities,
pressure groups and campaigning organisa-
tions who now play a key role in demanding
the rights to health, and to treatment for all
manner of conditions and persons. And, of
course, the subjects and patients themselves
now play a key role in shaping our judge-
ments as to what is ‘a suitable case for treat-
ment’.

In this new configuration we have exami-
nations galore, but they do not seem to ope-
rate in terms of hierarchical observation, dis-
tribution of individuals according to their
qualities, and normalising judgement against
institutional expectations. There are plenty
of charts of normal functioning, and graphs
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of distributions, but these do not seem to be
standards to judge some as failing and to
open them up for control. These new ways of
assessing and intervening upon persons
seem to operate differently. How should we
analyse them?

Variation

Take, for instance the question of the
‘normal’ human genome. Is there
such a thing? In the early days of hu-

man genome project, when the term ‘geneti-
cisation’ came into fashion amongst critics, it
was often thought that the sequencing of the
human genome would establish such a single
‘normal’ sequence – a composite or ‘consen-
sus genome’. It was suggested that this se-
quence would serve as a norm of health
against which all discrepancies would be
judged as morbid abnormalities (e.g. Flower
and Heath 1993). A new form of molecular
surveillance was often predicted that would
categorise individuals as healthy or patho-
logical on the basis of the sequences of bases
on their genome, and would divide them up
and administer their lives in the light of this
implacable biological truth.

Cut to the present. The draft sequence of
the human genome published on 11th Fe-
bruary does not produce a single ‘normal’ se-
quence. On the contrary, it appears that there
are millions of locations on the genome
where individuals differ from one another by
a single base – an A is substituted by a C, for
example.2 The variations that comprise such
SNPs – we are sure to discover more of them
– do not seem to function along the axis of
the normal and the pathological or the
healthy and the sick. The two genomes

(DNA sequences) that each of us carry differ
from one another as well as from those car-
ried by other individuals. Every sequence
identified as a ‘gene’ now seemed to be
marked by such variation. In the human
genome, to quote a recent article on pharma-
cogenomics “the normal is rare”.3 Or, per-
haps, one might say: variation is the norm.
This is a variation so complex and multidi-
mensional that it cannot easily be mapped
onto the earlier ideas of genes as single enti-
ties which exist in a small number of alleles,
some of which are normal, others pathologi-
cal. This new molecular vision of individual-
ity does not seem to operate in terms of the
binary of normal and pathological or the
mapping of a social judgement of worth onto
a medical judgement of morbidity. We seem
to have a geneticisation of variability without
the reciprocal positing of a norm – variation
without a norm.

I’d like to consider this idea by saying a
bit about three areas that seem unrelated, but
will help me explore the contemporary re-
shaping of personhood. The first is ‘suscep-
tibilities’. The second is biopsychiatry. And
the third is commerce.
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2 The ‘public’ genome identifies some 1.42 million sing-
le nucleotide polymorphisms, Craig Venter’s group identi-
fy 2.1 million SNPs, very few of which – less than 1% –
seem to result in variations of the proteins coded.

3 ‘In his 1997 book, Pharmacogenetics, Wendell W.
Weber quotes from Somerset Maugham’s account of his
experiences as a young medical student. ... “I have always
worked from the living model. I remember that once in the
dissecting room when I was going over my ‘part’ with the
demonstrator, he asked me what some nerve was and I did
not know. He told me; whereupon I remonstrated, for it
was in the wrong place. Nevertheless he insisted that it
was the nerve I had been looking in vain for. I complained
of the abnormality and he, smiling, said that in anatomy it
was the normal that was uncommon. I was annoyed at the
time, but the remark sank into my mind and since then it
has become forced upon me that it was true of man as well
as anatomy. The normal is what you find but rarely. The
normal is the ideal. It is a picture that one fabricates of the
average characteristics of men, and to find them all in a
single man is hardly to be expected.” Maugham’s observa-
tion -that the normal is rare -is at the heart of the challenge
and promise of pharmacogenomics.’ (Norton, 2001: 180)
Thanks to Oonagh Corrigan for this quote.
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Susceptibilities

In recent medico-ethical debates about the
genetics and therapy of particular condi-
tions, normativity no longer seems to be

understood in terms of the self-regulation of
a vital order. When the human being is
viewed through a molecular gaze, in terms of
sequences of bases in stretches of DNA, the
vocabulary of abnormality seems to mutate.
There is still a logic of absolute pathology –
disorders such as Huntington’s arise in-
escapably from a specific identified set of
repetitions in the base sequences in a particu-
lar gene region. But even that fatal logic is
not a logic of fatalism as Carlos Novas and I
have argued elsewhere (Novas & Rose,
2000). In any event, such apparently implaca-
ble pathologies are merely the extreme point
of a rather different perception. One might
call this ‘risk’. But that word is overworked:
let us think in terms of ‘susceptibility’.

This shift from implacable abnormalities
to manageable susceptibilities is an element
in a wider reshaping in practices for the gov-
ernment of persons. Gilles Deleuze has sug-
gested that contemporary societies are no
longer disciplinary, in the sense identified by
Foucault – they are societies of control.
Where discipline sought to fabricate individ-
uals whose capacities and forms of conduct
were indelibly and permanently inscribed
into the soul – in home, school or factory –
today control is continuous and integral to all
activities and practices of existence. We are
required to be flexible, to be in continuous
training, life-long learning, perpetual assess-
ment, continual incitement to buy, to im-
prove oneself, constant monitoring of health
and never-ending risk management. A recur-
rent demonstration of capacity is required in
order to obtain work, credit, insurance, citi-
zenship – the active citizen must engage in a
constant work of modulation, adjustment,
improvement.

This is evident in the obligations to our cor-
poreal existence. At the gross level, we know
these only too well – the obligation to take
care of oneself, to adjust lifestyle, diet, alco-
hol consumption, and the like in the light of
information about health consequences, the
requirement to inspect ones breasts or testes
for symptoms of cancer, to have regular
medical check ups, to optimise ones corpo-
real existence. This is not merely for oneself,
but because, through the activation of this
will to health, one will also perform a service
for the national economy (state expenditure
on health care and pensions), for the fitness
and competitiveness of the labour force, and
for ones family and kin. Of course, we are
not all good subjects of this ethics of health
– despite the risk of exclusion for employ-
ment, insurance, perhaps soon even health
care itself, to say nothing of the risks of ill-
ness and early death – hence the space
opened up for the professionals of health
promotion.

What is added to this by the contemporary
developments in the life sciences and bio-
medicine? Previously the assessment of risk
was probabilistic – it operated in terms of
one’s location in a risk group by family his-
tory, body mass index, status as a man of a
certain age or whatever. What is now pro-
mised is a precise calibration of one’s indi-
vidual, specific susceptibilities. New medi-
cal classifications of illness are framed in
these terms. For example, one condition in-
volving fronto-temporal Dementia and Par-
kinsonism is known as FTDP-17 because it
is linked to a number of mutations in a spe-
cific region of chromosome 17. Increased
susceptibility to breast cancer has been
linked to the mutations known as BRCA1
and BRCA2 on chromosome 13. Research-
ers have tried to link variations in personali-
ty such as novelty seeking, or psychiatric
disorders such as manic depression, with the
synthesis or non-synthesis of particular pro-
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teins or the characteristics of particular neu-
ronal transmitters or neural receptor sites –
chromosome 11 being a particular favourite.
The mapping of the human genome, and the
identification of SNPs will merely accelerate
these processes.

We have moved, if you like, from mass
production to niche marketing. Enthusiasts
claim that such screening will soon be able
to reveal individual ‘susceptibilities’ under-
stood in terms of particular polymorphisms
particular locations on a specific chromo-
some. This will reshape genetic counselling
of partners before embarking on procreation
– they will now have the option to examine
the precise print-out of their genetic errors
and to assess their compatibility – or to wil-
fully, perhaps irresponsibly, refuse. Screen-
ing of foetuses before birth in many coun-
tries is almost obligatory, especially for par-
ents in high risk groups – now some suggest
that the characteristics of the foetus, its
virtues and defects, the story of the ills it will
be heir to, will be readable before it has any
interests to defend. Private firms, especially
in the USA, are offering genetic profiling to
adults on a commercial basis – a genomic
version of fortune telling perhaps. And, in
routine medical use, conditions are already
being located to specific molecular specifici-
ties which can be identified by the screening
long before they manifest themselves.
Awareness that one is liable to a late onset
genetic condition will spread from the few to
the many.

In this sense, then, the ambit of disease,
and the powers of the doctor are greatly ex-
tended to engage those who are neither phe-
nomenologically nor experientially ill. Such
persons may indeed live healthily for years,
never become ill, or be injured or die in a
hundred other ways. Everyone has their own
susceptibilities, everyone becomes, in poten-
tial at least, asymptomatically ill and a suit-
able case for medical tutelage. But, before

we rush too quickly to condemn geneticisa-
tion, reductionism, determinisms and the
like, we need to pause. The idea of risk as-
sessment conjures up images of certainty
and calculability and hence, perhaps, a cer-
tain fatalism. But in the world of susceptibil-
ities, the management of uncertainty is the
norm – for molecular presymptomatic diag-
nosis gives no calculability to the ‘when’ or
the ‘how’ of illness or death, nor to the man-
ifold life decisions that must be made be-
tween the moment of diagnosis and this
imagined end point. What arises in this new
space of uncertainty, is not fatalism, not what
Robert Proctor has termed ‘enlightened im-
potence’ (Proctor, 1995: 247), not merely an-
xiety, guilt, fear, stigmatisation and discrim-
ination without hope of remedy,4 although all
these are important. We also see the birth of
new forms of activism – the crafting of a life
and modulation of a lifestyle – in relation to
oneself, one’s kin, one’s progeny, one’s fel-
low sufferers – in the light of ones suscep-
tibilities. The potential sufferer is to become
skilled, prudent and active, an ally of the
doctor, a proto-professional – and to take
their own share of the responsibility for man-
aging their bio-genetic selves. Those who are
designated at genetic risk and their families
are not passive elements in the search for
remedies. Such persons are increasingly de-
manding control over the practices linked to
their own health, seeking multiple forms of
expert and non-expert advice in devising
their life strategies, and asking of medics that
they act as the servants and not the masters
of this process. Persons identified as suscep-
tible to a particular condition have an invest-
ment in scientists fulfilling their promises
and discovering the basis of, and the cure or
treatment for, genetic conditions.

25
OUTLINES • No. 1 • 2001

4 These are emphasised in particular in the writings of
Dorothy Nelkin, e.g. Nelkin and Tancredi, 1989.
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Contemporary biomedicine, like its prede-
cessors, is one of the key sites for the fabri-
cation of the contemporary self – free yet re-
sponsible, enterprising, prudent, encourag-
ing the conduct of life in a calculative man-
ner by acts of choice with an eye to the fu-
ture and to increasing their well-being. Ge-
netic personhood is one of ‘genetic responsi-
bility’. And genetic responsibility induces
new forms of biological community – what
Paul Rabinow has termed ‘biosociality’ (No-
vas & Rose, 2000, Rose, in press). Consider,
for example, the Genetic Alliance which,
since the mid-1980s has sought to foster “ a
dynamic coalition of consumers and profes-
sionals to promote the interests of children,
adults and families living with genetic con-
ditions” bringing together almost 300 sup-
port groups with consumers and health care
professionals, “creating partnership solu-
tions to common concerns about access and
availability of quality genetics services.”5

Those with similar genetic susceptibilities,
or their families, gather into support groups,
run websites and email discussion lists, raise
funds for medical research, engage their own
medical experts, and develop and dissemi-
nate practices for crafting a life ‘at risk’ and
a new ethics of the susceptible.

This is not to deny that bio-genetic per-
sonhood is also linked to new forms of ex-
clusion. Most critics fear a new genetic divi-
sion between normality and pathology, now
inscribed implacably in ones genes. Absolute
otherness remains. But elsewhere, we seem
to have moved beyond the binary opposition
between a normal body and one destined, by
its genes, to abnormality. The vocabulary of
risk assessment and risk management illumi-
nates these new relations between control by
inclusion and control by exclusion. Risk
thinking – say in the case of psychiatry en-
tails attempts at the constant monitoring, su-

pervision and management thought neces-
sary to maintain ‘risky’ or ‘at risk’ individu-
als in the circuits of everyday life. But it also
reveals what one might think of as the ‘three
faces of risk’. The first face is turned to those
whom professionals judge to be permanent-
ly unable to manage their risk: the response
is incapacitation. This is notably the case in
strategies for the preventive detention of in-
corrigible individuals such as sexual preda-
tors, paedophiles and the intractably anti-so-
cial. The new biology plays a part here, as
biological criminologists and forensic psy-
chiatrists search for methods to discover the
biological underpinnings of such conduct.
For some at least, the objectivity apparently
promised by the new molecular biology and
genetics is called on to legitimate the deten-
tion of an individual, not on the grounds of
what they have done – deviant conduct – but
on the grounds of who they are – their bio-
genetic personhood. This would enable the
experts to meet political demand that they
should be able to identify members of this
new class of ‘monsters’, before they commit
their offences, or after they serve their allot-
ted term of imprisonment. For these mon-
sters, a residual biological determinism
seems strategically essential.

The second face of risk is turned to those
who are not monsters, but merely trouble-
some: the drug addicts, alcoholics, repeat
petty offenders, those judged chronically
mentally ill. For these individuals, one sees
the developments of a new penal-welfare
complex, a kind of cycling between the
street, the shelter or the half way house into
the prison, mental hospital or secure unit.
Secure provision here functions, in the last
resort, as a form of internal exile to sequester
those who appear threatening or merely dis-
turbing to public order – as in the idea of
zero tolerance policing. The strategy is one
of long term risk management. Ideally, the
risk posed by such troublesome individuals
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would be managed without incarceration, of-
ten by combining professional surveillance
with long term administration of psychiatric
drugs. But where the experts consider that
the individual is unable to manage their risk-
iness prudently – to keep taking their med-
ication in order to control their symptoms, or
to modify their behaviour by abstaining from
drugs, alcohol or petty crime – they are to be
returned to hospital or prison where further
risk reduction measures may be put in place
– sometimes involving cognitive forms of
therapy to teach the skills of behavioural
control and the ‘insight’ necessary to keep
taking the tablets. Here too the new biomed-
icine feels it has something to offer. On the
one hand, there are the new non-traditional
neuroleptic drugs with an apparently lower
side effect profile to reduce the chances of
‘non-compliance’ with the maintenance the-
rapy. And, on the other, there are a multitude
of claims to have discovered new ‘smart
drugs’ that will target the neurochemical
bases of these troublesome conditions, for
example drugs that will target the neuronal
receptors involved in the pleasure effects of
alcohol or illegal drugs, and reduce the ‘de-
sire’ of the addict for their substance of
abuse.

There is a third face of risk, in which the
birth of bio-genetic personhood – of the per-
son with biological susceptibilities – is reor-
ganising less dramatic circuits of exclusion. I
have already mentioned fears of genetic dis-
crimination, where insurance eligibility, em-
ployment and the like, once linked at a rather
gross level to family history of health and ill-
ness, is now increasing tending to be molec-
ularised – with arguments about the legiti-
macy of genetic screening and the like. I
have argued elsewhere that it is somewhat
unlikely that the worst case scenarios of the
critics will come about (Novas & Rose,
2000). As all diseases come to be seen as
having a genetic basis, and all such bases

come to be seen as polygenetic matters of
susceptibility, such a binary will be impossi-
ble to maintain. As we all become re-config-
ured as bio-genetic persons, to exclude all
with susceptibilities for illness from insur-
ance or employment would, indeed, be to
exclude all. The more likely outcome is not
so much exclusion but modulation. This
would be the requirement that, if we are to be
employed, receive insurance or whatever, we
continually monitor our susceptibilities in
the light of all that might provoke them. And
that we adjust our forms of life, activities, in-
surance cover, financial planning and the like
in the light of them. We would be obliged to
sculpt our lives in terms of our own particu-
lar genetic and biological individuality. And
maybe these will soon seem no more strange
or reductionist than what have become com-
mon sense attributes of our somatic exist-
ence – height, weight, body shape or tastes.

Bio-psychiatry

My own work recently has focussed
on a different part of the biomed-
ical field – the rise of biological

psychiatry – biological explanations and
treatments of mental ill health. One might
term this ‘the birth of neurochemical self’.
And if one looks at psychiatry, and at its role
in the government of this new neurochemical
self, this argument for variability without
norms seems hard to sustain.

Of course, psychiatry has always been
plagued by the problem of its norms. In the
nineteenth century, clinical medicine as we
know it began when the gaze of the doctor
plunged into the interior of the body, visual-
ising the organic locations and lesions of the
symptoms that could be discerned on its sur-
face. From that moment onwards, to diag-
nose an illness was to interpret those symp-
toms in terms of the organic malfunctions
that were their cause. Of course, the mad
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person was one who came to notice, first of
all, because of a breach of the conventions of
order, conscience, civility, and norms of per-
sonhood. The new profession of psychiatry
attempted to ground this violation of norms
in a pathology that could be discovered in
very make-up of the mad person. But despite
its conviction that it was dealing with a dis-
ease of the brain, psychiatry failed to make
madness visible within this deep interior of
the body. At first, the doctors of the mad used
their educated vision to make their diag-
noses, and focussed upon the surface of the
body – posture, gaze, the colour of the skin
of the melancholic, the gestures of the mani-
ac, the movements of the hysteric. In the
twentieth century, the eye gave way to the
ear – it was the voice of the patient, what was
said, that was to be interpreted, and that pro-
vided the royal road to a diagnosis. Mental ill
health now seemed undeniably to be a psy-
chological matter.

In the twentieth century, of course, almost
all the criticisms of psychiatry stemmed
from its apparent inability to find an objec-
tive correlate for its judgements. When asked
“how do you know that this person is suffer-
ing from a mental illness”, psychiatrists
could only claim their expertise in interpre-
tation of the pathologies of conduct in ques-
tion, and the evidence of the diagnostic in-
terview. This problem arose in relation to
criminal responsibility in the courts of law,
where psychiatrists often found their own
forms of reasoning about madness were un-
able to meet legal criteria of evidence and
proof. It arose in cultural disputes, where
critics argued that, in the absence of objec-
tive correlates of its judgements, psychiatry
merely medicalised deviance and upheld the
norms of a patriarchal social order. It arose in
political controversies, where Western psy-
chiatrists accused their brethren in the Soviet
Union and elsewhere of political abuse of
psychiatric judgements. Hence Georges Can-

guilhem’s acerbic reflections in 1956, that
the psy sciences stood between two paths –
the uphill path led to the Pantheon where the
wise and the great were commemorated, the
downhill path led to the police station (Can-
guilheim, 1980).

Psychiatry today seems to stand at this
same crossroad. Down the one road, it seems
to be incorporating more and more condi-
tions that appear to be simply violations of
prevailing standards of acceptable person-
hood. One only has to consider a few of the
many new psychiatric categories that have
been created in the last twenty years – each
of which now forms the basis of a mini-psy-
chiatric specialism. We have post traumatic
shock disorder, attention deficit hyperactivi-
ty disorder, body dysphoric disorder, panic
disorder, social phobia. And, in addition,
there is that pandemic of ‘minor’ troubles
that now receive psychiatric attention even if
only in the form of medication – from anxi-
ety to sub-clinical depression. And there are
all the disorders of sleep, appetite, mood and
will in children that are now termed depres-
sion. Is this not the downhill path that, in the
end, still lead to the police station?

But, at the very same time, psychiatry, in
its new biological guise, claims to have con-
quered that steep hill to truth. The previous-
ly inaccessible bodily seat of the mind now
seems to be opened out and spread before the
psychiatric gaze. Brain imaging shows the
differences in the regions that light up in the
‘normal’ and ‘schizophrenic’ brain, or fail to
light up in the brain of a depressed person.
Molecular neuroscience anatomises the neu-
rones, the receptors, the neurotransmitters,
the cell membranes and ion channels, and al-
locates a specific pattern of functioning to
each normal or abnormal mental state.
Genetics seek the gene sequences that corre-
late with each diagnostic category – to iden-
tify the precise functions of the variations
they discover – a deficiency in the metabo-
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lism of a neurotransmitter, in the receptors,
in a particular channel. Pharmaceutical com-
panies fund most of this research: they com-
pete to fabricate a chemical corrective to this
molecular error – a serotonin selective reup-
take inhibitor, to take the most famous case
of Prozac.

Thus psychiatry claims to have overcome,
at last, the Cartesian dualism of body and
soul. In its new ‘neurochemical’ account of
personhood, it no longer distinguishes be-
tween organic and functional disorders, with
only the former being thought of as somatic.
It no longer concerns itself with the mind or
the psyche. Mind is simply what the body,
what the brain, does. And mental pathology is
simply the behavioural consequence of an
identifiable, and potentially correctable, error
or anomaly in some aspect of the brain – in
its neurotransmitters, receptors and the like.

What is this new psychiatric self? Let me
take an example at random from a recent pa-
per, concerned with a subtype of schizophre-
nia that is associated with aggressive symp-
toms. The paper argues that this condition is
linked to a variation in a single base in the
gene for an enzyme called catechol-O-me-
thyl-transferase (COMT). This gene has been
located to chromosome 22q11 and se-
quenced. The variation is a transition from G
(guanine) to A (adenine) in the DNA se-
quence. It leads to valine being substituted
for methionine in codon 158 of the enzyme.
This enzyme has been shown to be involved
in the breakdown of certain neurotransmit-
ters. So an error in the make up of the en-
zyme will disrupt this breakdown process,
leading to more or less of the neurotransmit-
ter in question being present in the synapses
in particular regions of the brain. And other
research has shown that violent behaviour
can be linked to anomalies in the synthesis or
breakdown of these neurotransmitters
(Strous et.al., 1997). Here we can see the
paradigmatic ‘style of thought’ of biological

psychiatry. It proceeds from symptoms to the
brain to neurotransmitters to gene se-
quences. A simple reversal of this chain of
detection appears to generate a chain of
causality.

The initial diagnosis seems normative
enough. The symptoms only appear as such
in relation to conventional cultural standards
of personhood, conduct and public order.
And once more, a reading from the social to
the vital seems to take place, as these are in-
terpreted as consequential upon a defective
biological state. But at the biological level
we do not seem to have a violation of a norm
– the norm of an organic and self-regulating
system disturbed by illness. What we seem
to have here is an error, simply a mistake in
a bit of the machinery of the brain and its
neurochemistry. And this is an error that is
potentially correctable – for if it is merely a
question of a chemical malfunction, we can,
potentially, fabricate an artificial alternative,
a drug. Not to normalise the person, but to
correct an error. So even in these extraordi-
narily simplistic versions of the genetic and
neurochemical basis of mental ill health, the
logic of the norm seems to have mutated.

In fact, the most hard-headed advocates of
behavioural genomics seldom adopt this
simplistic analysis that links one gene to one
condition. Most now argue that, in the biolo-
gy and genetics on mental illness, we are not
dealing with single genes and unitary patho-
logies but with variations in multiple loci in
multiple gene systems resulting in continu-
ous distributions of phenotypes and suscepti-
bilities to particular disorders in specific en-
vironments (McGuffin et. al, 2001). In this
complex set of relays and relations, the con-
sequences of a genetic and neurochemical
account of mental illness are not fatalism.
On the contrary, the writers here draw a dif-
ferent lesson. Genetic diagnosis will help in-
dividuals take responsibility for the manage-
ment of their condition, for the control of
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their susceptibilities, for the use of all possi-
ble forms of pharmacological correction of
the underlying error or deficiency, thus en-
abling the susceptible individual to maintain
themselves in the circuits of inclusion. The
chain of reasoning characteristic of biologi-
cal psychiatry operates to underpin a dream
of individually tailored pharmaceutical inter-
vention at the molecular level to correct a
susceptibility. This is not so much normali-
sation as correction.

But surely, psychiatry still treads the
downhill path to the police station. Of course
it does – we know that many individuals are
being confined and treated against their will.
But many do not go that distance. Psychiatry
is not confined to those gross violations of
institutional norms leading to a loss of citi-
zenship and normalisation under compul-
sion. Increasingly, psychiatric categories re-
late to everyday failures of integration of the
individual into those circuits of consumption
and autonomous self actualisation. And psy-
chiatric treatments – drugs and cognitive the-
rapies being the predominant forms of treat-
ment in the UK and USA these days – seek
to maintain the affected individual within
those circuits or restore them to them – to re-
activate the capacity to live a normal life, to
craft a life for oneself.

One indicator of this is the blurring of the
distinction that psychiatry used to try to
maintain between states and traits. The state
of illness requires a definite change of func-
tioning in the patient at a definite moment in
time. You were well, you are now ill, you
may get well again. Traits are persistent un-
derlying features of the individual. So if you
were a cheery soul and now are having trou-
ble sleeping, eating, getting fun out of life,
you may have a depressive illness. If you are
a generally miserable kind of person, well
that’s your personality, not an illness– persis-
tent melancholics are not suffering from a
depressive illness but from a depressive per-

sonality. Psychiatry treats illnesses, it has
long been claimed, not states – hence it can-
not treat anti-social personality disorder –
psychopathy – because that is not an illness.
But now this distinction is hard to maintain.
Take neuroses, for example. The category
has actually disappeared from DSM IV – the
diagnostic bible of the American Psychiatric
Association, as have associated notions, such
as reactive or neurotic depression. If we take
neurotic depression, well a form of depres-
sion less severe than major affective disorder
is now termed ‘dysthemic disorder’ and it is
said to be often associated with a lowness of
mood that begins early in life (“I’ve always
been this way”). Hence it merges impercep-
tibly with the trait diagnosis of personality
disorder. And now, biological and genetic
correlates of these neurotic conditions may
be found. So if these conditions can be cor-
rected with drugs, and it is claimed they can,
what has become of the distinction between
treatment of an illness and modification of a
personality trait? It is hard to maintain. Traits
must be treated as well as states, because
traits are, once more, susceptibilities. The
door to psychiatric treatment of personality –
to reshaping and enhancement of neuro-
chemical personhood – is already wide open.

Psychiatry, then, still has a key role in
governing the self. This is not merely to re-
turn the individual to a fixed norm of
civilised conduct as housewife or worker – a
once off programme of normalisation. Ra-
ther, its ambition is the restoration, and con-
tinual, long-term maintenance of the free,
autonomous, individual obliged to choose
and to take responsibility for his or her life as
if it were an outcome of acts of choice. But
further, biological psychiatry seems to be of-
fering the possibility of the calculated modi-
fication and augmentation of personhood it-
self. In its new neurochemical and psycho-
pharmacological guise, it is contributing to
the idea of the flexible, manipulable self –
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manipulable not only in the service of pro-
jects of normalisation, but manipulable by
the person him or herself in the service of en-
hancement of capacities. Psychiatry, that is
to say, is deeply implicated in the continual
process of modulation of capacities that has
become the life’s work of each active citizen.

Capitalisation

Finally, let me say a little about the most
obvious feature that underpins all that
I have said so far about what is hap-

pening today – the enormous capitalisation
of the life sciences and biotechnology – the
capitalisation of life itself.

First, consider the capitalisation of the
treatment capacities of medicine, in particu-
lar via the pharmaceutical companies, whose
shareholder value is utterly dependent upon
the production, marketing and medical take-
up of a few blockbuster drugs. The top 5
drugs prescribed in the USA in 1999 being
Premarin, a conjugated oestrogen for the
treatment of symptoms of the menopause –
hormone replacement therapy; Levothy-
roxine for the treatment of thyroid deficien-
cy – a condition characterised by general
lethargy and lack of activity; Lipitor, for the
treatment of hyperlipdemia – high levels of
blood lipids thought to predispose to heart
attack; and Omeprazole for the treatment of
peptic disorders and ulcers. Prozac was
tenth, but its close cousin Zoloft was 11th
and Paxil was 15th – these are drugs that
have vastly reshaped and extended our be-
liefs as to what is treatable depression; Via-
gra, the anti-impotence drug which claims to
extend and enhance sexual potency only
came in at 47th, but this was 1999. The pow-
er to reshape life – the words ‘illness’ and
‘cure’ seem inadequate here – seems to ex-
tend way beyond what we previously under-
stood as illness. These top selling drugs are
those that treat ‘life conditions’ and are thus

prescribed ‘chronically’ rather than ‘acute-
ly’. Biomedicine has already rewritten the
norms of reproduction – its timetables, its
kinship relations. Hormone replacement
treatment is already rewriting the norms of
female ageing. Drugs for ‘panic disorder’
such as Alazopram are rewriting the norms
of social interaction. So the capitalisation of
the power to treat intensifies the redefinition
of that which is amenable to correction or
modification. This is not simply blurring the
borders between normality and pathology, or
widening the net of pathology. It is mobilis-
ing ideals of hypernormativity – we see a
kind of co-production of the drug and the
niche market for it, and in the process, the
emergence of a much more general market
for drugs that will reshape our capacities to
live.

Second, we have a capitalisation of truth
itself. Vast sums of money, huge research
teams, enormously expensive equipment are
now required to produce biological and bio-
medical truth. The idea of a distinction be-
tween pure science and application can no
longer be maintained. We can no longer be-
lieve that things are first discovered in the
pure world of knowledge and then set to
work in the mundane word of existence and
commerce. The laboratory is itself a factory.
Bioscience knows by creating, by transform-
ing, by intervening. Increasingly it knows by
manufacturing – creating all those lifelike
things that never existed before – from im-
mortal cell lines, to cloned DNA sequences
within bacteria, to mice with artificially in-
serted or deactivated genes. Its priorities, its
funding, its machinery and its processes are
industrialised. The pharmaceutical industry
has been central to research on neurochem-
istry, the biotech industry to research on
cloning, genetech firms to the sequencing of
the human genome. This is a genuinely new
field and we do not yet really grasp its oper-
ations. These new alliances between aspira-
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tions to health, to profit, to professional ad-
vancement, to discovery, to human improve-
ment are reshaping the very idea and the
very reality of what it is to be human.

Third there is the capitalisation of the
body, or rather of organs, tissues and cells.
The human genome has become a happy
hunting ground for venture capitalists and
gene-tech companies. The line between dis-
coveries and inventions is hard to maintain,
as discoveries are transformed into property
through patent law and the devices of intel-
lectual property. There is a flourishing trade
in organs, body parts and cells, for trans-
plantation, research and for pharmaceutical
manufacture. There is a growing industry of
DNA profiling – for health, insurance and
police, and also for individual paternity suits.
No doubt there is much more. This is one as-
pect of the rise of what Catherine Waldby
has termed ‘biovalue’: the new imperative is
to produce a kind of “surplus value of vitali-
ty and instrumental knowledge” from the hu-
man body itself (Waldby, 2000: 19). Con-
temporary biotechnology, that is to say, does
not only manage vitality. It does not only
seek to combat things which would threaten
that vitality. It is geared to the production of
knowledges and techniques that can actually
enhance vitality. It seeks to instrumentalise
these possibilities, integrating them in eco-
nomies of health, of lifestyle, of productivi-
ty. The life science and biomedicine are now
attuned to the maximisation of biovalue. In
this context, those aspects of life that were
previously devalued – deviations from the
norm to be controlled – now seem to be pre-
cisely opportunities for the creation of value
– to discover new genetic and neurochemical
errors is to open new markets and new cus-
tomers for new products.

One of the most fundamental conse-
quences of this capitalisation is that truth is
no longer a sufficient value to legitimate and
drive the biosciences. As Paul Rabinow has

pointed out, truth is certainly insufficient to
animate the financial and institutional condi-
tions – the venture capitalists, patent
lawyers, pharmaceutical companies – upon
which the biosciences depend today – de-
pend in an absolute sense in that these are the
conditions of the knowledges they generate.
Health, not truth, has become the central val-
ue – a value which is both moral and com-
mercial. Where Foucault analysed biopoli-
tics, we now must analyse bio-economics, in
which human capital is to be understood in a
rather literal sense – in terms of the new link-
ages between the politics and economics of
life itself.

Concluding thoughts

In the West, at least, it seems that the sa-
cred is no longer simply something
above and beyond life, no longer the

realm of spirit and salvation. The body itself
has become sacred. Salvation has become
linked to our existence as corporeal, somatic
individuals. And health has come to be seen
as our principal ethical value. We have here
a whole ‘economy of hope’. This economy
thrives on perceptions of scarcity – funding
for public health care seems always inade-
quate, institutions discriminate on grounds
of health, illness is a financial burden, pro-
viding for treatment a constant worry, loss of
health a constant threat. It seems there is
never enough health. In an economy of
scarcity, hope – for cures, for fitness, for
longevity, for procreation – has become in-
trinsic to a whole set of economic relations
–the creation of markets by companies, the
activities of scientists, the work of the mass
media, the actions of patients, potential pa-
tients, support groups and families in fund
raising and the like. In the apt term proposed
by Carlos Novas, this is “the political econo-
my of hope” (Novas, In Press).
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The ethical issues raised by these devel-
opments are profound. But I do not think
they can be resolved by repeating the com-
forting slogans of informed consent, the dig-
nity of the individual, the best interests of the
child or ‘do no harm’. For it is our very ethi-
cal presuppositions that are at stake here, our
conceptions of personhood, of the distinc-
tions between fate and choice, nature and ar-
tificiality. And these presuppositions are be-
ing reshaped at the micro-level, through the
thousands of everyday decisions that are be-
ing taken by researchers, investors, managers
of pharmaceutical companies, doctors and
patients. It is there, in the actual field of bio-
medical research and practice, that the truly
significant ethical work is being undertaken
– on who we are, what we must do and what
we can hope for.

What, finally, of norms. I have suggested
that we have escaped, at least partially, the
era of the normal and the pathological, with
a causality burdened by the shadows of in-
famy, guilt and blame. Ours is, perhaps, a
time of errors, of anomalies, of mistakes,
which carry no such moral loads. Cancer no
longer is ‘a cancer at the heart of society’ but
a susceptibility written in a particular se-
quence of bases in a gene (Sontag, 1979).
For normalisation, read correction. Cor-
rection blurs the distinction between treat-
ment, adjustment and enhancement. Of
course, these judgements still carry a moral
burden. But I do not think this is the same as
it was when norms were inscribed in the very
vital essence of each human being. And I do
not think that control still operates by over-
laying the normal the average, the virtuous,
the ideal and the socially adapted. This it
why I think – though I am far from certain,
that we are no longer governed by the logic
of the norm.
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Summary
This article is concerned with the question of how to
argue about morality and ethics in relation to a severe
and deadly hereditary disease. It is inspired by the
uneasiness I have felt on a number of occasions when
“right and wrong” is being discussed by persons at
risk, professionals and in particular when discussed
by outsiders. This task is not an easy one and the ar-
ticle tries to lay out more groundwork than it arrives
at conclusions. Below follows a brief introduction to
my framework and some of the concepts that are im-
portant for my way of outlining the arguments that
follow. Then I take a closer look at genetic knowl-
edge, responsibility and decision making, because
these seem to be important issues in my field of
study. I have added ignorance to the list in order to
discuss a further aspect of dealing with hereditary
disease. Interestingly, ignorance (understood both as
being ignorant of and ignoring) seems to be com-
monly applicable to describing persons living at risk
for Huntington’s Disease (HD). So what does every-
day conduct of life look like from an “ignorance”
perspective? And how can we discuss and argue
about morality and ethics taking these seemingly di-
verse ways of living at risk into account? Posing this
question, I hope to contribute to new reflections on
possibilities and constraints in people’s lives with
HD as well as in research and to open up new ways
of discussing “right and wrong”.

A framework

At present, medical genetics is rapidly
bringing about new genetic knowl-
edge while its associated tech-

nologies offer new choices between different
courses of action. Hence the field of medical
genetics prompts persons living at risk of
hereditary disease to reflect on their situation
and to act in moral accordance with what
they know. This moral prompting is not in-
herent to genetic science or practice as such.
It comes about through our understanding of
the relation between knowledge and respon-
sible decision making in our part of the
world. Namely the former as a solid founda-
tion for the latter. According to this logic, ig-
norance (in both senses) can be staged as
problematic in as far as it limits persons at
risk in acting responsibly towards family and
offspring. You have to make use of genetic
knowledge in order to be living and choosing
responsibly. In this article I will discuss the
widespread notion of knowledge as true and
fixed in order to show that it is not beyond
uncertainty, ambiguity and negotiation when
used as a basis for responsible decision mak-
ing. I will argue that the fast changing and
situated nature of knowledge and technology
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makes it difficult to maintain that entering
the domain of “knowing” assures responsi-
ble decision making in a universal or ab-
solute manner. It also makes it difficult to
judge ignorance irresponsible per se. Along
these lines, attributing universal value to in-
formed decision making can be problema-
tised as staging the possibility for rendering
this course of action more responsible than
any other and hence of a higher moral or
ethical standard. I will end up by arguing that
we have to move away from the understand-
ing of ignorance as inherently “wrong” when
considering the nature of knowledge and the
way responsibility and decision making are
enacted in people’s everyday lives. Instead
we have to engage in people’s 1. person per-
spectives1 on their own situated participation
in concrete social practice. Doing so, we
might be able to say something about how
ignorance works in people’s lives, for them-
selves as individuals as well as for their fam-
ilies and relationships. Hence our moral and
ethical concerns should be connected to how
people navigate through life, taking wider
familiar, social and societal implications into
account and should not be about creating a
set of decontextualised rules to be followed
regardless. This does not mean that we can
avoid making use of culturally available
maps and tools (ethics, norms, standards, ar-
guments etc.) in order to navigate socially,
but we can try to reflect how and why we do
this as we go along considering relevance
and meaning in our personal conduct of life.
Finally, acting ethically from a 1. person per-
spective, does not do away with the possibil-
ity of creating problems on a different level
of human life. For example, sometimes per-
sonal ethical navigation with severe heredi-
tary disease involves decision making and

acting with respect to procreation. With due
consideration to the diversity of personal
choices, this could be viewed as a kind of
“eugenic” practice of our time on a societal
level. A practice of judging lives more or less
worthy, not argued with race and orchestrat-
ed by states, but argued with health and en-
acted by individuals. The business of judging
and sometimes discarding of lives is proba-
bly inherent to humanity, but the way we
think, argue and act in relation to it, should
continuously be the focus of consideration. I
shall return to this discussion in the conclud-
ing section of this article.

Everyday conduct of life with
Huntington’s Disease

At present, I am working on a project
to explore some of the practices and
technologies of medical genetics

and their impact on the conduct of everyday
life. In particular my study focuses on people
at risk for Huntington’s Disease (HD). This
“at risk” population represents a new group
of users in health care, not actually ill but at
risk of becoming ill at a later stage of their
lives. In medical terms HD is a neurode-
generative disease attacking the central ner-
vous system. Symptoms involve involuntary
movements of the entire body along with a
specific form of dementia. HD has a mean
onset of 35 to 45 years of age, but symptoms
can become manifest at any age. Usually
symptoms progress until death after 10-15
years, but longer periods of illness are not
uncommon, some extending into very old
age. As you might suspect, HD is amongst
the severest of the known hereditary ill-
nesses. There is, as yet, no known cure, no
way of postponing the outbreak of symp-
toms or delaying their progress. In a few in-
stances involuntary movements might be
eased medically. Statistically 50% of the
members of any affected family will inherit
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grammar and implies an “I”, (Holzkamp 1985).
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the mutation and hence develop the desease
at some point. Put differently there is a 50%
risk that any affected parent will pass on the
desease to each of his or her children. If the
HD mutation is not passed on to a child this
person will not become ill and will not pass
on the mutation to succeeding generations.
The desease then stops in this branch of the
family.

Theoretical perspective
and focus

In my work the concepts of everyday con-
duct of life and personal trajectories of
participation across contexts have be-

come solid analytical tools. My way of
thinking about “lives with HD” and the way
I go about researching these lives is rooted in
German Critical Psychology (Holzkamp
1985). In this line of theorising, the basic un-
derstanding of persons is not informed by an
essence of personality or by traits, but in-
formed by the way people conduct their
everyday lives across contexts of social prac-
tice. Subjectivity and action are concepts ba-
sically indicating that we would not be the
way we are if not in plural. They point to the
related and active nature of humanity and
suggest a way of understanding the connect-
edness of persons in society, which is neither
functionalist nor structuralist. Social psy-
chology has long been struggling with the
analytical distinction of person/society and it
has proven difficult to weave this distinction
together into a more complex, relational and
organic understanding. Critical Psychology
makes this attempt by conceiving of persons
as embedded in larger socio-historical and
cultural practices, acting in ways that are
both structuring and structured in concrete
contexts of social practice. The plurality of
contexts is a recent theoretical development
suggested by Ole Dreier (1999). Dreier’s
point of departure is a particular critique of

Klaus Holzkamp’s “Grundlegung der Psy-
chologie”2, where persons are conceived as
participants in social practice abstracted
from the concrete myriad of contexts that
constitutes everyday life. Dreier thus speaks
of persons participating in multiple contexts,
in varied but related ways. This transforma-
tion from the singular to the plural helps us
understand how personal participation in one
context is formed in part by how we partici-
pate in other contexts and how there may be
differing ways of participating in differing
contexts. These differing ways are related to
our positions and perspectives, our possibi-
lities and limitations, analysed as conditions,
with meaning (for us), connected to our rea-
sons (grounds) for doing things when going
about living our lives.

Contradictions

An important concern of mine is to
understand how contradictions work
in people’s everyday lives. In a

Critical Psychological framework contradic-
tions can be viewed as an integral part of
how people live and participate in ongoing
social practices, as well as of how profes-
sional and societal practices work. This un-
derstanding is opposed to viewing contradic-
tions as dysfunctions or failures in the art of
living, as would be the case in some cogni-
tivist, rationalist and dynamic traditions.
Furthermore, the concept of participation is
connected to an understanding of human de-
velopment as an ongoing process where con-
tinuity and change are part of the life long
struggle of being and becoming a certain
kind of person. In other words we have to
make an effort to maintain well established
ways of life (routines) and to change in line
with changing conditions, needs and inter-
ests. Practice refers both to how persons en-
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gage in living their everyday lives, but also to
the professional practices that are there to
serve us, and which we may or may not
make use of. Furthermore practice refers to
wider societal practices, such as the emer-
gence of research strategies and priorities,
the development of technologies and treat-
ment regimes. Thus the term practice sup-
ports the project of weaving together the un-
derstanding of “persons in society”, in as far
as it prompts us to analyse how various prac-
tices come to play a part in people’s lives.
This is one of the points where the scope of
my research fades out and I start looking in
other directions for further elaboration of so-
cietal analysis to inform my work. The fields
of sociology and medical anthropology have
made useful contributions in this regard as
they treat such questions in more detail
(Novas & Rose 2000, Mattingly 1998, Rapp
2000).

Research approach

Iam engaging in the field of investigation
ad modum action research (Lewin 1948,
Argyris 1985, Whyte 1991, Jyrkämä

1996) or more specifically practice research
in the Critical Psychological tradition.3 Prac-
tice research is a way of acknowledging the
involvement of research in practice. Speci-
fically the involvement of research in devel-
oping ways of thinking and going about
dealing with people’s lives in practice. In-
stead of trying to do away with the meaning
of my research for the people that I inter-
view, work with and others who have to ac-
cept me as a further aspect of the HD public
arena, I try to understand and conduct my re-
search in accordance with how I would like

to participate, contribute and make a differ-
ence. A way of making my mind up about
such difficult questions is trying to stay fo-
cused on what moves the lives of persons liv-
ing with HD, their 1. person perspectives. I
also find this focus helpful with respect to not
slipping unthinkingly into the problems,
dilemmas and developments of professional
practice. Problems of institutional practice
sometimes draw our attention away from the
fact that persons at risk of inherited disease
face changing conditions and problems, so
that professional practice has to change ac-
cordingly in order to stay relevant. One way
of aiming at making changes relevant is pay-
ing close attention to the changing conditions
and problems in people’s everyday lives and
to reflect in what ways professional practice
can be of assistance to these persons.

Why this focus?

Psychological research into HD has
mainly dealt with generating statistical
accounts related to events taking place

within a narrow proximity of the profession-
als working in the field. That is in relation to
genetic counselling, genetic testing, repro-
ductive technologies, diagnosing etc. In this
line of research, people at risk are represent-
ed in the form of pre- and post morbid per-
sonalities or traits, coping skills and strate-
gies, standard reactions to presymptomatic
genetic testing etc. To my knowledge only a
small percentage of the literature addresses
the social and psychological concerns of
people who live with HD.4 Therefore, it is
my contention that psychological research at
this point in time should be about how peo-
ple live when at risk for HD, how they con-
duct their lives and what issues are of con-

38

3 Holzkamp 1983, 1985, 1994, Markard 1987,
Osterkamp 1990, Fahl & Markard 1992, 1993, Markard,
Holzkamp & Dreier 1994, Dreier 1993, 1996, Højholt
1993, Mørck 1995, Nissen 2000.

4 There are important exceptions, some of which are:
Nancy Wexler 1996, Cox & McKellin 1999, Carlos Novas
2000, Claudia Downing (in prep).
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cern to them. The focus is thus not one of
disease in and of itself, but of how, where
and when disease becomes an important is-
sue and how it is sometimes not an issue at
all. It seems that the importance and place of
HD changes over time, with changes in life
conditions and shifts in what people are con-
cerned with in their lives. It also changes
along with what technologies and other pro-
fessional assistance is “on offer” etc. This fo-
cus on how people conduct their lives and on
their 1. person perspectives I find important
and potentially useful with respect to 4 con-
cerns. Firstly, understanding people strugg-
ling to live lives with HD – and other hered-
itary diseases. Secondly, informing profes-
sional practice and dealing with questions
raised in such contexts. Third, informing re-
search in the social sciences and related
work. Fourth, informing political decision
making. It is my hope to participate in the
development of a theory that can potentially
deal with all four of these aspects by hanging
on to the personal perspectives of those at
risk. Not in isolation, but in connection with
the perspectives of those working in the
field, researchers and policy makers.

How to do research to stay
loyal to this focus?

This is no easy task. Where do you start
in order to end where? What do you
include and what do you reasonably

leave out? Below is a brief overview of my
empirical material and the contexts in which
it has been generated.

I started out by bringing together a small
group of 5 persons with HD in their families
and asked them to tell me what they thought
were important issues in their lives and what
they thought would be important to focus
upon in a psychological research project. I
still remember this first meeting, where a lot
of things were told that I had not imagined

prior to the meeting. The implications for
family relations were especially striking. HD
was portrayed not so much as an individual
concern, but rather an issue involving the ex-
tended family. People did not tell me what
“important issues” they could think of, but
rather they told me their life stories. Stories
about families that had to carry a special bur-
den. Childhood with a father or mother grad-
ually changing, loosing the grip, falling
apart. Parents splitting up, uncertainty about
“what was wrong”, drinking problems. Then
finally a diagnosis. The relief of knowing
and then the realisation that other family
members, grandmother, an uncle, had the
same “thing” and that it might hit you, your
brothers and sisters, your cousins. Some re-
maining unaffected. Like flipping a coin
50/50. The cruelty of this, the injustice.
Visits to the nursing home, extended over
years, the disease displaying all its horrors
until finally your parent dies. Feelings of
guilt about not visiting. The inability to face
your parent utterly helpless, knowing you
might end up the same way. Feelings of let-
ting an ex-wife or ex-husband down, too
much water under the bridge. Glimpses of
hope for your own future, the future of your
children. Enhanced feelings of responsibility
and duty to know. Such were these first sto-
ries. To me they were overwhelming. I did
not take many notes during the meeting, but
wrote extensively afterwards. Along with
meeting these 5 individuals I also began to
participate in counselling sessions. Gradu-
ally I have become an active part of the ses-
sions, although the final professional respon-
sibility has always rested with the medical
geneticist. I do not write down notes during
these sessions, as counselling is not a point
of focus in itself, but I do write down my re-
flections on the role and importance of coun-
selling in people’s lives as a whole. Another
valuable source of information has been staff
meetings (and lunches) at the genetics de-
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partment. Here I found a world of its own,
completely foreign to me. I did not under-
stand most of what they talked about in the
beginning, but gradually became familiar
with some of the terminology. Then, of
course, I have conducted interviews. Inter-
views have preferably taken place in
people’s homes, when possible. I quickly
learned that meeting people at the medical
faculty, where they might have come for
counselling on a previous occasion, was not
a good idea. Meeting in these surroundings
made it even more difficult to convince
people that I was really interested in their
everyday lives and not just in the aspects
concerning disease. Usually I saw inter-
viewees on their own but on two occasions I
have had the opportunity to speak with mar-
ried couples. I carried out 18 interviews with
people at risk, some tested and some not, and
2 with professionals working with HD.
Finally I have been lucky enough to be in-
vited to participate during weekends for
healthy, at risk or tested individuals and their
spouses or friends. On these, and similar oc-
casions like the annual general assembly of
the National HD Association, I have taken
field notes in the broad, anthropological
sense of the term. Another line of my work,
which has developed rather slowly, is my en-
gagement in various research communities
that are of relevance. Amongst others, I
would like to mention the importance of ex-
changing notes and having discussions with
the sociologist Carlos Novas, who is also
working on issues related to HD. Starting his
empirical work in places of social import-
ance, such as chat rooms on the internet,
rather than everyday life, he moves towards
an understanding of what and how societal
conditions and developments matter in
people’s everyday lives. Such analysis are
necessary in order to add sociological sub-
stance to our understanding of the related-
ness of “persons in society”. Another source

of inspiration is the work of Mette Nordahl
Svendsen, a Danish anthropologist, looking
into cancer genetic counselling. The empiri-
cal focus of this research project is on user
perspectives on counselling, testing and ge-
netic information with respect to understand-
ing more about the impact of the new genet-
ics on people’s ways of thinking about and
conducting themselves. This is an important
study in relation to my own for several rea-
sons. Firstly, the empirical approach resem-
bles mine, and secondly, the diseases under
scrutiny are somewhat different, both regard-
ing geno- and phenotypes and especially with
regard to possibilities for treatment. It is strik-
ing that in comparing notes, we find parallel
issues being at stake in people’s lives, but their
importance and meaning differ. This is ex-
pressed in ways people live, think and speak
about themselves in relation to disease, how
they make decisions and reason about them.

To sum up, trying to stay loyal to my fo-
cus involves, meeting people at risk in dif-
fering contexts, at differing points in their
lives, with differing family histories and cur-
rent life circumstances and a differing out-
look on the issues and concerns in lives with
HD. And it involves meeting professionals,
researchers and various activists the same
way. That is, in differing contexts, participat-
ing in changing ways, with differing goals
and aims, working conditions, educational
background etc. In this way I am aiming at
pursuing themes of importance for the way
persons at risk conduct their lives. Taking a
practice research approach, I also draw on
principles of anthropological field work.
This means that I am doing as much partici-
pant observation as time and opportunity al-
low me, in order to generate other qualitative
materials apart from the transcriptsof inter-
views. This should allow a broader view of
what people at risk deem relevant and the
ways they go about living, in relation to rele-
vant conditions for doing so.
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What is included by
this focus?

By trying to stay loyal to my project
about getting as close as I can to
people’s reasons and ways of doing

things, I hope that I can avoid the personalis-
ing tendency of essentialist personality and
traits approaches. To me this means avoiding
the tendency to develop theory that is most
likely to be used to hold people personally
responsible and personally to blame for
whatever life circumstances they have ar-
rived at (Osterkamp 2000) and thus not un-
derstanding their subjective reasons and per-
spectives. I also hope to keep my own moral
convictions at a manageable level. In other
words, I have set myself the task of trying to
stay humble in order to understand what the
other person understands, as Kierkegaard
has put it. Not that I intend to go all soft and
uncritical on my material and the people I
develop personal relationships with (that
would not do them any good anyway), but in
order to do them and their ways of life jus-
tice by framing the understanding of their
lives in a broader socio-historical and cultur-
al perspective. This focus provides me with a
frame for thinking about subjective condi-
tions, meanings and reasons in lives with se-
vere, disabling and deadly familial disease. It
has opened my eyes to the fact that all of this
becomes important or finds a place in
peoples lives in differing ways, at differing
times, for various reasons and sometimes not
at all. A point in case would be the fact that
10-12% of people living at risk take the ge-
netic test to establish whether or not they
will become ill at some point in their lives.
Talking to people in differing life circum-
stances, at different ages it becomes apparent
that there is much more involved in taking
the test than the need to know, responsibility
towards offspring, planning the future etc.
There is a lifetime of experiences with or

without the knowledge of HD being in the
family. People tell different stories about
what has been of importance, how and when,
before they arrived at actually going through
with testing. The same can be said about
people who have not (yet) been tested, but
are aware of the possibility.

Deciding where to look
and what to look for

It is striking that the key concepts I was
confronted with when I rather ignorantly,
started exploring this field were concepts

such as late onset disease, risk and testing.
Not the concepts of everyday conduct of life
or personal trajectories of participation
across contexts. The former concepts have
emerged from the field of medical genetics
and the latter from Critical Psychology
(leaning on sociological and anthropological
traditions) trying to understand people in
their “everyday lives” (Holzkamp 1998,
Dreier 1999, Osterkamp 2000, Bech-Jør-
gensen 1994). Immediately apparent have
also been issues of responsibility and deci-
sion making in lives with HD, and the distri-
bution of responsibility for health and
healthy conduct between “persons at risk”,
important others and professionals. These is-
sues become apparent in counselling and
clinics because these are important sites for
negotiating and distributing responsibility
amongst the involved parties. This is reflect-
ed in the movement of theoretical discus-
sions of counselling from “eugenic advice”
in the 1920s and 1930s, towards “non-direc-
tive counselling” in the 1970s, and then
“shared decision making” during the 1990s
(Elwyn et al 2000, Novas 2000, working pa-
per), which marks the changing demands
professionals place on users of health tech-
nology (Dawning, in prep). Counselling and
clinics are important sites for situating ge-
netic knowledge in order to be useful to per-
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sons living at risk and important sites for es-
tablishing what counts as scientific knowl-
edge and what is relegated to the personal
realm of belief (Byron Good 1994). Pro-
fessional practice in this field can therefore
be scrutinised as supporting a certain kind of
“technology of the self”, borrowing a term
from Michel Foucault (1990), taken up by
Nicholas Rose (1998), meaning a certain
foundation for thinking about and conducting
the self. As I see it, the “technology of the
self” offered in the contexts of genetic coun-
selling and clinics is based on the idea of au-
tonomous, informed, rational, and respons-
ible decision-making individuals. It is there-
fore a self-technology that emphasises indi-
vidual decision making and responsibility
while downplaying the wider familial, social
and societal inter-relatedness. It privileges the
logic of genetics almost to the exclusion of
other logics (Duster 1990, Mol and Berg
1994). For example, the genetic logic is of
such primacy in counselling, that I did not
notice it myself, until I encountered a person
at risk for HD who disputed medical genetics
as the fundamental understanding of the dis-
ease. This has only happened once during all
my encounters with persons at risk, marking
a difference from the multitude of lay under-
standings of for example tuberculosis and
cancer (Sontag 1991, Otto 1994, Forchham-
mer 1996, Bowker & Star 1999).

I shall develop this argument further, but
first I would like to ascertain that I am not
opposed to genetic research, counselling or
the new genetic technologies as such. Rather
I am highly critical and at times quite uneasy
with it. Nevertheless, I participate in coun-
selling sessions, I recommend people to see
counsellors or therapists for various reasons
and I do not think anybody should go
through with testing for HD without having
talked to someone who knows about living
life with a test result. We have invented tech-
nologies (psy technologies included) to show

people “who they are” genetically, their
ways of thinking, feeling and acting and we
are thus obliged to participate in the enter-
prise of inventing social technologies dedi-
cated to assist the conduct of lives with what
people have learnt. Furthermore, we are
obliged to make extensive efforts to come to
grips with what this means in a long term
perspective. We might be in the process of
establishing practices that are unproblematic
on an individual level, but taken together
bring about an unwanted societal directional-
ity. This includes bringing about fundamen-
tal changes in human genetic material or
supporting eugenic practices. It seems a like-
ly proposition that “we”, taken as powerful
citizens, scientists and states, cannot be en-
tirely in control of such directionality, but we
are not entirely without means of influence
either. We are changing possibilities and
constraints as we develop genetic research
and practice and we should therefore, as a
moral ideal, give long term directionality
some thought.

Technology becoming part
of my research

Defining the framework of my re-
search as everyday life with HD, I
unexpectedly came across an exten-

sive use of specific technologies in medical
practice dealing with HD. Interestingly, I did
not have a technological focus or even an
awareness of the importance of technology
for people living at risk of HD when I first
started in 1998. But as time passes I see my-
self increasingly having to study the tech-
nologies which are in use, as well as in the
making, when researching life at risk for
HD. Firstly, the actual development of re-
search on medical genetics and the develop-
ment of technologies, tools and medical pro-
cedures to match the new findings has sped
up considerably over the last few years.

42

Outlines-2001-1.qxd  19-06-01  13:31  Side 42



Genetic research as we know it has only been
carried out for approximately two decades
but is developing rapidly (Huntington’s
Disease, A Guide for Families5). Secondly,
persons living at risk of any genetically based
disorders only gradually make use of the
technologies that become available. Actual
procedures for offering genetic technologies
to at risk individuals have to be developed
and accepted as possibilities by users before
they become part of the health care regime
and offered as standard procedures (Foucault
1987). Nevertheless, in my experience what-
ever technologies are made available will get
used and will eventually become accepted as
standard procedure. Consider for instance
IVF, which was met with strong opposition
when it was first introduced less than two
decades ago, but is now a standard “medical”
procedure in most modern societies.

Changes in technology as
conditions for responsibility
and choice

Ishall now turn to the questions of re-
sponsibility and choice. The develop-
ment within medical genetics that I have

just spoken of, can be described as taking
place in multiple contexts, enacted by sub-
jects with varying interests and positions
(Latour 1999, Dreier 1993). In this sense it
can also be described as only partially or re-
gionally orchestrated. One of the implica-
tions is that medical knowledge and technol-
ogy change in not entirely foreseeable ways
and thus conditions for choice in everyday
conduct of life change in ways that are
equally difficult to predict. Persons at risk
plan their futures with access to the present
possibilities and constraints, but without
knowing how these will change (Ettorre

1999). A brief view of the recent history of
genetic testing will serve to illustrate this
point. Let me sketch out a few of the impor-
tant changes in the technology, which in turn
has changed deliberation on responsibility
and choice in peoples lives with HD as well
as in professional practice.

History of HD related
technology

Before the discovery of the HD muta-
tion, linkage analysis was carried out
for some years. This was done partly

as a research effort to locate the mutation,
and partly as an offer to persons at risk of
knowing their “genetic status”. Unfortu-
nately, linkage analysis was not always con-
clusive. For instance if key family members
were not available or unwilling to donate a
blood sample, or for technical reasons. The
actual mutation coding for HD was discov-
ered in 1993 after more than 10 years of in-
tensive research (Wexler 1996). This was
considered an encouragement, in as much as
it indicated that genetic research was pro-
gressing towards a more encompassing un-
derstanding of HD and hopefully a cure.
Shortly after the discovery of the mutation
testing became general practice throughout
the western world and a set of international
guidelines of “how to do it” were worked
out. In the mid-1990s the first prenatal diag-
nosis was carried out in Denmark, amount-
ing to a total of 42 today. In 1999 the first at-
tempts at using pre-implantation diagnosis
along with IVF were initiated.

Knowledge as situated

Looking at these developments and the
changing conditions it offers to per-
sons at risk, it becomes very hard to

speak of well informed, ethically right and
responsible choices in universal terms. This
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is true for both persons living at risk and pro-
fessionals researching and practising within
the field. The fast and regionally orchestrat-
ed development draws into question our con-
ceptions of knowledge and informed deci-
sion making. How can we be well informed,
or pass on solid information if the informa-
tion and associated technologies are con-
stantly revised? And how then, can decisions
be uniformly ethical? What about the claim
that so called universal and solid genetic
knowledge is ruled by different explanations,
logics and practices (Mol & Berg 1994)? As
in the different practices of genetic science
and counselling, science being a practice
concerned with the production of solid facts
and counselling being a practice where ge-
netic knowledge is situated and negotiated
by professionals in relation to persons at
risk? (Rapp 1988/1995). And what about the
uncertainties and ambiguities that appear
when taking a close and detailed look at
where genetic research stands today?

Knowledge in social practice

Doing field work I have found that
people refer to different kinds of
knowledge with respect to HD.

There is “right and wrong” knowledge, “to
much and to little” knowledge according to
contexts and participants. Furthermore, in
counselling certain kinds of knowledge are
promoted as scientific, whereas other kinds
are relegated to the realm of belief. The first
kind is enacted as “right”, the second kind as
“wrong” knowledge (Good 1999). Both pro-
fessionals and persons at risk participate in
establishing borders between knowledge and
belief. As mentioned previously, I have en-
countered one single person at risk who re-
lied more on his own version of his situation
than on medical knowledge. Differences in
what is deemed “right” or “relevant” know-
ledge are also expressed in the fact that I ask

other questions and talk of other subjects, in
the context of counselling, than the medical
geneticist. The medical geneticist tend to
concentrate more on the family history of
disease and on passing on relevant informa-
tion about disease related issues as well as on
consequences for everyday life. I tend to
concentrate more on what all of this means
to people, their concerns, their way of deal-
ing with everyday life and how it makes
them feel here and now. Both of us ask and
talk in relation to the reasons persons state
for coming for counselling, what they know
in advance, what they say they want to know
more about or want to discuss. We think of
“right” or “relevant” knowledge in differing
ways because our understanding of what is at
stake in people’s lives and what should be of
concern in the counselling session differ.
When persons at risk go home, when I go to
take notes on my laptop and the geneticist
speaks to his dictaphone, knowledge is situ-
ated again into a new context with other par-
ticipants, interests and obligations. Whether
knowledge is situated as “right or wrong”
depends on the degree of detail, the theoreti-
cal foundations and the perspective taken.
Several kinds of HD get enacted in coun-
selling sessions, at home, in clinics and do-
ing research (Mol & Berg 1994). Taking a
historical perspective “right and wrong” has
also developed over time, changing the em-
phasis and concerns of geneticists and coun-
sellors (Novas, working paper). It thus
makes more sense to redefine knowledge as
heterogeneous and transformable, partial and
negotiable with respect to context, partici-
pants and interests, as well as to maintain
that knowledge is always related in one way
or another to a perceived materiality. Fur-
thermore, I would argue that having differing
professional perspectives represented is one
way professionals might widen the scope of
the issues addressed and handled in coun-
selling. If such differences are reflected and
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discussed amongst professionals, this could
potentially become a resource for the per-
sons seeking counsel.

Making decisions and living
them

The next issue of concern is that of
making and living decisions. It is ob-
vious that couples making use of pre-

implantation technology have to engage in
some sort of conscious decision making in
order to arrive at actions that involve their
social lives, bodies and that have serious
consequences for a lifetime. But there is
something about the idea of conscious deci-
sion making that makes me uneasy (Sloan
1996, Dawning in prep). Firstly, conscious
decision making implies a process of rational
cognitive as well as discursive activity and
secondly, the term implies a corresponding
relationship between deliberation and action
as central to understanding how we conduct
our lives. And this is not how I would char-
acterise the way people go about living with
HD in general. That is not how I would char-
acterise the way anybody goes about living
in general. We do not think and talk every as-
pect of our lives and we do not do it in ways
that correspond uniformly to our actions. So
even though I think it makes sense to talk
about choices to indicate differences that
make a difference I also think that we make
more or less explicit decisions all the time as
we go along. Everyday life involves deliber-
ation, decision making, acting, but in round
about ways. When something becomes im-
portant or pressing enough we make explicit
decisions about them. We might even voice
these decisions. But we do not necessarily
carry decisions out at once or at all. And they
may not be rational from all perspectives.
There may be obstacles to a chosen course of
action and we might end up not being able to
live according to our decisions. We constant-

ly revise our plans, change our minds, do dif-
ferently than intended in accordance with the
complexity of daily living. People at risk tell
me about how they made the decision about
having the test long before going through
with it, or how they know they will have the
test sometime in the future, but not exactly
when. Sometimes other issues have to be
settled and lived through first. I have been
told more than once that the death of an af-
fected parent or near relative “made the time
right”.

A problem in making and
living ethical and responsible
decisions

Ishall now move on to illustrate that the
fast, regionally orchestrated development
along with the situated, uncertain and

ambiguous nature of knowledge draws into
question the idea of setting up universal ethi-
cal standards for decent human conduct with
HD. Ethics and responsible decision making
understood as universals, also have a very
hard time dealing with the complexity and
contradictions of lived life. Taking the notion
of contradictions seriously, it follows that
there will always be aspects of everyday con-
duct which does not fit into a general ethical
framework (Rose 1999, Novas & Rose 2000,
Callon & Rabeharisoa 1999). This is not to
say that we either could nor should refrain
from having ethical standards, just that we
have to think and argue differently about
them. I shall elaborate this further through-
out the rest of the article.
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6 Some persons at risk, people that I talk to about my
project in general and quite a few social or health profes-
sionals express the view that certain specific obligations
for ethical and responsible behaviour rests with persons at
risk of severe hereditary diseases, in particular with re-
spect to having children, informing relatives and potential
partners.
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It is a general reaction6 that persons with
HD in the family should have moral reason
to reflect extensively on their lives and the
decisions they make. This is because HD has
serious implications for children, spouses
and other family members too, as they often
participate in the care of the ill. But far from
everybody does reflect life in such a way
(Callon & Rabeharisoa 1999). In this respect
persons at risk of HD are no different from
the rest of us. Based on the extensive contact
I have had with persons at risk, I find it prob-
able that reflections of how to go about liv-
ing and deciding is just as widespread for
persons living with HD, as with any other se-
rious health concern, and perhaps even in
people’s lives in general. I would like to sup-
port my argument with some statistics. Pre-
sently, there are approximately 1300 persons
living at risk for HD in Denmark, and a fur-
ther 250 persons are ill with the disease.7

How many of these can be said to be active
in the public arenas of HD? There are 675
members of the national HD association (in-
cluding at risk or ill individuals, families, rel-
atives, nursing homes, medical doctors), 300
pre-symptomatic tests have been carried out
so far, and 42 prenatal diagnosis in 30 cou-
ples (11 at risk women, 19 at risk men).
Between 20-40 persons participate at sum-
mer camp for the ill and their care-givers
each year (quite a few participate year after
year), and between 20-30 persons participate
in weekend seminars for young persons at
risk and their partners. Considering that most
active persons are active in more than one
context, I find it unlikely that more than 25
% of persons at risk could be active on any
of the public arenas of HD. For obvious rea-
sons, I seldom engage in contact with those
who are not active. I hear about them from
family members and friends. They are often

talked about by those who are “active” as
“refusing to face the facts”, “not able to cope
with it”, “ignoring problems”, or even “re-
pressing their situation” in the Freudian
sense. Such differences in approach often
pose difficulties for relationships.

Acting on the public arenas
of HD – acting in everyday
life

On that note I find it interesting that
persons at risk apparently confront
themselves with knowledge and

awareness of HD (or other serious health
concerns) in various ways, as do the rest of
us. Action possibilities include not doing
anything in particular, dealing with disease
related issues as they occur in everyday prac-
tice, settling for whatever the family passes
around as common knowledge, pursuing in-
formation in other places, checking the inter-
net, joining activist groups, taking out life in-
surance, requesting counselling, having the
genetic test, going for a prenatal diagnosis,
caring for family members. All of this in-
volves some kind of deliberation, decision
making and action. Some persons at risk
claim they have decided to have the test, but
do not actually pick up the phone and make
an appointment for a long while. Doing so
would be extending the decision into corre-
sponding action. But it may be that instead
of this particular action a new decision is
made not to have the test. Nevertheless, I
would argue that the first decision is a deci-
sion all the same. This means that we can not
claim that decisions we have only reasoned
about has to be backed up with correspond-
ing action or vice versa. Instead we might
say that decision making involves more or
less explicit reflection, as well as action (in
correspondence or opposition to reflections)
situated in the practicalities of everyday life.
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Department for Medical Genetics, at Copenhagen
University.
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Responsibility and
knowledge

Following this argument, there are
many ways of conducting everyday
life, many ways of making “responsi-

ble choices”. Awareness of possible implica-
tions is but one aspect, emotional responses
to life circumstances, possibilities and con-
straints of everyday life, the interests and
needs of a partner or family, are other aspects
that come into play (Cox 1999, Downing, in
prep).

If you accept this way of understanding
decision making, it has implications for how
we argue about responsibility. Firstly, the
ones not actively seeking out information or
knowledge on the disease and living as if no
such thing was at stake in their lives can not
generally be categorised as irresponsible, nor
defensive or repressing. I am not saying that
this may not be an acceptable moral judge-
ment in a particular situation, just warning
against equalling one with the other. Ac-
tually, it seems rather difficult to avoid
knowing something about what is at stake if
people have the slightest awareness of HD
being in the family.8 Ways of dealing with
and reasoning about the disease is usually
part of life through contact with family, how-
ever limited this contact may be. Equally, the
solid media concern with genetic diseases
makes it very difficult to maintain an entire-
ly ignorant position. That it is indeed diffi-
cult to avoid the subject completely is con-
firmed by my contact with people at risk. Al-
though some family members characterise
others as “refusing to deal with HD”, they
still do not appear to refuse or shut the mat-
ter out entirely. Rather, they go about dealing

with HD in less explicit ways, perhaps think-
ing to themselves and talking to one or two
people close to them. They deal with disease
related issues when concrete situations arise,
for example when considering having chil-
dren or when actually pregnant, when start-
ing a relationship, making business invest-
ments etc. Talking to me may be one of the
first steps into the broader public arenas of
HD recognised by others as such. Secondly,
we should not think of persons at risk as hav-
ing to engage in any more conscious and re-
sponsible decision making than the rest of
us. Why should there be ethical and norma-
tive demands put on some people, that for
one cannot be met by means of genetic
knowledge and technology, and secondly are
far more demanding than the ethical and nor-
mative demands put on the rest of us? I have
a young child myself but do not have a life
insurance and rarely remember to put on my
bicycle helmet. No one flinches an eyelid.
Well, maybe a few, but they are not backed
up by an array of public arenas to say what is
morally right. On a societal level, it seems
that an implication of establishing severe
health risk is creating a public arena where-
by some people are subjected to a moral log-
ic defined to a large extent by others who are
not themselves at risk. Entering the public
arena means embarking on the entire pack-
age of deliberations, choices and actions that
follows from this logic. Soon people living at
risk have to justify what is staged as a “per-
sonal choice” publicly (Callon & Rabeha-
risoa 1999, Strathern 2000).

Guilty as charged

Iwould argue that living life involves de-
ciding in some sense, in as much as liv-
ing one way facilitates and excludes cer-

tain other ways, doing this today, outlines the
possibilities and constraints of tomorrow.
Living without persuing what “that funny
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8 Some people simply do not know about being at risk,
for example if the disease has never been adressed or di-
agnosed in any family member, if they are adopted or for
other reasons have no knowledge about one or both of
their biological parents.
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family thing” might be, carries the potential
for “business as usual” as well as for great
pain. Likewise entering the public arenas of
genetic knowledge, technologies and testing
carries the potential for “deciding and justi-
fying with a view to the future” as well as de-
spair when trapped by its limits. And if we
look at ways HD gets to play a part in
people’s lives there is a further argument
against equalling ignorance with acting irre-
sponsibly. In certain families symptoms typi-
cally come about at a late age, some afflict-
ed members dying for other reasons before
the onset of HD related symptoms. HD may
not always be diagnosed and if so the full
range of consequences may not become solid
knowledge for some time (see Wexler 1996).9

In some families HD is indeed common
knowledge, but it is equally difficult to main-
tain a general judgement when you consider
the arguments about how knowledge, tech-
nology, counselling, decision making are sit-
uated and related parts in complex social
practice. What kind of knowledge, what de-
gree of detail, how closely should scientific
developments be followed for persons at risk
to be sure that they have the foundation to
conduct themselves in a morally impeccable
manner? On the other hand, if you enter the
realm of knowing, the public space of genet-
ics, counselling and activist groups, you can
be certain that there will be others there
wanting to help, but also wanting to set stan-
dards, put you to the test and disapprove of
actions.

Further reflections on
personal conduct and
social practice

Summing up: Medical genetics is con-
tinuously bringing about knowledge
while its associated technologies offer

new choices between different courses of ac-
tion. Taken as a whole the public arenas of
HD can be said to prompt persons living at
risk to reflect on their situation and to act in
moral accordance with what they know.
Following this understanding ignorance can
be staged as problematic in as far as it limits
persons at risk in acting responsibly, for ex-
ample towards family and offspring. To put it
differently, you have to make use of genetic
knowledge and technology in order to be liv-
ing and choosing responsibly. But if we
question the notion of knowledge and tech-
nology as true and fixed and show that these
are not beyond uncertainty, ambiguity and
negotiation when used as a basis for respon-
sible decision making, the demand does not
seem entirely justified. The fast changing
and situated nature of knowledge and tech-
nology makes it difficult to maintain that en-
tering the domain of “knowing” assures re-
sponsible decision making in a universal or
absolute manner (Rabinow 1996). The same
way ignorance can not be judged irresponsi-
ble per se. The notion of informed decision
making can be problematised as staging a
moral or ethical demand that neither genetic
testing, associated reproductive technologies
makes it possible to live up to. Nor does liv-
ing in and of itself, if we take life to be both
complex and contradictory. Furthermore, the
way responsibility and decision making is
enacted by people at risk, their families, re-
search and clinical communities, are shaped
by contemporary western notions of autono-
my, individuality and authenticity (Taylor
1991). In my view the modern movement to-
wards a certain kind of autonomy adds an-
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9 Alice Wexler describes how she herself and her imme-
diate family only very gradually, due to various circum-
stances, come to recognise that her mother is suffering
from HD. She is mid-twenties before a final diagnosis is
made and theoretically could have had children by then.
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other piece to the puzzle of understanding
how individuals are responsibilised. We are
commonly met with the “duty to be healthy”
along with the “duty to know”. We even have
to think, feel and act in accordance with such
moral demands in order to establish our-
selves as responsible decision makers.
Which then becomes a further “duty”. These
are powerful “technologies of the self” in our
time, and certainly within the public arenas
of HD. But they are not the only ones. The
notions of autonomy and authenticity also
carries notions of respect for the individual
and his or her choices.

To finish off, I would like to make sure
that my line of argument is not taken as anti-
moralist, or relativist in the sense that any-
thing goes out of respect for individual au-
tonomy. Understanding what moves people
from a 1. person perspective and supporting
their autonomous decision making in coun-
selling does not exclude arguing about
morality or ethics. I cannot develop the argu-
ment in detail here, but I would like to give
an indication of where it is headed. Firstly,
the notions of autonomy and authenticity
themselves rest in part on a moral ideal, they
have emerged historically and are bound up
in striving for better ways of living. Leaving
it up to the individual is a particular enact-
ment of the notions of autonomy and authen-
ticity, which does not save us from dis-
cussing what might be the better way of en-
acting them (Taylor 1991). Secondly, neither
autonomy nor authenticity automatically ex-
clude the notion that we are interrelated with
other individuals. If we are indeed to be un-
derstood as socially embedded, it follows
that we live our lives in social relations
(Holzkamp 1983). In other words, autonomy
does not have to be based on the notion of
the free floating individual, but might be
seen as bound up with the right to expect and
exercise equality and democracy. If we are
dialogical beings, as Charles Taylor claims,

we depend upon each other in order to be au-
thentic (1991). And if we are characterised
by mutuality on a fundamental level, it fol-
lows that we must understand ourselves as
autonomous in the plural (Costall 1995).

Following this argument we are given the
possibility to consider the wider familiar, so-
cial and societal implications of the personal
conduct of life. We can do so without neces-
sarily having to argue against the ideas of au-
tonomy and responsibility. We may apply
these considerations to the decision making
of at risk individuals, researchers, profes-
sionals and policy makers alike. For example
to the decision making with regard to living
at risk, doing research and the possibility for
recasting eugenic practices on a individual
level. I feel obliged as well as compelled to
touch on this discussion, because my area of
research is irreparably bound up in deciding
and acting on life and death. I am conceiving
here of a kind of eugenics not as based on a
hierarchy of races and enacted through dis-
criminatory practices of governments, but as
based on hierarchies of health and normality
of bodily functioning and the decision mak-
ing of individuals. The eugenic as well as
anti-eugenic practices of our time are politi-
cally programmed in subtle but potentially
powerful ways, enacted by persons living
everyday lives in complex social practices.
Because of the room for active anti-eugenic
practices it is not as scary as its predecessor.
Diversity of life is actually valued in a way
that would have been out of the question in
the 1920s and 30s. But still, one of the basic
principles of eugenics is to make judgements
on the worthiness of life on the grounds of
genetic assumptions. As a minimum, such
judgements of worthiness, be it with refer-
ence to racial purity, individual health, qual-
ity of life or cultural preference have to be
qualified and discussed as matters of where
we want to take ourselves and how this can
be done in concretely lived lives of the
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people concerned. At least this seems a
promising way of discussing such difficult
issues, if we do not wish to leave it entirely
up to one or the other standardised prefer-
ences or to individual decision making. If we
accept judgements of the worthiness of life
to be eugenic, in as far as it allows the clas-
sification and dismissal of lives, I think it
sets the stage for a heightened awareness of
our standards for what is deemed worthy,
healthy and normal enough lives to be lived.
More importantly, it enables us to discuss
such standards. As medical genetics increas-
ingly become part of lay-knowledge and of-
fer new forms of technological assistance,
this kind of awareness and discussion be-
comes progressively more necessary. This
way, we may inform our decision making
with discussions of the desirability of conse-
quences in a wider context.
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Summary:
Care for patients with multiple illnesses is often pro-
vided by several professionals from different parts of
the health care system. In these cases, there seem to
arise new demands for the communication and the
cooperation between different professionals in the
primary and the specialized care. In this paper, I shall
describe how these challenges are met in an en-
counter which is a part of interventions called “Im-
plementation Laboratories”. In these encounters, a
new tool (care agreement) and a new practice (care
negotiation) are introduced and elaborated in inter-
nal-medicine patient care. I conceptualized the
Implementation Laboratories as “border zones”
where the learning processes between different com-
munities are intensified. Learning in the Implemen-
tation Laboratories resembles learning at the Bound-
ary Crossing Laboratory described by Engeström,
Engeström & Vähäaho (1999a; 1999b). It is interwo-
ven into the process of analyzing problems, planning
and testing of solutions in order to improve the med-
ical patient care. Learning appears as collisions be-
tween the different perspectives of the patient and
professionals of different organizations, and may
sometimes lead to reconstruction of boundaries.

1 Introduction

Aboundary divides or separates. It is a
place of division between what is fa-
miliar, and what is unknown. A

boundary is also a place for connecting: be-

ing simultaneously part of both sides. En-
counters at the boundary can lead to useful
re-constructions of those boundaries offering
a purposeful ground for learning and devel-
opment.

In studies focusing on the networks in
business, organizational boundaries are often
understood as a source for sense making and
identity constitution, allowing for the attribu-
tion of reputation, and protecting systems
against the uncontrolled discharge of knowl-
edge. Instead of being represented as stable
constructions, boundaries are described as
precarious and permeable in nature. Due to
various exchange relationships in organiza-
tions, optimal boundaries have to be con-
stantly created and readjusted. Readjusting
boundaries turn out be a process offering po-
tentiality for growth and development. By
taking advantage of links consisting of dif-
ferent sorts of association between organiza-
tions or human-mediated ties, organizations
are able to gain more resources and increase
their profitability. (Pennings & Kyungmook
1999, pp. 43-44, 47-51.)

In public organizations such as hospitals
and health care centers, boundaries seem to
be stable and traditional. They have evolved
during long periods of time along with the
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development of the medical care system.
Boundaries indicate the system for distribu-
tion of medical care services and division of
labor between medical care providers. Me-
dical care in the Capital area of Helsinki is
an example of such bounded organizations.
The system of medical care seems to work
well, when there is only one health problem
to be treated in a patient’s medical care.
When a patient is suffering from chronic or
multiple illnesses, however, the bounded
system creates problems and disruptions in
the care (Engeström, Engeström & Vähäaho
1999a, pp. 349-350; 370-372).

The Helsinki medical care services offer
an example of the need for new ways of
learning at work calling for new types of in-
dividual and collective learning across the
boundaries and at the boundaries. According
to Suchman (1994, p. 25) “crossing bound-
aries involves encountering difference, enter-
ing into territory in which we are unfamiliar
and, to some significant extent therefore, un-
qualified”.

Engeström, Engeström & Vähäaho
(1999b) suggest that organizations should
learn collectively to cross the traditional
boundaries. They describe a developmental
process of solving problems in children’s
medical care collectively by applying a new
learning method called “The Boundary
Crossing Laboratory”, which represents an
application of “Change Laboratory” (Enge-
ström & al. 1996; Virkkunen & al. 1999).
The process was introduced into the network
of children’s medical care in the Capital area
of Helsinki. The learning challenges encoun-
tered in the project concerned mainly the
problems of cooperation between primary
and specialized medical care. There were no
solutions already available for the encoun-
tered problems; they had to be collectively
worked out. The new tools and practices
were developed in the “process of solving” a
problem. This meant that learning and re-

creation, learning and development were
joined together in a collective activity
(Engeström, Engeström & Vähäaho 1999b,
pp. 41-43).

In this paper, I shall reflect upon the issues
of learning in a new project, where the solu-
tions developed in the project of improving
children’s medical care, a new tool (care
agreement) and a new work practice (care
negotiation) were introduced in internal-
medicine patient’s care as a series of “Im-
plementation Laboratories” arranged be-
tween the patients and professionals of pri-
mary and specialized care. I have chosen one
“Implementation Laboratory” session as an
example of one encounter. The ten patients
selected by the professionals to participate in
this project represent five different types of
illnesses in internal medicine. There is one
encounter to be carried out for each patient,
out of which, four sessions have already
been arranged. The Implementation Labora-
tory is a new application of the Change La-
boratory method (Virkkunen & al. 1999) de-
veloped and followed in the project on inter-
nal-medicine patient care in the Capital area
of Helsinki. The two-year project is being
carried out by a research group from the
Center for Activity Theory and Develop-
mental Work Research at the University of
Helsinki.1

The primary medical care for the popula-
tion of Helsinki is organized into seven
health centers, which are further divided into
health stations. Every patient in Helsinki has
a personal doctor (GP) and a nurse giving
consultations at the health centers. They pro-
vide medical care for ordinary diseases and
health troubles needed by most of the
people. The specialized medical care is prac-
ticed in the city owned hospitals, short of pri-
mary level hospitals, and at the university
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hospitals in Helsinki owned by HDHUC (the
Hospital District of Helsinki and Uusimaa
County). The university hospitals serve the
population living in the whole County of
Helsinki and Uusimaa, when there is a need
for medical treatment of specialized experts.
In addition, there are some organizations
such as laboratories, which serve both the
health and hospital care units owned by the
City and the County. Communication and
cooperation between organizations is se-
cured through referrals and care feedback.

When a patient needs to see a doctor he or
she goes to visit a personal doctor. In acute
cases, such as heart attacks, a patient can go
straight to specialized medical care. The or-
ganizational system of primary and special-
ized care is illustrated in figure 1.2 The pa-
tients, whose medical care is studied and im-
proved in the Implementation Laboratories
are treated in all, or at least most parts, of the
system of medical care. Participants in the
Laboratories represent all parts of the sy-
stem.
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Figure 1. Organizational system of primary and specialized care

PATIENTS

SPECIALIZED
HEALTH CARE,
UNIVERSITY
HOSPITALS

PRIMARY
HEALTH CARE,
HEALTH CARE
CENTERS,
CITY-HOSPITALS

It seems to me that “Change Laboratories”
are like “borderlands” between different cul-
tures, which leads me to regard them as spe-
cial areas of learning. The late cultural semi-
otician Yuri Lotman (1990, p. 136) has
named the boundaries to be “the hottest
points for the meaning creation (semioticiz-
ing) processes”. In addition, boundaries are
places where “the semiotic processes are
intensified” due to “the constant invasions

from the outside” (ibid., p. 141). The re-
search question addressed here is: What kind
of places are the Implementation
Laboratories for learning as a boundary en-
counter?

Referral

Care feedback

2 For the origin of the figure 1, see Engeström,
Engeström & Vähäaho 1999a, p. 361.
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2 Capturing the Nature
of Boundaries through
Metaphors

Istart by capturing the nature of bound-
aries through metaphors as an explorato-
ry device, because metaphors as every-

day constructions seem to carry potential for
understanding ambiguous phenomenon like
a boundary. First, I shall present two meta-
phors of boundaries, and, then, proceed to
developing a conceptualization to act as a
unit of analysis in this paper.

The most common way to conceptualize
physical boundaries in every day life refers to
boundaries as edge conditions, borders or
barriers suggesting that boundaries are stable
constructions differentiating space, giving ac-
cess to space and activities in space. Ac-
cording to Fitzpatrick (2001), who reflects on
work-practice boundary metaphors in elec-
tronic communication, boundaries under-
stood as an “edge-condition” serve as useful
descriptions of physical and virtual bound-
aries to some extent, but are somewhat poor
in the description of social worlds. In order to
capture these for a study of socially situated
work practices, Fitzpatrick suggests a com-
plementary metaphor of boundaries as peri-
pheries. This depiction conceptualizes boun-
daries as “center and periphery relation-
ships”, where the boundary effects appear as
“proximity relationships given by peripheries
to a center”. The notion of a center describes
a shared object or purpose of the social activ-
ity under study while a periphery refers to
variations in commitment to a shared object.

Lotman draws attention to the renewing
nature of boundaries. He says that “one of the
primary mechanisms of semiotic individua-
tion is the boundary, and the boundary can
be defined as the outer limit of a first-person
form. This space is ‘ours’, ‘my own’, it is
‘cultured’, ‘safe’, ‘harmoniously organized’,
and so on. By contrast ‘their space’ is ‘other’,

‘hostile’, ‘dangerous’, ‘chaotic’” (Lotman,
1990, p. 131). The boundary manifests itself
as ambivalent in nature given its capabilities
of separation and unison. It is “bilingual” and
“polylingual” with a translation mechanism
for translating the “outer forms of culture”
into “inner ones”. The semiotic model of a
boundary turns out to be quite complex, with
the functions of controlling, filtering and
adapting the external into the internal.

Boundaries present intriguing possibili-
ties for change realized in intensified semi-
otic processes of encounter between the fa-
miliar and unfamiliar. Lotman sees the
boundary as the outer limit of a “semios-
phere” which includes all constantly renew-
ing forms of a culture with a cultural “I” un-
derstood as a center and a cultural “you” un-
derstood as a periphery. A “semiosphere” is
depicted to be “heterogeneous” with various
“languages” relating to each other by some
of them being mutually translated, and some
of them not. When defining heterogeneity
further, Lotman points to a diversity of ele-
ments and their different functions. Because
the structure of a “semiosphere” is unstable
and asymmetrical, a “semiosphere” needs an
ability of self-description in order to main-
tain its unity. This is gained by the nuclear
capability of a center for creating its own
grammar in a process of self-description, and
then extending the norms created over the
whole “semiosphere”. (Ibid., p. 127-129.)

Lotman’s concept of boundary is very
close to boundaries described as “center and
periphery relationships”, but with the em-
phasis on boundary functions. As a space or
a quality, the relationship between bound-
aries and peripheries remains unclear.
Wenger (1998, pp. 199-121) emphasizes the
different aspects of boundaries and periph-
eries shedding light on this ambiguous phe-
nomenon. Boundaries represent discontinu-
ities – lines of distinctions – between com-
munities, whereas peripheries represent con-
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tinuities – areas of overlaps and connections
– between them. In practice, boundaries and
peripheries are interwoven.

So, what kind of tools do metaphors give
for analyses of learning at the boundaries?
According to Fitzpatrick’s (2001) analyses
of boundary effects in electronic communi-
cation design, understanding boundaries “as
centers and peripheries” puts people and
practice in the focus, making the richness
and variety of socially-situated boundaries
more explicit and leading to an understand-
ing of learning as closely related to improved
practices. Lotman’s concept of boundary
emphasizes the boundary effects in very
complex forms, and helps focus our attention
on the potential of boundary-less areas.
Learning appears as translating or transform-
ing. For Wenger (2000, p. 233) boundaries
“offer learning opportunities in their own
right”. Learning at the boundaries differs
from learning at the centre of communities.
“ Inside a community, learning takes place
because competence and experience need to
converge for a community to exist. At the
boundaries, competence and experience tend
to diverge”. In order to enable learning,
some intersection of interest is needed with
open engagement with real differences as
well as a common ground. There is also a

need for commitment to suspend judgment
in order to see the competence of a commu-
nity, as well as ways to translate between
repertoires so that experience and compe-
tence actually intersect (Ibid.).

In order to arrive at a unit of analysis for
this study of encounters in the Imple-
mentation Laboratories, I suggest that learn-
ing at the boundaries should be studied as a
“border zone”. Such study would focus on
the renewal and reconstruction of boundaries
that comes about in encounters at the bound-
aries. The organizational system for primary
and specialized care (Figure 1) is completed
with the boundary appearing as an area of
change, a “border zone”, between patients
and primary and specialized care (Figure 2).
The gray area should be thought of as con-
sisting of multiple relationships in motion.

Wenger (1998, pp. 95-96) characterizes
learning as closely interwoven into practice.
People taking part in the practices do not
specifically feel they are learning when they
are engaged in improving or changing the
practice. Thus, learning and change are also
closely interwoven. Relationships between
learning and practice and learning and
change are understood in a similar way in
this study. What change it requires is cap-
tured in the next section.

57
OUTLINES • No. 1 • 2001

Figure 2. Border zones in the cooperation between primary and specialized medical pa-
tient care as a unit of analysis.
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3 A Theoretical Approach
for the Identification of
Organizational Learning
at the Boundaries

Cultural Historical Activity Theory de-
fines practice as “activity”, which is
culturally and historically mediated

and collective in nature. The mediated nature
of activity is based on Vygotsky’s (1978) de-
finition of object-oriented action mediated
by signs and tools. While Vygotsky’s unit for
analysis was the object-oriented action medi-
ated by signs and tools, Leont’ev extended
the unit of analysis to include the collective
activity under study. Leont’ev (1978) em-
phasized the importance of object-oriented-
ness and the division of labor in human ac-
tivity; offering the threefold structure of the
activity: (1) collective, object-oriented activ-
ity directed by motives, (2) actions directed
by goals, and (3) operations directed by the
conditions and tools at hand (Leont’ev 1978,
p. 62-67.)

Engeström (1987) conceptualizes the gen-
eral structure of human activity as consisting
of subject, object, mediating artifacts (sign
and tool), community, rules and division of
labor. With this model, it is possible to study
individual actions in a community. Since ac-
tions are mediated through division of labor
in a community, they are at the same time
both part of activity whilst also renewing it.
Organizations in medical care create a net-
work of communities. Activity systems or
communities can be differentiated from each
other by their objects, but they can also share
an object such as the treatment of a certain
illness. They can be connected to each other
in many ways: through division of labor
(who treats what), rules (rules of communi-
cation, division of labor), tools (laboratory
tests). Rules and their construction appear as
one of the dominant boundary characteristics

along with object-construction and division
of labor.

The different parts of the system evolve in
different time cycles causing tensions or “in-
ner contradictions” as a source of dynamics
and development in human activity (Ibid.,
p.89). Inner contradictions can be primary
ones, such that are usually latent, not leading
to open crisis. Or they can be expressed as
secondary contradictions appearing between
the different elements of the activity system
model, many times evolving into a crisis.
These crises may become critical and lead to
transformation of the system. Tertiary con-
tradictions appear between the object/motive
of a dominant culture and the object/motive
of more advanced culture. Changes do not
happen suddenly. Old ways of action prevail,
while the new ones are evolving causing
contradictions between old and new ways of
practice. Quaternary contradictions appear
between the central activity (activity in
which the central activity is embedded) and
its neighboring activities, which can be in-
strument-, subject- and rule-producing, ac-
tivities. (Ibid., p. 87-91.)

What Cultural Historical Activity Theory
teaches us is that disruptions can be taken as
appearances of system-related inner contra-
dictions. Inner contradictions can be ob-
served as deviations from the normal way of
practice. They can appear as disturbances or
disruptions in actions. Also dilemmas and
their innovative solutions are often expres-
sions of inner contradictions. (Engeström
1995, pp. 62-67.) Contradictions have an es-
sential meaning in mobilizing change and
expansive learning, which is a multiphased
process leading to a change of an activity
system itself or the work community (ibid.).
Whereas Wenger (2000, p. 233) points at the
tension between experience and competence
as a maximizing source for learning at the
boundaries, Cultural Historical Activity
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Theory and Developmental Work Research
directs attention to historically and culturally
evolved contradictions appearing between
different activity systems. In the encounters
between members from different activity
systems, the tensions can be observed as col-
lisions of different perspectives and argu-
mentation.

The Change Laboratory developed at the
Center for Activity Theory and Develop-
mental Work Research is based on the ideas
of expansive learning taking place at the
working site (Engeström & al. 1996; Virk-
kunen & al. 1999). The basic method applied
at the Laboratories follows the method of
dual stimulation derived from Vygotsky
(Engeström & al. 1996, pp. 13-14). This in-
volves the presentation of data about prob-
lems and disturbances at work called the
“mirror”. The on-going project of imple-
menting the care agreement and the care ne-
gotiation in internal-medicine patient care is
carried out in two phases. In the first phase
two cases from each patient group are han-
dled. A patient and the professionals mainly
dealing with a patient in his medical care are
interviewed. Doctor’s appointments are
videotaped, if possible, and the patient’s
care-histories are traced from documents.
After that, the patient-case data gathered is
applied in arranged meetings, where the pa-
tient and the participants in his or her care
are invited to discuss over problems and so-
lutions in the patient’s care. Thus, the data
presented as a mirror has a potential to act as
a catalyst for the improvement of the med-
ical practices between separate providers.
After the meeting the solutions created are
followed along with the patient’s care during
one year. The method is similar to the one
applied in the Boundary Crossing Labo-
ratory (Engeström, Engeström & Vähäaho
1999a, 1999b).

4 Learning at the Imple-
mentation Laboratory
Encounter

4.1 Tommi’s case as an example of a
patient case handled at the Implemen-
tation Laboratory
Tommi is a 63-year-old pensioner, who suf-
fers from diabetes, heart troubles, heartburn
(cough), kidney insufficiency and breathing
difficulties (dyspnoea cardiaca). His diabetes
was diagnosed about fourteen years ago, and
he has been on medication since then. His
heart troubles appeared in 1989 leading to
bypass surgery, the first of which was per-
formed in 1990, and the second one in 1998.
During this time he had experienced several
minor cardiac infarcts and one ventricular
fibrillation during his stay at the hospital.
Over the past two years, he has been suffer-
ing from cardiac insufficiency causing diffi-
culties in breathing. The data applied as an
example in this paper is from an encounter
arranged by the research group in order to
improve Tommi’s medical care.

In the past two years, Tommi has been
treated for his diabetes in the city-owned
hospital (Consultation Clinic 2 specialized in
internal medicine), where he sees a specialist
of internal medicine twice a year. The doctor
has made a referral to eye-testing once a year
needed in the care of diabetes. Then Tommi
has visited the cardiac outpatient clinic and
the hospital wards for specialized care (the
university hospital) because of his heart and
lung troubles. The cardiologists have con-
sulted lung and kidney specialists. With ordi-
nary illnesses such as flu, Tommi is sup-
posed to see his personal GP at the commu-
nity health center. Because he has not had
any acute illnesses over the two years, the
only medical treatment provided at the
health center, are the laboratory tests and the
doctor’s supervision over the “Marevan”
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medicine, which is applied for dilution of
blood in heart diseases. Marevan has to be
checked up quite often, because many
things, such as changes in type of medication
affect the dosage of medication. The person-
al doctor relationship has only recently been
established, because Tommi moved into the
region at the end of last year. Tommi is sup-
posed to change the treatment of diabetes to
another city owned hospital (Consultation

Clinic 1) near his new home, but this has not
been realized yet.

The border zone in Tommi’s case emerges
between the personal doctor and the person-
al nurse at the primary level, the specialized
doctor at the primary level hospital, and at
the departments of cardiology, lung-diseases
and nefrology of the specialized hospital
care. The border zone was depicted in the
Implementation Laboratory as a map which
is presented in Figure 3.
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The Implementation Laboratory encounter
was arranged in order to work out the prob-
lems and disruptions in Tommi’s care. It was
videotaped with two video cameras and
taped with a mini-disk tape-recorder. The re-
search group had made a fifteen-minute
videotape of interviews and doctors’ ap-
pointments concerning Tommi’s medical
care. The videotape was structured so that
the first part of it dealt with different inter-
pretations of Tommi’s medical problem, the

second part handled the problems in the flow
of information between different care pro-
viders, and the third the care responsibility in
Tommi’s medical care. The Laboratory ses-
sion followed the same structure. The parti-
cipants at the meeting were the patient, chief
physicians of the community health center,
and physicians and nurses in charge of the
patient’s medical care at the health center
and in the local hospital (Consultation Clinic
1), which was to take over the future medical

MAP OF PATIENT’S CARE STATIONS 1999-2000

Figure 3. Tommi’s Map of Care
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care of Tommi’s diabetes. In addition, there
was one doctor from the cardiology depart-
ment of the university hospital. The person
responsible for Tommi’s current diabetes
care was not present, but his perspectives on
the issues that were handled at the encounter
were provided in the videotape.

4.2 An Encounter in the Series of
Implementation Laboratories as a
Place to Learn
As a learning challenge the Implementation
Laboratory in the on-going project of im-
proving the internal-medicine patients’ care
has many similar elements to the Boundary
Crossing Laboratory arranged for the im-
provement of children’s medical care (Enge-
ström, Engeström & Vähäaho 1999a;
1999b). In order to describe the quality of
learning at the Implementation Laboratory, I
shall compare the characteristics of learning
to be observed in one encounter of the
Implementation Laboratory to the qualities
of learning observed at the Boundary Cros-
sing Laboratory.

The learning challenges identified in the
Boundary Crossing Laboratory were lack of
coordination and communication among the
different care providers in children’s medical
care. This meant an excessive number of vis-
its, unclear loci of responsibility, and failure
to inform other involved care providers
(Engeström, Engeström & Vähäaho 1999a,
p. 357). The challenges for medical care
brought up in the Implementation Labo-
ratory encounter dealing with troubles in
Tommi’s case were similar, though with a
different emphasis. After an analysis of
Tommi’s medical care during the previous
two years it was evident that it had recently
been carried out mainly by the cardiologist at
the university hospital. The personal GP at
the health center also had some responsibili-
ties (follow-ups in Marevan medication), as
did the specialist in the city owned hospital

(Consultation Clinic 2) who took care of the
diabetes. The first of the two greatest disrup-
tions in Tommi’s medical care, concerned
the flow of information. The health center
did not get information from the university
hospital, or the Consultation Clinic 2 in or-
der to prescribe the dosage of Marevan med-
ication. The consultation clinic and the uni-
versity hospital had had no connections pre-
viously, nor had the Consultation Clinics 1
and 2. Tommi himself acted as a postman
when visiting his doctors. The second diffi-
culty was connected to the responsibility of
medical care. No one seemed to have an
overall responsibility of Tommi’s medical
care. Tommi himself stated that someone
should have such responsibility, as the fol-
lowing excerpt from Tommi’s interview
(which was also presented as “mirror” data)
shows.

Interviewer: “Now, it occurs to me, given
there are so many care providers, to ask
you who has the main responsibility for
care in your situation? Who has the main
responsibility?”

Patient: “I can’t tell you that.”
Interviewer: “What is your opinion? Does it

work well for you this way, that there are,
in a way, different providers giving care to
you, or would it make more sense, if there
was a particular one, who would …”

Patient: “Someone should really have the
main responsibility” 3

The process of learning at the Boundary
Crossing Laboratory followed the basic
ideas previously designed and presented in
the connection of the Change Laboratory
(Engeström & al. 1996; Virkkunen & al.
1999). What was special in the case of the
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Boundary Crossing Laboratory was to invite
the children’s parents, the medical care
providers from different organizations to-
gether, and the management, into a shared
space, the Laboratory, in order to learn to-
gether from the patients’ cases as analysed
by the researchers. This crossing of bound-
aries between parents and members from
separate communities led to collisions be-
tween different perspectives. The meeting of
the various perspectives triggered a learning
process consisting of different phases of
learning actions, argumentation and ques-
tioning, finally resulting in the expansion of
the object of work in children’s medical care.
Traditionally, the objectives of care have
been conceptualised according to the diag-
nosed illness (e.g. diabetes or asthma) but in
this learning process it evolved into being the
overall medical care of a child suffering from
many illnesses. To help with the achievement
of this new objective, new tools, the care
agreement and the care negotiation, were in-
troduced and critically tested (Engeström &
al. 1999b).

Differing views about Tommi’s care could
be observed from the outset in the different
ways the patient and professionals named or
put an emphasis on the main problem in
Tommi’s care. Tommi himself named “oxy-
gen deficiency” during night time to be the
biggest problem. The personal GP listed:
“Diabetes and kidney-disease, coronary-dis-
ease and heart insufficiency, high choles-
terols, Marevan medication for unknown
reason [“unknown” to her because of lack of
information]”. The special doctor from the
Consultation Clinic 2 named “diabetes”, but
also a “heart problem”. The cardiologist
gave “cardiac insufficiency” as the main
problem, whereas the lung-specialist said
that “there has been suspects of sleeping ap-
noea”. Typically, the patient named the most
troublesome illness or symptom, which was
not necessarily medically the most serious

one, and most of the professionals named the
illness they were treating themselves as the
main disease. The GP also listed all the ill-
nesses, though she did not have enough in-
formation of them at hand.

Problems in communication were dealt
with during the second part of the encounter.
There were lots of disruptions in the com-
munication between different care providers,
and many different perspectives for the
arrangement of it. As far as learning is con-
cerned, the questioning and argumentation
started at this phase of the negotiations. The
specialist from the Consultation Clinic 1
made a first comment right after the video-
presentation of the communication prob-
lems. She questioned the practice of not
sending information to the GP after consul-
tations at the university hospital and Con-
sultation Clinic 2.

Specialist: “Now we, at least, are trying to
forward the documents to the health sta-
tion after every visit, in cases where the
patients are receiving medical care in
both places, as this patient is. I would un-
derstand so anyhow, that cardiologists
and diabetes-doctors, who treat the pa-
tient... [could do the same]. In truth, it
would better serve the patient, if the doctor
taking care of the Marevan treatment had
received valid information. It wouldn’t
hurt anyone [to forward the information],
I don’t understand that. Why can’t it be
delivered? It should be for the advantage
of the patient, or, or, what is it then. Or
what does the patient think about it him-
self? That they should be sent to the per-
sonal doctor (GP) or what ...”

Later, when considering the problems in
communication, one of the researchers took
up the question presented by the cardiolo-
gist. The question was about whether GPs
have time to read the documents, if they are
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forwarded to them. The answer, which was
given by one of the GPs, is an example of a
critical reflection on a suggestion.

Researcher: “Just a short question, taking
up from the hospital doctor’s question to
the GPs, about whether they have time to
read those papers, when there are lots of
them. I got interested in this question, that
does one have time for all that here?”

GP: “… yes, one has got the time. But, then,
it’s a different thing, how that information
is applied, but yes, one has got the time.
It’s an essential question for me to know
why it happens like this, that the informa-
tion is not delivered or how, in practice,
that information is transferred on paper
from the specialized medical care to the
health station. In practice, this means that
the doctor in specialist care dictates a list
for delivery at the end of the appointment.
After that, it’s typed, copies are taken, the
health station of the patient is searched, it
gets put into the envelope, it’s mailed, and
I wonder if anyone has estimated, let’s say
on the HDHUC-level, what this whole
business, this mailing business, would be
after every consultation information being
sent to all parties of the medical care.
Then if one goes into that, if only essential
information is being sent, then who’s go-
ing to appraise what’s essential, who
knows what the essential information is?
In the health care of Helsinki, there are
100.000 visits per year and the informa-
tion sent to the health stations of every
one of them is 100.000 letters every year.
It’s hard work.”

The collisions and argumentation could be
observed most clearly in the final part of the
meeting when there was discussion of the
main responsibility of medical care and divi-
sion of labor between the different providers.
The patient himself said: “I haven’t ex-

pressed it any better, that. The idea is that if
there was a need to take the Marevan test
here tomorrow and I had visited the univer-
sity hospital a day before, I would have con-
firmed with the doctors the test being taken
at that time and I myself would be the one to
tell [the staff] about the results at the next
visit by the health station, for example, what
were they last time. And the doctor at HD-
HUC can take it up then, by adjusting the
[dosage] of medication.”

The specialist from Consultation Clinic 1
thought that it was the job of the GP to fol-
low the Marevan medication from other
providers, and lack of information became
the problem. The cardiologist said: “If the
patient comes this often to the follow-ups in
specialized care, it would be interesting to
hear whether it would be sensible to contin-
ue the Marevan care in the place where the
patient himself prefers to go… in the place
where the patient goes most often. It is also
interesting [to find out] to what extent these
patients, who are being followed up let’s say
because of their heart-problem in special-
ized care, are in contact with their own
health center... We have got used to the idea
that they come to specialized care in case
breathing difficulties [despnoea cardiaca].
But there are now regulations directing them
to the health center in every case.”

Finally all the professionals agreed that it
was risky to have three places for medical
care for a patient like Tommi. They agreed to
arrange a meeting, where the providers in-
volved in Tommi’s care would agree about
their communication and care responsibili-
ties.

When considering the implementation of
the care agreement and the care negotiation,
the administrative chief physician from Hel-
sinki Health Office suggested the introduc-
tion of both of the tools along with the
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process of their development in children’s
medical care. The leader of the research
group, who also acted as a chair of the en-
countering event, proposed the assessment
of these tools to evaluate their suitability for
solving the problems of different patients. In
the interviews conducted by one of the re-
searchers, the GP and the researcher shared
some views about it:

Researcher: “Is there a need for a short ver-
sion of an integrated care agreement or
care plan, which could be put on one
sheet of paper with all these treatments
provided by the different providers?”

GP: “ I would welcome an idea like that with
such an ailing patient like this one, if it
proves practicable.”

Otherwise the actual care agreement was not
discussed, although the plan for the medical
care of Tommi was negotiated.

5 Conclusions

In this paper I have reflected on the issues
of learning in a project where the solu-
tions developed in a previous project for

improving children’s medical care, where a
care agreement and a new work practice of
care negotiation, are being implemented
within internal-medicine patient care as the
series of Implementation Laboratories
arranged between patients and professionals
of primary and specialized care. I chose one
Implementation Laboratory session as an ex-
ample of such an encounter. I conceptualized
the Implementation Laboratories as “border
zones” where the learning processes be-
tween different communities were intensi-
fied. The research question addressed in this
paper was: What kind of places are Imple-
mentation Laboratories for learning when
viewed as a boundary encounter?

Besides the learning challenges, learning
at this first phase of the Implementation
Laboratory resembles learning at the Bound-
ary Crossing Laboratory described by Enge-
ström, Engeström & Vähäaho (1999b).
Learning is interwoven into the process of
analyzing problems, planning and testing of
solutions in order to improve the medical pa-
tient care. Learning appears as a collision be-
tween the different perspectives of the pa-
tient and professionals of different organiza-
tions. It occurs at the “border lands”. Colli-
sions of perspectives lead to questionings
and argumentation until shared solutions
emerge. Collisions of different perspectives
are catalyzed by the data presented by the re-
searchers as a “mirror”.

Regarding the process of implementation,
tools developed previously to solve similar
problems in children’s medical care are pre-
sented and mentioned, but not assumed. It
seems, that the implementation of new tools
demands a new process of learning. Also, if
the goal is to improve the patient’s care, it is
not enough to make an administrative deci-
sion. New tools and practices have to be “ex-
perimented” with new patient groups, new
medical care situations and practices. In or-
der to “experiment “ the care agreement and
care negotiation, the problems and disrup-
tions in the internal-medicine patient care
have to be mapped out. Even the phase of
“preparing ground” for the implementation,
which is under study in this paper, may turn
out to be an interesting collective learning
experience as an encountering of different
perspectives and different ways of practice.
Thus, the Implementation Laboratory ses-
sions should be regarded as places for col-
lective learning, where a patient and profes-
sionals from different communities of med-
ical practice participate in discussion about
problems and their solutions.

The boundaries described in this paper ap-
pear different when viewed as “boundary
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crossings”. Boundaries to be identified in ac-
tivity may turn out to be much more am-
biguous a phenomenon. In another paper in
progress (Kerosuo 2000), I identified organi-
zational boundaries in the same negotiation
as discussed in the present paper, looking in
particular at boundaries as representations of
division of labor and norms or rules evolved
in organizations as well as professional prac-
tices. During encounters the boundaries be-
came visible or encountered when the parti-
cipants in the meeting voiced a problem or a
dilemma, or the patient’s medical care was
somehow disrupted. The process of encoun-
tering boundaries leads to a process of han-
dling key issues, and sometimes a change in
the boundaries. Thus, learning at the bound-
aries is not only a collision of different per-
spectives, but can also be a process of recon-
structing boundaries.
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Summary
Academic discussions about knowledge gives rise to
new notions of knowledge, which again inspires new
discussions that give rise to new notions etc. This
never-ending evolution of notions of knowledge is an
important part of the conduct of philosophy and
academia. Inspired by actor-network theory, the ar-
ticle argues that a notion of knowledge is not only
discursively formed within philosophy. Also techno-
logy is involved in the performances of different no-
tions of knowledge. Two parallel stories are present-
ed. One about the philosophic discussions about no-
tions of knowledge and the other about the role of dif-
ferent technologies in the performance of knowledge,
exemplified by the use of technologies in continuing
or transmitting knowledge from generation to gener-
ation. The article argues that the technology involved
in performing knowledge is intimately involved in
constituting the notion of knowledge, and concludes
that performing knowledge and recommending the
performance of knowledge with other technologies
than print may be just as strong an ‘argument’ in the
constitution and change of notions of knowledge, as
printed texts about notions of knowledge.

Introduction

Various researchers in social studies
of science have showed how scien-
tific knowledge is produced through

work practices with certain instruments and
apparatus in principle not different from how
non-scientific work is conducted (Latour

1988, Traweek 1988). Others have argued
that the notion of knowledge as a product of
the philosopher’s isolated work is rather a re-
sult of the direct engagement with the prac-
tices and politics of the social world than a
withdrawal from society (Shapin 1990, Tay-
lor 1985). Even others argue that knowledge
is situated in everyday practices (Lave and
Wenger 1991, Nielsen and Kvale 1999). All
of these authors are vividly committed to in-
fluencing and changing the mainstream no-
tion of knowledge. And all perform their ar-
guments in printed texts.

I will argue that the technology involved
in presenting and discussing knowledge is
intimately involved in the constitution of a
notion of knowledge, and that performing
knowledge with other technologies than
print may be just as strong an ‘argument’ in
the constitution and change of notions of
knowledge as written arguments1. The dis-
cussions will be presented through two par-
allel stories with each three sections. One
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1 It may seem paradoxical and inconsistent that I per-
form this argument in a printed article, but being a social
scientist, I may use the technologies available in the
worlds of social science. Hopefully this argument, even in
print, may make a little difference, which may be allied
with others, and in a decade or two make me capable of
using other technologies in academic discussions.
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(A) will tell the story of three different no-
tions of knowledge tied to different philo-
sophical discussions and concepts. The other
(B) will tell the story of how different tech-
nologies have been involved in performing
the same three different notions of knowl-
edge. The three sections refer to different
historic spaces: a Middle Age space, a Mo-
dern space, and a hypothetical future space.
These spaces are not chosen in order to argue
for a progressive development of more and
more advanced knowledge and technology,
but because each represents a different no-
tion of knowledge and different predominant
technologies.

Story B indicates that knowledge is a hy-
brid object constituted of human and nonhu-
man phenomena. The approach largely
draws on the actor-network theory and simi-
lar approaches, which repeatedly argue that
the social and the mental are not solely hu-
man, but objects of heterogeneous materiali-
ty (Callon and Law 1997, Latour 1988,
Haraway 1991). Knowledge is not just what
humans agree upon, because our nonhuman
partners are also entangled in the perfor-
mance of knowledge. With this approach I
have provided two different stories about dif-
ferent sources – philosophical discussion
and transmission of knowledge from one
generation to the next with different tech-
nologies – each leading to almost the same
three notions of knowledge. Like Haraway
puts it: “Histories of science may be as
powerfully told as histories of the technolo-
gies” (Haraway 1991 p.194). My aim is to
argue that the different notions of knowledge
existing in different historic periods are not
simply human phenomena or philosophic
discussions or general cultural discourses,
but results of practices of heterogeneous ma-
teriality in which the technology involved
plays a crucial role.

A. The story of notions of
knowledge constituted in
philosophy

A. 1. Constitution of knowledge with
Middle Age logic
The question of the philosophical notion of
knowledge in the Middle Ages must be
taken with a grain of salt. Philosophy in the
Modern sense did not exist in the Middle
Ages. During the Christian Middle Ages the
seven free arts were established, and divided
into trivium and quadrivium (Ohrstrom
1998). Trivium consisted of logic, rhetoric
and grammar and quadrivium of arithmetic,
geometry, astronomy, and music. The trivi-
um sciences were all about language.
Grammar stated the rules for language use,
rhetoric was about how to make language
carry conviction, and logic concerned how to
reach new truth from given truths. Medieval
logicians were occupied with utterances,
statements and inferences that appeared in
written and spoken language. Their logic
was a ‘time logic’ that accepted the truth-val-
ue of an utterance to vary from time to time.
Knowledge was closely related to language
as expressions related to a specific event, not
to ‘abstract’, formalised language, which is a
later invention.

It may be anachronistic to talk about
knowledge in the Middle Ages. The rele-
vance of knowledge emerges out of uncer-
tainty. The belief in God was generally so
strong in the Middle Ages that it did not leave
behind any doubt about the nature of the
world. Furthermore, the changes in the static
Middle Age Europe were so few and so slow-
ly introduced that they did not interfere with
the horizon of expectations (Koselleck 1979).
The expectations of the future were similar to
the experiences of the past. There was no un-
certainty about the future the way we know it
today – except for climate and other natural
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variations. As far as it makes sense to talk
about ‘knowledge’ in the Middle Ages, it
must be understood as related to utterances as
entangled parts of specific events, varying
with the variation of the events.

A. 2. Constitution of knowledge with
Modern philosophy
In the Renaissance the medieval notion of
truth as time relative was abandoned, and
certainty came into focus. Generally, the
Modern notions of knowledge are related to
the ideas of renaissance philosopher René
Descartes. Latour (1999) discusses the
Cartesian division of the brain from the body
and the mind from the world, and thereby the
invention of the ‘outside world’ as well as the
‘inside’ of the human being. In this division
knowledge is located ‘inside’ as an exclu-
sively human property. And what knowledge
refers to is located ‘outside’. Latour states
that the Cartesian demarcation of ‘inside’
and ‘outside’ carries with it a series of prob-
lems. Locking the brain up ‘in a vat’, as
Latour figuratively describes the isolation of
the ‘inside’, directly leads to the question of
how to obtain certain knowledge about the
‘outside world’. “A certainty that was not
needed when the brain (or the mind) was
firmly attached to its body and the body thor-
oughly involved [i]n its normal ecology”
(ibid. p. 4).

Latour explains how philosophers since
Descartes have tried to solve the problem of
certain knowledge. First, the epistemologists
suggested that God must be the missing link
between the body and the mind, and hence
between knowledge and the ‘outside world’.
Then, the empiricists claimed that the brain
was able to extract what it needed to recom-
pose a model of the world from the bom-
bardment of meaningless stimuli, of which
the world was made up. Kant abandoned the

quest for certain knowledge, and argued in-
stead for universal knowledge based on a pri-
ori categories. The transcendental Ego had a
minimal experimental contact with the ‘out-
side world’. Latour explains how this ‘night-
mare of the crippled despot ruling the world
of reality’ was soon replaced by the notion of
knowledge as social. Knowledge was not re-
placed in the world. Between the ‘outside
world’ and the mind-in-a-vat biases, theo-
ries, cultures, traditions, and standpoints
were squeezed in, distancing knowledge fur-
ther from the ‘outside world’. A later solu-
tion of the division of knowledge from the
‘outside world’ was the claim, that not a dis-
connected ‘outside world’, but our own lan-
guage was the source of our knowledge. This
was the total abandonment of certain and
universal knowledge, and a statement that
“we will forever be stuck within our own
selfish standpoint” (ibid. p. 8). From another
place in the choir of philosophers the argu-
ment about the mind as an ecological part of
nature was heard. This solution attaches the
mind firmly to the world of nature, but in the
process human history is lost, and knowl-
edge must either be understood as universal
and detached from history, or as detached
from nature, and hence from the mind.
Again, we are back to square one with the
question of how to obtain knowledge about
the ‘outside world’.

This is the point of Latour’s discussion
about the Modern repercussions of the
Cartesian dualism. Even if Modern philoso-
phers have argued for different notions of
knowledge, they are all varieties of the
Cartesian notion of knowledge as detached
from an ‘outside world’. Simplifying and
scraping off the nuances of the various no-
tions of knowledge in Modern philosophy, a
picture appears of knowledge as decontextu-
alised, abstract, detached from the ‘outside
world’, and tied to the individual mind.
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A. 3. Constitution of knowledge with the
concept of performativity
This section continues the story about no-
tions of knowledge constituted in philoso-
phy, but in a different way. I will not identi-
fy a general notion of knowledge in contem-
porary or future philosophy, but pick a con-
cept I believe to be challenging the Modern
notion of knowledge: Performativity.

In literary studies, J.L. Austin (ref.
Tronstad 2001) distinguishes between con-
stative and performative statements. A con-
stative statement is for example “the food is
in the refrigerator”, whereas an utterance
like “I promise to be home by 8 o’clock” is
performative. The performative act does not
merely describe a promise; it enacts the
promise. It is the promise itself. Without the
sentence there wouldn’t be any promise.
Constative sentences can be judged true or
false, whereas performative acts can only be
assessed according to their ‘happy’ or ‘un-
happy’ fulfilment.

Performativity is not only a literary con-
cept. It also appears in sociology including
actor-network theory. Here, not only the
statement performing a promise, but also the
constative statement would be characterised
as performative, because this sentence is not
only a description of the placement of the
food, but also a performance of a world in
which food is stored in refrigerators. And it
performs a relevance of mentioning the
placement of the food. The food is not in the
oven, not on the table – it’s in the refrigera-
tor. Maybe it is a performance of an expecta-
tion of half an hour of waiting for the food to
be heated. Or maybe it performs the person
who has placed the food in the refrigerator as
a responsible person caring for food hygiene.
Or it performs that specific sentences are rel-
evant material in an academic article about
performance. We cannot tell which of these
or other performances are relevant just by
looking at the isolated statement. But we can

tell that it performs a little space of the
world.

The concept of performance follows the
semiotic principle that entities or objects
achieve their form as a consequence or effect
of the relations in which they are located

2

(Law 1999a). An object is not simply consti-
tuted by its components, but also through its
various heterogeneous relations, criss-cross-
ing and defining the ‘inner’ and the ‘outer’ of
the entity. The object is continuously per-
formed in, by and through these relations.
The stability of an object is not achieved on
the basis of a stable and a coherent ontology,
but by being continuously performed in the
same ways in, by and through its relations.

Mol (1999) emphasises (and performs)
that when talking about performance, a con-
cept like the ‘attributes’ of an object with a
‘hidden essence’ become irrelevant. And the
role of tools is no longer to lay bare attribut-
es and essences as if they were aspects of a
single reality. Instead, Mol suggests, there
are different versions of an object, versions
that tools help to perform. Her example is
anaemia. The consulting room, the laborato-
ry routines and the pathophysiological meth-
ods are different spaces where anaemia is
performed differently. They are different ver-
sions of anaemia none of which refer to any
‘real anaemia’. Each of them is real; each is
anaemia, differently performed, co-existing
realities, different versions. Mol underlines
that these are not different perspectives seen
from different angles or by different people.
Performing anaemia is not a way of seeing or
a way of understanding anaemia, as the term
‘perspective’ designates, but a way of enact-
ing, doing and being anaemia. Anaemia is
how anaemia is performed. That’s the simple
message of performativity.
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Parallel to anaemia, approaching knowl-
edge with the concept of performativity
means that there is no ‘real knowledge’.
Each notion of knowledge is a different ver-
sion of knowledge, performed differently in
different spaces. The concept of performance
applied on knowledge totally changes it.
Knowledge as performed is not about the
‘outside’ world, located in a ‘brain-in-a-vat’.
Knowledge performs the world; it is the
world. This is not to be understood in phe-
nomenological sense that we cannot reflect
upon or talk ‘about’ the world. But that in
doing so, we also enact a little space in the
world, extending the infinite number of per-
formances that each and altogether perform
the world. Even when knowledge is ‘about’
something, it simultaneously performs what
it is ‘about’.

In this sense knowledge must be under-
stood as a hybrid of heterogeneous material-
ity. Knowledge is not ontologically abstract
and decontextualised, but can be performed
as such, as an effect of specific relations of
human and nonhuman phenomena. Knowl-
edge is stable if it is continuously performed
as such, shifting and situated if performed as
such in, by and through the involved human
and nonhuman phenomena. Performativity
indicates that the ontology of knowledge
cannot be set a priori, universally, but must
be identified in specific events as a hybrid of
heterogeneous relations3.

B. Constitution of knowledge
with technologies

The first story ended with no gathering
conclusion, because the aim was sim-
ply to introduce different notions of

knowledge, and to establish a starting point
for comparing these notions of knowledge
constituted within philosophy with those
constituted with different technologies,
which I will describe in the following. I shall
not discuss the comparison explicitly, but
hand it over to the reader to appoint the par-
allels.

In the following story I will describe the
notions of knowledge performed through, in
and by different technologies. I will mainly
circle round the continuation or transmission
of knowledge from generation to generation,
e.g. teaching children in schools. My presen-
tation of the historic periods is like the de-
scription of the history of philosophy rough
and over-generalised. The historic periods
performed much larger multiplicity and vari-
ety than appears in my descriptions, and so
did the notions of knowledge. The reason for
simplifying is to focus on the relations be-
tween technology and notions of knowledge,
not on the details and nuances of the historic
periods.

A technical object is not an isolated ma-
chine working on its own. Nor is it simply a
relation of a human being and technology. A
technical object is a hybrid of a multiplicity
of human and nonhuman phenomena, which
not necessarily are situated in the proximity
of the user, and which are entangled in large
networks in which each little part contributes
to the stability and instability of the object.
How far along the network a researcher fol-
lows the actors involved in the hybrid of a
technological object is a question of rele-
vance, mood, resources etc. In order to limit
the proportions of the article I have not trav-
elled far in these analyses, but hopefully far
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very different from a relative approach. In the latter one
notion of knowledge and the content of knowledge is in
principle as good as any other. The relational approach
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knowledge are entangled in the world and thereby con-
sequential – one notion of knowledge is never ‘as good as’
another, but always assessed in relation to the network in
which it is entangled.
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enough to make my arguments about the hy-
bridity of technical objects and the relation-
ships between technology and notions of
knowledge comprehensible.

B. 1. Constitution of knowledge with
oral technologies
Logicians and other scholars of the Middle
Ages knew how to read and write. Knowl-
edge has been preserved as words on paper
since the third Christian century. But until
the 15th Christian century when print tech-
nology and publishing were introduced, this
scribal knowledge was marginal, reserved to
certain people in certain positions, mainly
associated with the church or monastery.
Outside the monastic life people were en-
gaged in cultivating the land, washing
clothes, making love, playing etc., and with
a continuous repetition of thousands of
proverbs, rhymes, verses, stories etc. (Lind-
hardt 1993). Because of the importance of
these ‘oral technologies’ in Middle Age soci-
ety it is usually characterised as an ‘oral cul-
ture’ (ibid.). Oral technologies were hybrids
of proverbs, rhymes, verses, stories, the tonal
system, the rhythm, dances, specific music
instruments, as well as the specific more or
less ritualised practices in which these were
performed. The face-to-face relations and
congruence of time and space specific for the
Middle Ages are also important components
of these oral technologies. The lore per-
formed with oral technologies was the
knowledge of the Middle Ages. Knowledge
about the nature, practices, tools, people etc.
was established and maintained through
generations. The knowledge of one genera-
tion was not very different from the knowl-
edge of previous generations. Simply be-
cause changes in the practices, technologies
etc. were either non-existent or extremely
slowly introduced. Know-how was contin-
ued from generation to generation in and

through specific practices, and hence knowl-
edge was associated with specific events.
Likewise, knowledge performed with pro-
verbs, rhymes, verses, stories and other oral
technologies was enacted to or with others,
not in isolation. These are the main charac-
teristics of Middle Age knowledge per-
formed with oral technologies. Along with
the decisive point that knowledge should
rightfully mainly be understood as unimpor-
tant in the Middle Ages, not segregated from
other practices, and of minor importance in
medieval life.

B. 2. Constitution of knowledge with
print technology
The printing technique and the Modern pub-
lishing and distributing facilities made print-
ed texts proliferate throughout Western soci-
eties. The Modern era is a scribal culture. Of
course, many of the oral technologies of the
Medieval survived for some time and the
non-verbal transfer of know-how from gen-
eration to generation does not only belong to
the Middle Ages. However, in Modernity
print technology and written language re-
ceived a much more dominating role than
other technologies.

How much print is circulating in our
Modern culture, and how important an actor
print is in constituting things and humans
and social interaction etc. can be difficult to
realise because of the naturalness of print in
Modernity. Gjørup’s (2000) list of things that
would not exist without print provides a
sense of how much the influence of print is
repeated in almost every little detail of
Modern life: “bank notes, train diagrams, ad-
vertisements, hymn books, encyclopaedias,
graphic curves, securities, maps, firm ac-
counts, contracts, crosswords, legislation,
birth certificates, medical prescriptions,
posters, driver’s licenses, genealogical tables
and manuals, voting papers, notifications,
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conclusions of peace, receipts, tables, ticket
fines, timetables, business cards, confessions
and train tickets, commercials, inquiries, de-
gree certificates, price labels...” (Ibid. p. 85,
my translation).

Print technology is much more than the
method invented by Gutenberg associated
with the business of publishing, the postal
system and the roads and rails for transport-
ing texts. An important part of the hybrid of
print technology is the construction of indi-
viduality in the Modern constitution. Law
(1999b) points to the American Declaration
of Independence as a good example of the
performance of the individual person in
Modernity: “We hold these truths to be self-
evident: that all men are created equal, that
they are endowed by their Creator with cer-
tain inalienable rights, that among these are
life, liberty and the pursuit of happiness”
(ibid. p. 5-6). Asplund (1985) underlines that
the American and other declarations of inde-
pendence are not in themselves separate ob-
jects, but ‘prepared for’ during centuries. In
my variation this means that print technolo-
gy is a hybrid of heterogeneous relations of
actions and actants, travelling among others
in temporal spaces.

With print technology also the author was
invented. He was born as an effect of laws of
copyright following the introduction of print
technology (Haraway 1997). O’Donnell
(2000) emphasises the difference between
the flexible and changing person, and the fix-
ity of the author: “There is scarcely a page I
have published in a decade and a half of
scholarly writing that I would not now
change if I could, but I cannot. Words that I
know to be inadequate and in some cases un-
true continue to speak for me. I am no longer
the person I was when I wrote them, but I am
still somehow their author” (ibid. p. 41).
Associated with print technology the notion
of knowledge changed to designate some-
thing stable, unlike the time relative truths of

the Middle Ages. As an effect of print tech-
nology and the invention of copyright and of
the author knowledge in print became a per-
sonal property and a phenomenon in its own
right.

Industrialisation, professionalisation, spe-
cialisation and institutionalisation of the
Modern societies resulted in a gap between
experience and expectation. A parent could
not provide his or her sons and daughters
with the necessary knowledge only by telling
and showing what he knew. The profession-
al requirements, infrastructure, technologies,
family relations etc. changed at a pace,
which made the experiences of a person dif-
fer considerably from what he could expect
to occur in the next generation. Printed
knowledge became a decisive instrument to
provide new generations with what they
needed but couldn’t obtain only by drawing
on local experiences. Unlike knowledge as-
sociated with oral technologies printed
knowledge travel long distances, to many
people while staying rather unchanged (La-
tour 1987).

Gjørup (2000) tells an anecdote about the
German Minister of Education visiting the
French. “What are the French children learn-
ing in school?” he asked. The French
Minister looked at his watch, and answered:
“about the Merovingian kings”. I believe this
anecdote to be very illustrative of print tech-
nology’s role in the constitution of knowl-
edge in Modernity. First, without print tech-
nology this event of all the French pupils
learning the same thing at the same time
would be impossible. Secondly, an effect of
knowledge performed with print is that
knowledge is universal no matter if it is situ-
ated in Bordeaux, Paris or Avignon. Unlike
medieval knowledge Modern knowledge is
decontextualised. Third, before the children
encounter knowledge in print it is always al-
ready thought out and written down, and the
children will not be engaged in producing
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knowledge, only in receiving it. Even though
the histories of school systems differ from
country to country, and the anecdote would
not apply completely to for instance the
Danish school system, the two latter points
are descriptive of these school systems as
well, as long as they are based on print as the
predominant technology for the transmission
of knowledge.

I want to emphasise one more point, which
cannot be inferred from the anecdote: The act
of reading, and thus acquiring printed knowl-
edge is an individual act. While the medieval
orally mediated knowledge was always per-
formed with others, the acquisition of print
mediated knowledge is individual. The se-
quence of transmission of knowledge is: from
author’s mind to paper to individual, or indi-
viduals, and only as an exception to collec-
tives. In this process print technology also con-
tributed to the constitution of the individual.

To sum up, knowledge performed with
print is associated with individuals through
the reading process, enacted as stable and
through the printing ink, impersonal through
the laws of copyright and the invention of the
author, and decontextualised in the act of
mass circulation.

Intermezzo

In the following section I will continue
the story of the constitution of knowl-
edge with technologies by talking about

Active Worlds three dimensional (3D) virtu-
al environment technology. Like section A.3.
this will be different from the preceding
ones. In this section it is no longer possible
to refer to historic phenomena. Instead it will
concern hypothetical scenarios.

Many studies of learning and knowledge
acquisition with 3D virtual environments
have showed that this technology supports
the social aspects of knowledge, and situate
learning in social contexts, which enhances

the students ability to apply the acquired
knowledge (Dickey 1999, Ligorio and Trimpe
2000, Ludvigsen and Fjuk 2001). These stud-
ies are founded on ontologies of human learn-
ing and knowledge. Understanding knowl-
edge and learning as a strictly human phe-
nomenon implies that a notion of knowledge
in principle may be performed with one tech-
nology or another without this affecting the
notion of knowledge. The studies show that
performing a notion of knowledge, which is
known to be performed with print, with 3D
virtual environments is indeed possible, and it
may even involve remarkable results. This
way a new technology is introduced into the
hybrid of a print notion of knowledge, and
since most of the constituents in this hybrid
are held unchanged (institutional setting,
learning targets, the role of the learning envi-
ronment in society etc.) they help keeping the
print notion of knowledge almost in shape
even when performed with 3D virtual envi-
ronment technology. Almost, not completely.
Ludvigsen and Fjuk’s (2001) aim is not to dis-
cuss notions of knowledge, but they do under-
line that knowledge becomes more situated
through the use of 3D virtual environment,
and I believe they would agree that this does
eventually influence the notion of knowledge.

Instead of integrating a 3D virtual envi-
ronment technology into a print notion of
knowledge, my aim is to discuss how a
changed notion of knowledge can be brought
about as a result of introducing 3D virtual
environments.

When the telephone was first introduced,
it was performed as a technology for broad-
casting music (Nielsen et al. 1996). Clubs
were established where people could pick up
the receiver (mind the term!) of a telephone
at their table and listen to the music being
played live in the adjoining music hall. This
way of introducing a technology while trying
to hold the rest of the network in place hap-
pens repeatedly in the history of technology.
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The materiality and built-in functionality of
the telephone in relation with the inter- and
multinationalisation of production and
leisure industry made the telephone much
more efficient as a voiced telecommunica-
tion device. There is no built-in functionality
of a technology that determines its develop-
ment. For example, most Modern cars have
five seats, which could be interpreted as a
built-in materiality promoting joint trans-
portation among colleagues, parents of chil-
dren in the same institutions etc. But the con-
trary is the case. Most of the time four of the
seats are empty in most cars. This again is
because a car is a hybrid object of function-
ality, individually organised lifestyles etc.

The heterogeneity of hybrids makes it
complicated and hypothetical to say anything
about a technology that is not yet ‘mature’;
that does not have a stable location in the spa-
tiality of our time. But even if complicated, I
believe it is important to try to analyse how
possible or wanted effects of a technology
may come about as a supplement to integrat-
ing the new technology into already estab-
lished notions of knowledge. My aim is to
discuss how 3D virtual environments result in
changed notions of knowledge. I will do so
by first describing the Active World’s 3D vir-
tual environment and discuss effects of the
materiality and built-in functionality of 3D
virtual environments involved in constituting
a notion of knowledge, mostly through com-
parison to knowledge performed with print.
Secondly, I will relate this notion of knowl-
edge to the wider network that this technolo-
gy could be imagined to be entangled in in
order to support and extend this notion of
knowledge. Various different 3D virtual envi-
ronment technologies with decisive differ-
ences are developed, and my discussion only
takes account of Active World’s 3D virtual
environment technology (for further discus-
sion of Internet based 3D virtual environment
technologies, see Dickey 1999).

B. 3. Constitution of knowledge with 3D
virtual environment technology
Because it is relatively unknown in acade-
mia, I will take some space to present Active
World’s 3D virtual environment technology4.
You access the 3D virtual environment after
downloading the free Active Worlds browser
to a personal computer5. The Active Worlds
browser interface is comprised of four main
windows (see figure 1). On the left is a win-
dow that allows the user to choose from a va-
riety of functions; adding contacts, sending
telegrams, making and using teleports, help
files, and a list of all the worlds in this ‘uni-
verse’. The right side of the browser is a
built-in web browser, which can be hidden.
The centre and most important window is the
3D virtual environment window. Any user
must choose an avatar that will represent his
or her presence and movements in the world.
In figure 1 you see an ancient Egyptian look-
ing avatar, which is one of many possible
representations to choose from. I have cho-
sen the name “estroide” for my avatar. The
arrow keys allow the user to move around in
the 3D virtual environment, where he or she
can build houses, water, trees, mazes etc. in
three dimensions from a number of pre-fab-
ricated objects (app. 2000). In the central
window the user may also encounter other
avatars in the world, who represent users ac-
cessing the virtual world from any personal
computer in the world with Internet access.
The user must be online in order to build and
meet other avatars.
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Below the 3D window is the chat window.
Written communication with the other
avatars is only possible via this chat window.
You can either ‘whisper’ to another avatar,
and the words will only appear on the screen
of the addressee, or you can speak ‘in pub-
lic’, allowing all present users to see your ut-
terances (for further explanations see Dickey
1999).

In the Active World’s 3D virtual environ-
ments, the best supported activities are con-
structing environments and interacting with
other users. These are never-ending process-
es. In computer games, the point of playing
is not to complete the game, but to be im-
mersed and acting within the environment of
the game (Sørensen 1998). This is also the
case in 3D virtual environments. The user
builds an object and engages in certain prac-

tices within an environment that already ex-
ists. She or he is not working on a ‘tabula
rasa’, but ‘adding on’. And the objects he or
she builds are not end products, because
others or the entrepreneur him- or herself
may extend and alter the buildings.

It is a good question whether it is at all
meaningful to call what is performed in 3D
virtual environments knowledge. Just like I
above argued that it is anachronistic to talk
about knowledge in the Middle Ages, the
same may be the case with 3D virtual envi-
ronments. I will not discuss this issue further,
but continue talking about ‘knowledge’ not
as an a priori well-defined concept, but with
the aim of discussing what kind of knowl-
edge or what notions of knowledge are per-
formed. The kind of knowledge performed
with 3D virtual environment technology in,
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by and through the objects is variable,
changing. Unlike the Modern standardised
knowledge it must be conceived of as a
process rather than as a product. It would be
impossible for the French Minister of educa-
tion to provide his German colleague with
the answer given above, if the French
schools were replacing print with 3D virtual
environment technologies as the predomi-
nant educational material. Because the
knowledge performed with 3D virtual envi-
ronments is variable.

The only way to engage in 3D virtual en-
vironments is to act, interact, communicate
and build. Unlike the process of reading,
where you decode, you must construct ob-
jects and actions in a 3D virtual environ-
ment. The knowledge performed with 3D
virtual environments is thereby not already
thought out, written down, and received by
the reader like knowledge performed with
print, but produced, constructed.

Furthermore the acquisition of knowledge
will be difficult to test, because the variabil-
ity and collective engagement in the con-
struction process result in a kind of knowl-
edge that is not a personal, measurable prop-
erty. It is not impossible to work individual-
ly with the 3D virtual environment technolo-
gy provided by Active World (like it is not
impossible to make reading a collective
process), but it associates better with collec-
tive or dyadic engagement. A boy of 9 years
in my current research project was very dis-
satisfied and frustrated on this point, because
he wanted to be able to make his own indi-
vidual objects with no interference from the
other children. Eventually he built a room of
roof, walls, and floor, but no doors. He
arranged objects within this hermetically
sealed room, which only he himself could
enter. But after having built it, and obtained
the pleasure of having some objects on his
own, the sealed room lost its importance, and
he abandoned it. Personal properties are not

very well supported by the Active World’s
3D virtual environment technology.

This does not mean that you cannot leave
your personal mark on the objects. On the
contrary, personal marks seem to be of utter
importance in the engagement with 3D virtu-
al environments. The arrangement and
colouring etc. of the objects, the choice of
avatar, and the style of acting, interacting and
communicating within the 3D virtual envi-
ronment constitute personal marks. But since
the objects, avatars, and gestures are avail-
able to all citizens of a world, the personal
marks appear as variations, and not as unique
properties. If we conceive of the result of
these activities as knowledge, we would have
to characterise knowledge not only as a
process varying from time to time, and from
place to place, but also varying with the per-
sons involved.

To sum up, the notion of knowledge per-
formed with Active World’s 3D virtual envi-
ronment technology is personally, contextu-
ally and temporarily variable, constituted
through, in and by its performances, and it
does not have the quality of a property, but
more of a process.

As underlined above, a notion of knowl-
edge is not performed only by the technolo-
gy or in the human-technology interaction.
The hybridity of notions of knowledge con-
sists of a wider network. Today, 3D virtual
environment technologies like Active Worlds
are rare in schools, and consequently their
influence on the notion of knowledge in
schools quite negligible. In order for this no-
tion of knowledge to be extended the 3D vir-
tual environment is dependant on the devel-
opment of the network within which it is en-
tangled – just like the telephone to become a
communication device, and just like the car
to become an individualistic means of trans-
portation. Akrich (1992) writes that hypoth-
esises about the entities that make up the
world into which a technological object is to
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be inserted are inscribed in the technology.
What I have described above could be called
the hypothesis of the notion of knowledge
inscribed in the Active World’s 3D virtual
environment. In the following I will sketch
out some more hypothesises about the enti-
ties that make up the world into which tech-
nologies like Active World’s 3D virtual envi-
ronments would result in a notion of knowl-
edge as described.

The performance of knowledge with 3D
virtual environments as variable and of
knowledge acquisition as ‘adding on’ rather
than ‘copying’ may be extended when entan-
gled in a world where instability is the norm,
and our understanding and relation to the
world may be of constant change. In a school
where differences in children’s backgrounds,
and in family, religious, and other relations
are increasing the association of these diver-
sities with 3D virtual environments may con-
tribute to the performance of knowledge as
instable, as a process. Such arrangements
may also engage in the performance of the
notion of knowledge as personally variable,
and not as something of which a person pos-
sesses more or less.

Normativity is closely related to Modern
culture, and the Modern institutionalised so-
ciety (Rose 2001). The normative dimension
of knowledge is related to the notion of
knowledge as universal. When knowledge is
considered universal, there is also a universal
norm of what is good and bad, right and
wrong knowledge. Such a notion of knowl-
edge does not correspond with a notion of
knowledge as an instable process related to
the 3D virtual environment technology. If
schools should deviate from the normative
notion of knowledge, the institution must
also be destabilised. Because the 3D virtual
environments concerned are Internet based
they may contribute to blurring the bound-
aries of schools in order for people from out-
side the institution, other countries etc. to en-

gage in activities going on in school – and
for school children to be involved in activi-
ties outside school. Such relations are not
easily changed and definitely not changed
only through introduction of 3D virtual envi-
ronments. The network in which the 3D vir-
tual environment is entangled must change
shape in order for the notion of knowledge to
change. If entangled in a network of which a
notion of knowledge is an effect, the intro-
duction of 3D virtual environment technolo-
gy will influence and change the notion of
knowledge. It could be in the way I have
sketched out, or it may be otherwise. But it
will change, and being aware of this, pro-
vides us with other means than philosophical
discussions to change a notion of knowl-
edge. We can also change the technologies
we use, analyse the possible effects of other
technologies, and recommend the use of
them, and use them ourselves in ‘discus-
sions’ of notions of knowledge.

Conclusion

Ihave told two stories: The first story
about notions of knowledge in philoso-
phy, and the other about the constitution

of knowledge with different technologies. I
have argued that to the logicians in the
Middle Ages knowledge was closely related
to language as expressions related to specif-
ic events, and it was time relative. Modern
Philosophers followed Descartes in a variety
of ways, all maintaining that knowledge is
located in the mind, abstract, decontextu-
alised. Finally, I presented the constitution of
knowledge with the concept of performance,
which results in a notion of knowledge as a
hybrid of human and nonhuman phenomena,
being as it is enacted. The second story
analysed the different notions of knowledge
constituted with different technologies. First,
the oral technologies in the Middle Ages per-
formed a notion of knowledge as situated
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and collective. Secondly, knowledge per-
formed with print technology was individ-
ual, stable, impersonal and decontextualised.
Third, the notion of knowledge performed
with 3D virtual environments was charac-
terised by being personally, contextually and
temporarily variable, constituted through, in
and by its performance, and lacking a quali-
ty of a property. I have made the reservation
in relation to the last section of the latter sto-
ry, which it is hypothetical, because the no-
tion of knowledge as an extensive hybrid of
3D virtual environments entangled in a sus-
taining network does not exist.

The conclusion of my argument is that the
intense debate about notions of knowledge in
philosophy and academia should not be the
only means for arguing for different notions
of knowledge. A notion of knowledge is also
constituted by the technologies used and pre-
dominant in the culture concerned. Through
my two stories, I have showed that similar
conclusions about a culture’s or an era’s no-
tion of knowledge can be drawn by either
consulting philosophic discussions or by
analysing the technologies involved in per-
forming the notion of knowledge. Analysing
how specific technologies influence a notion
of knowledge, using and recommending the
use of them, may be just as good an ‘argu-
ment’ for changing a notion of knowledge. I
have picked Active World’s 3D virtual envi-
ronment, because I am currently conducting
a research project with this technology, and a
group of 8-12 year old children. My aim is
not to argue that 3D virtual environment
technology should be the new ‘saviour’ tech-
nology that will provide us with a better no-
tion of knowledge, but that technologies are
involved in performing notions of knowl-
edge, and notions of knowledge may be
changed strategically by introducing new
technologies.
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Summary
Drawing on actor-network theory, this paper chal-
lenges the traditional analytical separation of the so-
called social and the so-called technical. First, obser-
vational data of an interactional event between a so-
cial worker and a client is introduced. Second, the
techno-social heterogeneity of the event is elucidated
through an analysis based on the concept of transla-
tion. Third, the precarious and temporary natures of
the techno-social hybrids are discussed through the
concept of performance. Finally, the techno-social is
proposed as a new object for social science.

In September 2000 Outlines organised a
conference with the title Technology in
Social Practice. I would like to begin this

article with a few brief comments on this ti-
tle. What I find particularly interesting is the
word ‘in’. For the sake of the argument, I
will make a wild comparison. What do we
get if we put chicken into soup? Do we get
“Chicken in soup”? No, of course not, after a
little while and some boiling we simply get
chicken soup. This is because the chicken
and soup blend into each other. But appar-
ently the ‘in’ in the conference title suggests
that this does not happen with the technolo-
gy and the social practice. Apparently they
are distinct even though one is inside the
other. And even though they are joined in

practice, they can be re-separated if we wish
to do so – for instance in an analysis.

Another interesting thing about the ‘in’ is
the particular relation of size and importance
that is suggested. The social is somehow big-
ger or more encompassing than the techni-
cal. Otherwise technology in social practice
would make no sense. So the title suggests
that the technological is played out on a
stage set up by the social. We, in the social
sciences, might consider this a self-evident
fact given in the order of things. But if we
made a trip to the nearest engineering acade-
my we would encounter the complete oppo-
site world-view. They would talk about the
human factors in particular technologies, and
by doing that they would place the social
within the technical – not the other way
around.

So “Technology in Social Practice” sug-
gests non-blending and it suggests the pri-
macy of the social. In this article, I will chal-
lenge both of these assumptions.

My theoretical point of departure will be
some concepts developed by actor-network
theory (ANT) – a theory that deliberately
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and notoriously blends the social and the
technical (Latour 1987, Callon 1986, Law
1992).

My empirical point of departure will be a
small piece of material from a study of social
work. As the reader is probably well aware,
social work is a very low-tech field. But none
the less, I will show that the practice of so-
cial work is a blend of the so-called social
and the so-called technical.

A techno-social chicken soup, if you like.

An observation of social
work

Last year, I spent quite a lot of time ob-
serving and interviewing social work-
ers in a social centre in Copenhagen.

On one particular day, I was making obser-
vations of the work at the counter. The
counter is in the reception area where clients

are serviced, when they come in from the
street. Participant observation is the term that
social psychologists might casually use for
this type of endeavour. But participation
would have been a nightmare for me. I have
very little knowledge of the daily business of
social work, so I would have made a fool of
my self in seconds if I had to take part in the
work at the counter. To protect me from par-
ticipation the caseworkers had created a cov-
er: They assigned me a desk and a pile of
case files to hide behind. If a long line of
clients was building up, and the clients start-
ed wondering why I didn’t do any work, then
I could easily duck behind my pile of cases
and pretend that I was busy. So there I was,
sitting at a desk behind my cover, overhear-
ing conversations and frantically writing
field notes.

After a little while, the following event
occurred (extracted from field notes):
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1 [A client walks up to the counter. The caseworker gets up from her
chair and approaches the counter]

2 Client : I have applied for a licensed sewer worker education.
3 Caseworker: What is your social security number?
4 Client: You don’t have to find my case. I’m running from one office to the

next. Why don’t you send me a letter about what is happening?
5 Caseworker: You want to get an answer!
6 Client: Yes.
7 Caseworker: I’ll just find your case and see if something has happened.

8 [The client agrees and states his social security number.
9 The caseworker walks to a file cabinet, finds his case and reads

for a little while. She returns and informs him that nothing has
happened.

10 The caseworker offers the client an appointment with the case-
worker in charge of the case.

11 The client agrees.
12 She finds the meeting schedule and they set a date and a time.

The client leaves.]
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I believe most people would agree that this
is a rather trivial event. It is highly unlikely
that the client would go home and write
complaint. The caseworkers wouldn’t think
much about the encounter and it wouldn’t be
a topic in their lunch break conversations.
Even the most imaginative tabloid journalist
couldn’t make a story out of it. This is sim-
ply the kind of mundane event that everyday
life in the social centre is full off.

So what should we make of it? And what
if anything does it have to do with technolo-
gy?

To begin, I would like to make three
straightforward observations about the event:
1. It works. The event is somehow function-

al. Whatever technological or social there
is ‘in’ this event, it plays together in a
rather seamless way.

2. Identity. Something happens to the identi-
ty of the client. He isn’t quite the same in
the end, as he is in the beginning.

3. Judo. There is some strange judo-trick go-
ing on. The angry and forceful complaint
of the client is somehow deflected and
turned against him.

Translation

The first analytical tool that I will apply
to this event is the concept of transla-
tion. I will use it in the specific sense

that was developed by ANT in the 1980’s
(e.g. Callon, 1986). Following the lines of
French semiotics ANT takes actors2 or enti-
ties to be relational. Entities take their form
and acquire their attributes as a result of their
relations with other entities (Law, 1999).
Translation is a broad term covering the
processes by which two entities become re-
lated in such a way that one entity replaces

or speaks in the name of the other. By defin-
ition, a translation move changes the attrib-
utes of the two entities because it changes
(some of) the relations that constitute them.
Furthermore a translation redistributes pow-
er in the actor-network; One entity is made
less powerful in its role as an ally, while an-
other entity is rendered more powerful.

The perhaps strangely neutral language of
entities and translations suggests an impor-
tant difference between ANT and the vast
majority of social science. ANT is a move
away from the types of analyses that take the
world to be populated with things that have
certain essences in and of themselves; tech-
nical objects, natural objects, social objects
or psychological objects. On the contrary,
ANT claims that these apparently essential
differences are results of continual and on-
going negotiation processes in the world.

So in order to study practice we do not
need these ontologies, we simply need to fol-
low how entities become associated or disas-
sociated. And how some entities substitute
others and come to speak in their name liter-
ally or metaphorically.

If we apply this mode of analysis to the
empirical case, we can describe a chain of
translations. As a starting point we can pick
the arrival of the client with a complaint, and
at the end point we can pick the exit of the
client with an appointment. Between these
two points, we can pinpoint a series of trans-
lations:
1. The complaint (“why don’t you send me a

letter!”) is translated into a wish (“you
want to get an answer!”).

2. The wish is translated into the stating of
the social security number.

3. The utterance of the social security num-
ber is translated into the retrieval of the
case file.

4. The case file is read and compared to the
wish. This comparison translates into the
fact that nothing has happened.
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2 ANT employs a semiotic definition of an ‘actor’. An
actor is anything that acts or receives activity from others.
So the scope of actors is extended far beyond individual
humans.
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5. The fact that nothing has happened is
translated to a wish for meeting.

6. The wish is related to the meeting sched-
ule and is then translated to an appoint-
ment.

In this series of translations a whole number
of different entities are at play. A client and a
caseworker, wishes and complaints, social
security numbers and meetings, case files
and schedules. If the goal was simply to un-
freeze the rigid boundaries between the tech-
nical and the social, then it is quite obvious
that the notion of translation is already doing
the work that it was supposed to.

Now, the fact that one thing changes into
another that changes into yet another is of
course only moderately interesting. What is
more interesting is the pattern of transla-
tions. What aspects of the world are pro-
duced and reproduced through this event?

To analyse these matters, actor-network-
theorists have invented a number of terms to
describe how certain entities manage to per-
suade others to undergo translations.

One term is called interessement. This is
when one entity tells another: this is what
you really want to be. Your are complaining
that we don’t send you a letter, you define
yourself as an accuser of the system. But we
– the system, the social worker, and the way
we normally go about things – suggest that
you want an answer. That is what you really
want to be.

If interessement is successful, then the
translation itself can take place. One entity is
substituted by another. The complaint is re-
placed by the wish for an answer. This wish
is now the centre of attention, whereas the
complaint slips in the background.

Finally, by participating in the translation,
a particular entity lets itself enrol in a net-
work. When the client replaces a complaint
with a wish, he is enrolled into a network
that ascribes him a particular role. One part

of this is to state his social security number,
an action he refused just a little while ago. A
mandatory, standardised action such as stat-
ing the social security number is called an
obligatory passage point in ANT. Entities
that are enrolled in the network are persuad-
ed to move through these points, and thus
contributing to the stiffening and routinisa-
tion of the network. It almost goes without
saying that the entities that successfully de-
fine and control obligatory passage points
become indispensable and grow in strength.
To take one very obvious example: most of
us are contributing to the strength of Bill
Gates because we are persuaded that Micro-
soft products are obligatory passage points.
And of course persuaded should be taken in
the broadest possible sense of the word. Not
all judo-tricks are manual.

So the analytical scheme is this: Interesse-
ment, translation, enrolment. And one possi-
ble consequence is the establishment of a
certain geography of obligatory passage
points.

I will use this scheme on one more in-
stance. At a certain moment it is realised that
nothing has happened in the case. So the
wish for an answer is blocked. Will the client
get the education he applied for? No answer
can be given. At this point, the caseworker
makes another attempt at redefining the in-
terest of the client. She suggests that he
wants a meeting with the caseworker in
charge of the case. The client seems to ac-
cept this interessement-move. Then the case-
worker finds the meeting schedule and
makes a translation move. The wish for a
meeting is translated into the obligatory pas-
sage point of accepting an appointment with
another caseworker at another time. The
client also accepts this move. So now he lets
himself enrol in a network where he is an
element in the scheduling of work in the so-
cial centre.
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I have sketched two translations: from a
complaint to the wish for an answer, and
from the wish for an answer to the wish for a
meeting. These two translations can be de-
picted as a disciplinary process. Giving the
analysis a Foucaultian twist we could say
that critique of ‘the system’ is turned into an
individual problem. Resistance towards stat-
ing the social security number is turned into
compliance. Impatience with the system is
turned into waiting for an appointment. And
finally a certain distribution of mobility is re-
enacted; the client must physically move to
see the social workers, whereas the social
workers will stay at the centre.

All this is achieved not by the social work-
er herself by through the intricate choreo-
graphy of relations between her, the client,
the social security number, the case files, the
meeting schedule and numerous other ele-
ments. In this process, relations change
through translations. But the actors of the ac-
tor-network are changed or re-formed as
well. The part of the network, which we
might call ‘the bureaucracy’, is solidified by
once more being successful. The part of the
network, which we might call ‘the client’, is
now partially re-defined by its new connec-
tions to obligatory passage points such as a
social security number and an appointment.

Performance

But if entities are what they are be-
cause of their relations, then it also
follows that entities are performed or

enacted into being, and that they are some-
how temporary and precarious. Whatever the
efficiency of the judo-trick-like translations
the outcome is not a client with a coherent,
stable essence to be held inside forever after.

In recent years authors within the ANT
tradition, notably John Law (1994; 2001)
and Annemarie Mol (1999; 2001), have tried
to develop an eye for the different, precari-

ous and complexly related performances.
One attempt by John Law centred on the

concept of modes of ordering. He described
four different ordering projects in a particu-
lar organisation. In a Foucaultian way, he ar-
gued that certain regimes of doing things
make it hard to do otherwise. But in a post-
Foucaultian way he emphasised that several
modes of ordering co-exist. None of them
ever achieve perfect order and none of them
grow into an all-encompassing episteme.

A mode of ordering is a certain pattern of
net-work that entails a certain form of sub-
jectivity, a certain way to go about things,
and moral tale about why this is the right
way to do it.

Administration is one such mode. This is
the bureaucratic mode of ordering. It strives
for routinisation, formalisation, and consis-
tency. It is about defining roles, procedures,
rules and hierarchies. The ideal agent is sys-
tematic, planning and meticulous. And of
course cases should be processed without
regard to personal or emotional considera-
tions.

A second and very different mode of or-
dering is called Enterprise. This is about op-
portunism, pragmatism and achievement.
The ideal agent is an entrepreneur who is
sensitive to the shifting opportunities and de-
mands. And this might well include bending
or breaking the rules set up by the bureau-
crats. Enterprise is about seizing the day and
making the most of it.

These two modes of ordering might be
imputed to the event in the social centre.
Towards the end of the event, the client is
properly processed as an element in the
meeting schedule. This seems to be the mode
of ordering called Administration.

In the beginning of the event something
resembling Enterprise is performed. The
client comes across as a free agent, accusing
the system and suggesting a quick and un-
orthodox fix of the problem: “why don’t you
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send me a letter about what is happening”
It can be quite fascinating to try to pin-

point the modes of ordering or logics that are
played out in an organisation. And quite evi-
dently modes of ordering imply technologies
of various sorts. How could Administration
sustain itself without file cabinets, social se-
curity numbers and meetings schedules?

It would however be a mistake to see the
modes of ordering as disconnected univers-
es. Or to picture the client as irrevocably split
into an enterprise-client and an administra-
tion-client. Over and over again Law and
Mol make the point that there are intricate
links between performances. The client is
not splintered, but he isn’t quite coherent ei-
ther. He, like any other object, is performed
a little differently all the time. So he is more
than one, but he is also less than many.

But where in the specific case are the con-
nections between the enterprise-client and
the administration-client? Doesn’t it seem
like an iron curtain is pulled down at the mo-
ment that the bureaucratic wheels start to
spin? Isn’t the client transmogrified from a
critic to a docile follower? How can there be
any connection between such antagonistic
projects as enterprise and administration.
These questions are more than I can handle
in the present text. But I can make a modest
attempt to sketch some answers.

First we might notice the sequence of
events. In the beginning the client complains,
later he is processed. It might be that admin-
istration is somehow dependent on enterprise
to take place. Thus, we might speculate that
ventilating anger is necessary before calm
procedures can be carried out. So adminis-
tration may work best when it waits a little
while before it takes over.

Second, If we look at the efforts of the
caseworker, they all seem to be very much
by the administrative book. There is only one
proper way to find a case, only one conclu-
sion about it, and only one proper way to

book an appointment. But there are also
cracks in the surface. One of them is the time
of the appointment. In cases of routine
check-ups, clients often have to wait for sev-
eral months. In this case, the client gets an
appointment within weeks. So through the
discretion the social worker Enterprise enters
Administration. The social worker, and a
meeting schedule in the middle of a bureau-
cratic procedure now perform the impatience
that was earlier performed by a client with an
angry voice.

As a third attempt to find connections be-
tween enterprise and administration we
might search the internet and find the ethical
rules of social workers. One of them reads:
Clients are acting individuals – not objects
for treatment and help. So here we have a
rule – the hallmark of bureaucratic function-
ing – and this rule prescribes that clients are
acting individuals, something much more in
line with Enterprise. This is yet another ex-
ample of how the different modes of order-
ing are related in complex ways. The simul-
taneous enactment of rule following and free
agency.

The conclusion is quite simply that there
are no iron curtains between modes of order-
ing. Modes of ordering do no more than
clients achieve purity, singularity and order.

To end this discussion, I will make a few
remarks on these ANT- inspired analyses.
Everybody seems to be studying practice
these years, so this is not where ANT distin-
guishes itself. The uniqueness of ANT is the
ruthless way in which is does away with the
order of things taken for granted in main-
stream social science.

In a way perhaps similar to Hutchins’
analysis of distributed cognition (1996), this
approach doesn’t come with pre-packaged
notions about human subjects being the ones
who act and technologies being the ones act-
ed upon. Notions like translation and perfor-
mance make it possible to study the material
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semiotics of practice, and the strange combi-
nations that are produced. And when the ini-
tial sorting of things into subjects, objects
and tools is abandoned, our sociological
imaginations are opened to new and strange
creatures:

Like this one:
• A client entity flowing through a series of

translations and performed in a number of
media.

Or this one:
• A neutral administrative mode of ordering

with client anger folded into it.

So notions of the techno-social might poten-
tially re-define what it is that we are studying
in the social sciences. Just as a little low tech
such as a social security number, a file cabi-
net and a meeting schedule blends into and
reconfigures what is going on in social work.
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