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Introduction
Graham Scambler and Paul Higgs

Few inside or outside of sociology would dispute the enhanced pace
and profundity of social change in the final quarter of the twentieth
century. Examples range from macro-level changes, like the implosion
of the Soviet power bloc at the end of the 1980s, to micro-level
changes, like the rapid consumerist diversification and export of
Western styles of identity and self. There is considerable and often
heated dissension, however, on how such dramatic, and prima facie
fundamental or farreaching, changes are to be characterized,
understood and, more tendentiously, accounted for or explained. This
has led to protracted debates within mainstream sociology around
issues of periodization and to reconceptualizations of ‘sociological
knowledge” which challenge the conventional thrust of the discipline.
As this volume indicates, medical sociology has been significantly and
increasingly affected both by social change, in its multifarious macro—
and micro-forms, and by the mainstream debates this has generated.

In this brief introduction we draw on a broad, complex and
sometimes tangled literature in an attempt to clarify some of the key
debates about change and, more specifically, to address some basic
issues of terminology. We start, because of the frequency, intensity
and ambivalence of their usage, by considering the two dichotomies,
‘modernity /postmodernity’” and ‘modernism/postmodernism’. We
turn then to modern versus postmodern perspectives on the
enterprise of sociology itself. Finally, after highlighting some key
issues confronting sociologists debating not just dynamic social
change but the future of their own discipline, we reflect on the
ramifications for medical sociologists in particular and the rationale
for the present volume.

MODERNITY/POSTMODERNITY

The modernity /postmodernity dichotomy suggests periodization and
implies a transition from modernity to a new epoch or social
formation. Modernity is generally used to refer to the distinctive social
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formation characteristic of ‘modern’ societies, namely, those emerging
initially in Europe in the fifteenth century. These are contrasted with
their premodern predecessors, modernity being contrasted in
particular with “antiquity’. The idea of ‘the modern’, however, was only
fully crystallized much later, during the European Enlightenment in
the eighteenth century. The ‘project’ of the Enlightenment, and
thereafter of modernity, commended a secular concept of universal
reason which bore the promise of ineluctable progress to the good
society as well as to the comprehension and control of nature.
Modernity as a social formation has, since the late nineteenth century,
come to be identified with the ‘progressive economic and
administrative rationalization and differentiation of the social world’
(Featherstone 1988:197-8). More specifically—and many would say
paradigmatically—it is associated with: the nation-state, together with
an international system of states; a dynamic and expansionist
capitalist economic system based on private property; industrialism
typified by Fordism; the growth of large-scale administrative and
bureaucratic systems of social organization and regulation; the
dominance of secular, rationalist, materialist and individualist cultural
values; and the formal separation of the private from the public (Hall et
al. 1992).

References to postmodernity signal the approach or arrival of a new
social formation, distinct from and succeeding modernity. Predictably,
it is more difficult to define or characterize postmodernity than
modernity (and, paradoxically perhaps, there are those who would
protest that only a disciple of modernity would [need to] attempt such
a task). But many writers associate postmodernity with the demise of
the—Western, and essentially Eurocentric—project of modernity,
condemning its terminally flawed foundationalist defence of universal
reason, its rationalist metanarratives, and its failure to deliver—either
at all, or at least constructively—on its promises. Concerning
postmodernity as a social formation, many emphasize: the declining
importance of the nationstate and nationalism in the face of, on the one
hand, a growth in supra-national bodies and a globalization of
markets and communication systems, and, on the other hand, a
concurrent process of ‘retribalization” or displacement of national by
local political and cultural loyalties; a shift from mass to segmented
production, primarily oriented to consumerism; new and
predominantly post-industrial or post-Fordist ‘flexible’ patterns of
work; the increasing role of mass media and information technologies;
shifts in the social production and circulation of knowledge; the
superseding of ‘old” class-based politics by the activities of ‘new’
social movements around the politics of lifestyle and identity; and a
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fragmentation, diversification and relativization of culture commonly
regarded as liberating.

MODERNISM/POSTMODERNISM

It would be convenient if the putative epochs of modernity and
postmodernity could be said to be characterized by distinctive cultural
constellations or modes of thought and values, modernism and
postmodernism respectively, but although many have adopted this
approach —for example, equating the project of modernity with
‘modernism’— others would maintain that doing so significantly
misrepresents much current theoretical discourse. When we refer to
the cultural configuration allied to modernity, we write of
‘modernism’, rather than modernism.

In so far as there is continuity in usage of the terms ‘modernism’
and ‘postmodernism’, it is in relation to art. Modernism (at least) is
associated primarily with art, and especially with aesthetic
movements consciously opposed to classicism. Emergent in Europe in
the 1880s these movements peaked around the time of the First World
War. Prominent among them were those of the avant-garde, like
Dadaism and Surrealism. The avant-garde attacked the ‘institution of
art’, its targets being both the apparatus of distribution on which
works of art depend and the status of art epitomized by the concept
of autonomy. Antiauratic, its objective was the reintegration of art
into the praxis of life.

The term ‘postmodernism” became popular among artists, writers
and critics in New York in the 1960s, its use spreading rapidly and
somewhat indiscriminately around Europe and to and fro across the
Atlantic from the 1970s onwards. Linked to the arts, it was associated,
in the words of Featherstone (1991: 7-8) with:

the effacement of the boundary between art and everyday life;
the collapse of the hierarchical distinction between high and
mass/ popular culture; a stylistic promiscuity favouring
eclecticism and the mixing of codes; parody, pastiche, irony,
playfulness and the celebration of the surface ‘depthlessness’ of
culture; the decline of the originality/genius of the artistic
producer; and the assumption that art can only be repetition.

A certain consistency with aesthetic modernism is detectable here,
encouraging some to refer to ‘second-wave modernism’; but
postmodernism has proved altogether more radical and pervasive
than modernism. It is more radical, for example, in that while
modernism made representing reality problematic, postmodernism
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makes reality problematic: postmodernism collapses the distinction
between signifier and referent (Lash 1990). It is more pervasive in that
while modernism’s impact was largely confined to art,
postmodernism’s is felt throughout contemporary culture: it has been
interpreted, moreover, as heralding the ‘end of’ the rationalism
inherent in Enlightenment-inspired disciplines like sociology.

MODERN/POSTMODERN SOCIOLOGY

Sociology has its origins in modernity. While few, if any, would now
maintain that it can be adequately grounded in the foundationalist
philosophies pioneered during and after the Enlightenment, there has
been much discussion about whether the discipline might yet be
grounded in a post-foundationalist defence of universal reason, and
hence be allied to a ‘reconstructed” project of modernity; whether it
can be grounded and practised rationally in the absence of a
commitment to universal reason; or whether sociology, if it is to
survive at all, now needs to be ‘groundless” and postmodern (ized). It
remains unclear just what form a postmodern sociology might take.
Presumably, responding to Lyotard’s (1984) injunction, it would be
cast loose from the Enlightenment-style metanarratives that have
either informed or bedevilled (depending on one’s stance) most
orthodox sociological work to date. Nor would it be able to adjudicate
between competing claims to knowledge of the social world ‘from a
position of presumed, or usurped, privilege’ (Gurnah and Scott 1992:
144). In fact, a postmodern sociology would amount, drawing on
Lyotard’s Wittgensteinian terminology, to one more or less discrete
network of language games among numerous and disparate others.
Lyotard applauds the fragmentation and dissensus this implies;
postmodern thought, for him, ‘refines our sensitivity to differences
and reinforces our ability to tolerate the incommensurable’.

For some critics, Lyotard is here (merely) displacing one set of
metanarratives with another (Sarup 1993). His very advocacy of
fragmentation and dissensus, which he prescribes as conducive to
localized creativity, testifies to his commitment at the level of grand
narrative. And to many the relativism implicit in Lyotard’s—and
others’—definitions of the postmodern is subject to familar forms of
interrogation. Putnam (1981), for example, refers to the centuries-old
‘truism’ that a relativistic position cannot be stated without
inconsistency, any such statement itself being non-relativistic
(ironically, in light of Lyotard’s debts to Wittgenstein, Putnam cites the
latter’s well-known case against the methodological solipsist in this
connection). Whether or not most forms of postmodernism, including
a putative postmodern sociology, are internally inconsistent (and
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Rorty [1989] for one would seek to ‘evade’ such a loaded ‘modernist’
charge), it is evident (at least) that the case for a sociology of
postmodernism is difficult to resist (Lash 1990). Gellner (1992:24) is
characteristically scathing about postmodernism as a ‘living and
contemporary specimen of relativism’, but readily acknowledges the
need for its analysis as a cultural phenomenon.

SOME REFLECTIONS ON ONGOING DEBATES

We started by asserting, uncontroversially enough, that momentous
social changes have occurred over the course of the last generation.
The crucial question which almost as many pronounce as premature
as attempt to answer is: do these changes, considered in combination,
bear testimony to a new social formation? An affirmative response
would appear to justify references to postmodernity. There are many,
however, who admit to momentous change, and even concur with
accounts of change commonly proffered by postmodernists, who
prefer to write of ‘high” or ‘late” modernity. These theorists see recent
change as internal to the development of a global and relexive
modernity, and some specifically refer to ‘reflexive modernization’
(Beck 1992; Beck et al. 1994). As Owen (1997:15) notes:

the proponents of postmodernization locate the emergence of
postmodernism in its sociocultural and sociopolitical forms as
part and parcel of the process of emergence of postmodernity
and, in this respect, external to modernity; whereas the theorists
of reflexive modernization situate postmodernism in these
senses as internal to late modernity.

It is pertinent to ask what would count as a ‘new social formation’, to
insist on the specification of criteria. To date there has been an
understandable reluctance to be specific. Few, it seems, would yet be
willing to proclaim the end of capitalism, although many have
suggested a new phase of—for example, ‘disorganized’—capitalism
(Offe 1985; Lash and Urry 1987); and many more have been willing to
announce the advent of a post-industrial era. Some, of course, urge a
rejection of such a ‘modernist” deployment of periodization. It might
be argued, however, that, if heightened attention is currently being
directed towards the study of discontinuity, especially, but by no
means exclusively, on the part of advocates of postmodernity, this
may well be at the price of a neglect of continuity. Consider, for example,
the concept of social class. It has become almost commonplace to
maintain that class is less salient in postindustrial than it was in
industrial capitalism, to refer to class dealignment, even to pronounce
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the “death’ of class (Pakulski and Waters 1996). And yet the weight of
both empiricist and more subtle investigation can be read as
suggesting, quite to the contrary, that class is very much alive and
kicking (see Lee and Turner 1996). As we have already implied,
debates about modernity /postmodernity hinge on the nature of this—
ironically, perhaps still under-theorized—interface between
continuity and discontinuity.

If a sociology of the postmodern is essential, it is important to note
too that there are lessons for sociology in the development of
postmodern thought. It is possible to hold strongly, for example, that
postmodern articulations are often internally inconsistent and
therefore flawed and/or that they represent, and even celebrate, a
neo-conservative impotence in the face of the status quo ante, whilst
nevertheless acknowledging that some postmodernists have proved
innovative and provocative commentators on a changing social world.
Certainly the writings of such diverse and original theorists as
Foucault, Lyotard, Baudrillard, Deleuze and Guattari and others have
—some would say, fortuitously required sociologists to come to
renewed terms with their discipline and its practices, as well as its
conventional modes and focuses of investigation. At the very least,
postmodernists may be important catalysts. Sociologists cannot, and
should not, remain unaffected by their work.

Many issues of ontology and of reason and epistemology remain
unresolved, and, arguably, certain of these have more substantive
ramifications for the day-to-day practice of sociology than was the
case a generation ago. It might reasonably be argued that
postmodernists, like many of those who are committed to the project
of modernity, tend not to confront issues of ontology. Worse, they
commit what Bhaskar (1978:16) calls the ‘epistemic fallacy’. This refers
to the tendency to transpose statements about being into statements
about our knowledge of being, thus (fallaciously) reducing ontology
to epistemology. If orthodox or ‘modernist” sociologists tend to be
tacit ontological realists, and postmodernists tend either to be tacit
ontological idealists or, ascribing the realist/idealist distinction to the
lost discourses of modernity, ignore (or evade) it, few theorists of
either persuasion seem to have openly and convincingly addressed
general issues of ontology. Although more of both persuasions have
adopted stances on general issues of reason and epistemology, there
has evolved of late a general propensity to dogmatism around
universalistic and, increasingly often, relativistic approaches in
relation to understanding the social world. There is scope for more
detailed and imaginative work: for example, drawing on the
contributions of ‘modernists’ and postmodernists, it might be
maintained—possibly through recourse to concepts such as those of
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necessary and contingent intersubjective conventions—that there are
universal and local aspects to the use of reason and to knowledge. The
irresolution or under-theorization of the ontological, rational and
epistemological dimensions of alternative ‘frames’ for interpreting the
social world has, whether we be in high/late modernity or in
postmodernity, a more immediate impact than hitherto on the
sociological enterprise.

SOCIAL CHANGE AND MEDICAL SOCIOLOGY

So far the schematic and illustrative comments we have made on the
nature of recent change, and on appropriate ways of defining and
accounting for it, have not been explored in relation to medical
sociology. They are of course as relevant to the study of health, illness
and healing as to any other domain. Bury (1997) has recently
emphasized the challenges of social change, in all its forms, for
contemporary medical sociology. Of course how one specifies and
responds to these challenges depends on how ‘modernist/
postmodernist” one’s perspective is. Few ‘modernists” would dispute
the importance of examining and monitoring the implications for
people’s health of, for example: material and cultural facets of
globalization; the shifting distribution of poverty and deprivation;
inter-and intra-national changes in stratification and power; changing
work patterns; crises of Western welfare statism; the ‘reform” of health
professions and health care systems; new types of ecological and
other environmental risk and risk behaviours; processes of
individualization and de-traditionalization; and the emergence of
lifestyle and identity politics. Many postmodernists have signalled or
emphasized the importance of these same factors, although their
concepts of ‘examining’ (let alone ‘monitoring’) typically differ. Their
contributions range widely, for example from the consideration of
macro-issues like the social construction or fabrication of health risks
and needs, frequently leading via the work of Foucault to concepts like
Armstrong’s (1995) ‘surveillance medicine’; to a rethinking of the
putatively neglected body in ‘modernist” thought (Turner 1992)
(associated with a questioning of expert medical discourses on
‘abnormality’, ‘disability” and so on); to the micro-analysis of forms of
healer/client encounters (see Nettleton 1995).

In this volume contributors representing a diversity of theoretical
viewpoints reflect on the challenges facing medical sociology and its
engagements with the health domain at a time of rapid change, be it
in high or late modernity or in postmodernity, on the eve of the
millennium. It is revealing just how different the social and
theoretical terrains have become since one of us was involved in a
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similar venture just a decade ago (Scambler 1987). A volume of this
length and kind can never hope to be comprehensive, but those
contributing cover a broad range of themes and topics, often from
different, and sometimes incompatible, viewpoints. Our hope is that
there will be something here for most reflexive colleagues with a
concern for the interface between theory and research at a time of
indisputable, and perhaps unusually unpredictable, change for
society and for medical sociology.

Mike Bury stresses the key role health and medicine have played in
the dynamics of recent change, and, through an examination of the
pivotal processes of ‘objectification’, ‘rationalization” and
‘subjectification’, appraises the advantages and disadvantages of
embracing the notion of postmodernity. While recognizing that
postmodernity ‘points to important elements of change in late modern
cultures’, he insists that medical sociology need not and should not
abandon much of its substantive and methodological legacy. Nicholas
Fox sees more promise in the postmodern. Building on his earlier
work, and developing his concept of ‘arche-health’, he draws
especially on the writings of Deleuze and Guattari, and on Cixous’s
distinction between the ‘Gift” and the ‘Proper’, to spell out its potential.
Graham Scambler uses the writings of Habermas to argue in favour of
a continuing commitment to a ‘reconstructed” project of modernity.
The implications of such a commitment for sociology in general, and
for medical sociology in particular, are then explored in relation to the
potential for a further rationalization and decolonization of the
lifeworld.

Richard Levinson explores the changing relationship between
medical sociology and public health medicine. He demonstrates how
a sociology ‘of” and at the ‘interface” with public health can illuminate
why both colleagues ‘in” public health and public health practitioners
in the USA systematically overlook the social inequities that threaten
the population’s well-being. Paul Higgs and Graham Scambler touch
on some of the same underlying issues in their discussion of the
continuing salience of class for understanding enduring health
inequalities. A critique of extant ways of conceptualizing and
operationalizing class is accompanied by a plea for greater theoretical
engagement and some pointers for future research. Annette Scambler
offers a critical consideration of the influence of postmodern thought
on feminism in general and links between gender and health and
healing in particular. She acknowledges some specific gains from
postmodern discourse but finds the thrust of much postmodernist
thinking inimical and subversive to the feminist project.

Simon Williams and Gillian Bendelow offer an account of the
‘postmodernist/post-structuralist position on pain and the body
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(without organs)’. They see both merits and limitations in this
perspective. They then articulate their own views on pain and the
body, which they present as combining a foundationalist or realist
ontology with a social constructionist or relativist epistemology. Mike
Featherstone and Mike Hepworth focus on debates about the limits of
the social in the ageing process. They show that it is no longer
possible to generalize about the ageing process on the basis of
biological assumptions about the ‘ages of life’, contending that
models of ageing into old age must be increasingly postmodern, ‘by
which we mean they must anticipate even advanced forms of bio-
cultural destabilization’.

Paul Higgs opens his chapter by reflecting on changing discourses
of risk and citizenship in relation to health and welfare. He uses the
Foucauldian notions of ‘governmentality’ and ‘technologies of the
self’, and the emergence of new and distinctive approaches to ageing,
to throw light on recent marked policy shifts towards the provision of
health care and welfare statism. Mike Saks explores the extent of the
potential for postmodern thought to help understand the changing
relationship  between orthodox allopathic medicine and
complementary medicine. He qualifies his commendation of
postmodern insight with some general concerns about the concept of
postmodernism itself and some specific concerns about pragmatic
issues of policy and practice. Finally, Zygmunt Bauman contributes a
discussion of the nature and depth of changing orientations towards
death in pre-modern, modern and postmodern times. His discussion
simultaneously addresses changing conceptualizations of health and
the human body, closing with a wide-ranging and—for medical
sociologists especially, suggestiveaccount of the postmodern body as
a ‘receiver of sensations’ and ‘instrument of pleasure’.
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Chapter 1
Postmodernity and health
Michael Bury

To begin writing about postmodernity and health is no easy task, if
only because the terms are so difficult to define. ‘Postmodernity” like
‘postmodernism’ or even ‘postmodern society’ can mean almost
anything the author likes. Likewise, the term ‘health’” conveys a
number of positive and negative values, depending on the context
and purpose of use. For some, especially those already sympathetic to
the idea that we live in postmodern times, this definitional problem is
moot; for ‘signification” is now only loosely connected with that being
signified. ‘It all depends” becomes the cliché of our period. Indeed,
clichés become the meeting point between modernity and
postmodernity, as context and function supersede shared meanings
(Zijderfeld 1979). ‘Postmodernity” and ‘postmodernism’ end up being
applied to all and sundry phenomena.

In this chapter an attempt is made to outline a critical approach to
postmodernity and health that begins with these problems of
terminology but goes on to evaluate current debates in medical
sociology. This involves a discussion of sociological views of disease,
illness and medicine, as well as health, and the ways in which the
latter term—healthhas come to have particular cultural salience.
Although ‘postmodernity” and ‘postmodernism” have not been used
widely in medical sociology, there are key areas of ‘post-structuralist’
thinking, especially that influenced by Foucault, which are central to
the debates in question. On occasion medical sociologists have
explicitly invoked ‘postmodernism” as a frame of reference (e.g. Fox
1993). This chapter does not seek to impose strict definitions of
‘postmodernity” or ‘postmodernism’ on this range of writing, but will
indicate, as it develops, what intellectual currents are being drawn
upon.

The chapter proceeds along the following lines. Having commented
a little further on the general problem of terms and related
conceptual issues, I then outline a series of arguments concerning the
nature of postmodernity. Borrowing from Lyon’s (1994) and
Featherstone’s (1992) expositions, these sections are organized by
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discussing the processes of ‘objectification’, ‘rationalization” and
‘subjectification’. These processes, as will be made clear, are held to be
at the centre of the transformations that have characterized modern
society, and which appear to point towards, if not usher in,
postmodernity. In each case the general processes involved are
outlined and their relevance to health illustrated. The final section of
the chapter attempts to weigh up the value of arguments about
postmodernity for future developments in medical sociology.

POSTMODERNISM, POSTMODERNITY AND
THEIR VICISSITUDES

One of the main difficulties in approaching the ‘terminological
inexactitude” of the current topic is to know what level of analysis is
being referred to. Lyon asks the question whether postmodernity is
‘an idea, a cultural experience, a social condition or perhaps a
combination of all three’ (1994:4). He goes on to examine ‘the
postmodern” and ‘postmodernity” by linking the former to cultural
processes and the latter to social ones, though he sees it as impossible
entirely to separate the two (Lyon 1994:6). Both suggest a radical
rethinking of the processes that have characterized modern society.
The general idea is that the “project’ of modernity, especially its belief
in progress, social improvement and a ‘providential view’ of the
future, is no longer tenable; there is, in short, a’forsaking of
providentialism’ (Lyon 1994:7). Nevertheless, by distinguishing
between the two terms and contrasting them with earlier features of
modern society and ‘modernism’, different issues can be revealed.

As indicated, the term “postmodernism’ is probably best applied to
cultural transformation, and often used with respect to architecture,
art, film and literary criticism. Where modern society elevated ‘high
art’ based on (apparently ‘objective’) aesthetic criteria (e.g. truth,
beauty) held to be self-evidently of value to all cultivated or civilized
individuals, postmodernism lauds ‘low” art as equally valuable. Soap
operas vie with musical operas for cultural analysis. Each is seen to
contain narrative forms which cannot be ordered in terms of
hierarchy. Soap operas or comedy shows with their catch phrases, for
example, provide elements of repetition, ritual and story-telling for
mass audiences that are seen as equally meaningful as, say, the
tragedies of musical operas, aimed at the cultural elite (B. Martin 1981:
65). Subjectivity, in terms of taste and distinction, takes over from the
dictates and authority of cultural experts defending the value of high
art. To repeat a much quoted example of high/low inversion, the
poetry of Keats is no better or worse than that of Bob Dylan.
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Lyon makes the point that postmodernism not only inverts the
‘high/low” cultural distinction, but also draws attention to the
increasing importance of images and icons in cultural life. He states
that there is an ‘exchange of the printed book for the TV screen, the
migration from word to image, from discourse to figure” (Lyon 1994:
7). Such processes increasingly ‘simulate” experience. In Baudrillard’s
terms ‘simulacra’ substitute for experience. At an everyday level
cookery and gardening books, as well as those on sex and health,
provide us with representations of experiences, many of which we
will never have. At a wider level, historical processes feed back into
simulated forms. Thus for Baudrillard the Gulf War became a video
show and history itself has become little more than a series of
simulacra, forever recycled. Grand narratives do not simply come to
an end, as envisaged, by, amongst others, Lyotard (1984) but are
replayed endlessly. Baudrillard states:

We are so used to playing back every film—the fictional ones
and the films of our lives—so contaminated by the technology of
retrospection, that we are quite capable, in our present dizzy
spin, of running history over again like a film played backwards.

(Baudrillard 1994:11)

Postmodernism as a term and an idea points to the way events and
products vie with each other in the cultural sphere and can hardly be
separated. Thus we watch ‘news’ of death and destruction in Bosnia or
Rwanda, or films about nature, or medical dramas, while waiting to
see if our lottery number has come up, with odds of perhaps 14
million to one. The technology of the films and the lottery play
through our subjective minds with equal force. Or so it appears in a
culture of postmodernism.

‘Postmodernity” on the other hand, refers to some of the underlying
social and technological processes that underpin or interact with
postmodern cultures. Globalization, the endless expansion of modern
capitalist economic forms, now seems to be unstoppable. Not only has
the ‘grand narrative” of communism, and perhaps even of socialism,
collapsed with the Berlin wall (for an analysis of the implications of this
for postmodernity, see Bauman 1992), but capitalist commodity
production is now found in every part of the globe. Even though it
might be the case that some of the features of this process are to be
distinguished by their ‘disorganized” character (Lash and Urry 1987)
the consequent ‘globalization” of capitalist/technological productions
pushes far beyond the boundaries of the former ‘metropolitan’ centres
and international character of modern capitalism (but see Hirst 1996).
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Giddens has argued that globalization significantly reorganizes
time and space, especially as the result of computer technology. Most
importantly for local communities and for individuals, globalization
means that, ‘no one can “opt out” of the transformations brought
about by modernity: this is so, for example, in respect of the global
risks of nuclear war or of ecological catastrophe’ (Giddens 1991:22).
The technological processes now at work touch everyone, whether
directly or indirectly. No one can escape the logic of the new
technologies, and most people wish to participate in the benefits
which many of them bring.

This last point brings to the fore the associated process of
consumerism, which can be seen to characterize the shift from
modernity to postmodernity—at the economic level a shift from an
emphasis on productive capacity and output to one on consumer
goods, competition and customer service. This relates to the centrality
of cultural products, of ‘simulacra’ discussed above. Consumer choice
acts as another means of reinforcing an ever stronger element of
subjectivity in social and economic life. Today, lay people are obliged
to have views about a whole range of products and lifestyles,
including those pertaining to health. These views are then expected to
be translated into ‘informed choices” concerning (health-producing)
lifestyles, for example with respect to the consumption of tobacco and
alcohol (Burrows and Nettleton 1995). Consumer choice may also
include alternative healing practices (acupuncture, reflexology, even
shamanism) alongside or instead of allopathic medical practice, itself
increasingly employing a consumerist dimension. Indeed, the systems
that earlier catered for needs in such areas as health and welfare now
emphasize preference and customer satisfaction. Such ‘signals’
substitute for price mechanisms in ‘postFordist’” welfare states—if
patients cannot actually be made to buy the services they receive, they
can at least express views about them. ‘Flexible production” and
‘segmented consumption patterns’ in the economic sphere now relate
to forms of welfare that are themselves increasingly characterized by
cost-cutting and ‘internal market’ structures (Burrows and Loader
1994). In contrast to the logic of modern societies such as Britain,
where health and welfare were often seen as ‘external’ to capitalist
dynamics, postmodern societies tie them in ever more closely.

Finally, these initial comments need to touch on the problem of
meaning which bridges postmodernism and postmodernity. To return
to Lyon once more, the problem of the meaning of social life and the
strain towards ‘authenticity’ in experience and behaviour in modern
societies has long been a feature of sociological writings. The example
given by Lyon is that of the work of Simmel. According to Lyon
‘Simmel straddles the worlds of sociology and cultural analysis’ (1994:
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10) and in depicting the logic of modern cultures foresaw the
‘widening gap between the objective culture, seen in technology for
instance, and the increasingly alienated individual, frustrated in the
quest for genuine individuality” (1994:10). Postmodernity throws this
problem into sharp relief, as reflexiveness and individual choice have
to be exercised against a cultural and social backcloth of ever greater
complexity. The loss of grand systems of thought, the inversion of
high and low culture appear to set people adrift from the ability to
make sound ethical and personal choices. Despite robust attempts by
writers such as Charles Taylor (1991) to defend ‘authenticity’ in
contemporary life it is held that postmodernity simultaneously opens
up massive dynamics in social life and constrains experience within
them. Postmodernity, from this viewpoint, turns out to be a
problmatic ‘state of mind” (Bauman 1992: vii)

The role of health and medicine in these processes is far from
peripheral. Health, illness and medicine have reflected and
contributed to the fashioning of modern culture and society
(Lawrence 1995). Indeed, they have taken on increasing salience over
the last decades. The processes that run through the cultural and
social forms of modern life, and which appear now to be straining
towards  postmodernity—the  processes of  objectification,
rationalization and subjectification—can therefore be fruitfully
examined with respect to health-related matters.

OBJECTIFICATION

The process of objectification refers to the progressive tendency in
modern life to separate activities and forms of knowledge that were
once linked to local or private settings into more publicly available
ones. In Featherstone’s words: ‘forms of knowledge originally
embedded within everyday life become progressively separated and
subjected to specialist development’ (Featherstone 1992:162).
Expertise in many fields develops rapidly under modern social
conditions, ranging from the religious, economic, political and cultural
fields, to those of science, including medical science.

From a Marxist perspective the obvious features of modern
capitalistic political economy illustrate the general lines of
development dramatically. As Lyon puts it: “The emerging industrial
society was characterized by a steadily increasing division of labour,
in which tasks became progressively more specialized” (1994:23). The
‘public sphere’, to use a phrase explored in an examination of
modernity’s internal momentum by Habermas (1991), becomes more
than the site for trading goods, but it is based on a rapid development
of private property. For Marx, of course, the production of
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commodities signals the power of objectification in which the
products of labour are progressively separated from the labourer and
stand in relation to everyday life in an increasingly objective and
‘mysterious’ fashion.

These processes carry through a range of institutional settings.
Again, as Lyon puts it: “Tasks once performed by the family or the
church were taken over by schools, youth cultures and the mass
media, on the one hand, or by local hospitals and welfare
departments, on the other” (1994:23). He goes on to point out that in
the twentieth century, sociologists such as Parsons examined in detail
the way in which such objectification led to a progressive
‘differentiation” of tasks and the superseding of tradition by merit.
Here, a free market of skills and abilities would overcome the
tendency of modern life to suffer from acute forms of disintegration
as well as differentiation.

Developments in medicine and health can help to provide a sharper
focus on such general processes. As Lawrence (1995) points out, the
objectification of disease and illness rested on two interrelated
processes. First, the development of science at the end of the
eighteenth and then progressively in the nineteenth centuries,
separated disease from the experience of the sufferer and relocated it
in a system of thought about the human body based on the findings
of pathological anatomy. This application of science was part of a
general attack on the authority of elite physicians (and on the
aristocracy in general) and allied medical thought with progressive
bourgeois approaches to new technologies. As already mentioned, the
development of the hospital was important in this process of
objectification, especially in the latter half of the nineteenth century.
‘Bedside medicine” gave way to ‘hospital medicine” as people were
turned into patients and as comparisons were made between different
‘cases’ rather than an exhaustive documentation of the unique
features of each individual (Jewson 1976).

Second, Lawrence describes the development of what he calls a
‘bounded profession’. What he means by this is that by the turn of the
twentieth century the medical profession as we now recognize it came
into being. This involved the acceptance of an ‘objective’” view of
disease, based on the idea of specific causes linked to discrete and
specific diseases, especially infectious diseases and germ theory. The
medical profession therefore marginalized both the practitioners who
did not accept this view of disease and illness, and the ‘heterodox’
ideas that they might hold. ‘Marginal medicine” became exactly that,
marginal to the dominant theories and approaches of an increasingly
assertive and ‘bounded’ group of highly organized experts. The
separation of disease from the individual was therefore encoded in
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the idea of the ‘doctor-patient relationship’. To fall ill meant to call in
the doctor, increasingly meaning someone working within the
confines of a regulated professional organization and someone
working with a scientific view of disease.

Different sociological perspectives have been brought to bear on
this objectification process in medicine. For those following Foucault,
the clinical ‘gaze’ brings the newly arrived patient under the control of
the powerful expert. The heterogeneity of illness as a lived experience
is constrained by the perceptions and scientific codes of the medical
profession. Here the medical profession is seen as being central to
modernity’s differentiated and ever more sophisticated social control
apparatuses. Moreover, the intolerance of the heterogeneity of illness
by modern medicine, and of its place in everyday experience, means
that illness is ‘sequestrated’ from everyday life and transferred into an
object of medical discourse. The recognition, labelling and
legitimation of illness is transferred from the ‘lifeworld” of the person
to become part of the ‘monopoly’ of the profession of medicine
(Freidson 1970). Only the doctor can know the truth about illness
through the language of disease, and the patient becomes a passive
agent: for Foucault, a ‘docile body’ caught in the web of medical
knowledge and medical power.

To repeat the point, just as economic life, education, punishment
and welfare are increasingly separated from the ‘undifferentiated’
world of everyday life, and relocated in the factory, school, prison and
welfare department, so illness and the body are, literally as well as
metaphorically, transferred to the clinic and hospital. Thus medicine
reflected and helped to constitute the major institutional and
intellectual or ‘discursive’ fault lines of modern life. During the period
since Freidson first published Profession of Medicine in 1970 (and
perhaps later, with influential writers such as Illich and Foucault)
numerous critiques of the objectifying processes of modern medicine
have been produced, inside and outside of sociological circles. In this
body of work more and more areas of life are seen to fall under
medicine’s ‘objectifying” gaze. Many examples could be cited.

The area of reproductive health is an obvious case in point.
Feminist critics such as Oakley have spelled out what they take to be
the consequences of the ‘medicalization” of childbirth. In a series of
studies (e.g. Oakley 1980, 1984) Oakley argued that modern medicine
increasingly ‘sequestrates’ childbirth from the everyday world of
women, and of lay practices and practitioners. The consequence of
this, according to Oakley is that th& doctor-patient relationship takes
over, in which, ‘the patient’s attitude to pregnancy is ignored by the
examining doctor, who instead focuses his and the patient’s attention
narrowly on its medical management’ (Oakley 1980:30). Although the
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sixty-six women in this particular study showed little sign of resisting
the medicalizing process, or of demanding alternative approaches,
Oakley felt able to sustain her critique based on the discontent
expressed by at least some in her study, about the way childbirth was
managed (Oakley 1980:216). Subsequently, other feminist writers such
as Emily Martin (1987) have polemicized against the ‘destructive
travesty of parenthood” produced by medical monopoly of women’s
bodies and the reproductive process (E.Martin 1987:67).

Throughout the critical literature on medicine’s growing
‘monopoly” over illness and health (from disability to mental illness,
and from lifestyle to an ever-widening set of ‘risk behaviours’) several
themes emerge which point to the supposed contradiction in modern
medicine’s approach. Implicit in these critiques is a view of modernity
as a whole, especially its general tendency towards objectification and
separation of ‘embedded’ experience from everyday life.

As has been shown, the processes at the heart of the ‘project’ of
modernity, though ostensibly progressive, are argued to be deeply
contradictory. Of all the writers on medicine mentioned above,
perhaps Lawrence is alone in recognizing the ‘elective affinity’
between medical science and political reform in early modernity.
However, in the main, and in Lawrence’s own argument concerning
the late nineteenth and early twentieth centuries, the lay person is
seen as being made ‘invisible” and obliged to be passive in the face of
expert advice. In an eloquent essay on his own illness, in which the
positive value of medicine’s intervention in managing disease is
recognized, Arthur Frank (1991) describes how, particularly in
hospital, he experienced being treated as though his life (his feelings
about his altered body, his fears and concerns, as well as his own
views about the illness and treatment) were unconnected with the
object of the doctors” attention. This sense of separation, of
‘differentiation” and loss of meaning is held to be central to modernity’s
thrust.

Although it is recognized that ‘de-medicalization” can
sometimes occur (Conrad 1992), sociological and other critiques of
modern medicine have constantly stressed the issue of professional
power and the involvement of medicine in modernity’s social control
mechanisms. These arguments have implied, if not always explicitly
spelled out, an important ‘meta-theme’ that needs now to be explored
further. This is that, despite the rise in professional power and the
dominance of scientific thought, the clash with everyday experience
does not entirely disappear. If it did, it is difficult to see how any
critique, let alone change, would be forthcoming. If medical or expert
monopoly was completely dominant a 1984 situation would exist,
with perhaps only an individual Winston Smith seeing through the
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processes at work. By turning to the rationalizing of experience which
accompanies obectification processes we can see how the logic of
modernity turns in on itself and begins to create the conditions for a
new phase: that of postmodernity.

RATIONALIZATION

In Lyon’s treatment of the shift from modernity to postmodernity,
rationalization is an important process, involving ‘the gradual
adoption of a calculating attitude towards more and more aspects of
life” (1994: 24). Underlying rationality and science and the
development of the capitalist economy lies a calculating attitude that
has assisted in marginalizing judgements and decision-making that
were once based on traditional modes of thought. In Weberian
thought, “The acme of efficient, productive organization...was the
bureaucracy’ (1994:24). Every sphere of modern life was touched by
rationalizing processes, and the bureaucratic institutions that carried
them forward.

It is this latter point which marks a shift in thinking about
modernity/ postmodernity. For, where objectifying processes and the
rise of professional expertise had separated key areas of experience
from everyday life, the rationalizing process re-enters the everyday
world and infuses it with a new and powerful dynamic. In
Featherstone’s discussion, this phase in modern life means that expert
knowledge ‘is fed back in order to rationalize, colonize and
homogenize everyday life’ (Featherstone 1992:162). The tendency of
modernity to separate knowledge from ‘the lifeworld” turns into
powerful ~mechanisms that advocate the ‘transformation,
domestication, civilization, repair and healing of what are the
shortcomings of everyday life” (1992:163). The contradictory nature of
this process is not hard to detect. The need for ‘repair and healing’
(one thinks, for example, of the widespread advocacy of counselling
in the present time) arises directly from the tendency of modern life
to undermine local knowledge and lay structures that might sustain
mental health and self-identity.

In any event, everyday life becomes infused with the effects of
rationalizing processes. The role of medicine and the experience of
health and illness are once again central. The extension of the
‘medical monopoly” and ‘medicalization of everyday life’, already
discussed, take us to the heart of the problem. It is not just that
modern medicine spawns powerful experts who stand separate from
and above the individual, important though this is. It is also that once
the institutional development of modern medicine is established in
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the shape of the clinic, hospital and laboratory, its practices and
perceptions begin to infuse everyday life in myriad ways.

According to David Armstrong (1983, 1995), since the 1950s
medicine has moved out from its ‘citadel” in the hospital and clinic (in
which it objectified the patient’s body and experience of illness) to
survey normal populations. Epidemiology and the social survey
combined, not simply to map the pattern of disease, but to investigate
normal populations for the early signs of abnormality. Thus all
aspects of bodily and mental experience, as well as behaviour, could
fall under the purview of medicine’s calculating gaze. It might be
added that similar processes were at work in the development of
medical specialities such as geriatrics, where the study of ‘normal
ageing’ and the processes of senescence was advocated, alongside the
documentation of disease in old age (Katz 1996).

Scientific methods and powerful statistical techniques could
therefore go beyond the examination of medical cases to the study of
an endless array of ‘normal’ processes. The measurement and
calculation of mental states, in which substantial minorities of
apparently healthy urban populations could be seen to be suffering
from psychiatric symptoms, were increasingly supplemented. by the
measurement of virtually all other aspects of daily experience.
Concepts such as ‘well-being’, ‘life satisfaction” and ‘quality of life’
entered the social and medical lexicon from the 1960s onwards,
producing a bewildering array of questionnaires, interview schedules
and scales that were ‘validated” on normal populations. Acronyms
and short-hand terms such as ‘ADLs’, ‘QALYs’, the ‘NHP’ or the
‘SE36” became increasingly popular among clinicians and social
researchers alike (Carr-Hill 1995). (For a summary of many of these
measures see Bowling 1991, 1995, and for a discussion of the place of
‘quality of life” in health care, see Bury 1994.)

The point being made here is not simply that calculation and
rationalization extended the surveillance potential of modern
(medical) expertise. Such surveillance is certainly important to
modern societies, as the techniques developed by science and
professional expertise re-enter the everyday realm. And equally
important is the argument that this helps to extend the social control
mechanisms over an apparently docile population. There is little
doubt that such surveillance has become characteristic of our age. By
‘coding information” in expert formats the origins and purposes of the
surveillance, including its social control function may be obscured
(Giddens 1991:149-50).

But, perhaps more importantly, everyday life itself undergoes a
power transformation through rationalizing processes, in which
‘docility” in the face of monopolistic professional expertise shifts to an
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emphasis on active consumerism and lifestyle. Health rather than
illness become the watchword under such conditions, as more and
more areas of life become subject to rational calculation and choice.
The language of health risks exemplifies this ‘reflexive’ process, as lay
people absorb expert knowledge and reorganize their lives
accordingly, being expected to know how to ‘choose’ a healthy
lifestyle (for a more detailed discussion of health and risk, see Gabe
1995). A new phase of ‘homogenization” occurs in which ‘surveillance
plus reflexivity means a “smoothing of the rough edges” such that
behaviour which is not integrated into a system...becomes alien and
discrete’ (Giddens 1991:150).

A healthy lifestyle and ‘body maintenance” are obviously important
in today’s culture. Strictures concerning smoking, alcohol
consumption, drug use (licit and illegal), food and diet, exercise, the
proper use of the mind, the ability to deal with stress or traumatic
events such as death, together with many other aspects of everyday
life, become subject to the public discourses produced by an ever
growing array of professionals and semi-professionals. Indeed, the
boundary between the lay everyday world and the world of the expert
becomes eroded, as the tendency of ‘lay experts” (for example, the
victims of crimes committed by the mentally ill) significantly to
influence public debate and policy testifies.

Under these circumstances, rational calculation, especially of risk to
health, becomes an almost obsessive preoccupation, or so it seems to
those who detect a major shift in the logic of modernity throughout
such developments. The change in emphasis, from the examination
and specification of disease in terms of pathology, to the widespread
calculation of risks to health among ‘normal” populations, signifies a
broadening of medicine’s remit beyond its original ‘objectifying’
tendency to a new ‘postmodern’ set of processes. These transform
modernity’s reliance on expertise and the ‘docile” body into a more
fragmented and less authoritative scientific voice on the one hand,
and a more active and sometimes resistant stance of the lay person on
the other. The more the lay person is enjoined to be active in
calculating and acting on risk, the more a complicated form of
subjectivity comes to the fore. This crucial aspect of modernity/
postmodernity is the third process that needs to be examined further
here.

SUBJECTIFICATION

The link between rationalization and subjectification lies in the notion
of ‘reflexivity’. The idea that modernity has created an intense sense
of personal identity and selfhood has been widely discussed (Taylor
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1989, 1991; Giddens 1991). One of the motifs of such work concerns
the aforementioned question of authenticity. If, as Goffman
maintained, the self is a product of the ‘performance” we present in
everyday life, or if, as Foucault later argued, it is a construct produced
by different forms of ‘discourse’, how can an authentic sense of self or
identity be achieved? In performance or discursive acts we may
endlessly reflect on ourselves and the world around us, for example,
by considering the health risks of our behaviour or the impact of the
environment, but any self-knowledge so obtained will be like any
other—partial and always open to contestation by other constructs,
other definitions. A ‘contestable culture” results in which no form of
authoritative knowledge holds sway (Giddens 1991; Beck 1992).

The fear of the resulting meaninglessness in life, or, perhaps more
accurately, the anxiety produced by a surfeit of meanings, may be the
defining characteristic of our age (Taylor 1989:18). Reflexivity holds
out the promise of a surer grasp of the world around us and our place
within it, yet its operation vndermines its desired effects. We now feel
obliged to hold opinions on the way specific stressors, or even foods,
influence health, as well as on the environment or genetics. Indeed, a
reflexive approach to future health risks, through assimilating
information produced by screening techniques, including ‘predictive
genetic screening’, may dominate a great deal of everyday life in the
future (Davison 1996) despite the uncertainty that such information
might also produce. Indeed the anxiety about “probable futures’,
created by discourses on risk, may be greater than the ability of
people to act on the (often statistical) information provided.

Even more important, perhaps, is the idea that we are now
supposed to be in touch with our innermost feelings, ready to talk
about the truth of our collective and individual pasts, as well as about
our feelings in thehere and now. Self-identity needs to be
‘constructed’, balancing the demands of a consumer society, the
assimilation of technical information and an awareness of spiritual
needs. A consumerist-pluralist view of health (and health care) feeds
into and reflects the processes at work. Health and even longevity can
be enhanced, by choices of behaviour and health-promoting
‘products’, whether orthodox or heterodox. The construction of the
self as a form of ‘bricolage’, rather than the product of membership of
social collectivities, seems increasingly salient in this connection
(Davison 1996).!

Here, perhaps, we glimpse the defining characteristic of
postmodern-ity, in the age of the subjective. For Foucault, the
development of modern society involved not simply a shift from
sovereign power to disciplinary power (that is from the power of the
king or state to the surveillance of the school, factory, prison and
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hospital, or social survey), but also the emergence of “pastoral power’,
a caring view of the person’s subjective state. In Arney and Bergen’s
(1984) colourful phrase the ‘last great beast’ is ‘tamed” as subjectivity
comes under the scrutiny of an ever growing array of ‘caring
professions’. If subjectivity and the lay everyday world were excluded
and marginalized under the processes of objectification and
rationalization they are now brought centre stage as ‘those in the
helping professions and mass media occupations...supply a variety of
means of orientation and practical knowledge for everyday life’
(Featherstone 1992:163)

Even more important from the Foucauldian view is that
subjectification ushers in a new form of power and domination. The
clearest expression of this is in Foucault’s later work on sexuality. The
ability of lay people, today, to reflect more openly and speak more
freely about sex is often portrayed as a reaction to earlier ‘repressive’
regimes, that is, a move in the direction of authenticity. Yet sexuality
has been brought under the scrutiny of an array of scientists and
professionals, from nineteenth-century sexologists and psychiatrists
to today’s counsellors and television ‘experts’. Relays between
‘technologies of the self’ in which people are now obliged to speak the
truth about themselves, and earlier forms of discipline and
surveillance produce ‘complex structures of domination” (Dreyfus and
Rabinow 1982:175). Far from openness and reflexivity loosening the
bonds of repressive power they now combine to produce ‘regimes of
truth’ that are ever more pervasive. Far from being passive, the subject
must now speak.

Such processes may be observable in health and medicine more
generally, aside from the example of ‘bio-power” and sexuality. One
of the most obvious examples in the British context can be found in
debates about medical general practice. In the immediate period
following the setting up of the National Health Service doctors in
general practice frequently complained of low morale. As doctors
trained to deal with disease, their everyday work appeared mundane.
By the early 1980s many still complained of patients bringing them
‘trivial complaints” and of low status, an issue that still reverberates,
from time to time, in the late 1990s (Cartwright and Anderson 1981).

However, as Armstrong (1979) has pointed out, it would be a
mistake to see this picture as entirely one of passive patients and
disease-oriented (‘objectifying’) medicine. For, throughout the 1950s
and 1960s a different form of discourse on disease, illness and
medicine could also be found in British medical general practice.
Through the work of the psychoanalyst Michael Balint and others,
doctors were encouraged to adopt what Armstrong calls
‘biographical medicine” in their approach to patients. This entailed
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two interlinked processes which touch on the issue of subjectivity.
The first of these is that doctors were enjoined to see their patients as
more than just the carriers or harbingers of disease. Balint suggested
that doctors should attend to the emotional and psychological worlds
that the patient might inhabit, and which, indeed, might be the reason
for consultation in the first place. Many of the ‘trivial’ conditions
presented by patients might be a ‘somatic” cover for more deep-seated
needs, which, it was argued, the general practitioner was in a good
position to recognize. Listening to patients was as important as
pronouncing on what was wrong with them.

Second, doctors were also encouraged to examine their own
subjectivity. Rather than seeing themselves as superior and distant
from their patients, they too, if reflective, would be able to identify
their own needs and feelings more clearly. This would not only help
in exploring sources of dissatisfaction and frustration, but also in
gaining a greater insight into the healing process. By recognizing that
illness and the doctorpatient relationship involved a series of ‘offers
and responses’ between the parties, rather than the uncovering of an
objective reality by the doctor acting as a scientific expert, a more
complete view of illness could be produced. In so doing the doctor
would also be able to recognize his or her ‘apostolic function” and to
see that interactions in the clinic often involved the ‘doctor as drug’,
as much as the tablets being prescribed from the pharmacy (for a
recent discussion of the ‘Balint legacy’, see E.Balint et al. 1996).

In this scenario health and medicine could be put on a new footing
by reintroducing the ‘heterogeneity” of everyday life and the emotions
into a relationship that had become spoiled by unrealistic
expectations of objectivity and science on the part of both doctor and
patient. However, for commentators such as Armstrong, this process
involves the production of an even more pervasive set of ‘discourses’
on subjectivity (Armstrong 1986:30). In an attempt to overcome the
charge that medicine was too narrowly based on a ‘reductionist’
pathological anatomy, a new kind of zeal is created to develop ‘radical
alternatives’ by elite members of the professional group in question,
in this case GPs. From a Foucauldian viewpoint, the adoption of the
patient’s view and of ‘holistic” perspectives, in ever more elaborate
professional discourses, far from ‘liberating” the patient threatens to
widen ‘medical hegemony” based on an ideology emphasizing an
‘individual ethic” (Armstrong 1986:33).

This shift from an “objectivist’ and ‘rationalist’ mode of thought to
one based on subjectivity can be found in several areas of modern
medicine outside of general practice. Another important example is
that of nursing. May (1992) has drawn attention to the way in which
nurse education and, it is presumed, nursing practice, has changed
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markedly in recent years. In the main, modern nursing has been based
on the objectification of the body, in the sense that everyday work has
focused on its maintenance, care, repair and hygiene. Informal or
‘heterogeneous’ elements, including the suffering of the patient,
subjective distress and the emotions, were left out of the picture. Like
the doctor, the nurse was either expected to ignore them as irrelevant
to the clinical task in hand (May 1992:591) or deal with them on an
‘informal’ basis.

Now, May argues, a second wave of nurse education, and of related
discursive practices in the profession more generally, is under way.
Patient-centred nursing now helps to create forms of ‘pastoral power’
in which the nurse, rather than asking the patient to report neutrally
on their bodily discomforts, wants to know how the ‘whole person’
feels. Patients are thus led through a form of ‘secondary socialization’
in which ‘emotional work” can become central to the nursing process.
Far from being marginalized or a source of ‘external” stress for the
nurse, the emotional and everyday ‘lifeworld” of the patient becomes
all-important. May states that: ‘Pastoral power, then, finds its
expression in a therapeutic gaze directed at the production of truth
about the subject’ (1992: 597). The power of the professional in this
latest phase is expressed not in domination and control ‘from above’'—
in the sense of the result of hierarchy—but in the immediate
interactional and discursive contact between individuals. Power under
conditions of postmodernity is not ‘seized” or ‘exercised’” but is
‘productive” and ‘constitutive” of social relationships. In this latest
phase signs of resistance to professional power are recycled by the
practitioner as a concern for the patient’s emotional and subjective well-
being.

For some who follow this argument, the reintroduction of
heterogeneity—emotions, subjectivity—into social life is to be
celebrated, as those aspects that were hidden from public view (or
were only the object of rational scientific enquiry) can now appear
from ‘behind the scenes’. The expressive revolution of the 1960s, to
use Martin’s telling phrase (B. Martin 1981) created conditions in
which voices, once silent, could now be heard. Today the effects of
child abuse, the ‘hidden” experience of women, the impact of racism or
the experience of emotional distress, pain and despair in illness or
death can all now appear in the light of day. Postmodernity reinforces
the tendency to ‘transform the cultural sphere” which has taken place
over the last thirty years (Featherstone 1992:159). In this way
heterogeneity offers up the politics of possibility. Postmodernity
means difference and contingency and the disorganized nature of
postmodern life means that objectification and rationalization
processes lose their ability to effect social control in all spheres.
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For others the process of ‘subjectification” is seen as a totalizing
move, from which the individual cannot escape. Authenticity is at best
an illusion, as all thoughts and feelings about self and identity are
pervasively influenced by discourse of one form or another. Any
attempt at resistance can be seen as avoidance or ‘denial” and new
forms of discourse can always encompass deviant cases. A more
pessimistic tone is struck by those who see any attempt to avoid
discursive and pastoral power being met with yet another attempt to
understand, care and control. When Tony Bulimore, the round-the-
world yachtsman was offered counselling following four days in a
capsized boat in the South Atlantic in January 1996, he was reported
as saying that he would rather go to the pub and have a beer. It was
widely suggested in the press that such an individual might not see
the need for a caring professional hand now, but in the future he most
certainly would. We are all, today or tomorrow, likely to be in need of
treatment or counselling.

POSTMODERNITY, HEALTH AND ILLNESS

These opposing strains in analysis—the emphasis on fragmentation,
difference and possibility, and the emphasis on increasing
organization and surveillance in daily life—act as two sides to the
coin of postmodernity. The more optimistic strain celebrates the
apparent end of modernity, or at least the glimpse of its final
transformation. In the field of health and illness ‘health’ itself
becomes deconstructed into a series of possibilities, termed in one
recent text ‘arche-health’—health in the making, so to speak (Fox 1993:
40-1). In this formulation ‘objectivist’, ‘rationalist’ or even
‘subjectivist” views of health as ‘the absence of illness’ or ‘total
physical and mental well-being’ are eschewed in favour of a
postmodern view which sees ‘health” only as a possibility, located in
‘flows of desire” and as ‘the play of pure difference’ (Fox 1993:41, italics
in original). No form of ‘essentialist arche-health’ is offered, only the
heady prospect of “possibilities of a politics of arche-health through the
deconstruction of [modernist] discourses on health and illness’ (1993:
41, italics in the original).

But in such an approach the more pessimistic note of
postmodernity is sounded at the same time. Postmodernity seems to
mean a never-ending relay between knowledge and power; every
development in vnderstand-ing is either an illusion, the false belief
that the emperor really is wearing clothes (Bury 1986), or another
move to survey and control. To suggest anything more definite or
progressive is to slip back into modernity’s old ways, namely to
appeal to objective/rational, even subjective, views of health, and the
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role of medicine, with all their ‘essentialist’ or ‘foundationalist’
overtones. And this is to be avoided at all costs. Indeed, as all forms
of ‘modernist” discourse produce an illusion of an ‘essential” reality,
postmodernist analysis finds itself pointing only to possibilities. As
Lupton puts it, in the context of feminist approaches to women’s
health:

Poststructuralist feminist scholars now claim that women’s
experiences of the body cannot be separated from the discourses
and practices which constitute them, that there is no ‘authentic’
body waiting to be released from the bounds of medicine.
(Lupton 1994:160)

The move from modernity to postmodernity cannot easily be seen in
terms which suggest progress, improvement or greater authenticity.
Under such circumstances, critique can offer no more than critique
itself and, in the fields of health and medicine, the existing values of
public health and medical sociology themselves become the focus of
deconstruction. Insofar as there is a project to be pursued, it can only
be advanced by undermining and contesting ‘accepted
understandings about public health and health promotional practices’
(Lupton 1995: 14). To do more would be to repeat, in never-ending
moves, the mistakes of modernist thought—the desire to know,
organize and control. This would include a view of sociology as a
‘privileged discourse’ (Bauman 1992: xxv) untenable in a postmodern
society. As elsewherein postmodernist writings, the legacy of
modernity is taken to be, on balance, negative and a failure—at the
least, it is taken to have run its course.

In a wider context, Baudrillard (1994) has argued that the tendency
to repetition is the key to a pessimistic non-conclusion for modern
society. It is not that modern history has come to an end, but that
under conditions of postmodernity the events of the twentieth century
become effaced as endless ‘balance sheets’ are drawn up. The
‘realities” of the twentieth century—the violence and the failures
(including those of science and medicine) are lost in the ‘hurry to
cover up the worst before the bankrupt proceedings start (everyone is
secretly afraid of the terrifying balance sheet we are going to present
in the year 2000)" (Baudrillard 1994:12). Ironically or not, however,
postmodernist writings appear to add to the process identified by
Baudrillard. By emphasizing the central role of discourse, other
aspects of the actual legacy of modernity are left unevaluated. The
attempts to tackle disease and illness and to pursue health as a valued
goal, for example, take second place to the examination of texts,
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through which such efforts have variously been expressed, and
through which ‘realist” accounts have been socially constructed.

How, then, can the arguments about postmodernity themselves be
assessed, given the existence of ‘moves within moves’ that seem to
enclose any evaluative attempt? Perhaps the answer lies in accepting
Baudrillard’s (strongly moral yet ironic) invitation to regard ‘events’
as having a reality which ‘exceeds meaning and interpretation’
(Baudrillard 1994:12), if we take this to mean experience rooted in
people’s lives, rather than that seen in academic or professional
debate, or in media representations. As stated, paradoxically
postmodernity often appears to leave us with nothing more than the
examination of discursive practices and texts. To this we might
counterpose the lived realities, for example of health, disease and
illness, as they have unfolded throughout the modern period. To
rescue these from effacement in postmodernist writings (or in
postmodern society) may not provide us with an unproblematic
‘authentic’ body, or a true account of the past, but it might allow for
at least a minimal guide across what is becoming an all too hazardous
terrain.

The problem is, of course, that any attempt to evoke the ‘realities” of
‘lived experience” exposes the analysis to the charge of avoidance.
Surely, the answer will come, any evidence about such matters is
bound to be no more or less than a product of objectifying,
rationalizing or subjectifying discourses. There can be no access to
‘reality’ except through discourse, and because of this discourse is all
we can apprehend. To argue otherwise is to ‘privilege lived
experience’, or assert an ‘essentialist’ view of health, both of which are
fatally flawed. But if assumptions are to be ‘undermined and
contested’, those of postmodernity and health can also come into the
frame. Through this tactic it may be possible to glimpse some of the
social dynamics related to health, underlying the arguments. By
‘deconstructing the deconstructions” the reconstruction of lived
experience might emerge. Perhaps even a sociology of health and
illness might come back into view. Three aspects of the argument will
be examined briefly in this concluding move: questions concerning
agency, knowledge and power.

Agency

One of the main difficulties with arguments about postmodernity is
the sense that human agency has disappeared. The processes at work,
for example the development of a strong cultural emphasis on
subjectivity, appear to have occurred without conscious intention or
deliberate human action. Echoing Marxist and structuralist thought
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before it, postmodernist writing often displays a ‘functionalism’
which suggests that social action is ‘constitutive” of hidden structures
of power. Thus Foucault argues that a sense of freedom from sexual
‘repression’ might seem to be liberating today, but such a
development is only to be understood as a ‘regime of power-
knowledge-pleasure that sustains the discourse on human sexuality in
our part of the world” (Foucault 1981: 11). In other words, a subjective
sense of freedom, improvement or positive change (e.g. speaking
about that which was once forbidden) cannot be accorded value as an
active human achievement in its own right. The only approach to be
adopted is to see such processes as a function of new and merely
different forms of discourse.

Yet there are other approaches which challenge such assumptions.
For example, though modern medicine first objectifies disease in bio-
medical science, and is then supplemented by health promotion, with
its emphasis on subjective assessments and informed choices about
risk and lifestyle, voices can be heard which do not passively
reproduce or extend these discourses. There is a range of available
reports which suggest a more critical and active appraisal in everyday
life. A lack of consideration of these reports in postmodernist writings
leads to an overstatement of the relays between power and
knowledge, and a neglect of agency and resistance.

To take just one example, Davison’s work (Davison et al. 1991,
1992) on ‘lay epidemiology” and heart disease in South Wales shows
how official “discourses” on health and lifestyle are actively assimilated
and judged in everyday settings. Davison suggests that lay people
compare what they hear with what they know of illness from their
personal and collective experience in specific communities. Official
discourses do not hold sway sui generis as a ‘regime of power/
knowledge’. In the case of heart disease, lay people have a definite
sense of who is likely to be a ‘candidate” for a heart attack and
compare what experts say against a stock of knowledge gained from
several sources, and from ‘sedimented experience’” produced within
particular cultures.

Even more to the point, the rapid expansion of discursive practices
in matters such as health opens up questions which lay ideas actively
address. Again, in the case of heart disease, lay people are quick to see
that notions of statistical risk, which are at the centre of health
promotion activity, are open to serious doubt. Lay experience
suggests that exposure to risk does not always lead to illness and that
the avoidance of risk does not always result in maintaining health.
Lay people are just as likely to question as to accept the logic and
evidence in discourses on health. Active responses shape the impact of
expertise in everyday settings.
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Interpretive research which has reported on lay ideas in this way
suggests that ‘medical dominance” in the period of ‘objectifying’
science, or ‘subjectivity’ under more recent postmodern conditions,
are less pervasive than they appear (Williams and Calman 1996). As
May has also suggested, again in the context of discourses on modern
nursing, ‘it should not be assumed that the practices through which
subjectification is undertaken render the patient powerless. In fact the
opposite may be true’ (May 1992:599). By engaging lay people at the
subjective level an active response is as likely as a passive one. If the
lay person or patient is asked if he or she would like to speak ‘the
truth” about themselves the answer may well be ‘No” (1992:600).

Knowledge

As indicated, the emphasis on difference and possibility in
postmodernist writings, especially those on health, takes much of its
intellectual legitimacy from the work of Foucault. In The Birth of the
Clinic the essentials of his view of knowledge are made clear.
Knowledge of the body and of disease are the products of a specific
configuration of the patient and doctor, partly through the
‘reorganization of the hospital” (Foucault 1976:196). Foucault states:

This structure, in which space, language and death are
articulatedwhat is known, in fact, as the anatomo-clinical method
—constitutes the historical condition of a medicine that is given
and accepted as positive.

(1976:196)

In other words, the way modern medical scientists and doctors have
displayed the realities of disease, and the ways in which lay people
have come to accept them, are the product of specific historical
conditions. It follows, according to Foucault, that the modern medical
construction of the ‘order of the solid, visible body’, is ‘only one way—
and in all likelihood neither the first, not the most fundamental way in
which one spatialises disease. There have been and will be other
distributions of disease’ (Foucault 1976:3). Modern medicine’s
‘positive knowledge’ about disease is merely the product of the
power which the medical profession has to determine what is, and
what is not, “true’ about disease.

Suggestive though such an argument is, two points of
‘deconstruction’ reveal major difficulties with it. The first is concerned
with the view that knowledge is entirely bound by cultures and
histories. To argue that modern (medical) science is only one way of
looking at the world, or the reality of disease, runs the risk of
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seriously underestimating the transformations that have been
brought about by these perceptions and related actions (illustrative of
the organizational and technical thrust of modernity as a whole). The
ability of modern medicine effectively to prevent, treat and cure
major diseases, especially since 1945, places it in an entirely different
league to ‘other perceptions’ (past, present or in the foreseeable
postmodern future), however mixed the record of modern medical
practice is. Numerous examples could be cited. The eradication of
smallpox, the ability of modern surgery successfully to replace
damaged hip joints and the reduction of severity of symptoms in
diabetes, renal failure, heart disease and many other conditions show
that, contrary to Foucault, modern medical science is the most
fundamental and far-reaching form of knowledge ever to have been
produced with respect to the human body. Medicine’s limitations,
serious errors and flaws, leading to deleterious side effects, harm and
iatrogenic illness, testify equally dramatically to the same point.

To argue that such knowledge is merely one interest-laden way of
looking at the world, seems entirely to misunderstand the nature and
continuing effects of modern knowledge production. With the rapid
development in recent years of fields such as surgery, drug
therapies, immunology, imaging techniques and genetics, there also
seems little sign of this being dramatically set aside by alternative
approaches. More likely is a pluralistic setting in which modern
medical science will continue to occupy a powerful position, though
displaced from having sole authority over all matters to do with
health. Health promotion, alternative medicine and ‘discursive
practices” such as counselling will continue to grow, but modern
medicine will still remain a major source of knowledge and action.

The second point that needs to be made about the Foucauldian and
postmodernist approaches to knowledge concerns method. Much
postmodernist writing sees knowledge, both lay and professional, as
the result of methods that derive from particular cultures.
Anthropological writings appear to reinforce the view that Western
‘positivistic’ (objective/rational) methods are just that—Western—
involving such matters as a split between mind and body not found
elsewhere, and, by implication, not applicable elsewhere.

However, the relativism implied by this approach—that all cultures
are equally valid, and Western values and knowledge cannot
therefore be “privileged’—also misses the crucial point that Western
scientific methods, rightly or wrongly, have largely displaced
alternative approaches. As Gellner puts it: “The world we live in is
defined, above all, by the existence of a unique, unstable and powerful
system of knowledge of nature, and its corrosive, unharmonious
relationship to other clusters of ideas” (Gellner 1992:60).
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The scientific method becomes ‘autonomous’ in the sense that it
becomes ‘disembedded” from local cultures, and becomes applicable
to problems in any culture. There are, of course, limits and problems
with this argument, but today many important forms of disease
(especially those causing physical illness) can be tackled in similar
ways anywhere in the world, taking into account local circumstances
and perceptions. At least, the possibility of doing so arises from the
detachment of scientific methods from the specific interests of the
cultural groups in which they were first formed, and to which they
are now applied. Doctors in Caracas, Cairo or Cologne can read a
chest X-ray or the results of blood tests in the same way, and routinely
do, faxing the results to their international colleagues. Again,
postmodernist ideas of knowledge and method which relativize
(medical) science as being no more or less important than any other
form of knowledge fail to address the importance of “publicly
available methods’ of investigation and their massive effects, which
modern science has brought to the fore. Indeed, it is something of an
irony that postmodernity fails to see that the force of its case is
fashioned by exactly the same methods (persuasive argument, logic,
coherence, even empirical evidence) that it seeks to relativize.

Power

The third and last area that needs to be addressed in postmodernist
arguments concerns the question of power. As I hope has been made
clear in the foregoing, the development of ‘objectification’,
‘rationalization” and ‘subjectification” suggests transformations in the
way power is ‘realized” and experienced. Most important is the
suggestion that power has become ‘lighter’ in form, shifting from
‘sovereign’ to ‘disciplinary’, and then to ‘pastoral’ forms of
surveillance. Welfare, including medicine and health care, is central to
these processes, exercising power by ‘ordering bodies’ and by
generating pervasive forms of discourse that shape subjective
perceptions and experience. In postmodernist perspectives, therefore,
language takes on an all-important role in understanding power. The
role of expert discourse is paramount, as those who have the power to
pronounce and speak are able to shape public perceptions and private
sensibilities.

Yet here, too, there are serious objections to be made. To return to
Gellner’s critique of postmodernism for a moment. While Gellner
accepts that language and ‘discursive practices’ play an important
role in social control in society he raises the following counter-
critique:
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Indisputably, it is the case that concepts do constrain. Concepts,
the available range of ideas, all that is suggested by a given
language, and all that is expressible in it are part of the
machinery of social control in any society. What is not obvious is
just how important a part conceptual constraint plays, when
compared to political and economic pressure.... If we live in a
world of meanings, and meanings exhaust the world, where is
there any room for coercion, through the whip, gun or hunger?
The cosy world of the scholar is allowed to stand for the harsh
world outside.

(Gellner 1992:63)

In the field of medical sociology, empirical research has continually
provided evidence of the way social and material circumstances
influence the pattern of health and illness, apart from the undoubted
influence of medical concepts and knowledge. The popular notion that
‘knowledge is power’ is often taken to mean the reverse: that under
postmodern conditions power is little more than knowledge and
‘truth claims’. However, the idea that we live in a period of “post-
scarcity values” (Featherstone and Hepworth 1991:375) where such
discursive processes hold sway, flies in the face of the continuing
effects of economic deprivation in contemporary societies—as
reflected in the continuing debates about income differentials and
social status and their impact on health, even where absolute poverty
is less evident (e.g. Blane et al. 1996, Wilkinson 1996). Unless such
sources of power are recognized postmodern ideas threaten to
become little more than a gloss on the continuing trend of widening
social inequalities.

Although those following Foucault have spoken of ‘resistance’, and
though some of the strategies employed in resistance to surveillance
have been documented in the health field (e.g. Bloor and McIntosh
1990) the postmodernist view of power remains unsatisfactory. As
Taylor has pointed out, the sources and character of power in such
arguments remain obscure, and this reflects difficulties with the
notion of agency in postmodern writings discussed above. Under
conditions of postmodernity no one (individual, group or class) seems
responsible for anything, as power can be neither seized nor
overthrown, as it is inseparable from ‘regimes of truth’. As Taylor has
pointed out, in this formulation ‘power no longer appears, it is
hidden, but the lives of all the subjects are now under scrutiny” (Taylor
1986:74) and ‘we cannot raise the banner of truth against our own
regime’ (1986:94). Truth (or freedom or justice) cannot act as a check
on power (for example, the potential power of doctors over patients)
because each such claim can only be seen as an expression of social
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interests and social position. But, as Taylor concludes, what is the
point of this exposition if it is not to point to a truth which will help to
free us from the illusions we create for ourselves (1986:99) as well as
the effects of social determination? Foucauldian and postmodernist
writings finally leave us with a view of power and resistance which
suggests that there might be social progress, but which cannot grasp
it firmly.

CONCLUDING REMARKS

In this chapter arguments concerning the transformation of modernity
into postmodernity have been examined, particularly as they relate to
illness, health and medicine. In this context the main processes held to
be at work in this transformation, ‘objectification’, ‘rationalization’
and ‘subjectification” appear to underpin a shift from medical
scientific concerns with disease to more subjective concerns with
health. In parallel, the power of medicine in the modern era is now
seen to be giving way to more pluralistic structures, in which voices
once unheard now emerge as new sources of influence. For example,
the health of women or the disabled, once regarded as the ‘object” of
rationalizing medical power, are now being reconstructed by voices
‘from below’, in the shape of the women’s and disability movements.
A recognition of the importance of ethnic differences in health
experience also comes to the fore (Kelleher and Hillier 1996). Health
promotion, consumerism and alternative medicine, together with a
diminution of the power of the medical profession, are held to add a
powerful impetus to the processes at work. In this way,
‘heterogeneity’ re-enters everyday life and displaces forms of
professional and expert discourse from their dominant position.
Difference rather than ‘abnormality’, and pluralism rather than
unrivalled professional power, now define postmodernity as it unfolds
on a global scale.

While these ideas point to important elements of change in
contemporary societies, and the need to incorporate them in medical
sociology (Bury 1997), the chapter has raised serious doubts
concerning the arrival of postmodern society. It has been argued that
by exposing postmodernist ideas to a series of critical questions, the
realities of modern experience reappear relatively intact. In the context
of health and medicine this means that while health and health
promotion are undoubtedly important cultural motifs today (linked to
the rise of ‘lifestyle” modalities), the medical treatment of disease and
illness has by no means been effaced. Medical science and medical
practice remain central to the lives of lay people in contemporary
society, as do many other features of modernity, and have gained new
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impulses from powerful developments in scientific knowledge and
therapeutics, whether for good or ill. These influences continue to
exist alongside widespread and possibly growing doubt and
scepticism among lay people in different cultural segments. To this
extent the notion of postmodernity points to important elements of
change in late modern cultures, but it finally fails to encompass the
range of organizational and experiential elements that go to make up
contemporary experience. A critical and engaged sociology of
medicine needs to recognize the changes under way, but this does not
mean the wholesale abandonment of its substantive and
methodological legacy.

NOTE

1 At the time of writing, the death of Diana, Princess of Wales, has brought
forth a plethora of comments about self-identity and contemporary
experience. For example, the political scientist John Gray has argued that
Britain is now:

a country [which] has accepted the challenge of modern times, which
is theopportunity to invent one’s life for oneself.... In mourning the
Princess of Wales, the country honours the memory of someone whom
circumstancesforced to author her own life and went on to claim that
freedom for others.

(Guardian 3 September 1997)
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Chapter 2
The promise of postmodernism for the
sociology of health and medicine
Nicholas Fox

Promises are gifts. And when promises come to fruition (which all
promises do, or they are not promises but empty words) it is doubly
sweet because—despite the waiting and the anticipation—we have
known all along, we have trusted and been certain, that they would
be fulfilled. The trip to the zoo, the first night of married passion, the
Promised Land of the Israelites, feel so good when finally happening,
because they were presaged in the promise. Moses would not have
been so willing to wander for years in the desert (and the before he
arrived) were the Promised Land to have been the Land that Could Be
Yours One Day or the Land I Might Give You if You're Good. The
Promised Land was already a gift, which could not be taken away: the
Israelites could trust God not to renege, they were empowered,
knowing that his love was unconditional, that however badly they
behaved, one day the gift would be in their hands.

Promises thus stand in place of that which is promised: they are a
sign of what is to be given. English banknotes carry a promise from
the British government that, on demand, it will “pay the bearer the
sum of such-and-such’. In theory at least, we could exchange these
promissory notes for ‘real money’, although the latter would in turn be
a further signifier of the wealth of the nation which backs the
currency. Like the Promised Land, banknote promises are special
because of the trust, and the faith, which sustain them; they are built
on relationship, and without relationship they are meaningless (as is
witnessed when currencies collapse). This relationship of trust
empowers; it allows us to travel in time, to look forward (in both
senses) to a future fulfilment, and be confident of a continuity of
relationship. As the root of the word “promise’ reminds us, they ‘go
before” what is to come, they are the guarantor of what has already
been given, but is not yet here and now.

Promises are not coercive; their recipients can choose whether to
take up the promised gift or not. We can leave our banknotes under
the bed, to use when we wish. That is why promises are such special
gifts—they are gifts given without expectation of reciprocity. They
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offer a future, but do not force it down our throat, demanding we be
grateful. Promises free us, make new possibilities available, they are
the victory of life over death, a becoming-other in place of stagnation.
They are inscribed in letters of love.

THREE PROMISES

In this chapter I shall suggest some things which become possible as
the postmodern approach to the sociology of health and medicine
unfolds and develops. It is doubly appropriate to speak of the
promise of postmodernism, for the ethics and politics of this position
(at least as I shall explore them) are about ‘becoming’ rather than
being, about diversification and multiplicity, about relationship and
giving. Within this ethos, it is inappropriate to enter into rancorous
debate between ‘modernism and “postmodernism” as applied in social
theory; debates which substitute fear and misunderstanding for
exploration, dialogue and engagement. The promise of
postmodernism lies in its emphasis on openness, diversity and
freedom.

The first promise of postmodernism is the promise to open up the
discourses which fabricate our bodies and our health and illnesses.
The discourses of medicine and its collaborators in the modernist
human sciences seek to territorialize us as ‘organisms’—Bodies-with-
Organs (Deleuze and Guattari 1984), doomed to face the ministrations
of these disciplines—to ‘health’, ‘beauty”’ to a ‘full and active life’, to
patience in the face of the failure of senses and memory, to accept, to
be, never again to become other. Against these formulations, we are
now rediscovering that our embodiment is provisional. We are cyber-
bodies, already stretching the limits of our humanity, free to roam, to
make ourselves other. So I shall speak not of a health fabricated by the
Body-withOrgans, but of arche-health, a ‘health” which is much more
than ‘health’, which cannot be spoken because to speak it would
inscribe it, and of nomads, subjectivities resisting and refusing
discourse, not patients but impatients.

The disciplines of the self are so seductive: they permeate the way
we act, what we eat, how we regulate our behaviour, how and to
whom we make love (Foucault 1986). Even the care we offer each
other is territorialized, as the rationality of the modernist market place
encroaches even into the privatized spaces where emotion and love
are hidden away.

Relationships are based on reciprocity: caring about someone
becomes caring for someone (Gardner 1992). Care is transformed into
a vigil (Fox 1995a) through the activities of theorists (including social
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theorists) which has the power to territorialize those who care and
those who receive it, from cradle to grave.

The second promise of postmodernism is that—despite this
disciplining work of the academy and of practitioners of health and
care—it is possible to engage with those we encounter in those
environments in ways which are not disciplinary, and which indeed
challenge discipline. Such engagements are not about ‘empowering’,
because what is involved is not power at all, but love and the gift. It is
the antidote to academic or clinical hubris, a recognition that we
cannot disengage from the world and our lives through the
construction of a realm of the academic or the clinic—or that, if we do
try to disengage, the tragic irony of this will face each of us when we
are confronted by our mortality and our human-ness. This promise of
postmodernism is a hard one. It reminds us of the context of all our
energetic actions, that we are human and must the, and that those we
love will die and be gone one day too.

Yet our human-ness is not tragic, it is a reason to celebrate. The
ethics and politics of postmodernism are based in difference, in
acknowledging diversity, that the world and its inhabitants do not fit
into neat academic categories. So as we grieve for our finitude, we
delight in our human diversity. We are no longer theorists separated
from those we study, or practitioners distanced from our patients or
clients (relationships of the kind that Cixous [1986] called the Proper),
but participants, sharing and giving of ourselves.

The final promise of postmodernism is that we can start this right
away, and that it is for all of us: social theorist, practitioner, parent,
lover. It is that it is possible to engage with others in ways which will
open up possibilities, not close down the way people think or behave.
We can give of ourselves without seeking reciprocity (indeed, we give
in this way all the time and never know it). That we can love and
care, not wanting that the other be like something, but that the other is
Other. That we can be nomadologists (Deleuze and Guattari 1986),
creating new spaces to inhabit whatever we do, with whomever we
engage.

THE DETECTIVE AND THE NOMAD

The post-Enlightenment or modern period celebrates rationality.
Foucault (1970) identified this period with the development of the
modern scientific disciplines of labour, life and language
(economics, biology and philology) and the human ‘sciences” which
built on them (sociology, psychology and the study of literature and
myth). Modernity and modernism are thought of as coinciding with
philosophical commitments to truth, rationalism and rationalization;
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with progress: the belief that scientific analysis is the means by which
the world will come to be known; and with humanism: the centring of
the human subject as the wellspring of knowledge and good.

The ethos of modernism is typified in the consulting detective
Sherlock Holmes, complete with fawning public in the shape of
Watson, always ready to be astounded by the latest discovery. The
figure of the postmodern is not Western at all, it is far from that
Victorian rationalist with his comfortable consulting rooms and
servant/surrogate mummy, Mrs Hudson. It is the nomad.

The nomad does not put down roots, or manipulate her
environment to suit her needs and wishes. She does not seek control,
she takes what is on offer, assimilates it, and moves on. She is at war
with the forces which would territorialize her, the rationalism which
values the stable, the static and the instrumentalism of matching
actions to goals (Deleuze and Guattari 1986). Civilization, norms,
taste, social distinctions mean nothing to her: she is at one with her
environment, yet never part of it. She is a warrior without a strategy
(Deleuze and Guattari 1986; Plant 1993).

The association of postmodernism, whether sceptical or affirmative
(Rosenau 1992), with fragmentation, multivocality, radical doubt over
metanarratives, epistemological relativism and anti-essentialism
generate this nomad. The nomadism of postmodernism can be
derived variously from the work of Foucault, Lyotard, Deleuze and
Guattari, Cixous and others. For the sake of brevity, I shall simply
draw on two elements of the work of Jacques Derrida. The first
concerns Derrida’s (1976, 1978) analysis of différance: the fundamental
undecidability which resides in language and its continual deferral of
meaning, the slippage of meaning which occurs as soon as one tries to
pin a concept down. Différance is unavoidable once one enters into a
language or other symbolic mode of representation, in which
signifiers can refer not to referents (the ‘underlying reality’), but only
to other signifiers. While trying to represent the real, one finds that
the meaning which one is trying to communicate slips from one’s
grasp. We are left not with the reality, but with an approximation
which, however much we try to make it ‘more real’, is always already
deferred and irrecoverable.

Derrida argued that the recognition of différance forces us to
abandon any essentialism or foundationalism in our search for the real,
to see instead the movements of difference which constitute the world.
This subversion of essentialism leads to Derrida’s critique of
logocentrism. Logocentrism concerns the claim to be able to achieve the
logos, an unmediated, knowledge of the world: such claims have
informed philosophy since Socrates (Derrida 1976), and are
continually replicated in the variety of discourses which have sought
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to explain the world, be they philosophical, religious or scientific. A
claim to this unmediated knowledge is an indicator of authenticity, of
reality, of being able to ‘speak the truth’. In scientific discourse,
logocentrism inheres in the claim that scientific method makes reality
accessible, without the intervention of any mediating process which
might distort our perception. Natural science fought against a rival
theological logocentrism, a struggle which continues in the debates
between science and fundamentalist religions today. With the
Enlightenment, humans became an object of study in the empirical
sciences of economics, biology and linguistics, and in the human and
social sciences (Foucault 1970; Hamilton 1992). To put it another way,
since then, empirical and human sciences have been able to legitimate
(though not incontestably) their particular claims to presence.

The critique of logocentrism opens up a new focus for a
postmodern social theory; precisely an interest in how claims to
presence are constituted in discourse. It rejects the possibility of a
transparent mediation of knowledge of the world by the human
observer. Applied to a social theory of ‘health’, the postmodern
position asks some questions which focus upon the creation of
knowledgeability about illness and health. How do discourses on
health and illness, be they medical, lay or sociological, claim
authenticity, how do they claim authority, and how is it that we are
willing to accept their ‘knowledge” of the character of health and
illness?

Foucault’s dramatic illustration of the contested character of the
human body in the opening pages of The Birth of the Clinic (1976: ix-
xii) describes the great changes between the eighteenth and
nineteenth centuries in how those who explored the interior of the
body saw. Something which at one point in history was made visible
by power/ knowledge in one way, would appear quite differently
under a different regime of knowledge, even when the observers
claimed a continuity of discipline (in this case, anatomy). New
disciplines within medical science, physiology, embryology,
immunology, have since vied to fabricate the body authentically, to
speak the truth about it. More recently, psychology and sociology have
had an impact, with some of their concepts incorporated in medical
discourse, as a biopsychosocial model of medicine transforms the
early bio-medical body (Armstrong 1987). Medical sociology and
health psychology both oppose and collaborate with medical
discourses on health and illness, while concepts such as the “sick role’
and ‘stigma’ have entered into lay discourse, so powerful are their
claims to speak the truth of the body.

So there is no ‘truth” out there concerning the way the body really
is. We may have sense-data from that materiality, but to consciously
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perceive requires the activation of meaning, and this is possible only
through language. Similarly, every datum from the internal world of
sensation and pain is refracted through the lens of language as we
process it into ‘experience’ of ourselves and our bodies. Such
experiences come to have a life of their own, and logocentric claims as
to their authenticity lead us to accept or refuse to accept their facticity.
For Cupitt, the next step (the ‘anti-realist” move) is to acknowledge
that the world-inlanguage is the only world we inhabit, that it is not a
mirror or duplicate, but the only world we have (1994:47). It is the
world within which we live out our lives, love, grieve, suffer and die,
and it is enough.

In this way, postmodernism challenges the facticity of the human
body as constituted in biology or in modern social theory. In place of
the biological ‘organism” or Body-with-Organs, we have a body which
may be inscribed by such discourse, a philosophical surface which
Deleuze and Guattari (to emphasize its non-biological status) call the
‘Body-without-Organs  (henceforth BwO). Foucault’s various
genealogies of power, knowledge and the disciplining of the body
(1976, 1979, 1984, 1986) describe the inscription of this body by
discourse, including those on health and illness. While this is not a
physical inscription on the surface of a physical body, it is fair to
speak of this inscription as material, in the sense that it may be ‘read’
on to a body, and to have material effects upon it. The BwO is a
bodily, affective subjectivity, fabricated in ‘the complex interplay of
highly constructed social and symbolic forces...the body is a play of
forces, a surface of intensities...” (Braidotti 1993:44).

To give an example of this inscription of subjectivity: a reaction to a
diagnosis of chronic illness may be a sense of great loss (Kleinman
1988). The diagnosis (which is a discourse couched in the language of
biomedicine) inscribes the body, cutting across patternings of
subjectivity which have previously constituted the person’s sense-of-
self. Now she responds with grief and sadness, fabricating cognitions,
emotions and patterns of behaviour to inform and pad out this new
subjectivity. Her sadness may be read (and mis-read) by others in
demeanour and in interaction, reinforcing or refining the subject. The
subject adopts new bodily strategies (self-care, risk reduction or
perhaps abandonment), through which she in turn is reconstituted
and re-read.

It is in such explorations that we find the first promise of
postmodern ism, to open up new possibilities for how we understand
bodies, health and illness. Nomadology questions the valorization of
‘health’, offering the possibility for the radically different conception
of human potential which I call ‘arche-health” (Fox 1993). Outside
medical discourses, health is rarely now defined simply as an absence



THE PROMISE OF POSTMODERNISM 35

of illness. The World Health Organization (WHO 1985) speaks of
health as a state of ‘complete physical, mental and social well-being’,
while Wright (1982) suggests an anthropological phenomenology of
‘what it is to function as a human’ with illness defined as
circumstances of a failure to function which continues to be seen as
human, and Canguilhem (1989) sees health and illness as positive and
negative biological values. Illness is a ‘notion of increasing
dependency’ for de Swaan (1990:220), and Sedgewick identified
illnesses as socially constructed definitions of natural circumstances
which precipitate death or a failure to function according to certain
values (1982:30).

All these definitions (be they medical or sociological) have a politics
associated with them, all try to persuade us to a particular perspective
on the person who is healthy or ill, and are implicated in the
inscription of the BwO. In other words, they are discursive, and are
part of the modernist enterprise of mastery, in which a responsibility to
act replaces any concern with the justice of the action (Bauman 1989).

The postmodern promise is the substitution of this responsibility to
act with a responsibility to otherness. The need for such an ethics is
highlighted in the work of Oliver Sacks (1991, 1995), who has
documented the refusals and rejections of medicalizing definitions of
health and illness among his patients. An artist who lost his colour
sight refused a chance to restore it, having developed a way of seeing
and creating in monochrome. The ‘awakening” of people treated with
L-Dopa for their Parkinsonism was, in some cases, a shattering
experience. How many people are persuaded into ‘cures” which cut
across their subjectivity, inscribing a new medical identity—with no
acknowledgement of their ‘right’ to otherness?

Arche-health is a becoming, a de-territorializing of the BwO, a
resistance to discourse, a generosity towards otherness, a nomadic
subjectivity. It is not intended to suggest a natural, essential or in any
way prior kind of health, upon which the other healths are
superimposed and it is not supposed to be a rival concept. Indeed the
reason for using this rather strange term is its homage to Derrida’s
notion of arche-writing, which is not writing but that which supplied
the possibility of writing, that is, the system of difference upon which
language is based: différance -that which differs and is deferred.
Similarly, arche-health:

1 is the becoming of the organism which made it possible for the first
time to speak of health or illness;

2is present, in the sense that a trace of it is carried, in every
discourse on health, however and with whatever logos that
discourse has constituted itself;
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3 can never become the object of scientific investigation, without
falling back into discourse on health/illness. It is not the outcome
of deconstruction of these discourses, it is deconstruction:
difference and becoming;

4 is multiple in its effects. As difference, it is meaningless to speak
of its unity or its division.

Every BwO has an arche-health, which is its becoming other. Whereas
health and illness territorialize the BwO by their discourses, arche-
health is the refusal and resistance to this discourse. Your, or my, arche-
health may be more or less developed, depending on how
territorialized our subjectivities are by the discourses of medicine and
the social sciences. It is the path towards the BwO, one which is a life-
long journey:

You never reach the Body-without-Organs, you can’t reach it,
you are forever attaining it, it is a limit.... But you're already on
it, scurrying like a vermin, groping like a blind person, or
running like a lunatic: desert travels and nomad of the steppes.
On it we sleep, live our waking lives, fight—fight and are fought
—seek our place, experience untold happiness and fabulous
defeats: on it we penetrate and are penetrated: on it we love.
(Deleuze and Guattari 1988:150)

The ethics and politics of arche-health is deconstructive, reminding us
to ask hard questions of the modernist disciplines which inscribe us
into subjectivity through their conceptions of, and preoccupations
with, ‘health” and ‘illness’.

THE GIFT AND THE PROPER

Imagine on one hand the people in our lives who say: ‘be this...do
this for me...I want you to be like this’. Their discourses reflect their
desire (which is a lack or a wish) for you to be like them, to take on an
identity which supports their own sense of self. Such talk territorializes
the BwO, patterning it with a subjectivity which creates it in the
image of that lack or wish.

On the other hand there is the person who says: ‘here’s some space
for you...go for it...get on with it...I trust and have confidence in
you ...take my generosity of spirit’. This kind of engagement is a gift
which enables, opens up new possibilities, allows the BwO to
differentiate, to de-territorialize for a moment, to establish a nomad
subjectivity, to resist.
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Which kind of person are you? If you are an academic or a member
of the practical professions concerned with health and care, it is likely
that—like it or not—you are the first kind, although educators and
professionals who are ‘facilitative” in their practice may have broken
with such disciplinary approaches. Modernism’s will to mastery is
Sherlock Holmes at work again, always categorizing, diagnosing,
analysing, testing hypotheses, developing theory. Consequently it is
very hard to de-territorialize our BwOs from the discourses which
have grown up in medicine, nursing and the social sciences. We need
all the help we can get.

I suggested earlier, following White (1991), that the ethics and
politics of postmodernism replaces the commitment to mastery and
action with a commitment to otherness and difference. In writing of a
gift, this term is used advisedly, recalling my remarks concerning
promises, and drawing on the writing of the feminist post-
structuralist Cixous. She opposes Gift relationships to what she sees
as the masculine realm of the Proper (property, possession, propriety),
of possessive desire based in a wish and a lack, identity and
dominance (Cixous 1986; Moi 1985). If we are concerned with an
ethical engagement with other people—be they lovers, children,
clients, students or colleagues, then the characteristics of such Gift
relationships would seem particularly appropriate as the basis for our
relationships. Gifts are concerned with, for instance, such values as:

generosity
trust
confidence
love
commitment
delight
allegiance
esteem
admiration
curiosity

Each of these values can easily elide into possessive relations: trust
becomes dependency, esteem becomes reverence, generosity becomes
patronage, curiosity becomes the gaze. And how few of these words
are part of the discourse of professional care! How many suggest
relations which could be seen as unprofessional and inappropriate to
the highly theorized and formalized worlds of the academy and care
settings of the modern world. Indeed, the exclusion of such relations
and the constitution of such impersonal realms may supply the means
whereby disciplines or professions can establish themselves, Thus,
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Dunlop (1986) has argued, the Western health care system provided
the opportunity for a discourse on ‘care’, contributing to the inception
of the distinctive profession of nursing.

The force and value of this distinction between the Gift and the
Proper rests in the possibility that things could be different. It offers
the potential for an ethics and politics of engagement based on a
celebration of difference, not of identity (Haber 1994). The Proper is a
possessive relationship, constantly requiring of its object that it
behaves in certain ways, that it is defined (as ‘patient’, ‘student’,
‘sociology’), and repeats the patterns of those who have been the
objects of its discourse previously. Substituting Gift relationships
changes everything: we engage with others now as others, not as
those with whom we might wish to identify. Definition is replaced
with metaphor and allusion, analysis and theory with poetics and
expression, professional care by love and the celebration of difference.

But let me be clear about what a gift is, because it is possible to have
Proper gifts! Gifts play a part in many societies (Mauss 1990), as a
form of social bonding based in obligation and reciprocity
(Hochschild 1983: 80-2). These are features of Proper relationships,
and in the realm of the Proper a gift is thus threatening because it
establishes an inequality, a difference, an imbalance in power. The act
of giving becomes an act of aggression, an exposure of the Other (Moi
1985:112). Gifts may also serve other purposes, as the commentary on
the hypocritical giving of the Pharisees in the Christian New
Testament reminds us: their ‘gifts” were outward shows of godliness,
intended to define their own superiority, and perhaps to store up credit
for the afterlife. In contrast, the Gift is not given with any expectation
of reciprocity; in the realm of the Gift, those who give do not expect
gratefulness or even an acknowledgement of their effort. The true Gift
is one which one does not even realize one is giving (Derrida 1992).

So we must be very cautious about these distinctions. Similarly, we
must not underestimate the impact (and difficulty) of replacing the
Proper in our disciplines of the academy and the caring professions.
Substituting such relations with those based on Gifts is about
replacing a modernist responsibility to act with a responsibility to
otherness (White 1991). White suggests that this means adopting
what he describes as a mood of ‘grieving delight’. One grieves for
human finitude, but delights and celebrates difference. Grief
sensitizes us to injustice, while delight deepens our concern with
celebrating difference in our humanity (1991:129).

This takes us back to arche-health, which is about this dual
engagement with the other. Whether an academic or a practitioner,
we are to be guided by a responsibility to otherness which has as its
objective the facilitation of becoming, of arche-health. Arche-health is
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possible only by the de-territorialization of the BwO, resisting its
inscription of the relations of the Proper. The nursing theorist
Rosemarie Parse developed a perspective on health as ‘human
becoming’ (Parse 1987), and similarly Brykczynska speaks of a gift-
like care as actualization, a sharing of a moment of joy, of being truly
present alongside an other:

True caring involves growth, mutual growth of carer and
recipient of care; and it is this ability to grow, to change, to
progress from pain to disintegration to purpose and equilibrium
that gives the caring phenomena [sic] its impetus and rationale.
(Brykczynska 1992:237).

Yet even here it is necessary to ask what constitutes purpose and
equilibrium, and by whom these are defined? There is no guarantee
that acting in the world will lead to a facilitation of becoming, even
within such a perspective. So, if we are to have a ‘manifesto” of the
Gift, it has to be a rather negative one, encouraging inaction rather
than action! It might go something like this:

1 If you have to take sides, be on the side of the nomad thought: the
wandering nomad broken free (for however short a time) from
discourse. From such a position comes the reflection that acting is
to be judged in terms of its consequences, not by any overarching
discourse of good or truth.

2If you must have values, celebrate difference and otherness.
Structures and systems force us into sameness. Recognize the
undecidability and openness of the world, its capacity always to
become other.

3 If you must desire anything, desire in a spirit of generosity, not
for mastery. Do not try to possess the object of your desire (the
Other): make it possible that your relationship is a gift requiring no
response or repetition. Accept the gifts which others may make
available to you, and take pleasure in them for their own sake.

NOMADOLOGY FOR BEGINNERS

Because language is constitutive of subjectivity, that means that while
it may be constraining (whenever we are persuaded to truth by
‘discourse’), it can also be liberating. To return to Sherlock Holmes
and the nomad. Holmes uses language, and the signs by which he
makes sense of ‘reality’, as a physician diagnoses diseases from signs
and symptoms, to deduce what occurred at a location. Every clue
‘speaks’ to him of what is absent, drawing upon a regime of truth
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based in assumptions about the world (‘when you have eliminated
the impossible, whatever remains, however improbable, must be the
truth”). He is the modernist par excellence, persuading himself and us
that his fabrications are synonymous with reality—even when reality
is very strange.

The nomad (although there are no nomads, only nomadism and
nomadic existence—it is a mood or an ethos, not a state of being) is
like Holmes in one way, in that she is continually slipping into the
detective’s way of thinking, mistaking her constructions of reality for
truth. She is attracted by discourses which offer certainty, she is at
war with her own longing for a fixed point. Yet the medium of
language which enslaves is also the medium of resistance to discourse.
Achieving nomadism (and in realizing that it is never finally achieved),
means contesting the patternings of subjectivity which discourses
inscribe on the BwO, and the medium of this contestation is language
(it must be, there is nothing else). I like this comment by the feminist
post-structuralist Cixous, when she talks about the power of language:

A feminine text cannot fail to be more than subversive. It is
volcanic, as it is written it brings about an upheaval of the old
property crust, carrier of masculine investments, there’s no other
way...it's in order to smash everything, to shatter the framework
of institutions, to blow up the law, to break up the ‘truth” with
laughter.

(Cixous 1990:326)

Similarly, Deleuze and Guattari see writing as a way of
‘deterritorializing’, of breaking free from discourse, refusing to follow
a single chain of meaning (1988:7-9). Their own writing, in particular
their book A Thousand Plateaus (Deleuze and Guattari 1988), is
intended to de-territorialize its readers, to offer new possibilities and
new subjectivities. It is also about living in the here and now, not in
the pasts and futures dreamed up in discourse (Braidotti 1993:44).

We can see just such a de-territorialization in the virtualization of
‘reality” in the new cyber-culture. In May 1995, I took part in a
plenary discussion at the Virtual Futures conference with the two
performance artists Stellarc and Orlan, to talk about their work and the
ethics associated with it. Stellarc has begun to explore the
philosophical challenges of the cyborg (part-human, part-machine) in
a series of performances, including the construction of an artificial
third arm, and the control of this and other parts of his body by
strangers via the Internet. Orlan’s performance art entails changing
her appearance through plastic surgery -some of which is
conventional, while the creation of lumps on her temples challenges
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norms of human physiognomy and beauty. What they have in
common is a questioning of the limits of the body, and of what it
means to be human and to live in relationship with other ‘humans’.
They are interested, as are the cyberpunk writers, in developing the
post-human, who is free from the constraints of the body. William
Gibson writes of a future in which humans are downloaded into
computers, and carry on a non-corporeal existence in cyberspace: we
are challenged to reflect on our relations with such ‘constructs’, and
on their humanity (Bukatman 1993). Within cyber-culture, there is
also a new eclectic spirituality which challenges the limitations of
realist philosophy and scientific secularism (Rushkoff 1994). The
implications for the kind of postmodern nomadology which I have
been exploring are-I hope—clear: technology, literature and art, and
cyber-spirituality are variously testing the limits of embodied
humanity, as constituted in the traditional discourses of the body.

But as I conclude these remarks, I want to turn back to the promise
of postmodernism for those involved intimately with health and
illness: “patients” and their carers. Exploring care and the relationships
between carers and those who receive care, I have been struck by the
extent to which Proper relations impinge on an area which—
intuitively—one might expect to reflect the Gift (Fox 1995a, 1995b).
The ethics and politics of a commitment to difference and nomadism
might thus involve a replacement of the Proper by the Gift in caring
and healing relationships. If this is easy to say, then it seems that it is
far harder in practice.

The ease with which a Gift relationship can become one of
possession and repetition has been discussed by Bond (1991), who
examined some of the consequences of rationalization and
formalizing of informal caring—for family or friends—as a result of
recent UK legislation encouraging moves away from institutional care,
towards ‘care in the community’. This legislation provides the
possibility, amongst other pol-icies, of rewarding informal carers
financially, and providing training to ensure that good standards of
care are achieved. Bond argues that this professionalization of
informal care leads to a loss of the ‘caring’ element of the relationship
through four processes: the implementation of expert knowledge, the
legitimation of care through medical judgements of health and illness,
the individualization of behaviour and its consequent depoliticization
(1991:11-12).

Within the framework developed above, this process could be
interpreted as the loss of the positive investments which carers supply
in caring and healing—of love, admiration, commitment, accord,
involvement, generosity—substituting these with a relation of
possession, in which the recipient of care is the property of the carer,
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upon whom the carer ‘does’ care. In place of the trust, confidence,
esteem on the part of the recipient of care towards the carer—
investments which make care synonymous with the relationship—the
recipient of care enters into a relation of negative dependency. Instead
of a positive investment in the recipient of care, there is a political
inscription of the ‘body of care’ (a Body-with-Organs), mediated
through the discourse of professional care which smothers and
envelops (White 1991:92). Expertise in care takes control, seeks to
possess the object of its desire. As such, it cannot but re-territorialize
its object according to its particular discursive technique of
metaphoric representation. Only if this symbolic investment is
reconstituted in the realm of the Gift can the interaction substitute
control with ‘becoming’, a territorialized subject with a nomadic
subject.

De Swaan’s (1990) study of a cancer ward suggests the difficulties
of contemplating a caring relationship based in generosity. Here, as
de Swaan describes it, is a libidinal economy in which Gift relations
are hard to achieve. The anxieties of staff caring for people who are
dying are displaced: translated into medical terms. Patients” bodies
are cared for, while their emotions go untended; staff do not discuss
their upset with colleagues. Doctors and nurses learn not to become
attached to seriously ill and dying people: the investment of care,
affection and generosity by a member of staff in a patient goes
‘unrewarded” when the next day the patient is dead (de Swaan 1990:
42-7). Yet, as de Swaan documents, there are examples of generosity,
enabling patients to ‘become’.

To patients it means much when doctors and nurses know how
to handle their wounds competently and without fear. The nurse
patiently washing a dilapidated patient, changing his clothes, is
also the only one who dares touch him without disgust or fear,
who quietly and competently handles the body which so
torments and frightens the patient...[and who] knows how to
deal skilfully with the wounds and lumps, in doing so liberating
the patients for the moment from their isolation.

(de Swaan 1990:48)

This extract suggests how one is to understand the force of the Gift: it
is constituted in an open-endedness. It stands in place of discourse,
even a discourse on liberation or empowerment (for example, Malin
and Teasdale 1991), which tells the Other how to be more free or more
sexy or more something else, and of course in doing so closes down
the possibilities, making the Other an appendage of the discourse,
inscribed with the power of the Word. It does not say what something
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is, or is not: it allows, for a moment at least, a thing to become
multiple, to be both something and another thing and another.
Bunting offers as an example of such opening-up:

a family working with a child with special health needs. As the
family members work with the child and with one another, each
moves beyond the self and the present reality to the possibles
that unfold.... The family’s health is the movement toward and
the expression of these possibles as they are chosen and lived.
(Bunting 1993:14)

The final promise of postmodernism is that generosity, trust, love,
affirmation, confidence give the other a chance—here and now—to be
other, not more of the same. For a moment, her subjectivity is freed,
and this nomad subject becomes. Nomadism is only ever momentary,
because we are tied to language—there is nowhere else to go. But it is
enough, it is how it is possible to be human.
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Chapter 3
Medical sociology and modernity
Reflections on the public sphere and the roles of
intellectuals and social critics

Graham Scambler

Sociology is a subject whose insights should be available to the
great mass of the people in order that they should be able to use
it to liberate themselves from the mystification of social reality
which is continuously provided for them by those in our society
who exercise power and influence.

(Rex 1974: ix)

Ever since its genesis in a pattern of thought representative of the
Western Enlightenment, sociology has had its problems and its
opponents. One key set of problems has issued from its earliest
practitioners” commitment to a privileged, compelling and scientific
account of the true nature of modernity. Not only has such an account
proved elusive, but, in Kuhnian terms, sociology has enjoyed few if
any stable periods of collective assent to a dominant paradigm (Kuhn
1970). Its critics have emphasized this failure to realize its putative
potential and (even) to command a consensus on the means to do so.
They have also caricatured its long-standing ambition to pioneer a
value-neutral route towards the ‘good society’.
Such criticisms now rarely unsettle sociologists, many of whom no
longer see themselves as scientists or ‘legislators” (Bauman 1987), feel
the discipline has ‘moved on’ in numerous subtle ways, and in any
case often question the motives of detractors. From the 1970s
onwards, however, a new and more far-reaching critique of the entire
Enlightenment legacy has emerged, or coalesced, under the general
rubric of ‘postmodernism’. According to some readings of the
postmodern, for example, the sociological enterprise—at least as
conceived in and framed by modernity—has been fatally undermined
by the exposure and collapse of the concept of universal reason and of
the family of metanarratives that have long vnderpinned and
informed it.

This postmodern challenge has force to it, despite the internal
inconsistencies found in many of its articulations. It will be argued
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here that many early forms of sociology were flawed precisely
because of their commitment to the legislative absolutism of
‘unreconstructed” Enlightenment thought. But it will also be
maintained that sociology is necessarily, and morally, constrained by
parameters set by a postlegislative, post-absolutist, or ‘reconstructed’,
version of the Enlightenment tradition, and that this requires it to be
critical and engaged.

The opening part of this chapter outlines the general case for a
critical sociology allied to just such a reconstruction of the
Enlightenment project. The second part extends the first in an attempt
to show that there is also a moral imperative implicit in the critical
sociological enterprise. In the third part the case and potential for
critical sociology to be an agent in civil society is discussed. The
fourth part focuses on the critical sociologist qua intellectual or social
criticc. And the fifth and concluding part illustrates some of the
chapter’s main themes by drawing on the domain of medical
sociology.

A RECONSTRUCTED ENLIGHTENMENT
PROJECT AND A CRITICAL SOCIOLOGY

The core arguments in this chapter draw heavily on the evolving
work of Jirgen Habermas. Three particularly well-known themes
from this work need to be rehearsed briefly before the case for a
critical sociology is summarized. The first concerns Habermas’s
reconstruction of the Enlightenment project (Habermas 1984, 1987).
The pivotal role here is accorded to his theory of communicative
action. Universal reason, he maintains, must be grounded not, as in
the Enlightenment of late eighteenth-century Europe, in the subject-
object relations of the philosophy of consciousness, but in the subject-
subject relations of communicative action. His basic insight is that
people’s use of language to communicate implies a common
endeavour to attain consensus in a context in which all participants
are free to contribute and have equal opportunities to do so. ‘Reaching
understanding is the inherent telos of human speech’” (Habermas 1984:
287). Language-use, in short, presupposes commitment to an ‘ideal
speech situation” in which discourse can realize its full potential for
rationality. Communicative action, or ‘action oriented to
understanding’, is contrasted with strategic action, or ‘action oriented
to success’, often through manipulation or coercion.

The second theme revolves around the distinction between ‘system’
and ‘lifeworld’. Habermas’s (1984) concept of the lifeworld is
more ambitious than those evoked in the phenomenology of Schutz
and Berger and Luckman. For him, the concept of the lifeworld is a
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correlate of the concept of communicative action. It ‘appears in
interaction as a context of relevance’, conceived not in terms of
consciousness but as a ‘culturally transmitted and linguistically
organized stock of interpretive patterns’ (Outhwaite 1994:86). Thus it
may be defined as ‘the intuitively present, in this sense familiar and
transparent, and at the same time vast and incalculable web of
presuppositions that have to be satisfied if an actual utterance is to be
meaningful, i.e. valid or invalid’ (Habermas 1987:131). It is the
medium or ‘symbolic space” within which culture, social integration
and personality are sustained and reproduced.

The lifeworld may be contrasted with the concept of system, which
pertains to material rather than symbolic reproduction and is
characterized by strategic rather than communicative action. The
system comprises the market economy and the state apparatus and is
governed by functional imperatives. Habermas daws a distinction
between system and lifeworld rationalization. System rationalization
leads to a growth in differentiation and complexity; that is, to an
expansion of markets and of political and administrative organization.
The rationalization of the lifeworld leads to an increase in the scope of
communicative action and thereby to an extension of communicative
rationality.

The third theme contrasts the ‘logic’ and the ‘dynamic’ of
rationalization in the West. Habermas contends that modern societies
have witnessed a fundamental “uncoupling’ between the economy
and the state, constituting the system, on the one hand, and what he
refers to as the public and private spheres of the lifeworld, on the
other. These four domains or subsystems—the economy, the state, the
public sphere and the private sphere—are interdependent: each is
specialized in terms of its product, but each relies on the others for
what it does not produce. The economy produces ‘money’, the state
‘power’, the public sphere ‘influence’ and the private sphere
‘commitment’. These products or media are traded between
subsystems. The economy, for example, relies on the state to establish
and maintain legal institutions such as private property and contract,
on the public sphere to influence consumption patterns, and on the
private sphere to provide a committed labour force, and itself sends
money into each other subsystem (Crook et al. 1992). The media of the
subsystems are far from equivalent in their capacities however. As
system and lifeworld become more clearly defined, the media, and
thus subsystems, of the former come progressively to dominate the
latter. It is in this context that Habermas discerns a ‘colonization of
the lifeworld’".

Picking up the Weberian theme of rationalization and the Marxist
theme of commodification, Habermas argues that the lifeworld
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becomes colonized, that is, increasingly state administered or
‘juridified” and commercialized. ‘Possibilities for communicative
action become attenuated as social participation becomes hyper-
rationalized in terms of immediate and instrumental returns.
Participants encounter each other as legal entities to contracts rather
than as thinking and acting subjects’” (Crook et al. 1992:28).
Rationalization in the West, in other words, has been ‘selective’: it has
taken place in a ‘one-sided, distorted and crisis-ridden way” (Roderick
1986:133). While the dynamic of development has meant that system
rationalization has outpaced the rationalization of the lifeworld,
however, Habermas insists that there was nothing inevitable about
this, and that the logic of development allows for further lifeworld
rationalization.

Having completed this exceedingly schematic reading of certain of
Habermas'’s ideas, it is now possible to encapsulate the case for a
critical sociology, a sociology perhaps best situated in the tradition of
critical social theory represented by a long and imposing line of
postwar thinkers from C.Wright Mills to Habermas himself (see
Hearn 1985). Five meta-theoretical theses are involved, each of which
has been elaborated and defended in considerably more detail
elsewhere (Scambler 1996a).

The first thesis attests that the full ramifications of the reflexivity of high
modernity for sociological practice have not been sufficiently addressed. The
reflexivity of modernity ‘consists in the fact that social practices are
constantly examined and reformed in the light of incoming
information about those very practices, thus constitutively altering
their character’ (Giddens 1990:38). This reflexivity has become
extremely unsettling in its subversion of unreconstructed
Enlightenment ideals of certain knowledge. Furthermore, the re-entry
of sociological discourse into the contexts it analyses is pivotal;
indeed, ‘modernity is itself deeply and intrinsically sociological’
(Giddens 1990:43). Although the importance of reflexivity, thus
defined, is widely acknowledged by sociologists, it is less apparent, as
the second thesis avers, that this translates into ‘appropriate” practices.

The second thesis maintains that sociology needs to examine more
critically its primary Megicmce to economy and state and, via the media of
money and power, system rationalization. Given its genesis in and
subsequent affinity to unreconstructed Enlightenment thinking, it is
not surprising that sociology’s history is one of abetting as much as
resisting selective rationalization and lifeworld colonization.
Moreover, it seems clear that as we move towards 2000 there remains
a primary and disproportionate allegiance to a pattern of enquiry and
research consonant with, or at least not effectively resistant to, the
imperatives of economy and state.
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The third thesis states that sociology’s principal commitment is to the
rationalization of the lifeworld, and such an overriding commitment is of
course incompatible with a primary allegiance to system needs.

Continuing this theme, the fourth thesis asserts that the nature of
sociology’s commitment to lifeworld rationalization requires its promotion
and engagement in a reconstituted public sphere. Societies like Britain are
characterized by ‘formal” democracy, namely, ‘a legitimation process
that elicits generalized motives—that is, diffuse mass loyalty—but
avoids participation” (Habermas 1973:36). By contrast, ‘substantive’
democracy institutionalizes in the public sphere of the lifeworld the
fundamental norms of rational speech (although Habermas here
warns against utopianism and against equating substantive
democracy with any particular form of organization). If critical
sociology, fated to be an actor in high modernity, is to realize its
overriding commitment to lifeworld rationalization, it must of
necessity engage with a public sphere reconstituted out of the residue of
a ‘bourgeois public sphere’ once progressive and resistant to economy
and state but long since ‘collapsed into a sham world of image
creation and opinion management in which the diffusion of media
products is in the service of vested interests’” (Thompson 1993: 177; see
Habermas 1989).

The final thesis claims that if sociology is to be effective in promoting
and engnging in a reconstituted public sphere, alliances must arguably be built
with system-based and, especially, lifeworld-based activists. Alliances with
activists from the new social movements, which Habermas sees as
provoked by lifeworld colonization and emerging ‘at the seam
between the lifeworld and system in a kind of ongoing boundary
dispute over the limits of systemic intrusion” (Ray 1993:60), may be
particularly felicitous. Indeed, some such movements might
themselves be prototypes for ‘the development of new participatory-
democratic institutions which would regulate markets, bureaucracies
and technologies’” (Ray 1993: 62). For all that certain new social
movements may currently be the most plausible agents of a
reconstituted public sphere and of a further rationalization of the
lifeworld, however, no self-respecting critical sociologist could be
anything but pessimistic about the prospects for imminent change.

DISCOURSE ETHICS, JUSTICE AND SOLIDARITY

Habermas’s (1990, 1993) discourse ethics can be interpreted as an
elaboration or deepening of his theory of communicative action. As
such it too remains at the formal or procedural level. It starts from a
principle of universalization reflecting, but also departing from, that of
Kant. McCarthy (1978:326) writes: ‘the emphasis shifts from what each
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can will without contradiction to be a universal law to what all can
will in agreement to be a universal norm’. Habermas'’s strategy, in
essence, is to socialize Kant’s individualistic moral theory in such a
way as to satisfy objections first mounted by Hegel (see Outhwaite
1996).

Habermas'’s principle of universalization is intended to compel the
‘universal exchange of roles” that Mead called ‘ideal role taking’ or
‘universal discourse’. Thus every valid norm has to fulfil the
following condition:

All affected can accept the consequences and the side effects its
general observance can be anticipated to have for the satisfaction
of everyone’s interests (and these consequences are preferred to
those of known alternative possibilities for regulation).
(Habermas 1990:65)

The principle of universalization should not be confused with the
principle of discourse ethics:

Only those norms can claim to be valid that meet (or could meet)
with the approval of all affected in their capacity as participants in
a, practical discourse.

(Habermas 1990:66)

The principle of universalization has to do with moral questions of
‘justice” and ‘solidarity’, which admit of formal universal resolution,
while the principle of discourse ethics concerns ethical questions of the
‘good life’, which can only be addressed in the context of substantive
cultures, forms of life or individual projects.

As a deontological rather than a teleological theory, discourse ethics
accords priority to moral questions of justice and solidarity. Justice
and solidarity are necessarily related and of the essence of
communicative action. Justice, in its modern sense, refers to the
‘subjective freedom of inalienable individuality’; and solidarity refers
to the ‘well-being of associated members of a community who
intersubjectively share the same lifeworld” (Habermas 1990:200).
Morality, Habermas (1990: 200) writes, ‘cannot protect the rights of
the individual without also protecting the well-being of the
community to which he belongs’. Rehg (1994:245) is worth quoting at
length here:

Contrary to Descartes, one arrives at rational conviction not in
isolation but only in a public space, however much a certain
solitude might be necessary as one moment in this process. We
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thus find justice linked—at its very basis in rational autonomy—
with a real dependence on others’ rational autonomy. For
inasmuch as my conviction about moral obligation cannot come
at the expense of yours, in disregard for your inviolable right to
say no, it must submit itself to the testing of the deliberating
community of all those affected. Precisely the effort to convince
others of the justice of a normative expectation demands that I
attend empathetically to its effects on others” welfare. Both the
community whose cooperative structures are at stake in moral
deliberation as well as the concrete others involved in such
cooperation enter into the very constitution of justice under the
aegis of rational solidarity.

Habermas'’s claims for his analysis are formal and modest. Qua moral
theory, discourse ethics aims to ‘ground the moral point of view’, to
clarify the ‘universal core of our moral intuitions” and to ‘refute value
scepticism’. What discourse ethics cannot and does not purport to do,
its critics notwithstanding, is resolve substantive issues. ‘By singling
out a procedure of decision-making, it seeks to make room for those
involved, who must then find answers on their own to the moral-
practical issues that come at them, or are imposed upon them, with
objective historical force” (Habermas 1990:211).

What, then, of the social mechanisms and institutions most likely in
practice to facilitate discourse-ethical procedures or, more generally,
the “public use of reason’? What is required, at base, is an extension of
substantive democracy, which alone affords ‘genuine participation of
citizens in processes of will-formation’, and such an extension, as
indicated ealier, is conditional upon further lifeworld rationalization
via a reconstitution of its public sphere.

The discussion in this second part of the chapter allows three
‘elaborations’ of the five meta-theses summarized in the first. The first
of these is that sociology’s commitment to the rationalization of the
lifeworld is a moral requirement. It is not being maintained that all
sociology (including system-driven sociology) defined here as pre- or
non-critical is undesirable or without return; but it is being
maintained that a critical sociology allied to a reconstructed
Enlightenment project is under an inescapable and prepotent moral
compulsion to decolonize and further rationalize the lifeworld.

The second elaboration states that the moral character of sociology’s
commitment to lifeworld rationalization entails a commitment, too, to the
formation of ‘real institutional procedures’ approximating to the rational
intersubjective will-formation idealized in discourse ethics. It has been
argued that justice and solidarity have an ‘internal relation” to
communicative action. If this is so, and if the core tenets of
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Habermas’s theory of communicative action are tenable, then it
follows that a critical sociology allied to a reconstructed
Enlightenment project is also committed to the pursuit of what Rehg
(1994:248) terms ‘real institutional procedures’” with potential to
realize the justice and solidarity implicit in the ideal speech situation
in practical discourse. This, in turn, necessitates working for the
development of substantive democracy in the public sphere of the
lifeworld.

And finally, sociology’s moral commitment to lifeworld rationalization is
exclusive of any particular vision of the good life. Sociology cannot
anticipate any particular vision of the good life without betraying
either a utopian or, worse, a totalitarian impetus. Rather, a critical
sociology, possibly extended to subsume what Giddens (1990) calls
models of “utopian realism’, would often be a pivotal or telling
resource for participants in a discourse-ethical procedure.

CRITICAL SOCIOLOGY, CIVIL SOCIETY AND
THE PUBLIC SPHERE

It has been noted that the public sphere of the lifeworld generates
‘influence’, a conception Habermas inherited from Parsons. Habermas
regards the public sphere as a ‘warning system” with ‘sensors’ that,
though unspecialized, are sensitive throughout society. He writes:

From the perspective of democratic theory, the public sphere
must, in addition, amplify the pressure of problems, that is, not
only detect and identify problems but also convincingly and
influentially thematize them, furnish them with possible
solutions, and dramatize them in such a way that they are taken
up and dealt with by parliamentary complexes.

(Habermas 1996:359)

He adds that political influence supported by public opinion is only
translated into political power—into a potential for rendering
binding decisions"—when it affects the behaviour of voters,
legislators, officials and so on.

The expressions “public sphere” and ‘civil society” are often used as
synonyms, but Habermas (1996:367) differentiates the two and gives
the latter a more specific designation. Civil society, for him, consists
of those ‘more or less spontaneously emergent associations,
organizations and movements that, attuned to how societal problems
resonate in the private life spheres, distil and transmit such reactions
in amplified form to the public sphere’. Its core comprises a network
of associations that institutionalize ‘problem-solving discourses on
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questions of general interest’. He continues: ‘These “discursive
designs” have an egalitarian, open form of organization that mirrors
essential features of the kind of communication around which they
crystallize and to which they lend continuity and permanence.” This
network of associations is of course overshadowed in a public sphere
of the lifeworld dominated by ‘mass media and large agencies,
observed by market opinion research, and inundated by the public
relations work, propaganda, and advertising of political parties and
groups’ (Habermas 1996:367).

It is apparent that civil society has a limited scope for action (see
Cohen and Arato 1992). A robust civil society can only develop in a
liberal political culture; its actors can acquire influence, but not
political power; and the effectiveness of politics is in any event
severely constrained in modern—functionally differentiated—
societies. Certainly civil society is ‘no macrosubject’ able to ‘bring
society as a whole under control and simultaneously act for it’
(Habermas 1996:372). Nevertheless, Habermas contends, the social
movements, citizen initiatives and forums, political and other group
associations that make wup civil society can ‘under certain
circumstances” acquire influence in the public sphere which extends
to the political domain.

It will be helpful here to draw on three models of how new and
pressing issues emerge and fare, advanced by Cobb and colleagues
(Cobb et al. 1976). They distinguish between:

1 the inside access model—where the initiative is generated and
pursued by office-holders or political leaders, while the broader
public is either excluded altogether or able to exercise only scant
influence;

2 the mobilization model—where the initiative is again taken within
the political system, but where the support of a mobilized public
sphere is required to effect change;

3 the outside initiative model—where it is a mobilized public sphere,
or the pressure of public opinion, that promotes an issue to the
point of salience and concern in the political system.

Of the outside initiative model, Cobb and associates (1976:132) write:

The outside initiative model applies to the situation in which a
group outside the government structure 1) articulates a
grievance, 2) tries to expand interest in the issue to enough other
groups in the population to gain a place on the public agenda, in
order to 3) create sufficient pressure on decision makers to force
the issue onto the formal agenda for their serious consideration.
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This model of agenda building is likely to predominate in more
egalitarian societies. Formal agenda status...however, does not
necessarily mean that the final decisions of the authorities or the
actual policy implementation will be what the grievance group
originally sought.

Habermas (1996) argues that it is in fact on the ‘civil social periphery’
that many of the great issues of the recent past initially assumed
significance. He lists, for example, the spiralling nuclear arms race;
the risks involved in the peaceful use of atomic energy, in other large-
scale technological projects and in scientific experimentation (e.g.
genetic engineering); the ecological threats involved in an ‘over-
strained” natural environment, leading, for example, to acid rain,
water pollution and species’ extinction; the progressive
impoverishment of the Third World and the problems of the world
economic system; issues arising from feminism or enhanced migration
and the associated problems of multiculturalism. Hardly any of these
issues were raised first, he claims, by ‘exponents of the state
apparatus, large organizations, or functional systems’. Rather, they
were broached by ‘intellectuals, concerned citizens, radical
professionals, self-proclaimed “advocates”, and the like’. From this
‘outermost periphery’, they force their way into newspapers and
universities. Subsequently:

They find forums, citizen initiatives, and other platforms before
they catalyze the growth of social movements and new
subcultures. The latter can in turn dramatize contributions,
presenting them so effectively that the mass media take up the
matter. Only through their controversial presentation in the
media do such topics reach the larger public and subsequently
gain a place on the ‘public agenda’.

(Habermas 1996:381).

Protracted campaigning and mass protests, even civil disobedience,
may be reqiured before an issue can progress ‘via the surprising
election of marginal candidates or radical parties, expanded platforms
of “established” parties, important court decisions, and so on, into the
core of the political system” (Habermas 1996:381).

Returning to sociology’s necessary, and moral, ties to lifeworld
rationalization, it bears repetition that its historical system affiliations,
cemented by commissioned research monies and ‘McDonaldized’
criteria for employment and promotion (Ritzer 1993), are currently
such that many of its practitioners not only work under the aegis of
the selective rationalization of economy or state, but also
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communicate almost exclusively to (other) system or ‘established
intellectuals” (Eyerman and Jamison 1991). The central theme of this
chapter is that sociologists are rationally and morally obliged, in line
with a reconstructed Enlightenment project, to reflexively pursue the
decolonization and enhanced rationalization of the lifeworld as their
first priority; and that this, in turn, requires their commitment to:
substantive democratization, via the institutionalization of discourse-
ethical procedures in civil society and the public sphere; and
addressing and publicizing issues of concern in the lifeworld
(analogous to, for example, the recent phenomenon of ‘popular
epidemiology” [see Brown 1992, 1995]). It is not enough merely to
project research findings into a Popperian (1972) ‘third world".
Meeting this obligation, with its attendant commitments, demands
consideration of ‘alliances of interest’ with other system and,
especially, ‘movement intellectuals” and activists in the public sphere.
Such alliances may be forged in the context of either the mobilization
or, more likely, outside initiative models of Cobb and colleagues.

CRITICAL SOCIOLOGISTS AS INTELLECTUALS
OR CRITICS

The potential for institutionalizing discourse-ethical procedures in
civil society and the public sphere—the potential, that is, for creating
what is often termed ‘deliberative democracy’ (see Fishkin 1991) has
been queried on a number of grounds. The impediments seem
formidable indeed. Numerous commentators have highlighted, for
example, the deep and conspicuous complexity and pluralism of
modern societies.

More concretely, Bohman (1996:110) identifies three basic types of
‘deliberative inequalities”: power asymmetries, which affect access to the
public sphere; communicative inequalities, which affect the ability to
participate and to make effective use of available opportunities to
deliberate in the public sphere; and political poverty, which makes it
unlikely that “politically impoverished’ citizens can participate in the
public sphere at all. He argues that deliberation ‘without corrections
for inequalities” will always have elitist tendencies in practice,
‘favouring those who have greater cultural resources (such as
knowledge and information) and who are more capable of imposing
their own interests and values on others in the public arena’ (Bohman
1996:111-12).

After the manner of Habermas, and with no less caution, Bohman
sees a role for social movements here. A social movement, he avers,
can have a significant impact on deliberative inequalities:
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First, it is a mechanism for pooling the resources, capacities and
experiences of various persons and groups, and it gives coherent
expression and unified voice to their shared problems and
grievances. Second, solidarity within these informal networks
permits pooling of resources and information and thus the
creation of public goods within the movement as a way to
compensate for resource inequalities and political poverty. The
organization of the movement itself also gives it a voice, putting
it in dialogue with other actors and institutions who recognize
their grievances as public problems or expand the pool of their
public reasons. Small acts of contestation can then be generalized
into protests and become a public challenge to the existing
distribution of deliberative resources in institutions. Once given
powerful public expression, the movement’s grievances can be
publicly recognized as legitimate and made part of the public
agenda of decision-making institutions.

(Bohman 1996:137)

Bohman also offers some reflections on the role of intellectuals or
‘critics’. This is not the occasion to review the sociological literature on
intellectuals. As Brym (1980) notes, they have conventionally been
portrayed in modernity in one of three ways: as spokespersons for a
particular class interest; after Mannheim, as ‘free-floating” or detached
from any particular class interest; or as constituting a class in their
own right. More recently, Bauman (1987) has offered a distinctive—
some would say postmodern—reading. Intellectuals, according to this
view, have lost—or been liberated from—their legislative role;
‘unwanted by the contemporary state’, they have a chance to develop
their discourses “‘unhindered by power considerations of the type that
formerly held them in thrall’. They can become interpreters. They can
offer up their ideas to whoever will listen, ‘so to speak, without
strings” (Varcoe and Kilminster 1996:231). It is ‘notoriety” now which
is the measure of public significance. Intellectuals, as interpreters,
must:

compete with sportsmen, pop stars, lottery winners, as well as
terrorists and serial killers. In this competition they have no
great hope of winning; but to compete they must play the game
of notoriety according to its rules—that is, adjust their own
activity to the principle of ‘maximal impact and instant
obsolescence’. At bottom it is ‘selling/rating potential” that
counts. (Bauman 1995:239)
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In terms of this chapter, the sociologist may be said to be critical
insofar as his or her work is directed primarily towards the
decolonization and further rationalization of the lifeworld, and an
intellectual insofar as he or she is an active agent in civil society and the
public sphere. These definitions suggest a post-legislative intellectual
role, associated with a reconstructed Enlightenment project, which is
nevertheless not (merely) interpretive. Interestingly, while there is
much here that Bauman would doubtless baulk at, his recent
reflections on the possible -if improbable—recomposition” of the
‘intellectual configuration’ (see Balandier, Le Monde 22 October 1993)
incorporate a favourable reference to Jamison and Eyerman’s (1994:
210) comments on the work of fifteen noteworthy ‘thinkers’ in the
USA in the 1950s:

These radical witnesses were...partisans of critical process,
seeing their task, indeed, the main task of the intellectuals, not to
formulate truths but to help others to share in the collective
construction of truth. Their ambition was to catalyze dialogic
understanding in the general public.... Theirs was a
commitment to arguing in public, to opening up and keeping
open spaces for what has been called critical discourse.

Bohman utilizes the Heideggerian terms ‘disclosure” and ‘world
disclosure’ to denote the opening up of novel possibilities of human
freedom and transformative agency. ‘Disclosure designates radical
change in the ordinary interpretation of the world—just what is
needed for innovation in public deliberation” (Bohman 1996:213).
Bohman defines disclosure primarily in terms of its impact on the
audience, so it follows that numerous different forms of expression,
and even such phenomena as visual images, new technologies, art,
historical events and so on, may be disclosive. More specifically, he
identifies four elements of disclosure. First, the disclosure opens up
new possibilities of dialogue and recovers the openness and plasticity
essential for learning and change. Second, the disclosure is not a
disclosure of truth, but is rather prior to truth and concerns ‘what
makes truth possible’. Third, the disclosure is often ‘indirect’, as a
result of conditions of social and cultural restrictions. And fourth, in
disclosing a world relevant to public deliberation, the disclosure
‘identifies the proper role of social critics: criticisms point to new
possibilities, but always relative to the limits of existing possibilities
of meaning and expression’ (Bohman 1996:213). The role of the critic
or intellectual, according to Bohman, is to point out new patterns of
relevance. He elaborates:
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In disclosing new possibilities, critics are not simply announcing
a new truth or a new form of justice; they are addressing an
audience and expanding what it considers relevant to
deliberation. The ultimate test comes in the reflection on these
new possibilities in public deliberation: the practical question of
how we should live. The disclosive capacity of a culture is
therefore not only a precondition for truth but also, and perhaps
more important, a precondition for freedom. As in the case of
learning, disclosure indicates a necessary condition for the
autonomy of an agent within a cultural context, that is, an open
and “dialogical” relation to the conditions of joint public activity.
Such an open relation permits reflective agents to change these
conditions, even if one piece at a time. All critics open up the
fields of meaning and action of a culture by introducing new
themes or facts; but radical critics, by doing so, do not merely
interpret ‘worlds’—they change them.

(Bohman 1996:228-9)

It is no part of the argument of this chapter that all sociologists should
become active players or agents in the public sphere, that is, should
double-up as intellectuals or critics in Bohman'’s sense. But Bohman’s
account does suggest that some of their number, in pursuit of
prepotent objectives spelled out earlier, might effectively go beyond
the forging of alliances of interest with other establishment or
movement intellectuals or activists to precipitate disclosures
themselves.

ILLUSTRATIONS FROM MEDICAL SOCIOLOGY

In illustration of the general argument outlined and extended here,
reference has previously been made to medical sociology’s system ties
constraining work on both the health reforms embodied in the NHS
and Community Care Act of 1990 and social-class-related health
inequalities (see Scambler and Goraya 1994a, 1994b; Scambler 1996a).
It was suggested that disproportionate attention has been devoted,
respectively, to the ‘fine print’ of the 1990 Act, to the neglect of a
transparently flawed package of changes; and to the contribution of
behavioural risk factors to social-class-related health inequalities, to
the neglect of material and structural factors. It was maintained that
this pattern of enquiry and research is consonant with, or at least not
effectively opposed to, the functional imperatives of economy and
state. It was further contended that many sociologists have become
either witting agents of ‘manipulation’ in the lifeworld or unwitting
agents of ‘systematically distorted communication’; in short, their
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work serves strategic action and lifeworld colonization rather than
communicative action and lifeworld rationalization (Habermas 1984,
1987; Scambler 1987).

In this section some of these same arguments are rehearsed in a
different area of investigation, namely, research into ‘health-related
quality of life” (Scambler 1996b). This brief discussion is subsequently
used to highlight some pertinent general features of contemporary
medical sociology.

Arguably, research on health-related quality of life has a long and
strong pedigree in medical sociology. What is novel is the emphasis
on quantification. The catalyst for much, although by no means all, of
this newly quantitative research is interest in the outcomes of medical
interventions, as is reflected in this extract from the statement on ‘Aims
and Scope’ for the journal Quality of Life Research:

Researchers in every clinical field are becoming increasingly
aware of the importance of quality of life measurements in
estimating the health effects of treatments. Until recently,
objective biological outcomes, such as the prolongation of life,
remained the basis for the evaluation of any new therapy.
However, the emergence and widespread application of new
sophisticated treatments has made obvious the fact that quality
of life has become an essential and perhaps the only important
parameter of interest to the patient.

‘Outcomes research’ has certainly yielded a sophisticated and
interesting return and, in the process, enhanced sociological
appreciation of the day-to-day impact of a range of diseases and
treatments on people’s lives. Its rationale seems clear and
unobjectionable: it promises increasingly subtle, valid and reliable
measures of general and disease-specific quality of life, incorporating
‘the patient voice’, and with the potential to inform, evaluate and even
determine, aspects of medical management and service delivery.

It might reasonably be objected that outcomes research is not yet
subtle enough to realize its full pragmatic potential; but the critique
sketched here is different in kind. The basis of the critique is that the
sociological return on outcomes research is fortuitous given that this
programme of research is itself in large part the outcome of
system imperatives, part and parcel of a continuing process of system
rationalization and lifeworld colonization. The rationale for outcomes
research might in this sense be described as a rhetorical ‘gloss”: this
well-funded research programme is in reality driven first and
foremost by the system requirement to legitimate the increasingly
explicit rationing of health care.
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Perhaps this is most obvious in relation to aggregate measures like
Quality Adjusted Life Years (QALYs). Constructed in strict
accordance with the presuppositions and principles of health
economics, QALYs afford a mechanism for translating putative voices
from the lifeworld into notational forms appropriate for system
needs. In effect, these voices are transmuted into functional reifications
of the patient voice. This process of transmutation was explicated some
years ago by Ashmore and colleages (1989:100-1), who are worth
quoting at some length:

We are never given direct access to the reasoning practices of
patients or ordinary people in relation to the issues as they
might define them. This is very clear in the case of people’s
judgements of quality of life and the indices of quality adjusted
life years. This material is always presented in tabular or
graphical form. Consequently, in this text, we are never
concerned with any individual person’s actual evaluations but
with aggregate evaluations prepared by economists or by their
colleagues. It is quite misleading, therefore, to suggest that
QALYs can bring the preferences of the general public directly to
bear upon health care policy.

They continue:

It is the value produced by the expert and given meaning in terms
of the expert’s analytical assumptions which is to be used as the
basis for policy and as a guide for practical action. In this case, it
is the economist alone who is allowed to speak on behalf of
potential patients as a collectivity, even though no individual
members of the collectivity may endorse the values proposed by
the economist.

The charge might again be levelled that some medical sociologists
engaged in research on health-related quality of life are, at best,
unreflexive agents of systematically distorted communication.

This intentionally brief and focused account provides opportunities
for a number of more general observations linking with themes
adumbrated earlier. First, it should be acknowledged that health-
related quality of life is an important topic for investigation in its own
right, and that quantitative approaches are probably under- rather
than over-employed in this context by contemporary British medical
sociologists. Moreover, many medical sociologists involved in
quantitative work in this area have sought to distance themselves
from the perspectives and impetus of health economists.
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But, second, it equally requires acknowledgement that, when it
does occur, the use of techniques of quantification by medical
sociologists or others directly to reify, or indirectly to assist in the
reification of, the patient voice is questionable on a number of counts:
the process of reification itself is intrinsically undesirable; such work
necessarily entails the subsumption of a multiplicity of patient
assessments in a single or ‘typical’ expert one; and it lends itself
directly or indirectly to enhanced system rationalization and lifeworld
colonization through its—generally non-coincidental—relevance to
system or functional decision-making around health care rationing.

This is not to suggest, third, that health care rationing is new or
avoidable; that old-style ‘implicit” rationing (‘rationing by muddling
through’ [Ham 1995]) is preferable to alternative and more ‘explicit’
forms of rationing; or that medical sociologists should play no part in
deliberations on rationing. On the contrary, it is consistent with
themes developed in this chapter to insist that medical sociologists
should recognize a commitment to promote and contribute to the
public use of reason around such issues (sometimes as social critics or
intellectuals, authors or facilitators of what Bohman «calls
‘disclosures’).

Fourth, survey solicitations of public opinion are inadequate
substitutes or proxies for public deliberation. Consonant with the
findings of the Oregon initiatives (Oregon Health Services
Commission 1991), British surveys have tended to indicate a public
propensity to accord high priority to such items as treatments for
children with lifethreatening illness and special care and pain relief
for the terminally ill, and low priority to such items as infertility
treatment and treatments for people aged 75 or more with life-
threatening illness (Bowling 1996). But tapping, publicizing and
noting public opinion or preferences in this fashion, although
illuminating in its way, has little to do with deliberative democracy,
which Bohman (1996:27) defines as ‘a dialogical process of exchanging
reasons for the purpose of resolving situations that cannot be settled
without interpersonal coordination and cooperation’.

Fifth, it bears reiteration that medical sociologists’ capacity to
contribute to the public use of reason around rationing as for other
issues is contingent upon the institutionalization of discourse-ethical
procedures in the public sphere, and that their commitment extends
to substantive democratization itself. The potential for effective
alliances of interest with other system/establishment or lifeworld/
movement intellectuals and activists (or even for their own
disclosures) may be considerable in relation to issues like the
rationing of health care. As anticipated earlier, such alliances are
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perhaps most likely to arise in the context of the mobilization of
outside initiative models of Cobb and associates.

CONCLUSION

This chapter extends an argument developed elsewhere for an
adequately grounded reflexive and critical sociology allied to the
project of modernity and oriented to the decolonization and
rationalization of the lifeworld through active engagement in civil
society and the public sphere (Scambler 1996a). Through reference to
Habermas’s discourse ethics, it has been suggested that this task
represents a moral imperative, entailing a formal commitment to the
pursuit of principles of justice and solidarity internally related to
discourse-ethical procedures. It follows too that a critical sociology is
committed to the removal of Bohman’s triad of deliberative
inequalities, namely, power asymmetries, communicative inequalities
and political poverty; and that it cannot therefore remain neutral in the
face of relevant stratified structures and practices associated with
class, gender, ethnicity and age. This said, aside arguably from a
purely formal commitment to the general good of autonomous
cooperation, sociology, while pertinent in various ways to substantive
considerations of goods and values, remains independent of any
particular vision of the good life. The argument remains
programmatic and requires formal and substantive elaboration in the
light of ongoing debate (see, for example, White 1995; Rasmussen
1996).

It is appropriate to close with a disclaimer. While it has been
maintained that sociology has become muted and distracted by its
system ties, it has not been argued here that all system-driven
sociology, including some outcomes research within medical
sociology, is intrinsically undesirable, nor that what might be defined
here as pre- or non-critical sociology is of no value. Moreover, an
extraordinary and sociologically naive optimism would be required to
anticipate imminent and effective action towards a reconstituted
public sphere characterized by what Rehg (1994:248) calls a ‘concrete
rational solidarity’.

The chapter concludes with an apposite quotation from colleagues
who also draw on a Habermasian perspective, in their case to analyse
barriers to social movements in health:

If the expertise of both professional and lay experts is to be

tapped, the validity of their different forms of knowledge has to

be recognized and then carried into the public sphere for debate.
(Williams et al. 1995:129; emphasis added)
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