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Health in Prospect
High-tech Medicine, Life Enhancement
and the Economy of Hope

Ilpo Helén

In this article, high-tech medicine is approached as life enhancement technology.
Today, the most advanced medical technology operates on the level of cells and mol-
ecules, thus opening unprecedented prospects not only for curing and preventing
illness but also for shaping of life itself. Thus, high-tech medicine seems to offer more
efficient means to remove the restrictions of physical abilities and to improve and
‘repair’ vital processes. It promises to enhance life. The essay focuses on two aspects
of this development. The first issue analysed is the tendency in high-tech medicine
to connect medical progress to augmentation of personal choices on health and life
improvement. Further, also the economical side is discussed by focusing on the role
the patients’ activism in high-tech medical business. The argument of the essay is
the following: the power to raise hopes for new cures and better life in people is a
crucial characteristic of today’s high-tech medicine. Consequently, it is the people
living in such a hope who provides uel for both technological progress and profit-
seeking in today’s medicine.
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Medicine offers modern man obsti-
nate, yet reassuring face of his finitude;
in it, death is endlessly repeated, but
it is also exorcised; and although it
ceaselessly reminds man of the limit
that he bears within him, it also
speaks to him of that technical world
that is the armed positive, full form of
his finitude.

Michel Foucault

ture of modern medicine: it makes us
face the fragility of our life and the defi-
ciency of our physical powers, both as a
species and individuals. Medical tech-
nology not only forewarns of pain and
death, but above all, promises both hu-
manity and individual human beings, if
not the ability to overcome, then at least
protection from and means to rule over
illness, physical suffering and death.
Thus, the promise to tame human mor-
tality and to control the powers of ‘life

With these words, Michel Foucault
(1989: 198) summed up an essential fea-
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itself’ lies at the heart of modern medi-
cine. It is perhaps the most fundamen-
tal of all the promises concerning earthly
life that the systems of knowledge and
belief deriving from the Enlightenment
have made to modern man.

Historically, the early advances in
modern medicine like the microscope,
the x-rays, applications of bacteriology
and improved surgical techniques were
applied to fight death and morbid dis-
eases – tuberculosis, smallpox and can-
cer, for example. The practical mission
of medicine was to expel lethal and se-
verely impairing diseases from indi-
vidual and social organisms and to build
a wall of medical knowledge and care to
protect the vital processes of individu-
als, populations and society. Modern
medicine was epitomised by the late 19th

and early 20th century measures to root
out contagious diseases, tuberculosis in
particular: mass screenings, vaccination
programmes, campaigns for improve-
ment of general hygiene and sanatoria.
Public health was the focus of such
medicine, and bacteriology was its sci-
entific spearhead, in which also the
breakthrough of pharmacology was em-
bedded. By the bedside, the progress was
most notable in surgery and cancer
treatment. All in all, it was death that ini-
tially provided raison d’etre for the mod-
ern medical technology both in practi-
cal and epistemological sense (on the
latter, see Foucault, 1989: 141-144, 170-
172; Canguilhem, 1989: 55-56, 72-75).
Hence, our medicine is essentially a sci-
ence of death (Helén, 2002: 105-107).

The above rationale characterises well
even today’s medicine. However, a new
aspect of medical knowledge and care
has emerged, and it is prominent espe-
cially in the areas that are in the van-

guard of medical research and the devel-
opment of diagnostic and treatment
techniques. Today, the focus of advanc-
ing medical technology is less on human
mortality and protection of vital proc-
esses than on life enhancement.

In this essay, I take a closer look on two
aspects of this development. First, I ana-
lyse the technological aspect of today’s
medicine, in particular, the tendency to
connect medical progress to augmenta-
tion of personal choices on health and
life improvement. Then, I move on to the
economical side of high-tech medicine.
I focus on the issue that is becoming
more and more central in health care
economy, namely, the role the patients’
activism in high-tech medical business.
My argument is that the power to raise
hopes for new cures and better life in
people is a crucial characteristic of high-
tech medicine. Consequently, it is the
people living in such a hope who pro-
vide fuel for both technological progress
and profit-seeking in medicine today.

Exceeding the Limits of Life

To illustrate what this new medical life
enhancement could be I take up Arthur
Frank’s (2003) example of a New York
podiatrist who offers to her customers
surgical operations for modification of
the foot to fit in ‘gorgeous sandals’ or
other design shoes. Of course, this kind
of treatment represents extravagant cos-
metic medicine and can be dismissed as
a singular extremity. The example, how-
ever, is not trivial regarding a general fact
that modern medicine aims to fulfill
what we desire and to provide us means
and resources to pursue health and
longer, fuller, more beautiful and more
enjoyable life. Thus, the crucial question
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concerning many forms of modern
medical technology is, what does it make
possible, or at least realistically imagina-
ble. Frank’s example of foot surgery il-
lustrates the change that current ad-
vances of medicine are imposing: the
scope of ‘medically possible’ is surpass-
ing the perspective of restoring human
vital functions toward efforts to over-
come ‘natural’ or inborn limitations of
the individuals and to design oneself
even on the biological level. This devel-
opment is by no means restricted to the
marketplace of so-called lifestyle medi-
cine but characterises also molecular
medicine, the heart of today’s medical
science. For example, scientists’ visions
of extending the normal human life span
to even 120-130 years with the help of
therapeutic cloning and stem cell tech-
nologies (Franklin, 2003) are a clear in-
dication of this trend.

Medical genetics is the display window
of the newest medicine. The utilisations
of molecular biology in mapping of gene
defects causing specific rare diseases or
predisposing individuals to common
diseases or even ‘abnormalities’ like al-
coholism, obesity or homosexuality, in
carrying out genetic screenings and di-
agnostic DNA tests, and in development
of smart drugs and gene therapies are
seen to indicate the future course of all
medicine. From my perspective, medi-
cal genetics is pivotal due to the fact that
it requires, even in its routine operations,
sophisticated technology of molecular
biology (in particular, PCR technique to
‘copy’ DNA sequences) and information
technology. For this reason, it is a prime
example of high-tech medicine that ever
more profoundly determines what ars
medica, i.e. the art of healing, is today.
Medical high-tech is not, however, re-

ducible to molecular genetics but takes
numerous forms. This is exemplified by
neurological and psychiatric applica-
tions of neuroscience – psychopharma-
cology, in particular – in which knowl-
edge and techniques of molecular biol-
ogy are utilised in a framework wider
than genetics. The same can be said
about in vitro fertilisation, organ trans-
plantation and stem cell technologies, as
well as of applications of molecular bi-
ology in, for example, research on nutri-
tion physiology. In addition, sophisti-
cated observation and measurement
devices from ultrasound scan to compu-
ter imaging techniques, new prosthetic
materials and new surgical instruments
like optic fibres and robots are crucial
elements in the advance of medicine to-
day.

State-of-the-art medical technology is
accompanied by the visions of the com-
ing revolution in medical science and
care that opens up unprecedented pos-
sibilities to cure both rare and difficult
hereditary conditions and also more
common diseases. Such a partisan opti-
mism of defeating illness, most often
declared by the advocates of medical
genetics, has appeared time and again
in the history of modern medicine. Be-
neath the traditional surface of medical
futurology, however, lies the actual
promise of molecular medicine, and of
high-tech medicine in general, – and
that is a novelty. Namely, the spearhead
of current medicine is oriented towards
fundamental modification of vital proc-
esses, and such a pursuit makes it pos-
sible to think that ‘life itself’ is modifi-
able down to the ultimate levels of cells
and molecules.

This aspiration to govern life by
moulding vital processes and functions
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is pursued in current medicine in two
ways. First, the avant garde molecular
medicine tends to be predictive in prac-
tice. In other words, it emphasises an-
ticipation and prevention of illness. As-
sessment of individual ‘health risks’ by
diagnostic tests holds the key position:
advanced techniques like ultrasound
scanning, computer imagining and DNA
or other biochemical tests enable the
detection of possible cause of a disease
from the individual’s ‘life stock’ and
evaluation of probability for its onset
before there are any notable or experi-
enced symptoms of ill-health in the pa-
tient. Then, this ‘presymptomatic illness’
(Nelkin, 1993: 189) can be treated by pro-
phylactic measures. Foetal diagnostic
testing and antenatal screening, and so-
called selective abortion related to them,
form a conspicuous example of this kind
of procedure. Also the treatment of PKU
disease follows the same rationale. The
disease is a hereditary disorder of amino
acid metabolism causing a severe distur-
bance in the development of the brain
and central nervous system. In order to
treat the condition, the newborn belong-
ing to a ‘risk family’ is tested and the on-
set of the disease is prevented by a spe-
cial diet. The progress of molecular genet-
ics and neuroscience has raised hopes of
the same kind of presymptomatic detec-
tion and treatment of, for example,
asthma, diabetes, schizophrenia or even
depression.

The second aspect of life moulding in
current medicine is related to knowledge
and techniques that enable persons to
overcome, replace or circumvent their
existing ‘deficiency’, either inborn or
caused by an accident or illness, or even
characteristics that fit within limits of
normal variation. Growth hormone

medication for children with ‘short stat-
ure’ whose height is just within or below
the normal variation of growth, ap-
proved for marketing by the U.S. au-
thorities in 2003 (FDA, 2003), is an ex-
ample of such medicine. Techniques like
this are means to improve or strengthen
vital processes and physical capabilities,
or even add new ones. In other words,
we are talking about removing the limi-
tations of the human body and vitality
on a personal level. This feature is not re-
stricted to state-of-the-art medical tech-
nology: spectacles are a commonplace
example of such a technique, as well as
the contraception pill and insulin treat-
ment for diabetes which are applications
of endocrinology, the medical high-tech
of the 1920s and 1930s. Further, plastic
surgery, sports medicine, infertility treat-
ment and psychopharmacology provide
numerous examples of advanced medi-
cal technology that serves body modifi-
cation, enhancement of physical per-
formance, elimination of ‘natural’ insuf-
ficiency or making up one’s personality
– in a word, aspirations to change what
a living person is and what he or she is
capable to do.

The fact that the borderline between
lifestyle medicine and ‘proper’ medicine
is nowadays blurred is manifested most
clearly in the latter fields of medicine.
For example, the same techniques of
plastic surgery are deployed both in face
lifting and repairing of damages of se-
vere burn injuries. Besides such appar-
ent similarities, however, there is a more
fundamental connection between the
two medical orientations, stemming
from the basic characteristics of today’s
most advanced medical technology.
Namely, our high-tech medicine – or,
rather, the promise it makes – is trans-
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gressive and utterly focused on the indi-
vidual. The forefront medicine aims to
shift or even remove the limits of life, that
is, to transgress the limitations of human
capacity to deploy vital forces and
modify vital processes. To considerable
extent, these efforts are directed to the
personal level. In medical science and
‘respectable’ institutions of medical care,
assessment of the person’s health risk
and mapping of his or her potential ill-
health are pivotal operations. The vision
for future is personally designed bio-
medical care, perhaps including a per-
sonal health diet, on the basis of per-
sonal genome mapping. In the market-
place of lifestyle medicine, the focus is
on personal modifiability, instead of risk.
Ever more sophisticated and ‘scientifi-
cally proved’ means to shape different
parts of the body, natural metabolism or
moods are constantly introduced, and
services of personal assessment, guid-
ance and training for the use of mar-
keted devices or programmes are also
provided. Both modes of medical high-
tech seek to show each individual his or
her personal vital quality and the risks
and potential inadequacies included in
it. In addition, ‘proper’ and lifestyle
medicine are parallel also in their at-
tempts to augment new possibilities to
improve and increase the quality of per-
sonal life, also in biological sense, for the
individuals to choose.

Still today, ‘medicine offers modern
man (...) face of his finitude’ (Foucault,
1989: 168); regarding current high-tech
medicine, however, the finitude of man
refers not primarily to mortality but to the
limits of knowledge of life and the bounds
of controllability and modifiabilty of vi-
tal processes. Furthermore, medical high-
tech is articulated, especially in the clini-

cal use, as a combination of prognosis
and promise concerning the individual’s
life and health. Genetic and foetal diag-
nostic tests, infertility treatment and sex
reassignment procedures exemplify well
the prognostic nature of today’s medi-
cine: predictive diagnosis (based on
chromosome analysis, for example) re-
vealing the person’s probability to fall ill
with certain disease and assessment of
repairability of the person’s ‘deficiency’
are the core operations of the current
biomedicine.

Thus, medicine has today the power
to tell the person’s vital destiny, derived
even from the level of the genes. Yet, ad-
vanced medical technology also pro-
vides its clients with opportunities to
overcome or change that destiny, or
means of coping with it. The task of a
person is to choose between options –
or, rather, promises – to enhance one’s
own life.

Technology and Personal Choices

The term ‘medical technology’ under-
lines technicality of the art of healing.
Besides the capability of moulding ob-
jects, ‘technics’ refers to means and ca-
pability to unveil being – or life, in the
context of our discussion – in a form dif-
ferent from that in which it naturally ex-
presses itself. This is the quality that all
specific techniques share. In modern
high-tech medicine, however, as in other
modes of modern technology, this expo-
sure (for example, the isolation of tuber-
culosis bacteria or discovery of the func-
tions of neurotransmitters in the brain)
is inseparable from the challenge that
technics presents to being and life. The
purpose of challenging is to exploit be-
ing and life as forces and powers, an ‘en-
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ergy’, in intensification and modification
– in production – of their existing forms.
This requires that being and life are not
conceived of and worked upon as objects
to be encountered but as a ‘standing res-
ervoir’. (Heidegger, 1962; Taminiaux,
1982: 134-141; Dean, 1996: 57-60; Helén,
2004: 46-47)

This feature of technicality will be in-
creasingly highlighted as the forefront of
medicine becomes more and more de-
tached from the medical science embed-
ded epistemologically and practically in
death (see above). Undoubtedly, the
most convincing results of current medi-
cal genetics are related to detection of
gene defects causing severe and, mostly,
mortal hereditary diseases. Certainly,
research on cell death (or ‘apoptosis’) is
in the vanguard of biology and medical
science today (Landecker, 2003). It is es-
sential, however, that knowledge of
medical genetics and other high-tech
medicine is based on manipulation of
the basic elements and processes of life.
Here medical science follows molecular
biology, in which knowledge on vital
processes is inseparable from proce-
dures and devices that change vital func-
tions of an organism or even produces
new kinds of functions or organisms –
and this has been so for over half a cen-
tury. Transgenic or knock out mice, DNA
sequences outside organism produced
by the PCR technique, or immortal stem
cell lines exemplify well the basis of
knowledge in current biology and bio-
medicine. The assumption is that knowl-
edge of processes of life can be achieved
only so far as those processes are sub-
jected to technical manipulation. In ad-
dition, molecular level knowledge is in-
accessible without sophisticated equip-
ment for manipulation, measurement

and observation. Thus, knowledge of
health and ill-health in today’s medicine
is inseparable from techniques that
mould, create life. (Rheinberger, 1995;
Haraway, 1997; Rabinow, 1998: 140-142;
Franklin and Lock, 2003: 13-14)

The combination of the scientific pur-
suit for the truth on life and experimen-
tation with the potentials to ‘improve’
life offered by ‘life itself’ has a power to
transform life and the living to resources
for transgressive modulations of the
social, psychological and biological
bounds of human existence. Further, it
implies that vital processes and human
beings are conceived of as a standing
reservoir. Since the current high-tech
medicine focuses on individual and
emphasises personalised health care, it
deploys this power to generate resources
for the individuals to change themselves.
So, if human vitality is today a standing
reservoir gathered together by medical
technology, it is a reservoir for self-im-
provement or even self-perfection.

Again, the power of medical technol-
ogy rests on a promise to push the limits
of life ‘further’ and, by doing so, to pro-
vide each and all not eternal but better,
even perfect life. This is a subjectifying
promise. Its fulfilment requires from in-
dividual persons not only the accept-
ance of medical authority and proce-
dures but also personal change, that is,
becoming a medical subject. In this kind
of condition, existence is defined in
medical terms and human conduct
turns into health care. In the context of
the earlier mode of modern medicine
focusing on fighting mortal diseases, this
subjectivisation became actual, for ex-
ample, through participation in x-ray
mass screenings of tuberculosis or in
mass health inspections or, for some in-



9

Ilpo Helén

dividuals, through subjection to isola-
tion and treatment in tuberculosis sana-
torium or to eugenic sterilisation. These
measures were accompanied by popu-
lar education and propaganda for per-
sonal hygiene that underlined self-dis-
cipline and toughening of one’s body.
Being a medical subject meant solely
personal conduct to maintain and pro-
tect personal vital functions.

Following Hannah Arendt (1958), it
could be claimed that modern medical
technology restricts vita activa, i.e. hu-
man action, so that it is focused only on
natural necessities, thus depriving the
human being both as a species and in-
dividuals freedom and uniqueness.
Against this argument, it can be claimed
that modern medicine has aimed at and
also succeeded in liberating man as a
species, communities and individuals
from biological necessities. The break-
through of molecular and other high-
tech medicine has made the latter aspect
even more paramount and related it pre-
dominantly to issues of personal health,
which today is increasingly defined in
terms of self-fulfilment. The current
medical technology has painted a vivid
landscape of unprecedented freedom of
personal choice regarding the necessi-
ties of ‘life itself’ and provided us ever
more opportunities – or options – to
shape our own lives and control our
health. According to Nikolas Rose (2001:
18-19), the ‘molecular turn’ of biomedi-
cine is accompanied by a new kind
of relation to the self and new practices
to work upon the self, embedded in
projects of body modification requiring
sophisticated biomedical technology. At
the core of this somatic individuality,
there is a notion of personal autonomy
as a personal right to use and make ex-

periments on the elements of one’s own
body and ‘biology’ in order become a
different, better, even perfect person.
(Novas and Rose, 2000; see Helén, 2004:
44-45.)

Extreme operations of plastic surgery,
such as limb lengthening, are obvious
examples of practices relating to somatic
individuality. In addition, procedures
like foetal diagnosis and selective abor-
tion, hormone treatment and surgical
operations for sex-reassignment exem-
plify them well. They point out that
claiming new ‘health options’, in other
words, overcoming potential ill-health of
one’s own body or personal ‘normal
handicap’ (Rabinow, 1996: 98-102) is not
simply a choice but a chain of events,
consisting of prognoses and probability
assessments, technical operations and
numerous situations that require per-
sonal decision or choice; it can also be
painful and agonising, and may raise
considerable anxiety in a person (Helén,
2004: 39-42). Further, the medical tech-
niques to shape one’s own life not only
consist of medication, devices and sur-
gical operations. In many cases, medi-
cation, surgical operation or the use of
supportive device requires a major
change in personal habits, for example,
a special diet, physical exercise, a rigid
daily routine or self-inspection rehears-
als, or a ‘re-programming’ of a whole
personal lifestyle. Sarah Franklin’s (1997)
study on in vitro fertilisation technology
and experiences of women undergoing
the procedure of infertility treatment
depicts vividly this aspect of high-tech
medical life enhancement. It also points
impressively out that the changes may
affect the personal conduct of living so
profoundly that they function as tech-
niques of the self (Foucault, 1985: 25-32).
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In other words, the procedures and
changes they impose lead the person to
problematise and modify what he or she
is. Thus, high-tech medicine has power
to define and shape the uniqueness of
an individual, i.e. personal existence.

The power of biomedicine is derived
from its inclination to assent and inten-
sify our ideas of what we desire. It is prac-
tical and technical power that augments
and produces; and by doing so, it makes
possible for us to want more from life –
as individual persons and even regard-
ing the biological and physical quintes-
sences. These desires not only concern
cosmetic aspects of personal existence,
and this business is not all about Viagra,
liposuction or facelifts. The expectations
raised by current medical technology are
also related to situations of severe pains,
wasting disease or agony, and in these
cases high-tech medicine promises re-
lief from a desperate condition. An in-
terview with a woman in BBC’s News-
night in December 2001 illustrates well
what kinds of possibilities new medical
technology provides in imagining a fu-
ture and planning one’s personal life in
agonising situations. The program fea-
tured a mother of an autistic son, who
said she was going to have a test tube fer-
tilisation for the next child, where the
pre-embryos were screened before im-
plantation in the womb, and choose a
female because ‘the risk of falling ill with
autism is far greater with boys than with
girls.’

High-tech medicine opens up a view
of indefinite transgression of human
finitude and shifting the boundaries of
life. In this picture, medical technology
is presented as irreplaceable. Moreover,
it imposes a conduct of living in which
each individual is required to take care

of the somatic self in an anticipatory
manner, as if persons should live their
lives beforehand. A common assump-
tion among the medical profession and
health authorities is that what people
primarily need, in order to take an an-
ticipatory attitude toward their personal
health and medical care and to make
health choices for future, is information
about ‘presymptomatic’ diseases, poten-
tial ill-health and health risks and about
options for prevention and cure. The
development of diagnostic techniques
has considerably increased the scope and
accuracy of predictive information that
medical institutions can provide to their
clients. Many scholars have claimed that
sharing such an information leads to
biological or genetic responsibilisation of
the individual persons that, in turn, pro-
vokes feelings of guilt and anxiety (e.g.
Beck-Gernsheim, 1996: 289-290; Peter-
sen, 1998; Chadwick, 1999; Lemke, 2000:
251-256; Novas and Rose, 2000: 502-507).

The questions of personal choice and
sharing of adequate information to the
clients are usually discussed in relation
to ethical considerations on the imple-
mentation of new medical technology.
It is widely accepted that the formal ‘bio-
ethical’ basis of today’s high-tech medi-
cine is the liberal idea of the moral au-
tonomy of the individual. This is mani-
fested by the principles of informed con-
sent and personal choice, which are re-
peatedly underlined in official guide-
lines in, for example, antenatal diagnos-
tic testing, genetic counselling, infertil-
ity treatment or collecting of blood or tis-
sue samples for genetic or stem cell re-
search. (Faden, 1991; Petersen, 1999:
255-258; Novas, 2003: 89-107.) If, how-
ever, we focus on the practice and con-
tent of  decisions concerning new medi-
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cal technology, what appears to be con-
stitutive for the ‘bioethical’ dimension of
medical high-tech are the particular life
situations in which individual persons
make choices whether or not to engage
oneself to medical investigations or
treatments. Hence, effective principles
of moral conduct and responsibility that
would bear on every person’s choice and
desire to deploy medical means to en-
hance one’s own life are hardly conceiv-
able. Ergo, ethics is not generalisable but
dispersed. Therefore, it seems impossi-
ble to establish a definite and general
‘code of ethics’ for the implementation
of new techniques in the contemporary
liberal moral order that cherishes the
personal freedom of choice. (Helén,
2004: 36-39)

Besides responsibilities, expectations
concerning new medical knowledge on
and cure for the person’s disease-to-be
or somatic ‘insufficiency’ are also in-
volved in this practice of life, with a per-
spective of hope and despair. The ways
women are ‘living the IVF treatment’
(Franklin, 1997: 101-197) is a telling but
not the only example of a novel existen-
tial condition, characterised by a mix-
ture of guilt, expectation, agony and
hope, that is entirely embedded in the
development of biomedical technology
and generates new kind of uncertainty
that is not about life but about the
moulding of life.

Business and Patients

Today, high-tech medicine is a global
industry. The rise of molecular medicine
has given an upswing for the commer-
cial side of medicine, especially by inter-
mingling medical science and business
more deeply than ever before. There are

two major outcomes of this develop-
ment. First, the role of the big trans-
national medical enterprises in medical
research, especially the pharmaceutical
companies, has grown more prominent,
and they have significant influence not
only as providers of funding, but also as
an institutional context where research
in high-tech medicine is carried out.
Correspondingly, the relative impor-
tance of academic medical research and
national and other non-profit based
sources of funding has been decreased,
especially during the past decade. Sec-
ond, considerable commercial expecta-
tions have been targeted on future medi-
cal treatments that should result from
the progress of molecular medicine and,
consequently, high-tech biomedicine
has become a major field of investment
for venture capital. The infamous case
of deCODE Genetics Inc., the company
that endeavoured to create the Health
Sector Database by combing DNA sam-
ples and medical records of the whole
Icelandic population for commercial
exploitation, shows outstandingly that
the forefront of medical science and
technology is nowadays invested with
hopes not only for health but for profit,
as well (Pálsson and Rabinow, 1999;
Pálsson, 2002; Rose, 2003; on the hype
of biotech business in general, see
Brown, 2003).

All the above points are familiar from
numerous studies in sociology and an-
thropology of the current medicine. For
example, discussion on the conse-
quences of commodification of genes
and other elementary entities and proc-
esses of life began already two decades
ago (e.g. Yoxen, 1983; Andrews and
Nelkin, 2001). Likewise, the concepts of
biovalue and biocapital are entering the
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focus of social scientific discussion on
medical technology and science. They
refer to the tendency of donated organs,
blood or tissue samples in medical col-
lections, spare embryos at the infertility
clinics or other ‘bio-material’ to be trans-
formed into objects of exchange, which
are seen as a source of potential finan-
cial value for the investors and potential
use value for those longing for cure for
their illnesses. (Waldby, 2000; Franklin,
2001; Franklin and Lock, 2003: 6-11)

I will not, however, discuss these as-
pects of economy related to medical
high-tech. Instead, I focus on the ways
the current health care economy encir-
cles the condition of somatic individu-
ality and the related mode of personal
conduct. Today’s business of advanced
medical technology can be conceived of
as life enhancement economy that is a
fabric of relationships between big
transnational enterprises and small en-
trepreneurs in medical business, insti-
tutions of medical care and research,
national and international health au-
thorities, medical professions, and pa-
tients and their representatives. The re-
lationships between medical research,
business and lay people have often been
approached as questions of public opin-
ion. The focus of problematisation in
both social surveys and public discus-
sion has usually been the ethical ap-
proval or disapproval of the new medi-
cal technology by the public. In recent
years, both the public authorities in dif-
ferent countries and medical enterprises
have become concerned about general
public suspicion on state-of-the-art
medical technology. Also they have pre-
ferred to define the issues in terms of
ethics, instead of considering them as
social or political questions. Thus, both

public authorities and business have at-
tempted to make medical high-tech
ethically more acceptable by informing
and educating people and by develop-
ing technical solutions to reduce the
application of controversial techniques
(e.g. deployment of embryonic stem
cells). (Lemke 2000; Franklin 2003)

A noteworthy feature of this economy
is the difficulty to maintain a clear de-
marcation between inventions in life
style medicine and ‘respectable’ medi-
cal exploration to find cures for incur-
able diseases. The crucial question is
how people are related and participate
in life enhancement business. As said,
medical high-tech moulds personal con-
duct by connecting it to assessment of
personal health risks, biological respon-
sibility, choices between new medical
options and to anxiety and hope man-
agement; by doing so, it imposes a medi-
cal subjectivity. So, to what extent and
in which forms is this subjectivity also
the one engendered by deepening com-
mercialisation of medicine?1

When studying how people become
engaged in life enhancement economy
through their pursuits of personal health
and a better life, one aspect of current
medical economy is particularly rel-
evant, namely, the activism of the pa-
tients’ groups (Rabeharisoa and Callon,
2002; Novas, 2003: 202-229). This activ-
ism refers to older organisations for pa-
tients suffering from severe illness like
cancer or bipolar disorder and for their
relatives. It also designates new net-
works and coalitions of people with rare
or newly discovered diseases, including
persons who carry genetic or other bio-
logical ‘markers’ of risk for particular dis-
eases. In recent decades, these groups
have become more active than ever be-
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fore, greatly thanks to two technological
advances. The development of genetic
medicine and psychopharmacology has
boosted the patients’ activism in many
ways. They have discovered new disor-
ders, provided a large amount of new
information about causes and aetiology
of various disorders, and developed
techniques to test if a person has a
‘presymptomatic’ illness or if he or she
carries a gene default causing a disease.
Most importantly, medical science and
technology have created new hope for
discovering cures or means of relief to
many untreatable ailments. In addition,
the Internet is a major factor behind the
growth of the patients’ activism. The Web
has provided incredible opportunities
for establishing networks, communica-
tion and information sharing among the
people with the same condition or ill-
ness, impairment or being in the proc-
ess of recovery. In a manner familiar
from other contexts of Internet use, a
certain group of people or phenomenon
– in this case, a particular disease or
malady – acquires a firmer and even a
new mode of existence through websites
and online discussion groups. It could be
even said that some rare diseases have
gained an actual existence outside the
passing references in medical textbooks
by the virtue of the Internet.

By extending Paul Rabinow’s (1996)
idea, one can see the increase in the pa-
tients’ activism and its new forms as
emergence of biosociality. By this term
Rabinow refers to a new form of consti-
tution of social groups or ‘communities’
(Rose, 1999: 172-173, 177-179) consist-
ing of persons who are inflicted by the
same disease, either by suffering or re-
covering from it, having a genetic risk to
fall ill with it or being kin to a person with

the disease in question. In addition,
biosociality refers to a new mode of per-
sonal identification to such groups or
communities and the active involve-
ment of the groups and their individual
members in developing new forms of
cure for and coping with their either
present or future condition.

Of course, this development reflects
the general change of position of those
seeking medical help from patients to
clients and customers who actively seek
treatment and make choices and deci-
sions over the procedures available. Re-
garding high-tech medicine, an interest-
ing aspect of this change is the fact that
the patients’ advocacy and self-help or-
ganisations have entered the field of
medical research, actively influencing
research policy and design of single re-
search projects. In many cases, medical
scientists studying a particular disorder
do not consider the group or network of
the people with that disease as a repre-
sentative of outside lay opinion but as a
genuine partner or ally in carrying out
the research. (Rabeharisoa and Callon,
2002; Novas, 2003: 210-219.)

Self-help for Progress

From the perspective of research and
business in medical technology, there
are certain activities of the patients’ ad-
vocacy and self-help organisations in
which an affirmative relationship can be
embedded. First, the patients’ groups
can be very effective in lobbying health
authorities and institutions for research
funding. The pressure ‘from below’ can
be decisive for getting a marketing per-
mission to a new medication or having
it included among the drugs that are
compensated to the patient by health
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insurance. In a similar way patient ac-
tivism can be crucial in requiring fund-
ing for research on rare or controversial
illnesses. For this reason, medical corpo-
rations and researches are eager to form
alliance with particular patients’ groups
and provide them with resources for lob-
bying. The way Kári Steffánsson, the
primus motor of the deCODE Genetics
and founder of the Icelandic Health Sec-
tor Database, mobilised the Icelandic
Multiple Sclerosis Society in his biotech
business venture is a well known exam-
ple of ambivalent partnership of the pa-
tients’ groups and commercial pursuits
(Rose, 2003: 77-80). Furthermore, the
process by which post-traumatic stress
disorder was accepted in the American
Psychiatric Association’s Diagnostic and
Statistical Manual III (DSM-III), to great
extent due to pressure from the coalition
of the Vietnam Veterans suffering from
the psychical aftermath of combat and
psychotherapist who treated them, is a
famous, – or, for some, infamous – ex-
ample of how influential patients’ advo-
cacy action can be (Young, 1995: 107-
116).

Second, the patients’ groups can pro-
vide indispensable infrastructure for re-
search. They can gather data in a man-
ner that would be very difficult or even
impossible to a research group. A bio-
bank consisting of blood and tissue sam-
ples, personal medical histories and
family diseases histories from voluntary
donators that PXE international, an ad-
vocacy network for a rare genetic skin
disease, have collected (Novas, 2003:
216-219) is an example of the potentials
of these organisations. Moreover, the
patients’ networks can recruit volunteers
for experiments and clinical trials of new
treatments. This is especially crucial for

pharmaceutical research. The engage-
ment of infected gay activists in the ex-
periments on candidates for the HIV
medication and their impact on the
agenda of virological research and drug
development in the 1980s and 1990s is
well known (Epstein, 1996; Löwy, 2001:
62-74).

The relationships between medical
enterprises and patients’ groups through
lobbying, collecting research data and
recruiting volunteers for experiments or
clinical trials are varying and complex.
On the one hand, some groups are gen-
erously sponsored by medical corpora-
tions, where advocacy networks for cer-
tain psychiatric disorders are even initi-
ated by them, which is obviously related
to market interest of pharmaceutical
companies. On the other hand, patients’
group actions may challenge the busi-
ness interests and make the fundamen-
tal controversy of health care capitalism
between private gain and public good
manifest.

Carlos Novas (2003) presents two fine
examples of conflicting interests. The
first is a lawsuit against the Miami Chil-
dren’s Hospital and its doctor Reuben
Matalon, undertaken by several patients’
groups and their activists in 2000. The
case concerned a patent awarded to
MCH for a new genetic test for Canavan
disease. It is a hereditary disease, rela-
tively common among Ashkenazi Jews. In
it, deterioration of myelin, or the ‘white
matter’, in the brain causes gradual dis-
integration of motor skills and mental
functioning of the child and eventually
makes him or her blind. The story be-
hind the lawsuit is the following: Daniel
and Debbie Greenberg, parents of two
children with Canavan disease, had or-
ganised the collection of blood, urine
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and tissue samples from persons with
Canavan disease and their relatives and
given them to MCH and Dr. Matalon for
research purposes. The Greenbergs’ ef-
fort was indispensable for the develop-
ment of the new genetic test, and when
the hospital put a price tag to the test and
presented restrictions for its use, the
Greenberg’s and the organisations that
helped them sued the hospital and the
doctor arguing that the profit seeking by
the latter violated the interest of the Jew-
ish community and the public good.
(Novas, 2003: 219-223)

The second example has a more posi-
tive tone. It is related to the mentioned
biobank of PXE disease, collected by the
PXE international. The patients’ network
has established strict terms and a pro-
cedure of approval for researchers who
wish the access to the database. The re-
searchers have to accept the joint pos-
session of intellectual property that may
outcome from the research and a joint
patent application ensuring that licens-
ing fees are kept to minimum or even
free so that the new tests or treatment
resulting from the research would be
accessible for all in need of them. In ad-
dition, the possible profit should be dis-
tributed among the collaborators of the
research. This is an example of the alli-
ance of researchers and a patients’ group
that would have power to resist commer-
cial interests and the logic of profit seek-
ing and, instead, to make advanced
medical technology affordable and ac-
cessible to all in need. (Novas, 2003: 216-
219)

There is the third aspect in the pa-
tients’ networks and groups, which
makes them attractive for medical busi-
ness and the related research. When the
patients’ organisations try to reach out

not only to persons suffering from spe-
cific diseases, disorders or impairments
but also potential patients, they bring
together prospective consumer seg-
ments. ‘Potential’ here refers both to per-
sons who might use medication, a de-
vice or treatment provided by a com-
pany as remedy for his or her ailment
and to persons who might be at risk to
fall ill with a disease to which a company
is either marketing a new cure or carry-
ing out research to find one. The latter
mode is interesting for two reasons. First,
it is congruent with the predictive ori-
entation of high-tech medicine (cf.
above). In addition, it is related to the
opening of an ‘interface’ through which
individual persons get involved with so-
cial group formation, identification and
networking to which Rabinow referred
by the term ‘biosociality’. Both the pa-
tients’ advocacy and self-help groups
and big medical corporations provide
this interface, and in a strikingly similar
form. Both in a patients’ group website
or leaflet and in a corporate website,
leaflet or TV commercials, persons can
come across the same type of list of
symptoms or other features meant to
help them make self-inspection of
whether or not they possibly belong to a
risk family and are potential carriers of
a presymptomatic condition (like Hunt-
ington’s disease) or a gene defect, or
whether or not they are at risk to fall ill
with a particular disease.

Perhaps such lists of symptoms and
similar information educate the public
and raise people’s ‘awareness’, but for
sure, this happens by invoking doubts
and uncertainty about personal health.
When facing those lists of symptoms, the
person is forced to ask him- or herself ‘Is
it possible and is it probable that I am
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suffering or will fall ill to this particular
disease or disorder?’; and ‘What should
I do to prevent this from happening?’;
and further, ‘Do I possibly belong to this
group of (potentially) sick people, do I
share the same destiny with them, a des-
tiny that presumably is biological, origi-
nating from the molecular level of the
vital processes of my body?’ Regarding
life enhancement economy the crucial
point is that personal potential for ill-
ness, or, in fact, the feeling of uncertainty
over personal health, can be trans-
formed into potential for medical re-
search by recruiting people to donate
blood or tissue samples or to volunteer
in clinical trials. More importantly, it can
be turned into commercial potential by
introducing people the options to find
out their health risks, prevent their fu-
ture ill-health and improve their lives.

These points are highly relevant as
clinical applications and research in
molecular medicine are shifting from
the rare hereditary diseases to common
diseases and life style related disorders.
In the field of mental health care, we
have witnessed the process by which
new categories of mental disorders are
‘invented’ and, in a due course, either a
new selective serotonin-reuptake inhibi-
tor (SSRI) or the new use of an old one is
introduced for that particular condition.
Do-it-yourself questionnaires and scales
for detection of possible symptoms of
depressive, anxiety or attention disorders,
syndromes from Asperger to Tourette,
and even manic-depressive illness are
overwhelmingly available in popular
magazines, the Internet and self-help
advice books. In this form, the individu-
als face the dense flora of mental disor-
ders, and they are compelled to ask if
they themselves or their children, part-

ners or other loved ones might be suf-
fering from this or that disorder that
could originate from ‘the brain’.

Conclusion: Valuable Hopes

In the market place of medical life en-
hancement, the objects of supply and
demand, as well as the objects of profit
seeking, are not primarily certain drugs
or medical devices but prospects of
health. The production, exchange and,
to some extent, also consumption is en-
tirely oriented toward the future. There-
fore, this economy is virtual and, in fact,
imaginative, based essentially on expec-
tations. None of these characteristics,
however, makes the business of high-
tech medicine different from the hype
economy related to bio- and informa-
tion technology in general (see Brown,
2003). Rather, what makes medical high-
tech business distinctive is being essen-
tially a ‘hope economy’ (see Franklin,
2003). This characteristic is closely re-
lated to what I presented in the first part
of my paper about current medical high-
tech creating a peculiar reciprocity be-
tween existential uncertainty engen-
dered by the new medical technology in
the individuals and the hopes for im-
proved quality of life or relief from bur-
densome life that technological pros-
pects raise. Now, my argument is that it
is precisely through uncertainty and
hope, embedded in the promise of the
progress of health care technology, that
people become engaged in commercial
drives of medical high-tech. The forms
of patient activism described above are
the most manifest examples of such in-
volvement.

Therefore, I argue that the cohesive
force of medical life enhancement
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economy should be looked for from
hope directed to new cures that medical
technology promises, from despair and
disappointments that are inevitable
companions of hope, and from commit-
ment of the individuals to mould their
personal conduct according to medical
prospects, instead of hype-ridden eco-
nomic pursuits and interests. The activ-
ists of the advocacy networks of Hunt-
ington’s disease or Parkinson’s disease
who tirelessly make efforts to support
medical research on these diseases, or
women undergoing time and again
the infertility treatment procedure
(Franklin, 1997: 154-161, 180-183; Novas,
2003: 210-214; Brown, 2003: 7-8) exem-
plify such a condition of living in hope.
In Marxist terms, hope may have the
same position in the economy of high-
tech medicine as labour has in the capi-
talist production; maybe all value of
medical options to make personal exist-
ence healthier, better, even ‘perfect’ is
derived from hope. Maybe it is ‘hope la-
bour’ that the expectations of high-tech
medicine require in order to sustain.

Notes

1 The variation, deriving from differences in
national health policies and cultures of
health care and medical research and
from the range of illnesses and deficien-
cies involved in this business, is so wide
that it would be foolish to present any gen-
eral pattern of how profit seeking and per-
sonal pursuit for health are entangled with
each other in life enhancement economy.
According to Carl Elliot (2003), the orien-
tation of medicine toward life enhance-
ment and promises of better or ‘perfect’
life is a particularly American phenom-
enon, stemming from anxiety-ridden pre-
occupation with self-presentation and
self-fulfilment by which the American

culture and morals are impregnated. His
claim is intriguing in relation to facts that
today the U.S. is the leading country in
medical research and forms the major
market area for health care products.
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