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Abstract  

In recent decades education has been suggested as an important solution to current problems of 
the population’s health. A high level of education in general is construed as essential for the 
nation’s well-being and competitiveness. In this article we problematise the ways in which 
discourses on education, learning and health have become interlinked. Drawing on a post-
structural theorisation inspired by Michel Foucault, we analyse Swedish policy documents on 
education and public health and direct our attention to how the healthy citizen is shaped and 
fostered. We illustrate how the healthy citizen emerges in opposition to the non-healthy, non-
desirable and abnormal citizen. Citizens are made responsible for identifying their deficits and 
suggesting solutions. Governing techniques, such as motivational interviews and physical 
activity on prescription, operates in order to shape such citizens. Through these techniques, a 
confessional relation emerges, where citizens are invited to disclose their deficits and problems 
and in so doing shape themselves in a desired way.   

Keywords: adult education, health, motivational interviews, physical activity on prescription, 
governmentality, Foucault 

Introduction 

In the last century education has been regarded as an important tool for the development of 
society. Such ambition has been accompanied by increased levels of education in the population 
as a whole. Zooming in on Sweden, a recent example of the role of education is promoted as 
essential for the creation of a knowledge society. This is exemplified in a government paper in 
the following way:   

Sweden's position as a knowledge nation must be strengthened. The challenge is to build a 
learning community with extensive investments in education at all levels, which connect to the 
classical task of welfare policies, to drive change and modernization of society. In the 
emerging new society education is a crucial part for a person´s future life, opportunities in life 
and professional life. Therefore it is important that education is made available to everyone, 
not just for the few. (Motion 2010/11:Ub445, 1) 

Here, arguments for more education connect to the idea that Sweden’s position vis-à-vis other 
countries needs to be strengthened. Key words like ‘modernisation’, ‘welfare policies’ and 
‘opportunities’ for ‘everyone’ illuminate the democratic function of education (see e.g. Nicoll 
et al. 2013). Arguments like this are not new. Rather, the ideas that have emerged in the last 
century have been linked up in different ways (see e.g. Fejes 2006).  

Ideas about democracy, modernisation and welfare have been and still are central in today’s 
discussion about education. What is new is, on the one hand, that policy documents speak about 
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learning rather than education as a path in order to meet challenges of the future. On the other 
hand, health has emerged as a central component in these discussions. For example, in a report 
from 1998, OECD introduced the idea that health is one important output of increased levels of 
education among the population. They argue (OECD, 1998, 66) that ‘there is clear evidence 
that better educated people tend to be healthier, even correcting for the health benefits that they 
enjoy because of their higher income’. Such benefits are in the report related to education in 
general, but also to learning in a wider sense. Similar ideas have been picked up in Sweden, not 
the least since the late 1990s. Education was then not only construed as important for 
individuals’ employability or higher pay, but also for less illness and a longer life. As argued 
in a government paper on higher education from 2001: ‘On average, those who have studied at 
university have for example less risk of unemployment, more years of work, less illness, longer 
life and higher pay’ (Ministry of Education 2001, 19) and as argued in a government paper on 
lifelong learning, referring to the OECD report from 1998 that ‘in a broader perspective […] 
beside the economical revenues due to education, there is also a social revenue […] as education 
influence factors such as self-esteem, health and participation in society’ (Ministry of 
Education, 1999, 34).  

With such a positive aspect of education and learning, different measures have been 
suggested to increase the health of the population, make health more equitable and increase 
life expectancy rates. These measures are amongst other things aimed at providing ‘people 
opportunities to increase control over their health and to improve it’ (Ministry of Health and 
Social Affairs 2007, 9). Thus, the conception of education seems to have shifted to one of 
education AND learning as an important solution to the population’s current health 
problems. This is what Foucault (2007) calls the problematics of governing, where certain 
futures, challenges and solutions emerge that aim to make citizens change their behaviour in 
order to participate in the shaping of a successful future. In other words, these ways of 
speaking and these discourses help to shape subjectivity and, in that sense, become 
dangerous or problematic and thus need to be further scrutinised (Foucault 1983).  

The aim of this article is to problematise the ways in which education, learning and health have 
become interlinked in current policy making in Sweden. More specifically, the focus is on how 
the healthy citizen is construed, which characteristics become related to such citizen and what 
this might mean for the future.  

Research on education and health 

Research on the relation between education and health is not new, although it often focuses on 
how education can contribute to improving the health of the population. This includes studies 
of measurable health effects, such as life expectancy, physical symptoms like neck or shoulder 
pain, the mortality rate from cardiovascular diseases (cf. Public Health Agency of Sweden 
2016; SCB.se), or research aimed at examining the link between, and effects of, education and 
the population’s well-being (e.g. Groot & Maassen van den Brink 2007; Hahn & Truman 2015; 
Hammond 2002, 2004; Loucks et al. 2011; Mayfield-Johnson et al. 2014; Merriam & Kee 2014; 
Zepke 2013) or physical education in schools (e.g. Ericsson & Karlsson 2014; Hills et al. 2015; 
Quennerstedt 2006; 2008, Tolgfors & Öhman 2016). 
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However, there are also more critical studies on health, education and learning, to which our 
study connects up, where the work of Foucault has been a central inspiration (e.g. Berglund 
2008; Björklund 2008; Olsson 1997; Popkewitz, Olsson & Peterson 2006). Here, the focus has, 
for example, been directed at how public health policies in Sweden have shifted (Olsson, 1997) 
from a view on public health in terms of the absence of illness, whereas today public health is 
defined in terms of psychological and emotional well-being and quality of life. Similar 
arguments are pursued by (Berglund, 2008) who illustrate how policies on lifelong learning in 
Sweden could be conceptualised as a medical discourse (Berglund 2008). Here, the logic is that 
those who cannot or do not wish to become lifelong learners are pathologised as being in need 
of correction. Such corrections are encouraged and mobilised by experts operating as nurses or 
medical doctors, i.e. the experts aim to correct the illness and instil a will to learn. Learning 
activities aimed at increased health at the workplace, is yet another practice scrutinized from a 
more critical perspective, where, e.g. it has been illustrated how discourses on health contributes 
to shaping the healthy employee where the biomedical and the wellness discourse are the most 
prominent for constituting the desirable subject  (Björklund, 2008). 

Our analysis connects up with this latter, Foucault-inspired research on education, learning and 
health. However, rather than focusing on either education, or (lifelong learning), or the work 
place, we direct attention to how education, learning and health become interlinked within 
current discourses in Sweden. Through such discourses a healthy citizen emerges. Thus, the 
article contributes knowledge that could furnish further critical discussions about the effects of 
current discourses on education, learning and health in terms of shaping subjectivity.   

Theoretical and methodological approach  

In order to analyse how subjectivity is shaped through current discourses on education, learning 
and health, we draw on a post-structural and discursive theorisation inspired by the work of 
Michel Foucault (1972, 1980, 2007) and specifically on those education scholars who have 
developed and mobilised such a perspective (Fejes 2006, 2010; Nicoll et al. 2013; Olson et al. 
2014; Simons & Masschelein 2008). Concepts such as discourse, governmentality and 
subjectivity are central analytical concepts. In this approach, ‘discourse’ includes what is said 
or written, but is actually more than this. A discourse is not just the signs of language, but a 
system for the formation of a group of statements that is not limited to what is being said 
(Foucault 1972). In relation to the healthy citizen, discourses are constituted through statements 
that emerge as possibilities for speech, events and action-taking at a particular time and location. 
These statements are considered as entities that allow signs to assign specific and repeatable 
relations to objects, subjects and other statements. These relations have different features; a 
vital feature being the construction of subjectivity. 
 
Here, subjectivity is not pre-defined and has no essence. Rather, subjectivity emerges through 
the ways that citizens are described in texts and speech. In other words, this is a decentred 
notion of subjectivity that is enmeshed in power relations, which makes these relations possible. 
Through these relations, governing operates, and Foucault (2007) described this as 
governmentality, thus broadening the taken for granted notion that governing is something that 
is conducted by the state (see Foucault 2007). Here, ‘government’ is not only concerned with 
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governing through state control, law-making, policy decisions and institutional curriculum 
practices and so forth, but occurs in and through discourses and practices that inform our 
everyday actions and are drawn on in our relations to ourselves (Fejes & Nicoll 2008). Foucault 
(2007) uses the concept of the ‘conduct of conduct’ to analyse how people are constituted as 
governors of others and the self. Governing, then, is the guidance of conduct. 
 
A governmentality analysis directs attention toward the technologies and techniques through 
which governing operates and reaches its goals (how governing operates), combined with an 
analysis of which subjects are brought forth through them (the effect of governing). 
Technologies do not have any essence and are not the direct linear output of a specific will or 
intention to govern. Instead, they are assemblages of aspirations, beliefs, knowledge and 
practices of calculations that, for example, aspire to shape specific subjectivities (Rose 1999). 
Foucault (2003) primarily analyses two types of technologies in his writings: technologies of 
power and domination and technologies of the self. The former concerns the practices through 
which the self is objectified and shaped by dividing practices, whilst the latter concerns the 
ways in which the self constitutes itself as a subject. These technologies seldom function 
separately. Rather, the encounter between the two is what Foucault calls governmentality.  
 
One central technology of the self mentioned by Foucault (1978) is the confession. Confession 
is often associated with religious confession, especially in a Catholic context. With the 
emergence of science in the 1800s confession became scientised to the extent that today 
confession operates in many different spheres, e.g. in the family, between friends and co-
workers etc. (Foucault, 1978; Fejes & Dahlstedt, 2014). Confession is a ritual of discourse in 
the sense that someone always incites and invites someone to confess. This could be a friend, a 
teacher, or even oneself, i.e. as a ‘virtual other’ (Fejes & Dahlstedt, 2014). Confessing implies 
that you already know how you should be and behave, in that the act of confession means telling 
the truth about who you are and who you should be or become. Accordingly, by confessing we 
contribute to, and co-create, knowledge about ourselves through verbalisation of our self, and 
thus participate in governing ourselves in accordance to current norms of good behaviour.  
 
In order to analyse how education, learning and health intersect today in Sweden, we have 
selected policy texts published in policy locations where these topics are raised. This includes 
reports written by the Ministry of Education, Ministry of Health and Social Affairs, the Public 
Health Agency of Sweden, and the National Board of Health and Welfare. Drawing on a 
governmentality analysis, the following questions guide our analysis (see Fejes 2006; Dean 
1999): What is the problematic of governing? What kind of subjectivity is desired? Through 
what means should such subjectivity be shaped? In order to answer these analytical questions, 
the focus is on identifying regularities of statements (see e.g. Fejes & Nicoll 2015; Fejes & 
Dahlstedt 2014) in the policy texts. Such regularities make certain ways of understanding the 
(healthy) citizen possible. 
 
In the following, we first of all describe how healthy citizens are construed through current 
discourses. Secondly, we zoom in on how normal and deviant citizens emerge as opposites. 
Thirdly, attention is directed to how the governing techniques of motivational interviews and 
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physical activity on prescription are mobilised in order to shape the normal and desirable 
subjectivity. The article ends with a discussion.   
 

What and who is the problem? 

The current policy texts describe how public health has improved in recent decades, which 
through discourse is construed as something positive. However, at the same time it is stated that 
inequalities in health have increased between different population groups.  

Sweden has for a long time had a very good public health and we can see that over the decades 
health has improved, in terms of life expectancy and other health indicators. Unfortunately, 
we also see that inequalities in health between different groups of the population seem to 
increase rather than decrease, which is our biggest challenge in public health work. (Public 
Health Agency of Sweden 2015a, v) 

The main problem construed here is the inequalities in health between different population 
groups in Sweden and that measures need to be taken to counteract this development. The texts 
further elaborate on the reasons for this. The main explanation is that health inequalities stem 
from complex circumstances. However, healthy lifestyle choices and living conditions are 
argued to be better amongst citizens with higher levels of education than those with lower levels 
of education (Ministry of Health and Social Affairs 2016).  

The problematics of governing emerging is thus not so much about the general health of the 
population, but more about the lessening of the gap between those with good health (people 
with higher levels of education) and those with less good health (people with lower levels of 
education). Talking about people in this way creates a division between the healthy and non-
healthy citizen, where the former is positioned as desirable. 

The normal and the deviants  

As indicated above, the texts mainly describe the population as generally healthy, and the 
ambition is for the entire part of the population to become healthy. Thus, the target of 
interventions is on a general level the entire population. However, the population is at the same 
time divided into different groups. All is not all in its strict sense. Certain groups of citizens are 
highlighted as risks and the target of certain measures and interventions (see e.g. Fejes 2006). 
These risk groups are attributed as lacking something for example adequate education, which 
in turn is used to explain poor health. This is further illustrated in the following quotation:  

Groups that are less resourceful, such as those with shorter education, lower income, poorer 
housing and fewer opportunities to influence and participate in society, also have poorer 
health. (Ministry of Health and Social Affairs 2007, 31)  

The population is thus categorised into different groups, each having certain characteristics and 
shortcomings. Indeed, shortcomings are the starting point and contribute to the construction of 
risk groups as ‘something else’. The constructed risk groups are described as deficient in 
education, income, housing and influence and as having fewer resources, poorer health, and as 
a consequence, they are construed as having less ability to cope with life. In this way of 
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reasoning, a discourse on lack emerges, and not the least a lack of knowledge, i.e. the unhealthy 
citizen is not a knowledgeable citizen and does not have the required level of education. Lack 
of education is also linked to unemployment as a further explanation for poor health among 
certain parts of the population:  

Ill health is higher among the unemployed than among people who have jobs, but the 
relationship between unemployment and ill health is complex. There is a health selection, 
where people with any form of ill health find it more difficult to get a job, but unemployment 
also has direct negative health effects on the individual. (Public Health Agency of Sweden 
2014, 78) 

The complexity referred to here is about causality. The policy document is saying that poor 
health may be a cause as well as a consequence of unemployment. Those who are highly 
educated and have a job are said to have a lower risk of poor health than those with little 
education and no employment. Besides the construction of a relationship between education, 
health and unemployment, the unemployed citizen is portrayed as someone who is unable to 
make the proper health choices (e.g. Public Health Agency of Sweden 2015b; Ministry of 
Health and Social Affairs 2016). This can be seen in the following two quotations, where, on 
the one hand, citizens with longer education are construed as people whose behaviour promotes 
good health, and thus, those with low levels of education emerges as the opposite. On the other 
hand, education in itself is construed as needed in order to make healthy life choices.  

Most behaviour that promotes health is more common among people with longer education 
(Ministry of Health and Social Affairs 2016, 115).   

Education can also provide people with better ability to acquire, interpret and use information 
about, for example, health and various risks. (Public Health Agency of Sweden 2016) 

In other words, the less knowledgeable citizen does not have the necessary knowledge or skills 
to make good choices about their health (i.e. what to eat, how to exercise etc.), but through 
education they can learn how to act and understand how to behave in order to become ‘normal’.  

So far, what we see is the emergence of a desirable and undesirable citizen, where the healthy 
citizen is defined in the light of what is construed as unhealthy. In the texts healthy citizens are 
shaped as those who are well educated, have a job, know how to handle risk and can take 
responsibility. In contrast, unhealthy citizens are portrayed as people who do not have the 
necessary knowledge to make healthy life choices and therefore cannot be expected to take 
responsibility for their own health, for which they need support.  

Techniques for shaping the healthy citizen 

The logic that is construed is that the unhealthy citizen needs to be supported, guided and helped 
to make the right choices in order to become healthy. Such a citizen is positioned as not yet 
fully understanding that good health is an important goal to achieve and that the only way to do 
this is to have easier access to education. Although such citizens are not portrayed as being 
completely helpless, they are construed as having little interest in searching for knowledge 
about how to make the right choices to achieve good health. Thus, the opportunity to acquire 
knowledge that promotes health must be facilitated.  
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The government wants to promote individuals’ interests, responsibilities and opportunities to 
take responsibility for their own health. […] It is important that individuals themselves are 
given the opportunity to articulate their problems and be given opportunities to find solutions. 
It is inner motivation rather than external control that is in focus. […] efforts aimed at making 
individuals capable of taking control of their own health and improving it […] (Ministry of 
Health and Social Affairs 2007, 10).  

The message here is that individuals’ own possibilities to be responsible should be encouraged 
and that they should be given the opportunity to create their own stories about their lack of 
health and suggest solutions. By increasing the motivation of the target groups for educational 
interventions the idea is that people will find ways of taking control of their lives and thereby 
become healthy. Rather than external control, the idea is shaped in terms of internal control. In 
other words, interventions directed at individuals’ inner selves. By encouraging unhealthy 
citizens to direct their gaze inwards and identify their own deficits, the expected outcome is a 
citizen who knows how to behave in order to become healthy. A responsible citizen is thus also 
one who can make autonomous choices, which is further illustrated in the following quotation.  

An important aim of the government's public health policy is to provide knowledge and 
insights that enable people to both make autonomous health decisions based on facts, and to 
develop the skills required for a healthy lifestyle. Major improvements in health can be 
achieved if the individual is able to take, and takes, a greater responsibility for his or her health. 
(Ministry of Health and Social Affairs 2007, 7)  

The above quotation suggests that an autonomous and responsible citizen will emerge with the 
support of experts who will guide them in their path towards self-knowledge. Such support is 
illustrated in terms of providing (scientifically based) knowledge, as shown in this quotation:  

Health information is a planned activity that helps people to voluntarily implement change in 
their behaviour. (Ministry of Health and Social Affairs 2007, 13) 

However, as indicated, the choice to follow the advice and knowledge acquired is voluntary 
and therefore up to each individual. Although the process is described as ‘voluntary‘, the 
expected outcome is a modification of behaviour.   

Besides providing knowledge in general terms as suggested here, specific techniques are 
mobilised that in different ways aim at the client’s knowledge of the self. Two of these 
techniques – motivational interviews and physical activities on prescription – are elaborated on 
below. 

 

 

Motivational interviews 

Information as a means of shaping and fostering autonomous and responsible healthy citizens 
is also combined with specific techniques that work on the inner self of each citizen. One such 
technique is motivational interviews. Here, the aim is to motivate and increase the capacity of 
the unhealthy citizen, as illustrated in the following quotation:  
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Motivational interviews have in several studies been shown to be an important tool for health 
care professionals discussing lifestyle and behavioural changes with their patients. Almost all 
medical procedures involve the patient's participation in one way or another. (Ministry of 
Health and Social Affairs 2007, 13)  

Here, it is suggested that motivational interviews can be mobilised more or less anytime when 
a doctor or nurse meets a patient. By introducing motivational interviews, an ‘equal’ 
relationship is constructed between the health professional and the patient. During these 
lifestyle conversations, the patient is expected to actively contribute by identifying problems 
and suggesting solutions. This is exemplified in the guidelines for motivational interviews 
outlined by the National Board of Health and Welfare (2016), which emphasises the following:  

Central principles for motivational interviews are:  

• Through the means of empathetic and reflective listening, try to understand. 
• Not argue with clients who do not see any reasons to change their behaviour, but rather explore 

why.  
• Strengthen clients’ belief in their ability and possibilities for change.  

In sum, the role of the professional is to help the client to formulate their own understanding 
of the problem, their own arguments for change, and to strengthen their decision and 
commitment to carry through with the changes.  

In a motivational interview professionals are assigned to encourage clients to identify their 
problems and suggest solutions. However, clients do not act in a void, but are rather part of a 
wider discourse of what is normal and abnormal. In order to become healthy, clients are 
expected to acknowledge their problems. If this is not done, they will be positioned as deviant 
and abnormal, i.e. not healthy. Thus, the relationship could be described as self-governing, or 
rather, we could see this relationship as confessional (see Fejes & Dahlstedt 2014), in that 
patients make confessions about their lifestyles and behaviour to a confessor, i.e. the health 
professional. In the confessional relation (see Fejes & Dahlstedt 2014; Foucault 1998), clients 
are expected to direct their gaze inwards to their faults, temptations and deficits and disclose 
these to the confessor. A response from the confessor is not needed. Rather, the very act of 
disclosure is in itself shaped within wider discourses and is expressed in relation to a norm of 
good behaviour.  

Physical activity on prescription 

Physical activity on prescription is another technique that is described in the analysed texts and 
is aimed at the behavioural modification of clients.  

Physical activity on prescription […] is a concrete tool with which health care and external 
actors can promote physical activity in the population. At the same time it represents a working 
method that contributes to the goal that healthcare will conduct more disease preventive and 
health promotive work. (Institute of Public Health 2007, 12) 

Physical activity is promoted as a way of making people more active, which in turn is expected 
to have positive effects on their health. Compared to motivational interviews, the client is 
expected to follow the advice of an expert. Based on an individual assessment by the expert, 
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i.e. the health professional, the client can be offered a suitable physical programme. The 
textbook on physical activity on prescription published by the Public Health Agency of Sweden 
(2012, 15) states that:  

When offered physical activity on prescription, it is important to look at the medical history of 
the client, conduct a risk assessment and assess the motivation of the client, as well as what 
kind of support the client needs in order to increase his or her physical activity. It is also 
important that the advice is individual, that encouragement is provided, and that an agreement 
is made with the client about how to implement the prescription and when to follow up. It is 
also important that the level of exercise is reasonable in order to avoid failure and in order to 
increase adherence. It is appropriate to end the individual centred conversation by writing 
down the prescription, which can be regarded as an agreement.  

Here, physical activity on prescription is constructed as a relational technique. An expert 
assesses clients based on their previous medical history and in dialogue with them. Further, the 
outcome of such a conversation is expected to result in a formal document, i.e. the prescription, 
which will be followed up at a later stage. Thus, clients are given advice as to how to improve 
their health. At the same time, clients know that the health professional will follow this up at a 
later stage (i.e. at a later meeting). As a client, there is an expectation to follow the advice in 
order to become shaped as a healthy and normal citizen.  

Physical activity on prescription is in some ways similar to motivational interviews. Firstly, 
both techniques direct attention towards individuals with the aim of encouraging and motivating 
them to become healthier and ‘normal’. Secondly, both techniques are relational, in that experts 
and clients are mutually expected to exchange knowledge about who the latter is and should 
become. Thirdly, such knowledge is in both instances based on science and ‘scientific truth’, 
as illustrated in the following quotation:  

Motivational interviews aim to increase motivation among individuals in order to modify 
behaviour. Today, there is evidence that different forms of short advice and motivational 
interviews aimed at preventing alcohol abuse are effective. Such effects have also been 
confirmed regarding physical activity on prescription. (Ministry of Health and Social Affairs 
2007, 95) 

Through the mobilisation of scientific knowledge and the assessment nature of both techniques, 
technologies of power are at play. Through surveillance and by measuring clients’ characters 
and health characteristics in relation to the norm (scientific knowledge production), the normal 
and abnormal client emerges.    

However, technologies of power intersect with technologies of the self in the mobilisation of 
both techniques, albeit differently. In motivational interviews, the relation is confessional, in 
that clients direct their gaze inwards to their faults, temptations and behaviour, with the 
expectation that these will be disclosed to the confessor. The confessor, i.e. a health 
professional, is not positioned as an expert but rather as an elicitor of a client’s own will to 
become healthy. Here, clients are shaped as experts about themselves. In the mobilisation of 
the technique of physical activity on prescription, the confessional relation is not as prominent, 
although it could become more apparent in the follow up meetings. The role of the health 
professional is one of an expert who judges what is normal or not, which is then disclosed to 
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the client in terms of formal advice, i.e. prescription, to be followed. Thus, the prescription can 
be seen as a disciplinary technique that creates structure and encourages ‘good habits’. In sum, 
the techniques of motivational interviews and physical activity on prescription both work 
towards the same goal, i.e. the shaping of a healthy citizen, although they operate in slightly 
different ways.  

Discussion 

In the last couple of decades education has become more strongly interlinked with learning and 
health. Although the general health of the population in Sweden is regarded as good, it has 
become a target for educational intervention. One of the main problems raised has been the 
increasing gap between those with good health and those with ill health. The gap is explained 
in terms of employment/unemployment, high/low levels of education, and a sense of 
responsibility for one’s own health. According to the texts, citizens’ educational achievements 
and levels of knowledge are construed as important. With low levels of knowledge and 
education, citizens may not know what kinds of life choices to make (what to eat, how to be 
active etc.) to become healthy, at the same time as they might make the wrong choices. Thus, a 
range of educational interventions are needed in order to correct those who do not or can nor 
take care of their own health.   

Our analysis has shown how a self-governing citizen emerges by means of the techniques of 
motivational interviews and physical activity on prescription. By encouraging clients to confess 
their own faults and temptations to a confessor (health professional), it is expected that they 
will be in a position to see and solve their own problems. Although this latter technique is expert 
based, in that a professional provides more direct advice based on their assessment, the idea is 
that the client should take responsibility to engage in the prescribed activities. Technologies of 
power and the self thus intersect in both these techniques, and through them self-governing 
citizens emerge.  

The self-governing citizen is shaped in what Rose (1999) calls an advanced liberal society and 
what Foucault calls a neoliberal governmentality (Foucault 2007). Here, the freedom of the 
individual is both the starting point for and the effect of governing. In other words, citizens are 
invited to reflect on themselves and their problems. Professionals may provide advice and 
support, but in the end it is the citizens themselves who will need to choose to become active, 
i.e. they will need to make choices about how to act (whether or not this is considered to be in 
accordance with current norms of good behaviour). Thus, motivational interviews and physical 
activity on prescription facilitate a choice (i.e. draw on clients’ freedom). When this choice has 
been made, citizens then become free, i.e. they have shaped themselves as free choosing 
individuals. With a governmentality like this there is little need for direct governing i.e. 
governing by the state through law making or oppressive interventions. Rather, governing takes 
place at a distance (see Rose 1999), with each citizen becoming her or his own governor. Thus, 
the accountability for decisions shifts from the state to the individual. Citizens thereby become 
responsible for their own choices, successes or failures, while the state becomes an enabler 
(Fejes 2010; Rose 1999).     
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Our analysis has provided a different kind of knowledge and normativity than the more 
normative accounts of how to find ways of improving the health of the population (see Hahn & 
Truman 2015; Hammond 2002, 2004; Loucks et al. 2011). Instead of making claims about 
whether health interventions are good or bad, we have focused on illustrating how such 
interventions are dangerous as they contribute to the shaping of citizens in certain ways. The 
analysis thus raises serious questions by pointing to how new forms of power emerge that can 
incite, induce and seduce us into becoming something specific. By appealing to our own 
freedom of choice, and thus inviting us to shape ourselves as free, power becomes less visible 
and, in a way, dangerous (cf. Foucault 1983). What is at stake here is thus not so much our 
health, but rather who we are. As Foucault argues:  

Maybe the problem of the self is not to discover what it is in its positivity; maybe the problem 
is not to discover a positive self of the positive foundation for the self. Maybe our problem 
now is to discover that the self is nothing else than the historical correlation of the technology 
built in our history. Maybe the problem is to change those technologies (or maybe to get rid of 
those technologies, and then, to get rid of the sacrifice which is linked to those technologies), 
and in this case, one of the main political problems nowadays would be, in the strict sense of 
the word, the politics of ourselves. (1997, 230-231) 
 

Thus, rather than asking questions about the truth about ourselves (who we are as healthy 
citizens), we should perhaps be asking ourselves whether we really want to be governed in the 
ways outlined above? Asking different kinds of questions might provide opportunities to live 
the present otherwise (Foucault 1979; Fejes & Dahlstedt 2014), or as Rose so aptly puts it, ‘each 
person’s life should be its own telos. It would thus have its own minimal normativity: we should 
oppose all that which stands in the way of life being its own telos’ (Rose 1999, 283).   
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