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I heard of Jack during a grand rounds meeting at the Midwest Sleep Disorder 

Center (MSDC), where he was presented as a case to the assembled doctors, 

technicians and staff. Dr. Richards, the senior staff neurologist, narrated Jack’s 

case. Jack was a white man in his mid-50s, and had begun to experience 

symptoms related to narcolepsy in his late 30s. At the time, he assumed that his 

daytime fatigue was related to stresses at work, and would often contrive ways 

to sleep in his office or in his car in the parking lot. When he awoke, he often 

experienced hypnogogic hallucinations, and so he ensured that he never had to 

wake up quickly to attend to a workplace demand. At night, his sleep worsened. 

At first he assumed this had to do with his daytime naps, so he tried to stop 

napping during the day in order to consolidate his sleep at night. This didn’t 

seem to work however, and he found his caffeine consumption during the day 

quickly increasing. His most worrying complaint was his experience of 

cataplexy, the sudden loss of muscle tone, which caused him to lose his grip on 

things he was holding, or to fall down while walking. These bouts were brought 

on in periods of heightened emotion, usually when Jack was laughing with a 

colleague or friend. In many ways, Jack’s case is unexceptional for a narcoleptic. 

What was exceptional about Jack – and the reason why Dr. Richards was 

presenting his case – was that he was a heart surgeon in the hospital that housed 

the MSDC, and the staff was being presented with an ethical dilemma: Should 

they reveal to the administration that one of the doctors on staff was a 

narcoleptic? In this paper, I want to follow the implications of these two 

disclosures: Jack to Dr. Richards and Dr. Richards to the staff of the MSDC. Their 



power has to do with the vexed place of contemporary therapy in the United 

States, at once ubiquitous and risky. And the risks associated with therapy, I 

suggest, is why doctors are afraid to be patients. 

 What Jack had hoped the doctors at the MSDC would do was to prescribe 

him medication that would alleviate his narcolepsy symptoms but be masked as 

medication for other syndromes. Narcolepsy, although very treatable with the 

current pharmaceuticals used for it – namely modafinil to promote alertness and 

Xyrem to consolidate sleep and relieve cataplexy events – carries both a social 

stigma and would place Jack into a high risk category for his medical malpractice 

insurance. The conversation that followed Dr. Richards’ presentation of the case 

was fairly charged – the physicians understood what was at stake for Jack, and 

sympathized with their peer. But they were equally worried about their field: 

what if a narcoleptic, using drugs off label, were to commit malpractice? The 

negative publicity would surely impact them, and they might be legally culpable. 

The debate reached no resolution, which was part of Dr. Richards’ interest in 

presenting it to the group – it was intended as an ethical thought experiment. My 

interest in it is in the institutional and individual anxiety at the heart of it: aren’t 

modern treatments for narcolepsy enough to make an individual ‘normal’? If the 

treatments properly alleviate symptoms, isn’t that enough to render Jack enough 

like his old, pre-symptomatic self to be a moderate malpractice risk? If the 

conversation of the staff at the MSDC is any indication, there is something about 

modern treatments that ensures that normalcy evades individuals who seek out 

medical treatments for narcolepsy and other sleep complaints. I suggest that this 

elusive normalcy is at the heart of modern therapy regimes more generally. 



Medical treatment is predicated on assumptions about the ability to return 

a patient to a normal, non-pathological state (Canguilhem 1991 [1966]). This 

expectation of medicine is thwarted by the inability to return individuals to their 

actual prior state, instead only approximating the patient’s pre-pathological 

condition. When medicine is attempting to restore normalcy, it is disciplinary in 

nature, identifying the abnormal and attempting to render them normal through 

treatment (Foucault 1994 [1963]). This understanding of the normal depends 

upon the generalizability of medicine and its treatments for recognized 

pathologies, a form of standardization of treatment and practice that is generally 

associated with the modernization of medicine, the invention of norms, and the 

definition of disability (Davis 1995). However, a number of modern aspects have 

fundamentally changed the place of normalcy in medicine. First, medical 

disorders are increasingly seen as chronic rather than acute, requiring that many 

individuals undergo ongoing treatment and medical surveillance (Manderson 

and Smith-Morris 2010). Secondly, individuals are increasingly diagnosed with 

multiple comorbid states that preclude any straightforward return to normal, 

and instead require a variety of overlapping medical interventions. In this 

context, normalcy is best understood as elusive, and something that individuals – 

patients and physicians – strive towards, but will ultimately fail to achieve.  

It is within this paradigm of elusive normalcy that we might begin to 

conceptualize what is characteristic about modern medical treatments, which I 

think of here as ‘therapies.’ Therapies offer temporary relief of symptoms, but 

promise the possibility of non-situational fixes -- but only for a limited time. The 

model of therapy is the pharmaceutical; the pharmaceutical offers temporary 

relief of symptoms but requires that the taker continue to take the same pill in 



the future for the continued alleviation of symptoms. And what fundamentally 

divorces therapies from its precursors is the market: therapies depend upon 

regular consumption – prescription, purchase and ingestion. Medicine, as an 

object of commodification, now enrolls individuals – and society more broadly – 

into market processes through ongoing therapy. And because of this, therapy has 

become increasingly integral to the rhythm of everyday life, particularly in the 

United States, where medical treatment and pharmaceutical consumption have 

become a means for normalizing oneself to social expectations through the logics 

of American consumerism.  

To return to Jack and his ambivalent desire for treatment as a narcoleptic, 

I want to highlight two consequences of modern medical therapeutic regimes 

while knowing that these qualities are surely not alone. I am interested here in 

risk and doubt. The ongoing structure of therapy entails risk that an individual 

will become noncompliant – or for reasons beyond their control, lack access to 

their treatment. As a result, individuals are forced to self-monitor, and adopt a 

sense of him- or herself as potentially at risk (Armstrong 2002). This self-

monitoring dovetails with increased monitoring on the part of medical 

authorities, including physicians and medical care workers, but increasingly 

enrolling insurance monitors and employers. This broad entrenchment of risk 

assessment moves individuals away from the experience of treatment as strictly 

disciplinary; that is, treatment is not about restoring the disorderly to a state of 

normalcy. Instead, normalcy becomes an elusive goal of the ongoing process of 

therapeutic intervention; it is aspired to, but ultimately unattainable. This future 

orientation of treatment – that one’s problems cannot be cured, but can be 

managed – means that individuals are positioned in their everyday lives as 



precarious, risky actors. In part, this answers why Jack and his colleagues are 

nervous about his treatment, even if they all accept that contemporary treatments 

for narcolepsy are generally effective: there is the possibility that the therapy will 

prove ineffectual, that Jack might become tolerant of a treatment, that Jack will 

miss a dosage or a required medication or that Jack just won’t be normal. Despite 

his treatment, Jack may put himself and those around him at risk, endangering 

his place in society. 

These questions of risk are predicated on fundamental doubts. Modern 

institutions – like medicine -- modulate their expectations of individuals, leaving 

those individuals who interact with them always in doubt of what the 

expectations for their behavior are. Simultaneously, because of the complexity of 

these institutions, they are often doubtful organizations; that is, in the case of 

medicine, diagnoses change as well as their treatments. And, for Jack, this doubt 

in medicine is both protective and prohibitive. That he might be prescribed drugs 

for other disorders that treat his narcolepsy symptoms and mask his medical 

status allows him to circumvent potential disciplinary action. But he runs the risk 

of drugs being ineffective, or his malpractice insurance recognizing his cover 

disorders being labeled high risk as well. This uncertainty undergirds 

therapeutic practice, providing it with its underlying logic: if one abides by 

therapy, its regular surveillance and intervention ensure that individual doubts 

are allayed. Consider, as an additional example, the case of Ryan. 

At the time I interviewed him, Ryan had been diagnosed with just about 

everything a disordered sleeper could be diagnosed with: narcolepsy, REM 

behavioral disorder, obstructive sleep apnea, shift work sleep disorder, and a 

vague circadian rhythm disorder. It was only at age 40 that he had decided 



something might be physiologically wrong, despite exhibiting symptoms since 

childhood. And it was only at 48 that he finally sought out diagnosis. At the time 

of our interview, in his mid-50s, and inching towards retirement, Ryan had some 

control of his sleep through a mixture of pharmaceuticals, CPAP technology, and 

social arrangements of his working time. ‘I work a twelve hour shift,’ he told me, 

‘from six at night until six in the morning, or from six in the morning until six at 

night.’ He works for a large power company on the east coast, working to 

maintain the integrity of the power grid of a large metropolitan area. His 

workday consists of him sitting in front of a console for hours at a time, with 

little change in activity or object of focus. Dull work, but within his unionized 

labor force, a sought after position since it involves not actually handling any 

electrical equipment – and so, not life-endangering.  

Because of his host of sleep disorders -- and workplace problems he’ll 

narrate presently -- he takes Provigil, an alertness-promoting drug, at work. He 

went on to explain not only his work situation, but how it rendered his sleep as 

disorderly: 

The longest one shift goes is four days, and then I shift to the 
nights. And I can have one day off in-between or eight days off in-
between…And then there’s one week when you have to work 
relief, where you have to work four hours in the morning, then 
twelve hours that night, and twelve hours the next day, so my 
biggest problem is ‘when do I take my medication.’ If I have to skip 
it, then I’m more of a zombie…I took a letter from my neurologist 
that said that I need to take a midday nap on each shift, and they 
sent me home for three weeks without pay while they figured out 
what to do. They brought me back and said, ‘If you take a nap, 
you’re fired.’ And this is a company with 12,000 employees. And 
then I took a letter in that said that if I continue to work without 
napping, I could endanger myself or others -- and with that one 
they sent me home for three months…I was on ‘crisis suspension,’ 
so I got paid for that one…My personal feeling is that they don’t 
want anyone to have any kind of personal accommodation or 
anything because it will open up a can of worms. [My sleepiness 



was] troublesome when I was a kid, but the older I get, the harder 
it gets.  

 

‘How do you cope with it?’ I asked. ‘Napping, and working an eight-hour shift. I 

think napping works. But my employer treats napping as a personal choice, so 

that means it’s a conduct issue. That’s what they believe right now.’  

 Taken together, Jack’s and Ryan’s cases are illustrative of the problem of 

disclosure of medical complaints in the contemporary workplace – a problem 

that is predicated on the nature of therapy in the contemporary United States. 

Structured as it is by the consumption of pharmaceuticals, there is always the 

risk of failure, there is always the possibility that a treatment will fail. Ryan 

brings into stark relief the stakes of making one’s sleep disorders known to those 

in power: he faces disciplinary action and potentially the loss of his job and, with 

that, the loss of his medical coverage. His job depends on him being predictable 

and alert – not unlike Jack. And when an individual cannot conform to those 

expectations, they become a liability to his or her employer as well as to him- or 

herself. Why, again, might Jack not want to be a patient? Why is his case so 

provocative to the staff at the MSDC? When a doctor is asked to inhabit the 

position of a patient, when he or she is dependent upon the rhythms and risks of 

contemporary pharmaceutical therapy, they are forced to acknowledge that there 

are no easy cures in therapy – there are no treatments to resolve one’s narcolepsy 

once and for all. Instead, there is only the logic of the market, a logic that at once 

makes modern medicine and exposes its limitations. 


