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Abstract 

Sweet Blood Surveillance 

 

Jesse Vargas 

 

Is the management of Type 1 Diabetes best left to the medical sciences, or do the social sciences 

have a stake as well? In ‘Sweet Blood Surveillance,’ I push back against the perceived 

domination of scientific objectivity to make space for the subjective experience of diabetes in 

the maintenance of glucose levels through a collaboration with medical technical objects. To 

accomplish my task, I create an analytical tool, the Diabetes Care Network, in order to 

conceptualize the sociotechnical system of postmodern diabetes care, focusing on the social 

group of the User. Doing so generates insights in the political process of how the DCN is 

initiated, the semiotic nature of its maintenance, and the role of counter-hegemony in its 

reconstruction. 

 

Keywords: Diabetes Care Network (DCN); Type 1 Diabetes; Sociotechnical System; 

Ethnography. 
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Introduction 
Disentangling my body from the soft white sheets, I awake around 7am to a cool winter 
morning. I glance around the room in a half-woken daze in search of my iPhone – it’s matte 
silver case contrasting against the brown patina of the hard-shelled suitcase I left it on last 
night. A curious stare comes from a plastic alpaca, or maybe it is a llama - I am not entirely 
sure yet – as I reach for my device with my left hand. In a split-second, the display lights 
up and the device is unlocked. I have taken for granted the convenience of having my 
fingerprint recorded on the device’s biometric scanner. On the home screen, I have quick 
access to the Freestyle Libre application. It has been paired to this peculiar white disc that 
is attached to my right arm, right below the triceps where it has the lowest chance of being 
ripped off by an errant door frame. 

The app is down. How could this be? I need to know what my glucose levels are in order 
to dose the correct amount of insulin for breakfast. Now, my plans are disrupted from a 
rupture in the system. The lights go out, and I am in search of a candle to illuminate my 
path ahead. 

The body does not exist in isolation. Through a concatenation of time, place, and objects, 

the body itself is created and recreated in the image of the other – the other being its interactive 

counterpart. In order to understand the conditions of the body, one must understand the various 

people, places, and things it is entangled with. For diabetic bodies, this entails a study on the 

lived experiences with the various people, places, and medical objects associated with its 

medical care. What I present in this paper is therefore the lived experiences of diabetes, and 

how people living with diabetes collaborate with technology in its daily care.  

In this thesis, I will introduce my conceptualization of the diabetes care network (DCN), 

a sociotechnical framework, to understand postmodern diabetes care through the lens of the 

patient.   

Objective 

The scientist questions the validity of narrative statements and concludes that they are 
never subject to argumentation or proof. He classifies them as belonging to a different 
mentality: savage, primitive, underdeveloped, backward… (Lyotard 1983: 21). 

The objective for the present analysis is to advocate for the inclusion of applied cultural 

analysis in the healthcare industry by demonstrating how the traditional paradigm of 

quantitative analysis misses many points that a qualitative approach can provide. Specifically, 

I approach this effort through a cultural analysis on the lived experiences of glucose monitoring 

technologies and their impact on the lives of people with Type 1 Diabetes. Diabetes as disease 

transgresses normative functions of the body. To restore health, and therefore functionality, 

glucose regulation devices are employed.  
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This thesis seeks an answer to the overarching question: How do people with diabetes 

manage their condition with machine technology today? Furthermore, what is their relation to 

this technology, and how exactly does it assist in its management? A prerequisite for such an 

enquiry is to understand the disease from the patient’s perspective, and insomuch as the patient 

is concomitantly a user of medical technology—what is the user experience of these devices 

that provide aid to the management of the condition? 

 

Background 

The domestication of glucose regulation technologies has had a robust history 

beginning in the 18th century (for a more detailed account, see Clarke & Foster, 2012). As the 

technology progressed, the bodily fluids required of the diabetic patient to monitor glucose 

levels has changed from crude qualitative readings of urine, to the gold standard of quantified 

blood, and finally to interstitial fluid which is at the cutting edge and mentioned as nearly a 

footnote in Clarke and Fisher’s text. 

Domestication as a concept of material culture “refers to the incorporation of objects 

into the realm of the mundane” (Vannini, 2009:17). In everyday life, the glucose regulation 

technics are incorporated and the communications they give are used to determine courses of 

actions. Status claims are also made; the User, in using the object to mediate his or her 

encounter with the medical professional, is placed in a bracket of poor or effective care. If the 

self-care is considered good it does not need to be altered, as much of the care is trial and error 

to get to this point. This implies that if the User is transgressing the norms of glucose based 

upon a non-diabetic body, the doctor works with the patient to alter the insulin levels taken at 

each meal. If further assistance is required, the doctor may introduce a new technic for the 

DCN’s center. In postmodern times, patients increasingly determine the right device for 

themselves based on subjective criteria. This criterion is discussed in the final analytical 

chapter. 

In order to establish the foundation for this thesis, I will discuss briefly research of 

diabetes from two perspectives: the biomedical and the medical humanities. The reason for this 

is because we have to see where we have come from in order to know where we will go. It is a 

history of repetition – of research methodologies seemingly diametrically opposed though part 

and parcel of the same problem. In one camp, we have the traditional method of medical 

research which can be best described as modern medicine. In the other camp lie social scientists 

which focus on the whole human experience. Unlike their quantitative counterparts whom are 
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taught to dissect the body in laboratories in order to understand its intricate linkages to focus 

only on the pathology, the social scientist observes the human as a small part in an intricate 

larger, social body. To the extent that the disease affects these social interactions, and vice 

versa, is the forte of the researcher practicing in medical humanities.  

Literature Review - Biomedicine 

 

Gao, Yi, Chi, & Zhu (2016) presented their research in medical wearable systems, 

particularly in their capacity to effect more efficient blood glucose control. In addressing the 

difficulty of approximating what the authors describe as the “perfect effect” of a physiological 

insulin secretion pattern, the human body is described as the ideal, as the normal function is 

difficult to replicate with a manual delivery system. This system comprises of the diabetic 

patient first checking their glucose values and then manually delivering insulin via syringe. 

An artificial pancreas, the organ that regulates circulating blood glucose levels by secreting 

insulin into the bloodstream, is thus the novel approach that this study seeks to improve upon 

by testing an algorithm that would work in tandem with the continuous glucose monitor and 

an insulin pump in order to create what is referred to in the article as an enhanced dynamic 

closed-loop control algorithm (200). In practice, this approach builds upon the individual’s 

feedback to the closed loop control algorithm, in a way learning from communicating with 

the body, and over time transforming itself into an individualized algorithm, tailored to 

individual needs. Staal et. al. (2018) provide an analysis on alternative glucose monitoring 

methods for children and young people, specifically investigating the accuracy of the 

Freestyle Libre compared to self-monitored blood glucose (SMBG) measurements. The 

authors identify that two problems persist in using the newer technology over the cumbersome 

but accurate SMBG: individual bias and lag. The authors indicate that this mean difference in 

glucose readings can be, for the most part, ameliorated by a bias correction. Similar to Gao et. 

al. (2016), the addition of user-supplied bias correction in the form of inputting the results 

from a SMBG measurement can refine the monitoring capacity for effective, and accurate, 

glucose control.  

In a similar study, Fokkert et. al. (2017) share most of these findings as well. 

The authors suggest that technologies for continuous glucose monitoring are not perfect given 

the inherent inaccuracies of the systems when compared to more traditional blood glucose 

monitoring, referred to in the article as the ‘real gold standard,’ but differs from Staal et. al. 

(2018) in that it advocates for a delegation of responsibility in the producer of the technology 
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itself. Fokkert et. al. state that patients need to be educated for not only the proper use of the 

device, but in how the data the flash glucose monitor produces is interpreted; this rests on the 

“producer to bring such deviations under the attention of the users” (6). Highlighting the 

political process of knowledge delegation, and responsibility incumbent on producer and user.  

Edge et. al. (2017) compared the Freestyle Libre system to capillary blood glucose 

measurements to determine the accuracy, safety, and acceptability of the FL system for 

glucose monitoring in the pediatric population. Despite arriving at similar results in the 

previous two studies, with an average mean absolute relative difference (MARD) of 13.9%, 

the authors conclude that the FL system is suitable for usage in children and adolescents. What 

this article does differently from the ones previously mentioned is that it includes participant 

feedback regarding the acceptability of the FL system through the use of a simple survey, with 

responses on a scale of 0 (strongly agree) to 4 (strongly disagree); the overall assessment 

indicating a favorable response in all categories surveyed. 

In order to understand glucose regulation device testing in the laboratory context, it is 

important to reflect upon the history of blood glucose self-management devices up to now. 

Clarke and Foster (2012) explain how, in 1998 a study assessed the value of ‘memory’ meters 

such as the one used in the study which accomplished a feat of retaining 250 test results. Seen 

as a breakthrough then, the usefulness of this new feature was tested in a clinical context to 

understand what benefits, if any, this affordance of the technology would have on the everyday 

care of diabetes for the patient. What is now taken as a given among T1D patients was once 

questioned for its relative value by medical researchers. The issue the field of diabetes medical 

device faces from the medical sphere is one of consistency in light of the continuous 

breakthroughs engendered by the material affordances inherent to new technologies. That the 

primary goal of medical researchers is the MARD is no surprise, as various circles of influence 

(i.e. state regulation, patient advocacy groups, professional boards) emphasize the importance 

of health care that is only possible through accurate reporting of the glucose levels.  

 

Literature Review – Medical Humanities 

I introduce the way in which postmodernism has been used broadly for chronic illness, 

and specifically within type 1 diabetes, in order to provide a backdrop for diabetes research 

in general. Social scientists approaching the issue of diabetes is nothing new, but as individual 

tendencies affect the methods of research as well as the theoretical frameworks by which to 

interpret the findings, I suggest there is plenty of space to move within this field. And the field 
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itself has moved. A parallel development of biomedical research using BGM self-monitoring 

to improve health outcomes is the way that social sciences have understood disease in general, 

with the specific application of such understanding in diabetes management summarized 

following the way that postmodernism has been called for without explicitly stating so.  

In 2003, Campbell et. al. published a meta-ethnographic study of the lay experiences 

of diabetes in which the authors identified several key concepts in qualitative research on 

diabetes. What their research indicates is that, although the authors were able to identify 6 key 

conceptual findings from the research canon available to them, none dealt explicitly with the 

interaction between man and machine.  

My first incursion into what this space might look like was in the classic work of Dutch 

ethnographer and philosopher Annemarie Mol. In her book, The Logic of Care (2008), Mol 

advocates for a medical praxis that emphasizes patient care over patient choice. She argues that 

patient choice is the attempt of the medical science to respond to the increased autonomy that 

patients are seeking through patient advocacy and the like. The rationale behind patient choice 

is that the doctor, in her interaction with her patient, no longer decides the course of action and 

obligates the patient to accept it. Patient choice thus not only presents the patient with more 

than one course of action, it represents the autonomy the patient inherently has to recognize the 

outcomes of their disease condition and therefore qualified to choose from and make decisions. 

This is incomplete, as it fails to address the real issue at the center of the debate. Patients have 

a voice, and advocacy toward equal representation is one manifestation of this voice’s demand. 

Through ethnographic research into the exchange between diabetic patients and their 

physicians, as well as with other people involved in their daily care, Mol builds and advocates 

for the medical profession to adopt a patient care stance. This position is attuned to the needs 

of the patient as the patient communicates them. As patient care seeks to have the medical 

profession acknowledge the patient’s active voice, it counters the modern medicine argument 

of the medical professional knowing what is best for the patient. No longer subjected to the 

expert opinion of the doctor, the patient enjoys a care that is attuned to their specific needs. 

This, in turn, lead me to sociologist Arthur W. Frank’s book, The Wounded Storyteller 

(2013). Frank addresses modernist medicine as well, first by describing how premodern people 

experienced and expressed their illness as a narrative. Modern medicine thus 

compartmentalized the illness experience and through extraction from the whole human, made 

possible a medical practice that largely ignores the spoken word in favor of the quantifiable 
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measures of illness. The response is postmodern – it addresses the lost agency in the patient-

doctor relation by seeking out and sharing illness narratives.  

It is not my intent to provide a concise summary of the contributions Mol and Frank 

provide the present analysis in this introductory section. Rather, the works will reappear 

throughout this thesis. As you read it in its entirety, I ask that you take the individual conceptual 

threads I introduce from both Mol and Frank, and through my empirical entanglements, weave 

together the theoretical and methodological framework that informs my own concept of 

postmodern diabetes care. 

As is evident in the existing medical literature, biomedical researchers are mainly 

concerned with the devices of diabetes care, and this is evident on the literature review that 

indicates an affinity to gauge the device’s viability for the marketplace through an emphasis 

on the MARD and other statistical products of the data the devices generate. This is history in 

the making. Clarke and Foster’s (2012) report indicates that ever since blood glucose 

monitoring was possible, the key concern was that of accuracy – this has yet to change.  

What the research misses then is a material culture enquiry into the lay experiences of 

diabetes. Mol provides a more recent account of qualitative research on diabetes to argue for 

the postmodernist approach to diabetes care that, as evident in Campbell’s meta-ethnography, 

has been called for at least as early as the 1990s with Wikblad’s call for a more holistic 

approach (Wikblad, 1991). A holistic approach implies many approaches, and in my thesis, I 

provide one from a material culture perspective. Through this theoretical framework, I seek 

to clarify the non-human’s role in diabetes care, and the way that objects both facilitate and 

inhibit a postmodern diabetes.  

 

Research Questions and Aim 

 

The main topic of this thesis seeks to address the overarching question: what impact 

does technology have on the everyday management of Type 1 Diabetes? In answering this 

question, several subtopics will be explored. This exploration is organized through a 

theoretical framework I label the Diabetes Care Network (DCN). The DCN is a sociotechnical 

framework that I designed to make sense of the relationship type 1 diabetics have with the 

medical technics at the center of their care regimen. This concept will be elaborated further. 

For now, I present my approach in an ethnographic study of diabetes care through the 

following research questions: 
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1. How do people with diabetes manage their condition, and to what extent does 

technology play a role in this management? 

2. What do cultural insights contribute to the study of healthcare, and how can this be 

leveraged to achieve better health outcomes for the patient? 

3. How can post-modern medicine and sociotechnical components of the DCN create 

new opportunities for collaborative healthcare? 

 

In order to address these questions, this study draws upon cultural analytical insights derived 

through a variety of ethnographic research methods, but for now I turn to the theoretical 

framework that informs my methodology.  

Theoretical Framework 
Philosopher Isabelle Stengers left a lasting impression upon Actor-Network theorists, 

notably Bruno Latour and Annemarie Mol, through her concept of cosmopolitics. Through her 

contribution to the study of material culture, she argues for attention to be paid to the non-

human and the impact it has in the research situation (Whatmore, 2003). The univocal witness 

is a concept that Stengers introduces in her philosophy of science. It deals with the thought that 

providing an opportunity for the researched to resist being aligned to only one scientific truth 

means that that the thing being witnessed is allowed to be the same phenomenon but with 

separate voice, or in this case, utterances. This is a necessary distinction to make – the 

biomedical research contemplates the usefulness of glucose monitors, historically, in terms of 

the specific utterances of mmol/mL or mg/dL. But in the way that Annemarie Mol and Arthur 

Frank advocate for a postmodern medicine, characterized by an emphasis on the active voice 

of the patient against a backdrop of the patient’s perspective being silenced, an extension of 

this argument is taken up in this thesis.  

 Allowing the devices to speak for themselves, and thus becoming the univocal 

witnesses (Whatmore, 2003: 10), makes the process of generating materials more democratic. 

The scientists usually allow the devices to speak of mmol/dL and are judged for the deviation 

of these narrowly defined utterances against other technological forms that are capable of 

speaking these utterances with more accuracy, yet they are also coded in a way that allows 

them to speak of the interaction with a diabetic body in other ways – trend arrow, smartguards, 

etc. In this case, the project I am undertaking is one that recognizes the agency of the medical 

technics as influential and essential aspects of the DCN, thus necessitating a scrutinizing 

enquiry.  Machine utterances are thus an important concept to build my theoretical framework. 
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Though Stengers is aligned with ANT, I choose to borrow her concepts in another form of 

material culture analysis that suits my study better. The Social Construction of Technology 

(SCOT) approach acknowledges material objects to affect social relations and as such are 

affected by them as well.  

In including the voices of the traditionally considered voiceless, Stengers envisions 

such a collaborative learning process as cosmopolitics (Whatmore, 2003). Cosmopolitics 

concerns lending agency to what can be traditionally considered as non-agents: the material 

objects – or non-humans – that people interact with on a daily basis, and this has had an impact 

on the work of Annemarie Mol. The Logic of Care ultimately leads her to advocate for the 

healthcare industry to adopt the postmodern patient’s agenda (Mol, 2008). In addressing the 

political aspect of medical care, Mol identifies a postmodern shift in power and responsibilities 

between the diabetic patient and the medical professional, but what this entails in particular is 

a shift in voice: in postmodern medicine, the project is for the healthcare industry to not only 

listen to the concerns of the patient, but to allow for this active voice to affect the decision-

making process in the clinic. This democratization of healthcare, in which each voice plays a 

role throughout the process, is evident in Stengers’ cosmopolitics. Agency was thus afforded 

to the non-professional lay people with the disease in question. In a similar fashion, with 

agency afforded to the non-humans, the material object gains its voice.  

In the case of diabetic monitoring technologies, that ‘voice’ is primarily the data that 

the glucose monitor displays on the device’s screen. That people with diabetes have devices 

that can do just that is a technological achievement in its own right, but these machines can 

generally be understood for the affordances they have in interaction with humans, and the 

method by which these interactions take place and can be understood is through SCOT.  

The issue at stake, or what SCOT hopes to reveal, is explicitly the political involved in the 

relation between man and material, between diabetic and glucose regulation technologies.  

Material Culture  

Following Stengers’ approach of cosmopolitics opens the possibility to include 

the agency of non-humans in the analysis of mutual influence on diabetes management. As 

previously mentioned, people with diabetes in modern society rely on their devices in order 

to understand the particularity of their condition at the moment that precedes consumption. 

Consumption, in turn, can be interpreted in terms of incorporation, meaning bringing into the 

body a substance (either carbohydrates or its antagonist - insulin). The exact amounts of which 

are negotiated between the patient and physician or dietary consultant. The patient and 
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medical professional make up influential actors in this decision-making process, but the 

machine itself is not silent. The monitor communicates with the individual, and the individual 

responds—not through speech in the formal sense but in the language that the machine can 

indeed interpret—via the stimulation of glucose levels in the patient’s circulatory system. The 

relationship between Man and Machine, out of necessity, includes the machine as an 

influential actor as well. In fact, this system could not exist without the inclusion of the glucose 

monitor, and interpreting this through the analytical lens of the social construction of 

technology (SCOT) will reveal why. 

The SCOT approach was first developed by Pinch and Bijker (1984). Its key idea is that 
meanings of technological artifacts are shared by social groups. Problems posed by 
artifacts for certain social groups are responded to by new designs. Over time the early 
emphasis in SCOT on explaining technology in terms of a stable society has been 
replaced by stressing the mutual construction of mutual shaping of technology and 
society. This process is evidence that technology, society, and materiality are in 
continuous interaction” – (Pinch in Vannini 2009: 45). 

SCOT introduces many topics that will be important for the analysis of the lived experiences 

of persons with diabetes and their daily care through medical technologies. These are briefly 

discussed below. Science and technology studies attends to the intersection of society and 

technology, and one of the ways it accomplishes this through SCOT is through an 

interpretation of the materiality of infrastructure. The infrastructure surrounding a given 

technology is composed of a technological, material object and the social groups nested 

around this technology (Vannini, 2009: 49). Despite associating with different social groups 

(in this sense patients and medical professionals), the two groups have a more-or-less shared 

meaning of glucose monitors.  

SCOT is uniquely suitable to answer the question of old and new technology 

coexisting, whereas normal scientific belief would argue that the advent of the new coincides 

with the dissolution of the old (Pinch in Vannini, 2013: 52). This is one of SCOT’s main 

concerns. Pinch presents the argument that in modern science, the advent of a new technology 

coincides with the dissolution of an older one. In the analysis, I present an example of how 

this manifests in the DCN. The second issue SCOT addresses is the role of nonhumans in the 

analysis of technology. Whereas Actor Network Theory argues for analytical symmetry 

between human and nonhuman, SCOT acknowledges the impact of nonhumans on human 

behavior, but emphasizes the role humans play in the design, and ultimate impact, the 

nonhuman has.  



Sweet Blood Surveillance  Jesse Vargas 

10 

Although I borrow from Stengers’ cosmopolitics, which play a large role in material 

culture analysis through ANT, I argue here that SCOT is indeed the most appropriate 

analytical framework for the study. My rationale for modeling my conception of the DCN 

under the sociotechnical frames that SCOT proposes is thus to focus on the individual social 

groups and how intergroup dynamics influence the creation of these modern-day medical 

artifacts. As will be argued in the analysis, The Producer plays a key role in the production of 

not only the medical technics, but through an affinity toward particular social group’s 

ideology, embeds politics in the person. Analyzing the relationship through the perspective of 

the person with will help elucidate the political construction of the devices, and to the extent 

that the body and machine co-produce a bio-object in the form of individualized biotechnical 

data that stimulates body techniques, will help us develop insights into the networked 

relationships of type 1 diabetes self-management.  

SCOT is thus an indispensable tool to build this conceptualization of a diabetes care 

network and analyze the role of the human and nonhuman in their respective contribution to 

health care. SCOT is concerned with the “social groups nested around a technology that share 

a meaning of that technology. It offers an overarching framework of shared practices, values, 

and meanings built around a particular technic and techniques that goes beyond any individual 

social group” (Pinch, in Vannini 2009: 49). Utilizing SCOT as a theoretical blueprint will thus 

allow me to make this case. At times the practices, values, and meanings surrounding a 

particular technic and technique are indeed shared, and at times they are contested, but used in 

the networks, nonetheless. Machines and modern diabetes care are inextricable from the type 

1 diabetes healthcare regimen. 

That machines and humans communicate with one another, I hope, is well-established 

by now. The process of communication, in turn, is accomplished through a study in semiotics. 

As illustrated, the diabetic condition produces a distinct code, or change, in the human body, 

which has been deciphered by the medical profession in terms of circulating glucose levels. 

(needless to say, ketones, insulin, etc. are also important and distinct in the body of a diabetic 

vs a non-diabetic, but the medical profession has selected glucose as the measure for everyday 

assessment and control of diabetes). The monitoring machine, programmed in the same 

language as the medical standard (mmol of glucose/L of blood) accepts the corporeal 

phenomena of glucose levels and calculates it, transforming—or in the case of 

communication, translating—the glucose into a numerical figure on the device’s display. The 

person with diabetes, as much as the medical professionals that establish the desired range for 
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these readings, know or are expected to know what the machine’s display means, and 

subsequently know the scripted response to it. If it is too low, the response is to consume 

glucose; too high—consume insulin.  

Postmodernity and Medicine 

A postmodern take on medicine has been long in the making. In the spirit of the 

previous research conducted within patients with diabetes in Mol, or a variety of other chronic 

or terminal illnesses Frank, postmodern medicine is framed against the backdrop of modernistic 

attitudes toward the sick body. In the literature I have selected as the basis for both the 

inspiration behind the present analysis and from which to construct a theoretical framework, 

postmodernism, and its application in medicine is palpable. I will illustrate the manner in which 

postmodernist medicine is used in both the Mol and Frank texts, but first, I will give a 

background on postmodern theory itself. 

Most scholars consider Lyotard’s contribution to be the nexus of postmodern theory. 

First published in 1979, the French scholar offers the following definition of postmodernity: 

The postmodern would be that which, in the modern, puts forward the unpresentable in 
presentation itself; that which denies itself the solace of good forms, the consensus of 
a taste which would make it possible to share collectively the nostalgia for the 
unattainable; that which searches for new presentations, not in order to enjoy them but 
in order to impart a stronger sense of the unpresentable (Lyotard, 1983: 81). 

The postmodern perspective makes all the difference. Discussing his conceptualization of the 

social bond, Lyotard describes the binding power it used to define itself as in modernism as 

more fluid. In fact, the bond can be interpreted as a binding force, using power, strength, or 

friction to maintain the organization of a given social configuration. “Suffice it to say that 

functions of regulation, and therefore of reproduction, are being and will be further drawn away 

from administrators and entrusted to machines” (Lyotard, 1983: 14). What are the machines 

Lyotard mentions, and most importantly, what does this mean for my own theoretical 

framework? Building upon Lyotard’s postmodernism, where the invisible is made visible and 

the muted is heard, I weave issues of material culture analysis in order to set the ground for a 

material culture framework by which to understand postmodern diabetes management. On a 

discussion of social inequality as power relations, philosopher Phillip Vannini (2009) makes 

the point that material objects “play a pivotal role in the reproduction of power differentials” 

as well (20). He references material scholar Chris Tilley (1991) as succinctly stating that 

material objects “embody the ideologies and powers which form an essential part of their 

nature” (Tilley, 1991: 149 in Vannini, 2009: 20). In this way, material objects are never truly 
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emancipated from the context in which they came into being, as they are, in essence, the 

manifestation of thought processes occurring in a systematic method of product research and 

development. The consequence this has on diabetes care is thus visible in its historical 

development of medical technics to achieve tighter glucose regulation.  

In attaching the sparse theoretical frameworks of postmodernism, SCOT, and semiotics 

at their junctions, I hope to have developed a rough scaffolding for my own framework, the 

Diabetes Care Network. The DCN will be conceptualized as a sociotechnical system per SCOT. 

In it exist several nodes or social groups nested around the medical technology diabetics use in 

their daily care regimens to regulate glucose levels. Per Lyotard, as a postmodern diabetes it 

also implies language games in the rules needed to play, and these will be expanded upon in 

the analytical chapters. The ultimate goal of the DCN is to establish a referential framework by 

which to understand post-modern diabetes care. As will be explained in further detail, the 

postmodern diabetes is one that acknowledges and leverages the insights engendered by the 

machine-human interaction by listening to them. It is a project of recognizing the agency that 

is developed both passively and actively, with and without the input of medical professionals 

that have long enjoyed an enhanced level of control over the health care decisions of the 

diabetic body.  

The Diabetes Care Network  

Social Groups 
Borrowing from SCOT, I present my own framework, the Diabetes Care Network, in 

order to make sense of the empirical material in the present analysis. Far from a theoretical 

perspective, analyzing diabetic care through such a framework will allow us to forge a new 

path forward. This will be elaborated in the Applicability section near the end of this thesis. 

For now, I introduce the three nodes that I see as essential to managing diabetes from an 

everyday perspective, building outward from the devices that are used that assist in the actual 

management. The distinct categories of user, producer, and enabler are named as such because 

the label indicates first and foremost the relationship each node has with the care device at the 

technic-center. Therefore, the user uses the device and the producer produces it – this is simple 

enough to follow. The distinction amongst these, although not entirely important but still 

worthy of consideration, is that the enabler of the device can be many parties. The obvious one 

being the primary point of contact that the individual will have in their diabetes care journey – 

the physician. 
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Linkages 

The figure presented above represents how I conceptualize the care network. The User 

is distinctly connected to the Enabler. As the primary caregiver, the physician is usually the 

one in the care network that facilitates the interaction between the user and the producer. There 

is a considerable amount of power inherent in the Enabler node. Using their medical expertise, 

the enabler node has enjoyed a considerable amount of influence. There is a reason why device 

manufacturing companies look to these doctors as important partners in the dissemination of 

the diabetes care devices. Evidence of this relationship can be found in various consultation 

rooms. The question is not one of ethics, in which the doctors prescribe a care regimen based 

on possible beneficence to the company that may or may not be lobbying it, yet it is a question 

to be explored in future research. The theoretical framework presented above will provide a 

useful referent in order to understand how I interpret the findings from the research. It is a 

borrowed concept from the social construction of technology, which in turn comes from the 

broader study of material culture. However, I recall its findings in order to illustrate how 

traditional institutions have given a preference for traditional research methods, which is akin 

to using the default settings in one’s personal device. Like a glucose monitor, the factory 

calibrated settings are set as such because that is how they work in the average use-case. But 

bodies with diabetes have as many different demands from their machines as the body of 

citizens has from its city. For what it’s worth, quantitative research has been created to produce 

repetitive results. What I seek to impart upon the reader is an understanding that in a different 

context, applied cultural analysis has been useful in incorporating a perspective that is usually 

hidden. 

While there are other possible ways to analyze this topic, notably exploring the topic in 

terms of Bourdieusian habitus, I find SCOT to be particularly relevant since it takes technology 

as a means that organizes people in separate groups. Thus, it is conceptualized specifically in 

relation to technology, whereas interpreting these relations as part of a larger habitus prioritizes 

The Diabetes Care Network  
 

Diabetes 
care 

device 

 User 

 
Enabler  

Producer 
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social groups and their linkages. I use the SCOT approach because it recognizes the 

interlinkages between distinct social groups like the habitus concept but is superior in its ability 

to explicitly understand material object as the cornerstone of these relations. I decided to call 

this sociotechnical framework a network, in spite of any possible association the name might 

engender toward the conceptualization of this framework through ANT. Though I struggled at 

times to determine whether ANT or SCOT would be most appropriate to apply here, I 

ultimately decided on SCOT for its explicit focus on the political production of technologies, 

as well as its take on understanding the coexistence of old technologies with new. It helps 

explain why, in light of having access to the older blood glucose monitors and the newer, more 

advanced continuous glucose monitors, the User will elect to use the blood glucose monitor 

(BGM) over the continuous glucose monitor (CGM). A tenet of science is that the advent of 

new technologies usually sounds the death knell for the generation preceding it. SCOT focuses 

on the politics behind such processes preserving older tech, which is a key argument in the 

present analysis.   

Postmodern Diabetes 

 To summarize postmodern diabetes, it is as follows. It takes from Annemarie Mol’s 

approach, meaning that it is a way of characterizing diabetes, but far from a definition, it is a 

proposition as well. Postmodern diabetes care is that which extends the postmodern view of 

taking in the patients’ illness narratives as an important component of diabetes care and 

extending this inclusion toward the machines involved in the care as well. As univocal 

witnesses to fluctuating glucose levels in the body and primary line of defense against 

secondary complications due to poor glucose regulation, the communications they have and 

the impact this has on the human, as well as the human’s impact on the machine’s ability to 

communicate in such a way is thus considered. Research with diabetes patients in applied 

contexts is taking off, as my interactions with some of the biggest stakeholders in this industry 

have indicated. The question thus remains the level of commitment they are willing to make in 

regard to the patient-centric approaches to managing expectations of the medical professionals, 

lay-people/daily disease specialists, and the traditional methods of communicating across 

social barriers. Of the patient being considered as a necessary component, but also that of the 

medical technics used to medicate the relation.  

What I mean to impart is that the linkages between Producer, User, and Enabler of the 

glucose regulation devices is not simply social. These linkages are mediated by the medical 

technic, and this is why I emphasize the DCN as a conceptual but also actionable framework 
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to understand, build, and maintain relationships in diabetes care. The device makes utterances, 

we respond, they are inherently social. Ignoring the interaction then is a shame but attending 

to it will be a boon. The following section describes the methods used to gather the material 

for the present analysis.   

 Taken together, postmodern medicine has been used to explain the concept of 

postmodern diabetes, both of which are indebted to Lyotard’s primordial conceptualization of 

postmodernism. This study seeks to incorporate these concepts, and in extending the 

postmodern to how SCOT conceptualizes the need to attend to the material objects, expands 

upon postmodern diabetes care by problematizing the medical technics that continue to be 

disregarded by the medical researchers that only assess their viability through MARD (mean 

absolute relative difference)  claims. They communicate so much more, and it is my task to see 

the objects for their status as univocal witnesses.  

Methods and Material 
Netnography and the Field 

Netnography as a research method challenges the assumptions of ethnographic research 

by expanding its meaning beyond geophysical locations. A key feature of netnographic inquiry 

is its ability to conceptualize the field as translocal, meaning that the sites are not necessarily 

physical, but rather interpretive in the sense that the encounters of people in a given culture of 

interest creates the site itself, and netnography finds these alternative sites as websites, 

discussion forums, etc. where communities gather. Ethnographic research methods are 

particularly well-suited to understand phenomena from within the culture of interest. 

Moisander and Valtonen (2006) posit that the variety of tools in the ethnographer’s qualitative 

research kit (i.e. participant observation, in-depth interviews, and reflexivity) allow the 

ethnographer to gain an insider’s perspective of a given culture, and then to produce a ‘thick 

description’, a written account of this ‘other’ culture. Professor of marketing Joonas Rokka 

summarizes the process of netnography as  

a series of stages that the netnographer undertakes: (1) investigating potential web-field 
sites (such as discussion forums, blogs or chat-rooms), selecting and making a cultural 
entrée; (2) collecting data from the field site through observation and more or less active 
participation in the online community; (3) ensuring trustworthy interpretation and 
analysis after long-term engagement in the community; (4) conducting ethical research; 
and (5) providing opportunities for feed-back from community members. The 
netnographic account is then written up as the product of netnographic fieldwork. 
(Rooka, 2010: 383) 
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In my own netnographic process, I utilized the sites that I had a familiarity interacting with 

through personal experience: Reddit and Facebook. Having been a frequent visitor of the 

r/politics subreddit, which is an online discussion forum centered on American politics, I was 

already familiar with the concept of navigating the site. Thus, when I came across the 

r/diabetes subreddit, I was well-versed in making my way around the users’ posts. As Rooka 

notes, the second stage in the process is to collect data through participant observation. 

Although I personally had not initiated discussion posts, nor interacted with pre-existing ones, 

my participation in the r/diabetes subreddit can best be described as that of a lurker, which 

Morrison and Hayes (2013) define as a behavioral role that is characteristically low in 

engagement, reciprocity, and popularity (Morrison and Hayes, 2013). In other words, this is 

the designated term for people that essentially read, but do not write on the site. My intention 

was never to interfere in the normal functioning of the group, but what I came to realize was 

that in doing so, I was fabricating a distance between myself and a support group that was 

made to close the distance between fellow diabetic patients.  

The post I made offering the opportunity to participate in my research was met with 

limited public response: at first, I only received two upvotes from the r/diabetes community. 

However, I woke up to find several private messages from people that had not interacted with 

my public post, all indicating interest in participating. I found this to be a serendipitous 

encounter with what Stengers explicitly advocates for – research as intervention (Whatmore, 

2003). Since the objective of my post was to arrange for qualitative interview material, my 

engagement in the r/diabetes community was anything but long-term. This does not pass the 

test according to Rooka, but in Practical Ethnography (2014) ethnographer Sam Ladner 

provides an alternative approach to cultural engagement that does not require long 

engagements since applied cultural analysis might not always include a lofty time-budget. In 

this sense, one does not need to bristle at length in the field to qualify as a proper ethnography, 

especially taking into account my own twenty-year history with the topic at question. I was 

not an outsider looking in, but rather thrown together. The reflexive nature of my encounter 

(Davies, 2009) is thus the driving force to the ethical quandary posed by Rooka.  

Due to my reliance on netnography to facilitate data generation, my conceptualization 

of the field necessitated a development. The original intention was a focus on the Swedish 

context, and much like the delightfully deceptive Swedish autumn days, my leads went cold 

after starting out warm. Expanding my recruitment to online meant redefining my scope in the 
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iterative process as described by sociologist and anthropologist Charlotte Aull Davies (2008: 

19). This afforded the opportunity to ground myself in the field, leading to a constructivist 

position. My field was multi-sited, both in the physical and the digital sense. The people 

represent diverse geographical locations (US, Canada, Sweden, UK) as well as IP addresses. 

As Rooka evokes, Arjun Appadurai proposed that various functions of society revolve around 

the way in which societal aspects can be understood to create and re-create the ethnographic 

field. I turned to the internet to find people with T1D willing to share their stories. I joined 

diabetes-specific Facebook pages, and created an anonymous Reddit account to seek 

participants from as well. From Facebook, I received one response, and from Reddit I received 

nearly 8. Due to time constraints and misaligned availabilities, I was able to confirm interviews 

with 3 of the 8. Unlike the social snowball which got me my initial participant in Sweden, I 

came to rely almost exclusively to computer-mediated communications.  

Though diabetes and its care is situated within specific local contexts, the DCN is not. 

The participants in my research live and have lived in different countries with different time-

zones. The native languages are Swedish, English, and Spanish, so the communication was 

contingent upon us sharing at least one language. What united us, then, was the ability to speak 

the same language despite the temporal and spatial differences. The internet eliminates the need 

to share the same space and the same time. It virtually closes these gaps, becoming a space of 

its own. My research field cannot be situated within specific geophysical boundaries since the 

field’s very nature is “produced, transformed and contested in social interaction” (Moisander 

and Valtonen, 2006: 8). In other words, to conduct research on the DCN is to investigate the 

lived experiences of a translocal diabetes care community.  

Semi-Structured Interviews 

In The Long Interview, Grant McCracken lays out many considerations to keep in mind 

when conducting interviews. The issue most pertinent to the present analysis is the 

investigator/respondent relationship, and in particular, who the investigator perceives the 

respondent to be. According to McCracken, the enterprising qualitative researcher should 

mind two possible outcomes that may occur when fashioning the respondents as collaborators: 

that the insights might be spectacular, or borderline fabricated to the extent that the responses 

“serve up” what he or she thinks is wanted from the interview questions. Acknowledging the 

risk of generating biased responses, I still believe that making the respondent a collaborator is 

inevitable and should be embraced. Due to this, I established a dialogue rather than checking 

boxes off a rigid questionnaire.  
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Some limitations to the interview methodology had to be kept in mind through data 

generation and analysis. Social scientist Margarethe Kusenbach (2003) identifies two 

shortcomings of interviewing with respect to its ability to reconstruct the informants’ lived 

experiences (p. 462). The first has to do with limits of narrativity, where informants either 

refuse to speak about certain topics or are unable to articulate a response. The second deals 

with the inorganic nature of the interview as a static encounter where talking is the primary 

focus and everything else is a distraction, “… separat[ing] informants from their routine 

experiences” (ibid, p. 462). The emphasis here is that in conducting an interview, what the 

researchers accomplish is a contrived situation that perpetuates the necessities of roles played 

by its participants. The person asking the questions has the inherent power, and the respondent 

is in a way obliged, even though providing consent, to reveal his or her insights when 

prompted. Furthermore, insights generated from an interview can be “incomplete and/or 

incorrect knowledge of deliberate deception on the part of the respondents” (Davies, 2008: 

107). I adopt the perspective that interviewing should come from an interactionist perspective 

(Davies, 2008: 110-13). This reflexive take on interviewing holds that interlocutors involved 

in the process are actually co-creating knowledge. To approach this, there is a deliberate 

understanding that the respondent has information that the ethnographer needs, but in turn 

relies on the ethnographer to prime these responses through a contrived line of questioning 

(Sennett, 2012, p. 18). The contrivance of such an approach might elicit a justified hesitation 

toward engendering the type of embellished responses that McCracken warns against. What I 

sought then was not a direct line of questioning typical of surveys, but rather an open-ended 

discussion guided through a topical list.  

Therefore, instead of making a rigid questionnaire that I would refer to when engaging 

with the informants, I employed a semi-structured approach. This produces the type of thick 

data that ethnography is at the forefront of creating, and that I perceive as missing from the 

vast majority of literature on medical wearable devices for diabetes treatment. Instead of 

yes/no responses, or ratings on a scale, I sought after thick descriptions of the experience of 

managing diabetes in collaboration with medical technics.  

Although semi-structured, the interviews all followed the same formula. They begin 

with the researcher going over the implications of participating in the research, a statement on 

the anonymity that would be provided to the participants and seeking informed consent. This 

is important to mention in the process, as some individuals were introduced to me either in 

real-life, through public profiles on Facebook, and through the anonymous social media site 

Reddit. Then they all began with the diagnosis story. I thought this would be important, since 



Sweet Blood Surveillance  Jesse Vargas 

19 

I am exploring the lived experiences of the patients with diabetes through their management 

in collaboration with medical technology. Most of the patients began with finger-pricking, 

and currently through medical wearable technologies. The devices used will be described in 

greater detail in a later section. 

Lastly, Kusenbach (2003) describes the limitation of ethnographic interviews in regard 

to their nature as a contrived situation that alienates the respondent from the specific activity 

under investigation. As such, the interviews can miss out on themes that do not lend 

themselves to narrative accounting, such as practices of the body, which is imperative to 

account for considering that lived experiences of diabetes management necessitate an 

exploration into body techniques in both the Maussan and sociotechnical sense. While I have 

experienced this limitation through previous research projects, this concern does not apply in 

the given context. There was little need for employing what McCracken defines as auto-

driving techniques where the interviewer presents a stimulus and provokes the respondent to 

provide commentary (McCracken, 1988: 36-7). While I am concerned with the lived 

experiences of people with diabetes, I never once conceptualized a necessity to observe the 

patients using the medical technics in real-time, nor did I enquire about personal health records 

as this would entail an assessment of their management techniques and exceed the scope of 

study beyond the actual experience of managing the disease. As will become clear in the 

analysis, the experience of diabetes is ubiquitous in even the most mundane activities, and as 

such is challenging to alienate the respondent from this experience through the interview 

situation. 

In total, 5 people participated in the research through in-depth, semi-structured 

interviews. The crucial aspect of not following a rigid interview guide was that, as Carl clearly 

states, diabetes is different for everyone. This is even acknowledged in the biomedical 

research of CGM, where the algorithms are meant to respond to the idiosyncrasies of the 

person using it. Thus, not following any guide was quintessential in being able to understand 

the experience of diabetes management from a user or patient-centered perspective.  

Informants and Material  

The first informant is Carl, a 19 year old college student. He was diagnosed with 

diabetes in 2014, and currently uses insulin pens and the Freestyle Libre monitoring system. 

Maya is 44 and is a working professional in the automotive industry. She lives in a large city 

in Sweden but has her origins in Mexico. She was diagnosed with diabetes in 1989. She 

manages her care with insulin pens and the Dexcom G6 monitoring system. Leah is 23, studies 
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in Canada, and was diagnosed in 2018. She uses the Dexcom G5 and the Omnipod wireless 

insulin pump. Jasmine is 27, lives in the US where she recently graduated, and was diagnosed 

last year. She uses the Dexcom G6 and Omnipod insulin pump. Anna is 66, lives in the UK, 

and has had diabetes for over 40 years. She uses the Medtronic 640G and the companion blood 

glucose monitor to manage her glucose levels.  

Carl was recruited through my existing social network, Maya was recruited through a 

post on an online support community hosted on social media website, and Leah, Jasmine, and 

Anna were recruited from a post on the subreddit “r/diabetes”. With the exception of Carl, 

whom I was able to interview face-to-face, the other 4 participants were interviewed over a 

variety of online media. Maya and I messaged first on the social media site but the interview 

occurred via phone call. Leah, Jasmine, and Anna all wrote me on Reddit, where the interviews 

where arranged through phone call (Anna), Skype call (Leah), and a WhatsApp call (Jasmine). 

The interviews lasted approximately one hour each. 

Research Ethics 
The obvious concern with researching T1D patients is that of keeping professional 

ethical standards. Key considerations were kept in mind when recruiting participants for the 

study, and these were informed by the rules and guidelines for human subjects research 

available through CODEX, which is a Swedish online resource for researchers centered on the 

“… guidelines, ethics codes and laws that regulate and place ethical demands on the research 

process” (CODEX, n.d.) 

In adhering to my own institution’s guidelines, this thesis as a standalone student 

project at the master’s level is not considered research in a legal sense, exempting me from 

submission to the Swedish Ethical Review Authority (Görman, 2013). Regardless, the present 

analysis is guided in principle with the protection of its participants in mind. An obvious 

concern was that of age: I systemically excluded anyone younger than 18 from participating. 

However, I never once asked the participants to disclose official documentation proving their 

age, so I approached this issue in good faith. Another ethical concern that is typically addressed 

in research with human subjects is that of confidentiality. To this extent, prevention of undue 

harm to the participants is not only physical and psychological in nature, but social as well. 

The protection is thus to prevent any particular disclosure that is provided in confidence 

through the research to be accurately attributed to the individual by a third party such that it 

has a negative impact.  
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In sharing personal narratives, the participants may inevitably disclose idiosyncratic 

speech mannerisms, express opinions, or make use of anecdotal material that is easily 

identifiable to themselves and others that know them well. To this extent, Davies (2009) states 

that it is inherently difficult to provide full assurances in regard to the participants’ privacy in 

ethnographic research, but also provides insights into cases when people request their real 

identity to be disclosed in the final publication. Before each interview, I sought affirmative 

informed consent with the participants, describing the nature of their anonymous participation, 

my research topic, and their right to withdraw at any moment. Although most of the informants 

simply agreed to the terms, I had one instance where the participant stated they would not mind 

if I used the actual name. In this light, I evoke Giordano et. al.’s (2007) position that 

“researchers must respect the choices of participants but must also recognize the obligation, as 

stewards of knowledge, to conduct research in ways that are ethically sound both to individual 

participants and as a viable public good” (273). Assigning pseudonyms across the board is thus 

a proactive approach taken by the researcher toward instances where the potential of harm, 

whether real or imagined, outweighs the potential benefit of a public disclosure. 

Relevant to this discussion is Arthur Frank’s take on the responsibility of researchers 

that observe and attend to the ill (Frank, 2013: 19). He argues that in telling one’s illness 

narrative, the attempt is to reclaim one’s own experience of suffering that modernist medicine, 

through its positivist alienation, had stripped away. In moving past this ethos, postmodernity 

is inherently ethical, to the extent that the intellectual bearing witness to the suffering of the ill 

person makes him- or herself available as a fellow person with the subjectivities that traditional 

professional objectivity may deny. In this thesis, names have been changed, but the stories have 

not. In my decision to transcribe the interviews verbatim, I made the decision that the 

authenticity of the stories is best preserved if the record is indeed complete. A verbatim 

transcription process introduces the capacity for what sociocultural linguist Mary Bucholtz 

warns as the perpetuation of “…the erroneous belief that an objective transcription is possible” 

(Bucholtz, 2000: 1440). Thus, though my records of the interview material are transcribed 

verbatim, the final representations in the present analysis omit minor filler words that are 

typically ignored in normal speech, but when given textual real estate, detract from the subject 

matter. In the following analysis, I provide the excerpts from my research that exemplify the 

illness narratives of my informants. It is my hope that by making myself available as a witness, 

I can amplify the individual stories of suffering and resiliency my informants expressed were 

possible through the collaboration with machine technology.  
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Analysis 
In the Diabetes Care Network, the three primary social groups interact with one another 

as well as with the medical technic at its center. In the chapter “Interventions and 

Interruptions,” I discuss how diabetes in general is experienced among the participants. Every 

story has a beginning, and in the narratives elucidated through the interviews, I reflect upon 

the diagnosis-as-beginning of the illness narratives analyzed here. As I will demonstrate, the 

diagnosis of diabetes is a fundamental inflection point by which the life of the patient is 

changed into one that problematizes mundane activities as diabetic issues. This is also the 

inception of the patients’ respective DCN, as through a pedagogical process, they are taught by 

the medical professionals how to manage their diabetes, usually with the use of medical 

devices. A culture of care is established, as the transmission of knowledge entails the specific 

bodily techniques the person will enact in daily care.  

“Semiotics of Daily Care” describes semiotic power as the conduit to how the User 

collaborates with the medical techne to respond to these interruptions and others, completing 

the medical intervention needed to restore the glucose levels to normal. In this process of 

describing the DCN as a means of a culture of care, I will discuss the language of the DCN, as 

well as the manner in which the DCN is maintained. Additionally, I reveal how postmodern 

diabetes makes use of illness narratives such that it not only reclaims the experience of 

suffering through describing a wider array of utterances in the DCN. In the final analytical 

chapter, “Surveillance and Trust,” I challenge a dominating perspective on medical 

surveillance through showing that Users utilize trust as a vehicle to be active agents in selecting 

their sweet blood surveillance device.  

Interventions and Interruptions 

 

The ill person as medical patient is one who, having been interrupted by disease, is now 
considered infinitely interruptible in speech, schedule, sleep, solvency, and anything 
else. (Frank, 2013: 57) 

The Merriam-Webster dictionary offers a simple definition of the term intervention as 

“the act or an instance of intervening” (n.d.) with the three sub-definitions that allows the reader 

to understand the term in specific contexts – I will focus on the first, which aligns with the 

object of medical care. In this context, an intervention is “the act of interfering with the outcome 

or course especially of a condition or process (as to prevent harm or improve functioning)” 

(Merriam-Webster, n.d.). From a modernist perspective, the object of medicine is to interfere 
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in the processes whose outcome is illness of the body, and this is accomplished through 

understanding what these processes are through scientific research, experimental treatments, 

and finally well-established care guidelines accepted by the scientific community at large. A 

side-effect of this process is that the expertise of disease and treatment lies exclusively within 

the institution and its resident creators of the knowledge, and not the producers of the raw 

information itself. A common critique of this system is that it alienates the medical professional 

and medical subject through a dichotomous power relation where one side has the knowledge, 

and the other does not. However, considering the sociotechnical system of the DCN as a 

postmodern culture of diabetes care, wherein the knowledge exchange is a bi-directional 

transactional process, the concept of unilateral power is challenged. I will conclude my analysis 

by answering this challenge through the insights developed through this research, but for now, 

the focus remains on the interruption and intervention of life with T1D. 

 Frank (2013) proposes that the diagnosis of a chronic illness, such as diabetes, is the 

original interruption in the ill person’s life. In the present analysis, I interpret this original 

interruption to coincide with the beginning of the T1D patient’s very own illness narrative. In 

the diagnosis stories of the people I interviewed, they mostly have a common theme of an 

extended stay at the hospital. The intervention here seeks not only to bring the new 

patient’s glucose levels back to ‘normal’ – it is also marked by a pedagogical incursion into the 

self-management of diabetes in which the medical professional introduces medical technics 

into the DCN. However, one informant – Maya – provides a stark contrast to the general 

experience of the other four informants, as she was given neither information about her disease 

nor a device to manage it with.  

Aside from the initial interruption of disease, people with diabetes experience a life full 

of interruptions. These disruptions are subtle, but they occur before, during, and after several 

mundane activities which positions diabetes at the forefront of aspects of life that are usually 

taken for granted. In this part I describe how the constant disruption of diabetes in both eating 

and sleeping is both inhibited and facilitated through the collaboration with medical technics 

at the center of the DCN.  

Redefining Eating and Dining 
Marcel Mauss, in his work on techniques of the body, refers to these techniques as 

actions that are both effective and traditional, and in the present context I adopt his emphasis 

on that “there is no technique and transmission in the absence of tradition” (1934: 75). 

According to Mauss, using the human body is a learned experience, situated in cultural contexts 
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and achieved through what he characterizes as a prestigious imitation, implicating the social 

element. Furthermore, variance in the enacting of these techniques is not observed solely 

between individuals, but also between different societies and educations. This aligns with a 

focus on education, both in terms of the techniques that Enablers use to introduce the User to 

the medical technics of their respective DCN, and in the way that this inclusion vis-à-vis 

diabetes diagnosis challenges the preconceived notions about body techniques the Users have 

learned in the past. Dining is a particular cultural phenomenon replete with specific bodily 

techniques, and the following empirical material reveals how enacting diabetes care interrupts 

this process. 

Leah uses the Omnipod device as an insulin delivery method in conjunction with the 

Dexcom G5 which helps her monitor glucose levels. The Omnipod is a wireless insulin pump 

that Users attach to fatty areas of their body, typically the abdomen. It communicates with the 

User via mobile phone application or through a proprietary monitoring device. She had just 

finished describing the Omnipod system she currently uses when I asked about her history 

using other insulin delivery methods. She states that she was using insulin pens soon after her 

release from the hospital in January 2019, and though they accomplished the task to reigning 

in her glucose levels, the technology was less than ideal.  

I just found it kind of… I don't know, I found it like a bit - I don't want to say 
embarrassing, but when you're at a restaurant and you have to,,, like you’re wearing a 
dress or you’re wearing something and people can see you shove a needle into your 
thigh. It’s not - you know it just feels… awkward? (Leah, Interview). 

The inquisitive tone thus communicates an insecurity in the degree of unease that the insulin 

pens brought in her life as a person that would like to dine at a restaurant without generating 

undue attention toward her body. The discomfort itself is uncontested. An interesting point to 

bring up is that she makes her judgment of the insulin pens in terms of the way they impact her 

comfort while dining at a restaurant. The insulin’s efficacy itself is never brought into question, 

but rather its delivery method is. The inflection in her voice in this statement might reveal some 

insights about her ambivalence toward the insulin pens. In the rest of the interview, Leah is 

well-spoken and articulates her points clearly. This statement in particular, however, engenders 

a feeling of apprehension either toward the insulin pen, or in its description as awkward. She 

is negotiating the proper term to describe her relationship to the insulin pens, as she has already 

communicated that she did not like them but will not go as far as to call them embarrassing.  
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The concept of difficulty dining with diabetes arises as a particular disruption to daily 

life in several of my informants. Leah shares that, due to her mixed-heritage background, she 

often does not know the amount of carbohydrates going into a particular dish, as the ingredients 

are added as “a pinch of this, a pinch of that” and even if she were to ask what the recipe calls 

for, she states that her relatives will tell her that they do not know either. This creates a difficulty 

in maintaining strict glucose control, which she acknowledges as an ideal that is unrealistic. If 

having hypo- and hyperglycemic excursions and the subsequent insulin or carbohydrate 

consumption to correct it is the price one pays for maintaining the spontaneity in life, Leah 

deems it is worth it.  

Another informant reports experiencing this flavoring freedom in a different way. 

Similar to Leah, Jasmine shares that her family prepares decadent meals, though in her case it 

had the effect of creating tension between her and her mother. She recalls an instance where 

the two argued over the amount of work that went into counting carbs, and how it was only 

made more difficult when multiple ingredients of unknown quantities were thrown into the 

mix. This event occurred while Jasmine was recently diagnosed and feeling overwhelmed with 

learning how to count carbs and dose insulin. What used to be a simple act of enjoying a meal 

had transformed into a situation full of calculations with immediate and potentially negative 

consequences. Being the sole individual with diabetes at her dining table means that these 

consequences are unique to the conditions of Jasmine’s body. She coped with the initial 

difficulties of carb-counting by using a popular mobile phone application, MyFitnessPal, which 

provides a carb calculation after the user inputs everything they are eating. Although this 

feature unto itself can make carb-counting and therefore accurate insulin dosing more feasible, 

in practice this is not always the case. In Jasmine’s words:  

When you’re looking at a 20-ingredient meal you know there's so much variability in 
terms of the quantity and the amount of carbs in that quantity. It is just too variable. She 
just assumed I was just like typing something in and it would magically know the 
number (Jasmine, Interview).  

In this case, the magical quality of the app as her mother perceives it is lost upon Jasmine, 

whom faces pressure to calculate her consumption of carbs and insulin carefully. If there is a 

miscalculation, she alone will experience the immediate, negative consequences. It is not 

magic, but a sobering reality that the User contends with when eating and dining is a redefined 

body technique within the DCN they are a part of. No matter how much easier assistive 

technologies make it to tend to the body’s condition, a lack of understanding of how the 

technics in the DCN work may strain relationships whenever the User and members of other 



Sweet Blood Surveillance  Jesse Vargas 

26 

social groups in the DCN have. As Mol (2008) succinctly puts it: “family habits do not always 

help in the treatment of diabetes. They may stand in its way” (60).  

Diabetes disrupts eating in various other ways. Carl first experienced a disruption in 

eating during his diagnosis. The first step in achieving an accurate diagnosis was for Carl to 

fast from any food or drink besides water for a 24-hour period. In this sense, the process of 

diagnosis itself was a disruption of the normal human need for food. Eating, dining, diabetes, 

and disruption are a recurring theme for people with diabetes. After this period of fasting, 

necessary for the medical professional to diagnose him accurately with diabetes, food enters 

the DCN again: not solely as a means for nutrition, but as a tool as well. When the glucose 

monitor reveals hypoglycemia in the body, the person with diabetes interrupts the process of 

descent by intervening with carbohydrates. Carl shares how he was taught to take honey in the 

event that the hypo gets so bad that “you basically end up in a coma and the only way to wake 

you up is to take sugar” (Carl, Interview). I asked Carl to elaborate on that point: how can one 

take sugar while under this coma? He replies: 

The doctors recommend you can take some very sweet type of liquid, something like 
honey. You can have someone smear it in your mouth, so it gets absorbed. But there is 
also, like, glucose shots (…) the glucagon kit (Carl, Interview). 

What is interesting in this excerpt of our interview is that in the recommendation shared to me, 

the food is considered the first line of defense against a critically low blood sugar, with the 

glucagon kit, an emergency hormonal injection that raises blood glucose levels (Editor, 2019), 

implied as a last resort. That he recalls the doctor’s advice to intervene with food first is not 

uncommon. Leah recalls the beginning of her illness story, when she would undergo 

hypoglycemic panic and “just reach for everything in the cupboard” which would then cause 

her glucose levels to skyrocket. She would feel a really bad low coming on, and in context with 

the dangers of hypoglycemia, she would respond by consuming something sweet before 

checking her glucose levels to determine the amount of carbohydrates necessary to bring her 

out of this hypoglycemic event. It is the diabetic’s version of “shoot first, ask questions later,” 

but this rushed judgment and subsequent action is simply a reaction in light of self-preservation. 

She shares the root of this panic: that having gone as critically low as 1mmol/mL in the past 

had left her with a lingering fear of falling into a coma due to such a hypoglycemic episode. 

Though neither she nor Carl had experienced a hypoglycemia-induced coma, these similarities 

indicate how the knowledge transmitted to the User by the Enabler in the DCN is not 

geographically bound, but rather shared in the translocal context of the DCN as a wider culture 
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of care. The warning was provided to Leah, diagnosed in the United States, and Carl, diagnosed 

in the Sweden. As part of her illness narrative, Anna shares what the experience of a nocturnal 

hypoglycemic coma is like, and the proactive steps she took to mitigate the possibility of it 

occurring again. In the following section, I investigate further this merger of the two concepts 

my respondents collectively share as their main concerns: the technique of eating and sleeping 

under the influence of the DCN.  

Affected Sleep 
Which is one thing in particular with diabetes. It becomes more dangerous, obviously, 
if you sleep through a low and you can't wake up (Jasmine, Interview). 

Apart from eating, my informants also reported sleeping as a common aspect of daily 

life that is interrupted due to diabetes. The first way these interruptions manifest is when sleep 

is delayed or disrupted in order to take care of either a hypo- or hyperglycemic excursion. The 

second is when these corrective interventions situated at night have the residual effect of 

carrying over interruption into the following day. A common precursor to waking in the middle 

of the night to treat an errant glucose level is having the urge to use the washroom. Both Carl 

and Leah report having woken up in the middle of the night for this reason, only to find out 

that they have hyperglycemia and need to take insulin to get it back down to normal. Many of 

the participants also share how a low glucose level is worse than high glucose levels, and Carl 

keeps this in mind to justify only taking enough insulin to bring him slightly above the upper 

threshold of his prescribed glucose range so that he can fall back to sleep with a peace of mind. 

Leah enacts her intervention differently, as she tells me that she waits to “make sure things are 

okay” which in turn has the effect of derailing her ability to get up early and “continue business 

as usual” (Leah, Interview). In this sense, diabetes interferes in Leah’s routine in two ways. 

First, it disrupts her sleep as she waits to make sure her glucose levels have come back down; 

second, it interferes in her ability to continue business as usual due to lack of sleep from the 

night before. Leah makes evident how the disruption of diabetes in one aspect of life creeps 

into the rest of her life. Like a root, diabetes necessitates a redefining of bodily practices as the 

disease’s needs finds ways to spread and manifest in between the cracks of an otherwise solid 

foundation of glucose self-management.  

 The excerpt from Jasmine’s interview, where she is describing the obvious danger that 

hypoglycemia incurs in one’s life, is a prescription that is usually shared by the Enabler to the 

User in the DCN. This medical knowledge is passed on to the person with diabetes in order to 

provide a motivation for proactive action to mitigate the chances of these dangers from 
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occurring. Anna had this danger occur several times, and she provides insights into the actions 

she took to eliminate the chances from this occurring again.  

Before Anna was put on the Medtronic 640G insulin pump, she carb-loaded every night 

before sleeping. Before she carb-loaded, consuming what she recalls as “vast amounts – 50, 

60, 100 carbs,” she could rest easy knowing that her husband would pick up on the drops in 

blood sugar during the night, waking her up to drink Tropicana before going off to sleep again. 

She lost hypoglycemic awareness, but perhaps the most devastating loss was her husband 

himself, whom she describes in this context as her hypo alarm (Anna, Interview). The dangers 

of her hypoglycemic unawareness were as palpable as the stiffness in her joints the following 

day, when she would spend the entirety of her morning and into the afternoon making sure her 

glucose levels were coming back down within range before resuming this proactive defense 

again “… at 10 o’clock at night when [she] went to bed” (ibid). Following these experiences, 

she found herself in the consultation room of her diabetes clinic, where they recognized her 

dire need for a greater medical technic to assist in her glucose regulation and prescribed her 

the aforementioned Medtronic 640G device. This insulin pump not only automated insulin 

delivery, but also transmits glucose levels to its receiver. Additionally, through its SmartGuard 

feature it sounds an alarm when it senses a downward trend in her glucose values. It is this 

affordance of the medical technic that allowed Anna to cease carb-loading, which gave her 

back her mornings and afternoons. However, Anna also describes the medical wearable as less 

than ideal, as its need to be attached to her body at times causes discomfort at night due to it 

pressing against her body, or one the device’s tubes being obstructed setting off yet another 

alarm, waking her up for yet another reason. 

Author: So my question is: Is it worth it? 

Anna: Is it worth it?  

In the absence of anything else, yes! Because without it, I would have to start carb-
loading again. And that's just cutting time off my life. You know, if you're waking up 
with your blood sugars in the two or three hundreds, and then you spend half the day 
bringing them down safely, you’re like a hamster on a wheel. 
 
You cannot get off. 
 

 Diabetes as a lived experience must be understood in its fluid complexity. It is never 

static, always responding to the internal and external changes with the body as the object and 

the skin as its barrier. The integrity of the barrier is compromised when a needle or lancet, 

cannula or wire is inserted to either deliver insulin, extract blood, or interact with interstitial 

fluids. In order to enact these necessary changes to restore glucose levels that transgress from 
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the desired range, the person with diabetes relies on machine technology. In Anna’s case, the 

machine technology allowed her to regain a normal night’s sleep, despite the occasional loss 

of sleep due to the position she is sleeping in that either gives direct bodily, bothersome 

feedback to wake her, or through machine-mediated feedback in the form of loud alarms to 

wake her so that she removes whatever disruption to insulin flow the pump is experiencing. 

Leah provides insights in the way that checking her blood glucose levels every night is a 

necessary step to allow for a good morning and get to business as usual, but is more deliberate 

over the process than Carl is, by waiting for an affirmation from the device that she is safe to 

sleep. Maya shares a similar sentiment. She does not like to be slowed down, and to her, 

diabetes shall not get in the way of the tasks she needs to accomplish. No disruptions are 

therefore the goal, and for Maya, not having to deal with diabetes unless her glucose levels are 

out of range allows her to be this multi-faceted person and not simply the well-behaved person 

with an illness.  

Diabetes permeates several key aspects of daily life of Users in the DCN from the food 

on their plates and rest they must get. The need to consult with the device will decide what, 

when, how to eat, the amount of insulin to inject, if sleep must be delayed affecting the 

productivity of the following day, if carb-loading is needed in order to ensure one awakes, if 

activity may commence, if activity requires a pause, and so on. Thus, no matter the disruption 

that diabetes introduces in the patient’s life, the User seeks technological aid to perform the 

intervention needed to bring the body back to normalcy in an optimal way. The final section in 

this analytical chapter will discuss how my informants collaborate with machines in greater 

detail. The purpose will be to explain the concept of glucose monitoring and regulation as a 

coproduction of a bio-object. 

The Need for Collaboration  
In this chapter, I have demonstrated various aspect of life where the informants report 

diabetes disrupts the normal functioning. I have chosen to elaborate on two of these – eating 

and sleeping – because they figured most prominently as a recurring pattern of living with 

diabetes. I have also briefly discussed how the medical technology is used to alleviate some of 

these disruptions while at the same time creating new obstacles to be overcome. In the 

following chapter, I will discuss the mechanism under which the DCN, by now having been 

established, operates. It will be argued that the distinct social groups nest around the medical 

techne, despite each of the nodes having a different use for the device’s output. 
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As Frank posits, the ultimate interruption of a chronic illness to a previously healthy 

body is evident in the challenges faced by the participants to understand the conditions that led 

to the diagnosis as well as what to do with life after the diagnosis. As stated, “In the beginning 

is an interruption. Disease interrupts a life, and illness then means living with perpetual 

interruption” (Frank, 2013: 56). For the people interviewed, perpetual interruption is mitigated 

through the collaboration with medical technics. Thus, the person living with diabetes is 

subjected to perpetual interruption that must be dealt with. The diagnosis story serves as an 

inflection point where the life of the participant changes dramatically. In receiving information 

on how to treat the condition, the User is given knowledge from the Enabler that demonstrates 

the techniques: blood glucose measuring, insulin dosing and injection, with nutritionists 

usually taking the lead over dietary changes. In Carl’s case, he also reports having been 

assigned a psychologist during his initial hospitalization. The idea was that the psychologist 

would teach Carl how to cope with the emotional interruptions of living with disease: modern 

diabetes care entails a more holistic approach. But does this holism cease along in the chain? I 

am analyzing the material culture of diabetes care to create this understanding. The material 

culture of medical technics are not only tools, but a collaborative partners in achieving insights 

useful to every social group in the DCN: User for better care, the Enabler for better clinical 

performance across his or her patient roster, and the Producer for product research and 

development to enhance market viability. I emphasize on the User that relies upon this 

collaboration to create the bio-object, which can be defined as “contested socio-technical 

objects [that] depend on the existence and manipulation of living entities that have some 

coherent biological form and agency” (Holmberg, Schwennesen, and Webster, 2011: 741). The 

bio-object at the center of glucose regulation is borne out of the of human and machine 

interaction and reading this bio-object is meant to deploy a predetermined bodily technique. 

Interruptions to daily life require the collaboration with medical technics at the center of the 

respective DCNs of the participants, and this ongoing collaboration between Man and Machine 

necessitates the analysis of diabetes care within the network that allows the distinct social 

groups as well as the material object at its core to co-exist. Thus, having established the creation 

of the DCN as concurrent with the release of the patient into the world, I turn now to the DCN 

itself. In the following chapter, I will discuss the foundation of the network as one that relies 

on semiotic power to maintain. Doing so will lend support to its existence as a viable analytical 

framework, as semiotic power will demonstrate that a common language exists and is used by 
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the different social groups organized and dependent upon the medical devices at the techne-

center to deliver on this culture of care. 

Semiotics of Daily Life 
It is understandable that, after the revolutionary dream of an absolutely open science 
and practice, a certain medical esotericism could be revived around these themes: one 
now sees the visible only because one knows the language; things are offered to him 
who has penetrated the closed world of words; and if these words communicate with 
things, it is because they obey a rule that is intrinsic to their grammar. (Foucault, the 
Birth of the Clinic: 115) 

 The introductory quote attributed to Michel Foucault is the Polaris guiding the 

theoretical path I will forge in the present chapter. In this excerpt from his work on the 

medicalization of society, Foucault evokes certain themes pertinent to this thesis in general, 

and this chapter in particular. These are, in no particular order of importance: specialized 

medical knowledge, the communication with ‘things’, and the postmodern take on making the 

invisible visible. 

The network of diabetes care through blood glucose monitoring was developed first 

and foremost by the medical sciences. As the communication of glucose values is quintessential 

to glucose monitoring and management, I argue that to understand the DCN, one must 

understand the process of language acquisition of the specific lingo of biomedical sciences vis-

à-vis the HbA1c measurement. HbA1c, or glycated hemoglobin, is the result of the body not 

being able to take up glucose which requires insulin, so instead it sticks to red blood cells (What 

is HbA1c?). Since people with T1D cannot produce insulin, the unabsorbed glucose roams 

freely in the blood stream where it remains for the lifespan of these red blood cells, thus leading 

to higher average HbA1c values. The HbA1c measurement is then used to assess average 

glycemic control for the past 2-3 months (Diabetes UK, “What is HbA1c?”). This is the current 

standard lingo regarding diabetes management recommended by the World Health 

Organization, which as a large international organization influences the tone for medical 

standards worldwide. Since 1985, the WHO has helped position the HbA1C as a standard for 

glucose management (WHO, 1985: 44). Special mention must be made to the United States, 

since through the American Diabetes Association seems to set its own care goals that are at 

times different from countries that follow the WHO recommendations, as well as using 

different configurations of the same measurement both in terms of the HbA1c (percentage vs. 

mmol/mol) and daily glucose levels (mg/dL vs. mmol/L) respective to the WHO (ADA, 2018; 

WHO, 2011). Despite there being no singular international authority on diabetes care standards, 
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it is a given that institutional standards within a given context define the way diabetes is 

communicated. 

Taking this institutional ethos into consideration, material objects can be also be 

understood to embody specific ideologies of what we can consider as the ruling class that 

influences their design and function (Lyotard, 1983; Vannini, 2009). However benevolent 

medical technics may be to the User of them, it would be irresponsible to consider them 

inherently beneficent or even neutral material artifacts of the DCN culture of care. This ties 

into Marxist philosopher Antonio Gramsci’s seminal thoughts on cultural hegemony, and 

though his insights originate from the 1970s, the concepts ring true for medical care today. 

Cultural hegemony, according to Gramsci, is an active process “involving the production, 

reproduction, and mobilization of popular consent […] to the general direction imposed on 

social life by the dominant fundamental group” (Hunt, 1990: 311). In order for the hegemonic 

project to be considered dominant, it must also “…address and incorporate, if only partially, 

some aspects of the aspirations, interests, and ideology of sub-ordinate groups (ibid). This fits 

the modernist concept of medicine, in that the medical institutions’ knowledge dominance over 

its ill patients is based upon the objective to heal their ailments. 

Glucose monitoring devices for daily care use the mmol/mL if following the WHO 

recommendations and mg/dL in the US following the ADA, but as these two measurements 

functionally play no difference in linguistic value, they are understood here as accents of the 

same hegemonic language. Although productive to understanding some of the concepts 

explained in this chapter, I will reserve my thoughts on hegemony and counter-hegemonic 

forces until the next, and final, analytical chapter, where I use Gramscian counter-hegemony 

to describe the process of neither building nor maintaining the DCN, but rather its re-

construction. In this section, I will discuss how semiotics play a key role in the construction 

and maintenance of the DCN. 

Through problematizing these institutional guidelines for measuring daily glucose 

levels in diabetes self-management, a more comprehensive view of the linguistic nature that 

forms the very foundation of the DCN is revealed. Borrowing from Lyotard, I understand the 

DCN to abide by the rules of its own language game—those set forward by the ruling class of 

medical professionals that modernized medicine with its compartmentalization of the body’s 

conditions and maximizing efficiency to treat sick bodies. Problematizing the glucose values 

that are calculated and subsequently displayed by the machine as a cultural semiotic production 
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rather than as merely scientific data has useful implications. Bruno Latour teaches us that 

technology is taken as a black box whose mysteries go unchallenged so long as the device 

reliably outputs what we have taken for granted it will when given the input (Latour, 1987: 2-

3). Diabetic medical technology is no different. The main purpose with this section is thus to 

open this black box of the glucose regulation devices that the Users maintain in the technic-

center of their respective DCNs. Doing so reveals the historically political nature in the 

production of these devices that speak out to the conditions of the body, and inspire the body 

to act.  

Phenomenological Diabetes: Disease as Somatic Sensation 

People with diabetes adopt, develop, and operate a mode of communication that is 

oftentimes complex. Long before diabetes was understood as a discrete collection of 

institutionally defined symptoms that could be measured and managed with specific medical 

interventions, the disease was simply felt. The history of diabetes goes back to 1500BC in 

Egypt but was not identified as a disorder of excess glucose until physicians began observing 

excess glucose through urine samples in the early 19th Century (Clarke and Foster, 2012). Prior 

to medical techniques, medical professionals relied upon sensory information from the ill body 

– its first iteration being urine testing for excess glucose – to issue a diagnosis. Modern 

medicine has come a long way since. What is important to look at though is the aspect of 

diabetes care that has transcended any historical timeline, and that is how diabetes persevered 

as a somatic sensation – one that patients can feel.  

Though postmodern diabetes makes use of the various medical technics available to 

manage the disease with unprecedented level of control through data, people with diabetes also 

read the feelings that are given by the body. To be perceptive about one’s somatic condition is 

an important aspect of glucose regulation that falls almost exclusively to the User group. 

Jasmine provides an example of a minimalistic system she developed to ‘test’ her relative 

glucose levels when she is feeling low. She shares: 

When [my glucose] starts to drop, but it isn’t low yet I get sort of this out-of-body 
feeling where it feels like it's harder to concentrate. And a lot of times I hold my hand 
out, because my hand starts to get shaky. (Laughing). So that's my test, like “Is my hand 
steady? Or am I just tired?” Sometimes I feel that my heart is beating a little bit faster, 
so usually that's an indication for me. Or, you know so instead of like 65 or 70 I am like 
45(mg/dL), which rarely happens, but it has happened, [and] I get sort of a drunk feeling 
(Jasmine, Interview). 
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Several participants describe hypoglycemia in a similar fashion. Leah also uses the ‘drunk’ 

metaphor in allusion to the mental fog that both the overconsumption of alcohol and insulin 

may induce. Anna refers to the uncertainty of long-term survival with diabetes as a fog outright. 

Maya describes hypoglycemia as an out-of-body experience where the mind knows the remedy, 

but the body does not align with its actions. Short of a betrayal, this disembodied experience 

that hypoglycemia initiates is prevalent in Carl’s difficulty with his own description. In his 

case, he hesitates in finding a concise way to express his own experiences, but by weaving 

together these descriptive threads we learn that to him, low glucose levels have a gradient effect 

that worsen with the intensity of hypoglycemia. It is a unique experience that one feels in the 

body through its shakiness, but also in the difficulty to concentrate and coordinate action. These 

references reveal that the somatic sensation of diabetes is tacit knowledge which is difficult to 

represent due to the individuality of experience, and much less in a cohesive way with a 

standardized communication tool that eschews subjective metaphors relatable to the extent that 

this literary device contains common knowledge amongst people with T1D. To communicate 

the lived experience of diabetes is thus much different from the communication of the state of 

the glucose levels. 

The DCN’s Language Game 
The somatic sensations of hypoglycemia are experienced in various ways, and 

sometimes not at all. Despite all informants sharing some personal concept to describe 

hypoglycemia, the ability to feel diabetes is not a given. Both Leah and Jasmine are explicitly 

aware of hypoglycemic unawareness, which can develop over time, and implicitly express the 

relief they have not developed this inability to read their own bodily feedback. In one way, 

hypoglycemic unawareness is a transgression of this ability to experience diabetes as somatic 

sensation, and in this section I focus on Maya’s experience to discuss what occurs when the 

body is no longer able to perceive its own hypoglycemic state. 

There is a need for a reliable standardized method to check glucose levels for daily 

diabetes management, and the medical professionals accomplish this through teaching the User 

how to know their own bodies by reading into them with the aid of glucose monitors, the history 

of which has been previously provided. One way of describing the didactic learning method 

(Lyotard, 1983) that occurs at the genesis of a new DCN through the diagnosis is a cultural 

transmission of knowledge in the culture of care, visualized within the DCN. As Lyotard posits, 

what matters most in postmodernity is not didactics in terms of transmission of knowledge as 

such, but rather “…the capacity to actualize the relevant data for solving a problem ‘here and 
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now,’ and to organize that data into an efficient strategy” (ibid: 51). The task of the medical 

professional is not only to diagnose the patient with diabetes, but to enable the User to actualize 

the data in terms of the glucose monitor readings and enact specific bodily practices to 

intervene where needed. Rules are thus shared about how to read the language of the DCN 

which has been institutionally predetermined as either the measurement of glucose in mmol/mL 

or mg/dL, and the subsequent actions to take. While I rely upon Maussan bodily techniques, I 

supplement this with Lyotard’s references to ensembles, or “assembled actions that have been 

assembled for him [sic] by all his education, by the whole society to which he belongs, in the 

place he occupies in it” (Lyotard, 1983: 76). For diabetic patients, their position within the 

DCN as User places them primarily in the didactic position of student that learns techniques to 

deal in proper hygiene, when and where to draw blood, how often to change insulin pump sites, 

alternating insertion locations for the FGM and CGM sensors, etc. I will now illustrate through 

the rule of hygiene that the goal of the DCN is in providing the relevant data to solve the daily 

problem of glucose management. 

 The rule of hygiene is one of the bodily techniques transmitted by the Enabler to the 

User to function properly in his or her respective DCN. What hygiene seeks to accomplish is 

the reading of an accurate result. Carl initially abides by this rule by changing the lancing 

needle that draws blood for his Freestyle Lite (a blood glucose monitor) each time to avoid 

contamination that may alter the precision of the reading, but admits that he “started to get a 

bit sloppy” with changing the needle (Carl, Interview). Though he acknowledges the risk of 

inaccurate readings, he also negotiates a way out of it, citing the new technology of the 

Freestyle Libre as making the penetration of his skin barrier a relic of the past. In relation to 

the newer sensor that he simply scans wirelessly with the accompanying monitor, he refers to 

the finger pricking device as primitive. To be hygienic means that the diabetic body is 

instructed to follow the body technique taught by the doctor in the inception of disease. 

Hygiene is thus a precondition to be met in order to satisfy and facilitate the accuracy 

requirement of the DCN in order to deliver effective care. In the case of Carl, we can interpret 

his emphasis on hygiene as akin to what experimental scientists do to ensure their results are 

accurate. When Carl emphasizes the need to wash one’s hands, and make sure the needles are 

sterile each time it punctures the skin, he is excluding external variables from interfering with 

the reliability of his measurement device, which the newer monitor now at the technic-center 

of his DCN does a good job of eliminating as well. 
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Regardless of the need to retain hygiene with BGMs, or the waiver of its necessity with 

FGMs, this all implicates reading: following the rules in order to read the right results. Not 

following the rules makes the User read the wrong results, and if the wrong medical 

intervention is made, this can prove to be annoying if not fatal. Following the rules of the DCN 

allows for an accurate reading the DCN’s language, providing the User with the data to enact 

not only an efficient strategy, but the proper one. In the DCN, since the goal is to return the 

errant glucose value within the optimal range the efficient strategy is conflated with the correct 

one, due to overcorrection with either insulin or carbohydrates necessitates an additional 

corrective intervention, further postponing this return to the optimal range.  

Material Affordance Advantage  
In order to understand the impact of material affordances in the medical technics of the 

DCN, it is important to provide a brief description of what they look like. One of the 

affordances that is common amongst all the participants is the utilization of trend arrows that 

accompany the current glucose level. To exemplify this, the way it is displayed in the Freestyle 

Libre is demonstrated below.  

   

Figure 1. 

Carl explains the implications of having these arrows available to him in his daily care routines 

as somewhat liberating. He uses the trend arrows in assessing the amount of insulin he will 

take before bed if needed. Recall previously that Carl had a more lax attitude toward sleep 

compared to others, such that if he needed to take insulin during the night, he would only take 

as much to lower his glucose level just above the upper threshold of his desired glucose range 

and promptly return to bed. When asked how he knows the number of units to inject to bring 

him down to 8mmol/mL, he responds that it depends “on what the arrow says” (Carl, 

Interview). The corrective process is also informed by these trend arrows in cases where his 

glucose is between 4-5mmol/mL, which is too low for him to sleep comfortably. The direction 

and degree of the arrow dictates how much carbohydrates he will consume before bed. 
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 In this example, we can see how Carl uses the Freestyle Libre in his DCN to anticipate 

how much insulin or carbs he will need. The ability to see into the likely future of his body’s 

glucose levels eliminates the need to guess where it might be heading. Being able to spot trends, 

a discrete affordance from the FGM technology, allows Carl the peace of mind that was 

disrupted when he left his hometown for another where he would study and live alone. Without 

his parents playing the assistive role of nocturnal monitoring, the arrows allow him to anticipate 

his nocturnal glucose levels and make the necessary adjustments ahead of time. Reading the 

trend arrow provides a sense of security in mitigating the risk of experiencing hypoglycemia, 

which is particularly dangerous if one does not wake in time to treat it.  

Maya takes a no-nonsense approach to her diabetes care. She does not ponder about 

diabetes, nor does she let it get in the way of her daily life. She is many things at once: a mother, 

a swimmer, a wife, a project manager at a major automotive company, and thinking of diabetes 

is not on her to-do list for the day. She prefers to keep diabetes on the margins of her 

intersectional lives, and only addresses diabetes when the monitor tells her it needs to be 

addressed. When asked if she ever wonders if it might go up or down from a 4 or 5 mmol/mL, 

she shares that she normally does not, adding that the Dexcom G6 she uses is “very convenient 

because I can see the trends. I can see if it's going low, if it's going high, and if it's stable” 

(Maya, Interview). Because of the ability to see the direction where her glucose is heading, she 

feels in good control, expressing her happiness over the continuous glucose monitor at the 

technic center of her DCN.  

In the exchange with Maya, she shares the experience of the Dexcom G6 in nuanced 

ways, but all leading toward the assessment that it has been a welcome addition to her care. 

The implied improvement from this device in both glucose control and in the affective 

component of using the device indicates this might not always have been the case with the 

previous technology. When I asked her what glucose monitor she used previously, she tells me 

it was a simple AccuChek device that required a stick on the finger (BGM). She goes on to 

compare the two, noting in particular that the Dexcom G6 she is now using affords a “constant 

knowledge about what is going on, and that is priceless… For me that I have no feelings, that 

is priceless” (Maya, Interview). Maya lost the ability to feel the somatic sensations of 

hypoglycemia during her first pregnancy. She relies on the Dexcom G6 monitor that provides 

automated readings of her glucose levels straight to her phone. This feature is quite useful in 

her daily life, since the technic affords the opportunity for her to perform diabetes only when 



Sweet Blood Surveillance  Jesse Vargas 

38 

an intervention is needed, but perhaps it is even more useful when she cannot make these 

interventions on her own.   

When prompted, she recalls what she used to feel when she would have a low blood 

glucose in the past. She recites the cold sweats and the shaking—a comprehensive bodily 

experience. A shift in consciousness now occurs. To Maya, whom no longer can feel the 

hypoglycemia setting in, the low glucose levels are recognized when she understands that her 

mind and body are no longer cooperating. She describes it as “the body is there and it’s not 

working and you have an idea that you should do something to fix that... The mind is simply 

not connected to what is happening and cannot react” (Maya, Interview). Since she cannot feel 

the hypoglycemia to react in time, she recognizes it when this separation of mind and body 

takes place. She knows the correct course of action to remedy, but her body does not execute 

the plan. The Dexcom G6 affords a solution by not only sending these automated glucose 

readings to her phone, but the phone of her husband as well. If he is not in the vicinity, she can 

indicate to someone nearby to look at her phone, which if taking place at her workplace, allows 

her colleagues to mobilize and get her the help she needs. If the trend arrows of the Freestyle 

Libre allow Carl to gain independence from his parents and the nighttime monitoring role they 

played, the automated readings, trend arrows, and ability to share these automated readings 

with whomever she chooses provide Maya a sense of liberation as well as connectivity to others 

when needed. Lyotard argues that senses are deceptive, so “[t]echnical devices originated as 

prosthetic aids for the human organs or as physiological systems whose function it is to receive 

data or condition the context” (Lyotard, 1983: 44). This is where the affordances of the new 

technology come in. Maya benefits significantly from these utterances, as her senses are not 

necessarily deceiving her, but rather her inability to experience hypoglycemic sensations as a 

bodily sensation have rendered her in need of the prosthetic device that not only measures 

glucose levels like all the rest, but does so autonomously so she may react in time. 

Trend arrows, automated readings, and connectivity to others represent enhanced 

communication from a glucose monitor that is not afforded to diabetics using older generation 

technology. These are the specific material affordances through accessory utterances that the 

advanced diabetes management technics present to the DCN. For instance, Carl describes his 

initial Freestyle Lite monitor as “a very primitive measurer” (Carl, Interview). He goes on to 

elaborate on the evolution of the technology in the 4-year timeframe that he has had diabetes: 

“the technology nowadays is very - it's a lot more advanced and you can do a lot more with 

your blood sugar measurer that you couldn't do (…) with my first blood measurer” (Carl, 
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Interview). Glucose monitoring technologies have a specific task in mind: to report the glucose 

value of the individual at the moment of testing. What separates the more advanced FGM and 

CGM technology that all my participants currently have at the forefront of their daily care is 

that instead of reporting only the current glucose value as a snapshot, they have the added 

ability to predict the glucose trends and display these as well. Foucault creates a distinction 

between different signs that medical institution uses in regulating the illness of a sick body. 

Signs come in three varieties: prognostic signs that tell you were the disease is going, 

anamnestic signs that tell you where you have been, and diagnostic signs that tell you where 

you currently are (Foucault, 1965: 90). When modern diabetes management only offered the 

BGM technology, the diabetic body could only be self-managed with the diagnostic of the 

glucose reading and the anamnestic of the HbA1c last time the patient was checked at the clinic. 

Thus, the main development from the so-called primitive BGMs of the past and the FGM and 

CGMs available today is the ability for the surveillance devices to make prognostic signs as 

well. Additionally, given the considerable amount of data processed and stored on these 

monitors and companion mobile phone applications, they also offer anamnestic signifiers by 

calculating averages and estimating HbA1c values at home.  

 The concept of communication is paramount to the management of disease, but the 

objective measurement of one’s glucose values is at the same time associated with the 

subjective experience of performing this measurement and reading its additional signs. This is 

demonstrated by Carl, whom knows an 8, 9, or 10 mmol/mL reading is outside his desired 

range but intentionally aims for these numbers in context of sleeping with peace of mind. In 

this case, the materiality of the glucose management device does not only have implications 

for the communication of symptoms, but for the process behind the measurement itself. In this 

way, it is understood that the material affordances also make life as a person with diabetes 

easier, through less work going into diabetic performativity. In the spirit to Mauss, the bodily 

techniques here recruit less techniques to complete, meaning the device makes the act of being 

diabetic easier.  

Postmodern Discussion 

The previous sections of this chapter are important because they describe how the 

medical technics have semiotic power through compelling action by calculating the glucose 

levels and displaying the values for the User, who in turn makes a decisive action toward 

remedying the transgression. Diabetes is a phenomenological condition, until it is not. Some 

participants express their good fortune in staving off hypoglycemic unawareness, while people 
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like Maya and Anna are not so lucky. However, they express the affordances of the Dexcom 

G6 and Medtronic 640G as miracles and godsends, respectively. Maya lost the ability to read 

her own body’s feedback, but the medical technic in her DCN restores this by collaborating 

with her to produce the glucose reading as a bio-object. In Maussan terms, the bodily 

techniques here recruit less techniques to complete, meaning the device makes enacting 

diabetes an easier task. Maya can go about her day unimpeded by preoccupations with diabetes, 

as Anna can go about her night in a qualitatively different, but functionally similar fashion. 

The medical technics thus eliminate some of the effort they used to put toward managing their 

glucose levels within the desired range. 

The postmodern condition of diabetes is one of communication replete with semiotic 

power. The modernist medicine is still prevalent in the hospital stays that most of the 

participants had to undergo as part of their initial diagnosis. This way, the medical professionals 

who make up the Enabler node institutionalize the patient, preconditioning their release from 

the clinic until they learn, through didactic methods, the language of the disease. Didactics 

follows a simple formula, being that the expert has more knowledge than the student. Yet the 

functioning of the linkage between the User and the Enabler is dependent upon a common 

understanding that is co-created. Thus, the mmol/mL or mg/dL (again, a difference due to 

regional acceptance of measurement standards) is primarily internalized by the value-

judgements of individual glucose readings that Anna succinctly describes as good, bad, and 

indifferent, but these are relative positions as the deployment of the bodily technique will vary 

depending on the context the glucose value is read in. This is why the illness narrative is an 

important tool to bridge the gap between issues of non-compliance in regard to the desired 

glucose range. Mol makes a powerful case for collaborative diabetes care in the Logic of Care, 

discussing the mutual goal setting between patient and provider (2008). Such an approach that 

attends to the individual needs of the patient can help assuage what Leah shares about ideals 

that are unrealistic.  

In this second chapter of the analysis, I have offered the way in which the Diabetes Care 

Network functions—through an analysis of reading signs and executing dynamic, although 

predetermined courses of corrective action. These processes are capable through the usage of 

a common language of HbA1c that makes glucose management a universal language for long-

term prognostic ability recognized internationally. The daily assessment of glucose levels in 

terms of mmol/mL (or mg/dL in the U.S. context) uses essentially the same language but with 

different accents. In the representation the body’s truths through millimoles or milligrams, the 
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DCN has placed the User in a position to accept the language of the DCN as a precondition to 

belong to the Network. The value judgments made by reading these utterances compel the User 

to act to restore order, bringing the body’s glucose levels more in line with the glucose levels 

of a body devoid of disease. This points to the semiotic power of the ideology that is present 

in the device displays as the utterance instigates immediate behavioral change. In the following 

chapter, I discuss in further detail the utterances of the glucose monitors as surveillance 

devices. Surveillance devices, especially those with a modernist bent, seek to sort society for 

the benefit of the institution. I propose that a postmodern reading into the DCN will reveal 

where fractures in this ordering of people and things occurs in contemporary diabetes care.  

Surveillance and Trust 
I have so far described the illness narratives, emphasizing on diagnosis as a didactic 

initiation to the DCN. The body techniques for glucose management are taught by the medical 

professional, whom enables the relationship between Producer and User through including the 

medical technics as part of the care regimen. Daily care requires the User to read the signs that 

he or she co-produced with the machine, and this bio-object has semiotic power in its 

deployment of specific body techniques - the course of corrective action in glucose 

regulation. A Gramscian interpretation identifies that Users have thus accepted the hegemonic 

language to exist within their respective DCN, but in this chapter I draw attention to Gramscian 

counter-hegemony. I discuss how the User measures the surveillance device against others not 

for its affordances, but mainly in its inherent ability to make truth-claims through sweet blood 

surveillance. I argue that trust in the surveillance device is what makes it viable to be at the 

center of any DCN, and therefore a viable technic to be used, produced, and enabled by the 

respective social groups.  

Gramsci articulates counterhegemony as “the process by which subordinate classes 

challenge the dominant hegemony and seek to supplant it by articulating an alternative 

hegemony” (Hunt, 1990: 312). I conceptualize that counter-hegemony is present in the DCN 

and manifests in the active voice of the ill body challenging the DCN’s predisposed preference 

for objective scientific measures with the medical industry taking note of this active voice and, 

perhaps most crucially, what this dialogue can provide as productive knowledge utilized to 

make the products better for the User. This conceptualization of counter-hegemony will be 

used to locate the debate on the political process of reconstructing the DCN. To bridge 

surveillance as influential in both the initiation of the DCN and a key component in its 

maintenance, I draw upon the surveillance literature espoused by the philosopher David Lyon. 
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In Surveillance as Social Sorting, Lyon calls upon social scientists to research surveillance in 

the modern age. In regard to ethnographers, he calls on the contribution we can help elucidate 

in how surveillance is experienced in everyday life (Lyon, 2005: 27), and I use these concepts 

to discuss postmodern medical surveillance in the everyday life of people with diabetes. 

Through a discussion on the coexistence of old and new technologies in particular, I will reveal 

how the more advanced technologies are not in the position to overtake the full utility of the 

older blood glucose monitors. A SCOT approach will prove to be fruitful in these endeavors.  

Sociotechnical Surveillance System  
The SCOT approach is concerned with the sociopolitical production of material culture, 

and since the needs of some group are ultimately incorporated into a material’s design and 

function, this social group’s ideologies are thereby embodied in the nonhuman object as well. 

As regards material culture, Vannini refers to this process as objectification – where 

“[r]elationships, identities, values, and so forth take shape through material forms (Vannini, 

2009: 21-22). But what can be said about these individual qualities that are ultimately 

embedded in the medical technics, and what does this mean for the political production and 

reproduction of the DCN as effected by the individual social groups? This section aims at 

answering this question. 

 The medicalization of society proposed by Foucault argues that people have been sorted 

out by the capacity of their body to do work. The concept is married to Lyotard’s 

conceptualization of modernity as that which made machines the enablers and enforcers of 

human productivity, which in a capitalist society enriched the ruling class with the surplus 

values the machinery afforded (Lyotard: 1983:45). This discussion is carried further by 

discussing how medical surveillance devices serve to sort society between the healthy and sick. 

Lyon argues that the growth of surveillance as a sorting mechanism for society is predicated 

upon the ability of devices to afford the capability to manage populations (Lyon, 2012: 20). A 

key driver to this process is the concept of the individualization of risk. Whereas in a collective 

society the risk and therefore the cost is shared, in an individualized society, the risk is borne 

upon the individual. It is difficult to source public or private-sector reports about the relative 

impact of diabetes that include a discussion on the lived experiences of the disease as crucial 

factors to support an investment in its treatment, but quite common to find these motivating 

data in terms of financial impacts to society. Glucose regulating devices can thus be interpreted 

as the embodiment of the institution’s rhetoric and values, with the goal of sorting sick bodies 

back into the category of the healthy, productive ones, but it does not come cheap. Innovative 
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solutions that maximize the output of information while minimizing the energy or effort 

expended in the process are usually more expensive than traditional ones, and Lyotard writes 

that the “… games of scientific language become the games of the rich, in which whoever is 

the wealthiest has the best chance of being right” (Lyotard: 1983: 45). Thus, institutions with 

the wherewithal to engage in social sorting do so in pursuit of their interests. 

 If the medical technics are coded with the biases of the non-User in mind, then this is 

the manifestation of medicalizing hegemony, the counter-hegemony being the utterances that 

the User makes, at times through the collaboration with the medical technic itself. This 

implicates a surveillance device that is both social and technical, as the User cannot intervene 

without the information the machine provides, and in the fact that the machine relies upon the 

User’s interaction in providing either blood or interstitial fluid to make the measurement. 

Understanding computer coding is thus important in opening the black box of the medical 

technics in the DCN. The modern devices contain the means to make predictions, to assess the 

current condition of the body, and instigate behavioral action through the software installed in 

them. The codes embedded in the surveillance devices are its means in providing the User the 

ability to run both diagnostic and prognostic tests, and contain the stakeholder’s opinion, 

values, and rhetoric of good diabetes care, but for an institution that focuses on the quantitative 

aspect of diabetes care, with no real standardized approach for the qualities of diabetes. A 

postmodern approach not only rejects this notion but understands that this modernist bias 

against the User is already being challenged and attends to this.  

Trust in the Sociotechnical Surveillance System  

Trust is a crucial component that mediates this relationship between the groups of User 

and Producer through the material object at the center of the DCN. In basic terms, both the 

Producer and User want to be sure they can trust the device to do what it is programmed to do: 

delivery truth claims about the body’s condition. In order to address the problem of truth claims 

in the surveillance devices, I will draw upon instances in the interviews where the production 

of trust in the DCN is observed, and the impact this has. I start with the social component, 

illustrating trust between User and Producer and move on to describe trust between User and 

material object. The material reveals how the concept of trust in one linkage may also influence 

trust in another.  

When producing innovative solutions to treat the sick body, the stakeholder involved 

in effecting this process engages in scientific inquiry through voluntary research with human 



Sweet Blood Surveillance  Jesse Vargas 

44 

subjects. Jasmine shares her thoughts about the opportunity to participate in such research, 

stating she is “…happy to provide information, but I’m hesitant to try any new product or 

anything. Because I don't want to mess with it. I don't necessarily want to be a guinea pig” 

(Jasmine, Interview). Deconstructing her statement reveals a person that has defined what they 

are happy to help with: their voice as information as she provides her illness narrative for the 

present analysis. Jasmine delimits the scope of such a research enquiry to the information she 

can share. She is hesitant to try new products, because she does not want to alter the care 

regimen she currently has since she is satisfied with it. In describing her hesitations to research 

participation, she likens herself to a test subject—a guinea pig that would be at the whim of her 

human researchers. Jasmine’s concerns are consistent with a postmodern take on medicine - 

that the patient has an active voice and that this voice is not typically sought after, but should 

be (Mol, 2008). 

 In contrast, another participant did subject herself to a trial of an innovative insulin 

delivery method. Anna tells me about her experience undergoing experimental treatment for 

an alternative insulin delivery device that removed the need for needles.  

Well, I was diagnosed in 1978. And shortly after that in 1979 or 1980 my diabetic 
clinician asked me if I was interested in taking part in an experiment. The idea of this 
thing was you would put it against your upper arm or wherever you would give your 
insulin injection normally, pull the trigger, and a blast of CO2 would blow the insulin 
under the skin without breaking the skin, in the same way that a woman can scratch 
her leg through hose without damaging the hose. (Anna, Interview) 
 

The trial was a failure, and she was left without consuming any insulin for three days. She 

was not experienced enough to recognize the symptoms of poor glycemic control, and as she 

was caring for her infant child, this made her very upset that the participation in the trial 

imperiled her as an individual as well as potentially compromising her ability to be a 

caregiver. Her trust in research for the development of a new medical technic, which the 

clinician enabled through recruiting her for the study, ultimately had the effect of her swearing 

off innovation and doubling down on traditional methods. She shares the experience: 

…made me very unhappy about changing the way the I manage my diabetes. I stuck 
with syringes from diagnosis in 1978 to when I received the pump in 2018. For 40 
years I have used syringes and bottles of insulin. I didn’t want to go on the pen, I didn’t 
want to go on the pump. I wanted to be the one that drew the insulin out, that tapped 
out the bubbles so that I can make sure that at all had worked [heavy emphasis] (Anna, 
Interview). 
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As a sociotechnical surveillance system, the social relations in the DCN must not be 

underestimated. If the Producer relies upon the Enabler to recruit volunteer Users to develop 

innovative technical solutions to enhance the efficiency of returning the sick body to good 

health, it bears heavily upon the Producer to ensure that even the experimental treatments have 

a minimal chance to induce harm in the User. In Anna’s case, the physical manifestations of 

this harm in terms of potentially unmitigated hyperglycemia are long gone. However, the 

lasting harm is evident in her unwillingness to try new products until it is absolutely necessary 

to make the switch. She does not report a distrust in the institutions that produce devices and 

that treat her diabetes but is reticent toward adopting their material innovations voluntarily. I 

turn my focus now on trust in the linkage between User and medical technical object. 

 Having had diabetes for a significantly longer time than the other participants, Anna 

has witnessed and reacted to several innovations of diabetes care, and shares that in 1998 she 

was put on human insulin, have used porcine insulin to manage her glucose levels since her 

diagnosis in 1978. She shares that human insulin had been brought to market much earlier 

than 1998, but she avoided adopting the new human insulin because the pig insulin met her 

needs just fine. When asked what made her resist the innovative human insulin, she states:  

I was doing fine, and I had good blood sugars on the pig insulin. I was doing fine and 
I was coping with short-acting and long-acting [insulin] and I was drawing them up in 
the syringe, mixing them. I was able to go to my diabetic clinic only every couple 
months, because my blood sugars were… good! I had good control (Anna, Interview). 
 

Anna reveals an attitude toward insulin derived from animal tissue rather similar to the 

attitudes Swedish ethnographer Markus Idvall found when gathering xenotransplantation 

narratives of type 1 diabetes patients in Sweden: the actual source of the treatment matters 

less than the treatment’s ability to restore health (Idvall, 2006). She switched over to human 

insulin in 1998 due to a death and revival, which prompted hospital staff to send her home 

with several other medications for her newly discovered disorders, human insulin being one 

of them. However, her reticence toward innovative medical technics is a particularity borne 

from her distrust due to personal experience, and not a generality she maintains for everyone 

else. In an interesting exchange, Anna offers insight into a potential disconnect between 

believing in the benefits of new technologies and believing in them to be benefit oneself.  

The funny thing is that it was I who taught my two younger brothers how to manage 
[diabetes] with insulin pens and the rest of it, and I refused to make the switch myself 
(Anna, Interview). 
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She shares that the refusal to switch was because of her bad experience with the experimental 

insulin device trial, when she went three days without any insulin consumption while 

simultaneously caring for her infant son. By playing the role of educator to her two brothers, 

she inserts herself into her brothers’ respective DCNs by advocating for the insulin pens that 

would increase their level of glucose management. She supported her advocacy by creating a 

40-page document that synthesized information usually found in what she figures is “four, five, 

six different brochures” (Anna: 12). In this example, Anna provides insights into how trusting 

new devices can be interpreted as an unbalanced act. Through creating in-depth guidebooks for 

her two brothers, it can be said that she is exposed to the objective information about the 

benefits of innovative treatment options but at the same time immune from it. This immunity 

– to see the benefit for others but not in oneself – is the result of her subjective experiences 

with untrustworthy medical technics in her past. Despite her 40-page argument as a production 

of trust in adopting the insulin pens in her brothers’ DCNs, previous experience of distrust with 

other devices influence her own ability to accept the new ones in her own. 

By analyzing the relations between the different social groups and their own 

relationship to the medical technics at the center of the DCN, it is possible to argue that diabetes 

is not simply a biological disorder, but a complex social one as well. Furthermore, if the social 

groups nested around the technology all have distinct functions to one another regarding the 

maintenance of the DCN as a sociotechnical system, then it is suffice to say that the material 

object at the center is a social object as well. The production of trust in the DCN begins with 

the Producer of the medical technic running trials with experimental treatments relying on a 

trusting relationship between the User and the Enabler for recruiting research participants. 

Despite devices passing these trials and coming to market, the User may believe in trust, but 

not experience it.   

Reconstructing the DCN 
I have thus far explained how trust operates within the DCN. It is not a commodity 

that can be installed through the codes of the machines conducting or used to conduct sweet 

blood surveillance, it is a felt experience. The lack of trust of advanced self-surveillance 

devices renders them vulnerable in their capacity to occupy the space of the DCN’s technic 

center without another device to share the space with. Until the problem of trust is able to be 

felt with the advanced tech, they might have to share this space indefinitely.  

The concept of double-checking is the postmodern diabetic’s way of verifying truth 

claims of the body’s condition. Despite technological advances, not many flash or continuous 
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glucose monitors on the market are approved for use without occasional calibrations through 

blood glucose monitoring. Anna’s Medtronic 640G is arguably the most advanced, combining 

the glucose monitor and insulin delivery method in one interface, yet she still calibrates it with 

a companion blood glucose monitor (BGM) three times a day. The Dexcom G5 in Leah’s 

DCN also requires daily BGM calibration, but not the subsequent model that both Maya and 

Jasmine use, the Dexcom G6. Freestyle Libre, the device at the technic-center of Carl’s 

Diabetes Care Network does not require BGM calibration, but it does necessitate the User to 

actively scan the sensor – the other devices represented in the present analysis autonomously 

send these values wirelessly to the accompanying monitor. What strikes me as the most 

insightful instance is when Jasmine decides to double-check despite it not being necessary to 

do so. Through experimental tests akin to the biomedical research in the literature on the Flash 

Glucose Monitor system, people with diabetes are enacting science as citizens—quasi-

members of a formal scientific community. They too rely on the gold standard of the BGM to 

measure the accuracy of the advanced monitors, but not to the extent of calculating the mean 

absolute relative difference (MARD) value as does the scientific community. Though this 

measurement is relevant in bringing the technology to market, it is not so relevant in everyday 

care.  

Some diabetics return to what Carl refers to as “primitive” technology when the 

advanced monitors are perceived to be inaccurate. Jasmine uses the Dexcom G6, which she 

shares is the only CGM with FDA approval to not require calibrations with a companion blood 

glucose measuring device (the CGMs all use interstitial fluid). Even though it is approved for 

use without calibration, she checks with a BGM before sleeping anyway. In her view, “I just 

want to be sure” (Jasmine, Interview). Putting all of this into consideration, people with 

diabetes do not only double-check with the primitive technology when the sensors might be 

“off,” they are really double-checking when the cost of trusting an inaccurate reading has the 

most potential to do harm. The context affects the standard of trust in the medical technic to 

make valid truth claims about the body. It is when the inaccuracy might come at critical times 

(Jasmine describes how bad it is to not wake up, Anna would carb-load to make sure she would 

not seize at night) that the veracity is measured against the tried and true BGM. Thus, in 

potentially critical periods like sleep where the patient is not conscious of what is happening in 

their body, the lived experience of trust precedes institutional vetting and approval in glucose 

monitoring.  
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Politics plays a role in glucose regulation through the counterhegemony of the 

postmodern in challenging the power of surveillance devices by selecting the device that can 

make truth claims. The standards that are held against the user for tight control is thus enabled 

through the trust the User has in a particular device to be an important ally in the DCN. If not, 

the current device is discarded in favor of one that can deliver, allowing the person to enact 

diabetic glucose management through choice in what Vannini refers to as consumption 

junctions, which are the sites where the user makes choices between competing objects, 

techniques, and technical purposes. In the DCN, the competing objects are the medical technics 

that vie for the center. They collaborate with the User to deliver actionable results, interface 

with the Enabler to enhance greater care for the patient, and prove themselves in the 

marketplace for its Producer. Departing from the political implications of the medicalization 

of society, in postmodern diabetes care the User has the power to select the surveillance device 

at this DCN center. “Choices express individual’s agency, their discretion, their values, thus 

evidencing that all users, regardless of gender or social position, are active participants in the 

technological process” (Vannini, 2009: 20). 

Concluding Thoughts on Trust  
In the DCN, I observed that people continue to make use of the primitive technology 

of the BGM through a change in meaning that emerged after the introduction of the more 

advanced FGM and CGMs that the participants rely on for the majority of the care. With the 

added features of the new technology, the affordances of  the advanced glucose monitors have 

largely been perceived as a welcome addition to care. Carl communicates that he would never 

go back to the monitor prior to the Freestyle Libre, as its material affordances stimulate a sense 

of the self-reliance that he did not have before. Yet he still uses the archaic tech as a gold 

standard to verify the accuracy of the new technology. While the affordances have proven to 

be successful in eliminating a majority of the concerns that the participants faced when relying 

solely on older generation technology, the primitive BGMs find new meaning – as the arbiter 

in disputes of truth-telling. The Freestyle Libre, Dexcom G5 and G6, and the Medtronic 640G 

presented here have an Achilles heel, and that is the actual and the perceived inaccuracy 

inherent in the monitoring systems. In the people interviewed, the social group that uses the 

new technology continues to use the old technology in their daily care of diabetes. They share 

a particular meaning of the old tech, and that is that the old tech continues to be a gold standard 

in accuracy. The feeling instilled by this accuracy is one of security, peace, and trust in the 

BGM. In this way, the enhanced material affordances of the newer technology can never fully 
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replace the older technology until the explicit problem of accuracy and the implicit feeling of 

trust this instills in the system is sorted out.  

Perhaps the task of the Producer then is not so much the accurate coding of the glucose 

monitors to closely resemble the results generated from blood, but rather the extent to which 

the Producer can instill this feeling of security in the readings. Establishing this trust can 

ultimately influence if a particular Producer is present in a User’s DCN, or if the User elects to 

alter the technic-center and therefore the Producer. We already have examples if this. Leah and 

Jasmine both had the Freestyle Libre at the technic center but ultimately switched over to the 

Dexcom G5 and G6 respectively. The technics have different Producers as well, and in their 

relative DCNs, the Producer changed from Abbott to Dexcom in both cases. Though the 

systems are roughly similar (they both require the User to wear a sensor on the surface of their 

skin) the affordances are not. They also differ in the amount of work required by the user to 

create the readings, as the Dexcom systems autonomously send readings every 5 minutes, while 

the Libre requires a secondary machine interface (either the proprietary monitor or the Users 

smartphone with the proprietary app installed), raising it to the sensor, and scanning the white 

disc. In these two reconstructions of the DCN, the issue was not the communication method 

itself, but rather the quality of the message’s content. What mattered most as a driver to alter 

the technic-center and include Dexcom as a producer was the lack of trust in the Abbott’s 

Freestyle Libre to make truth-claims of the body’s condition. 

 Despite these reconstructions of the DCN, the inherent lack of trust in the new systems 

means there is still room for a primitive blood glucose monitor in each one, but it plays a 

distinctive role as it shares the space with another glucose monitoring technology, and it gains 

this newer role through what SCOT defines as interpretive flexibility. Interpretive flexibility is 

the ability for a technology to have multiple meanings depending on the function the 

technology serves a member of a social group making its assessment. In SCOT, “technological 

artefacts are culturally constructed and interpreted” (Pinch and Bijker, 1984:421). The BGM 

thus has interpretive flexibility as its interpretation has shifted in the DCN’s culture of care. In 

the practice of double-checking, the BGM emerges as technology that is both desirable and 

disregarded. The implication of which relegates the more advanced FGM and CGM systems 

to the remaining assessment. This makes sense. The material affordances of the newer glucose 

monitoring technologies are desired, and at times needed, by the Users in normal use scenarios. 

However, when the accuracy of the reading becomes a matter of considerable import, the bells 

and whistles these new devices have to offer are thus disregarded since it cannot provide the 



Sweet Blood Surveillance  Jesse Vargas 

50 

accuracy that the BGM can. The BGM, usually the disregarded device due to its lack of these 

advanced characteristics is now desired when accuracy is all that matters. The User thus 

negotiates accuracy against affordances. 

In the previous section, I discussed the power the User has in the DCN. Contrary to 

belief that the medical devices are the ultimate form of surveillance that should sound the 

alarms off to guard against the tyrannical regime of the dominating class, the very language 

that regulates the machine which regulates behavior is turned against the machine itself. In the 

DCN, the User is observed to measure the accuracy of the machine, engender a certain feeling 

of trust in the technic, and decide whether to keep it or replace it. This counter-hegemonic 

process is a manifestation of postmodern diabetes that rules over the machine and not the other 

way around. In the final chapter, I gather my thoughts on the DCN as a whole and the function 

it plays in the social group of the User, as the Producer and Enabler nodes shall be left for 

future exploration. I will focus on the applicability of these findings, and of the concept of the 

DCN as a tool to engage patients in ways that they currently are not.  
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Conclusion  
In this thesis, my objective was to argue for the inclusion of applied cultural analysis in 

the way diabetes management devices are designed by demonstrating how the traditional 

paradigm of quantitative analysis misses many points that a qualitative approach can provide. 

In order to introduce the present task, I referred to two sets of literature in diabetes care: the 

biomedical research that concerns itself with quantifying the experience of disease into discrete 

variables and the social science tradition that focuses on the qualities of disease as a holistic, 

embodied experience. Identifying a disconnect in how diabetes is perceived to be experienced 

between quantitative and qualitative traditions in seeking answers, I saw a need for an 

ethnographic enquiry of the lived experiences of diabetics that use contemporary medical 

technology. My enquiry sought to answer three questions: “How do people with diabetes 

manage their condition, and to what extent does technology play a role in this management?”; 

“What do cultural insights contribute to the study of healthcare, and how can this be leveraged 

to achieve better health outcomes for the patient?”; and “How can postmodern medicine and 

sociotechnical components of the Diabetes Care Network create new opportunities for 

collaborative healthcare?” The answers to these questions are provided primarily in the 

analytical chapters, as I used this space to illustrate my concept of the Diabetes Care Network 

from inception, to maintenance, to reconstruction. The following section on applicability will 

fill in the aspects of my objective that were not answered before. 

As a sociotechnical system, the DCN implicates relations amongst social groups and 

their respective relation to the medical technics at the center of the DCN. People with diabetes 

manage their bodily conditions of hypo- and hyperglycemia through both somatic sensations 

and through the ability to make sense of the utterances of the machines they collaborate with 

to create the DCN’s bio-object. Since this glucose reading compels specific bodily actions that 

are taught by the Enabler, transmissions of knowledge in this culture of diabetes care are 

perceived as political productions, but the position of the institution as the sole-bearer of power 

is challenged by the postmodern approach to diabetes care. Surveillance technologies are 

conceptualized to serve the interests of the ruling class that imposes them upon its subjects, but 

the reconstruction of individual DCNs exemplify how counter-hegemonic efforts by the User 

introduces technological choices as serving the interests of the individual it surveils. A given 

device may maintain a DCN so long as the User can trust in its ability to make truth claims 

about the condition of the body, but when it does not, it is replaced and the DCN is 

reconstructed.  
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Due to the general rejection of modern medicine’s historical preoccupation with its own 

grand narrative of the body as a divisible, measurable object, this thesis intends to elucidate the 

illness narrative in diabetes care as a subjective, social one. Indeed, what is proposed here is a 

diabetes that is in a sense post-medical, and increasingly social. My approach to diabetes 

management through postmodernity informs my position on applied cultural analysis as an 

essential component of medical research to deliver comprehensive results that capture the 

nuance of the experience of living with diabetes. Nuance is not easily represented in numerical 

values, and the focus of research for medical purposes should not prioritize that which can be 

quantified. Sticking to this paradigm might do well to measure how a particular patient or 

medical clinic is performing in relation to him- or herself or to other clinics, but misses 

generating insights beyond that. Insights such as the ones generated here, by building an 

analytical framework to understand the function of care within the DCN, can facilitate the 

members of its social groups to better interact with one another. The DCN’s goal is optimizing 

the health of the User, and a comprehensive understanding that goes beyond the numbers that 

the medical technic at its center produces is paramount to comprehensive care.  

Applicability 
There were several examples that came to light in the interviews where the participants 

provided specific complaints or recommendations to the devices currently in use. While useful 

to the individual Producer that may implement them in future iterations of the device, the 

potential benefit of these sorts of insights are limited in regard to everyone else. I believe that 

the applicability matters most when it allows the DCN to evolve as a whole, and as such 

propose that the individual social groups focus on intergroup dynamics. 

 Where does power intersect in this relationship? According to Foucault, the power in 

this relationship lies in the actor with the most authority as dictated by modern society. The 

medicalization of the body, Foucault’s conceptualization of illness being a social construct that 

was used to influence obedience, posits that the power in the relationship of care between 

doctor and patient lies in the person with the most medical experience. However convincing 

this argument may be, it is my position that the postmodern diabetic has already achieved or is 

in the process of negotiating this power away from the medical profession and holding onto 

the power in a more inclusive manner. Annemarie Mol argues for the reclaiming of power in 

The Logic of Care (2008) where she explores the meaning of illness through a perspective of 

patient care vs patient choice. The arguments presented lend support for the position that in 

order for appropriate care to take place, medical professionals need to be aware of the patient’s 
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need for collaborative care and not mistake presenting choices with respecting autonomy. 

Rather, an effective physician could act as a conduit to the Producer of medical innovations. In 

Anna’s case, the medical professional as the Enabler of the DCN facilitated the relationship 

between User and Producer to recruit trial participants; this relation should be bidirectional. 

Patient advocacy groups already exist that demand their voices be heard at the highest levels 

of institutions that make the material objects they must consume or use in the course of their 

care regimen. The medical professional, with the legitimacy they inherently have in the 

healthcare system, can eliminate the need of making demands by amplifying this traditionally 

marginalized voice. Likewise, the Producer must be receptive to the needs of the User – not in 

a passive way, but actively. The netnographic approach used in the present analysis illustrates 

that a vast number of individuals and collectives exist online and are already expressing 

micronarratives through posts and comments. I suggest that to maximize the efficiency in 

collecting and analyzing productive knowledge, the passive collecting of user-input will not 

suffice. Actively reaching out to the individual might be a more fruitful approach.  

Diabetes is so much more than the daily mmol/mL or occasional HbA1c readings. In 

the way that the diabetic body is not in isolation in its treatment plan it too must be considered 

a socially networked disease upon consideration of the various technics that are employed in 

glucose regulation, not to mention the political production of the devices people with diabetes 

decide upon to include in their DCNs. It is my hope this thesis engenders a critical lens toward 

medicine in order to challenge the utility of traditional paradigms, and who benefits most from 

the insights these research paradigms generate. In regard to the role of research in an applied 

setting, I make one final point. It is often discussed in the literature about what role the 

ethnographer plays in acting as not only observer but also advocate for the improvement of the 

lives of the people he or she encounters throughout the research process. As a person with type 

1 diabetes, my position is sufficiently clear in my self-interest for the collective improvement 

of the treatment of this disease—my contribution is one of capacity building. Thus, I do not 

wish to frame the message as information that I ‘leave’ the reader. The implications are not 

ones that may be glossed over. Indeed, conceptualizing this work as a nodal point that others 

may connect to and through means that I must be willing to receive feedback as much as I am 

willing to provoke it. You can reach me at jnoe.va@gmail.com. 
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Interviews  

1. Anna, Phone Communication, 14 May, 2019 

2. Carl, Personal Communication, 18 February, 2019 

3. Jasmine, WhatsApp Communication, 12 May, 2019 

4. Leah, Skype Communication, 3 May, 2019 

5. Maya, Phone Communication, 23 February, 2019 

Figures 

1.  A screenshot of the Freestyle Libre 14-day User Manual. Retrieved from 

https://freestyleserver.com/Payloads/IFU/2018/ART39764-001_rev-A-Web.pdf 

 

 


