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ABSTRACT In recent years, mental health has gained significant relevance, accompanied by a gradual reduction in 
stigma. As a result, more people are understanding and analyzing their suffering in psychological terms. However, 
for many individuals accessing public mental health services in a city like Madrid, medication remains the primary 
treatment option. This study aims to analyze the type of subjectivity produced through this form of intervention, 
based on the findings of an ethnographic research conducted between 2012 and 2014. The research included obser-
vation in mental health center consultations, 19 in-depth interviews with psychotropic drug users, and a reflection 
group with periodic meetings. Key findings highlight ambivalence towards medication and the need for continuous 
adjustments to minimize side effects. The resulting subjectivity revolves around central aspects such as the fear of 
relapse and side effects; autonomy, which conflicts with the notion of not trying on one’s own; accountability, feel-
ings of vulnerability and self-governance, core aspects of neoliberal subjectivity.
KEYWORDS Mental Health; Psychotropic Drugs; Metabolic Side Effects of Drugs and Substances; Spain.

RESUMEN En los últimos años, la salud mental ha cobrado una enorme relevancia con una progresiva desestigma-
tización. Esto hace que cada vez más personas entiendan y analicen su sufrimiento en términos psicológicos. Pero 
para muchas personas que acceden a los dispositivos públicos de salud mental en una ciudad como Madrid, la princi-
pal opción de tratamiento es la medicación. Con el objetivo de analizar qué tipo de subjetividad se produce a partir de 
esa forma de intervención, se analizan los resultados obtenidos en una etnografía realizada entre 2012 y 2014 que in-
cluyó la observación en las consultas de un centro de salud mental, 19 entrevistas en profundidad con consumidores 
de psicofármacos y un grupo de reflexión con encuentros periódicos. Entre los principales hallazgos encontramos la 
ambivalencia respecto a los fármacos y la necesidad de ajustes continuos para minimizar los efectos secundarios. En 
la subjetividad resultante se vuelven centrales aspectos como el miedo a la recaída y a los efectos secundarios; la au-
tonomía, que choca con la idea de no intentarlo por uno mismo; la responsabilización, el sentimiento de vulnerabili-
dad y el autogobierno, aspectos claves de la subjetividad neoliberal.
PALABRAS CLAVES Salud Mental; Psicofármacos; Efectos Metabólicos Secundarios de Drogas y Sustancias; España. 
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INTRODUCTION

The way we perceive mental health, psychological dis-
tress, and its treatment depends on our sociohistorical 
context and, therefore, is constantly evolving.(1) Not only 
have intervention methods changed over time, but soci-
ety’s own perceptions have also shifted from the era of 
confinement to psychiatric reforms. According to medi-
cal anthropology and the anthropology of social suffer-
ing, our relationship with distress, our responses to it, 
and our valuation of mental health and mental health 
care are shaped by new forms of governance. When cat-
egories and practices from everyday common sense 
are replaced by biomedical rationality, the core values 
and dominant forms of contemporary subjectivity are 
transformed.(2)

First, although stigma persists, particularly toward 
vulnerable groups, there has been a significant destig-
matization of mental health issues.(3) While this trend 
predates the pandemic, it appears to have intensified in 
its aftermath.(4) Alongside destigmatization, neoliberal 
society increasingly promotes the management, mod-
ulation, and enhancement of human capacities, as well 
as the optimization of the mind and emotions.(5) In ad-
dition to self-help books, coaches, and psychologists, 
the consumption of prescription drugs — prescribed 
by primary care physicians and psychiatrists — has 
proliferated as another tool for improving emotional 
well-being.

As a result, individuals are increasingly inclined to 
define psychological distress or discomfort as a mental 
health issue and to seek professional help for it. Within 
this context, it is crucial to analyze how the main form 
of intervention in Spain — at least within the public 
healthcare system — psychiatric medication, affects 
and shapes individual subjectivity. To this end, this arti-
cle presents a portion of the empirical material collected 
for the author’s doctoral dissertation.(6)

While the destigmatization of mental health and the 
growing demand for additional resources may be con-
sidered positive developments, it is essential to examine 
how this centrality of mental health affects individu-
als who have limited access to therapeutic resources. 
This study analyzes the characteristics of pharmaceu-
tical consumption and the resulting pharmaceutical 
subjectivity, foregrounding the voices and experiences 
of a group of consumers who have not been as exten-
sively studied as those diagnosed with severe illness-
es-namely, patients with milder diagnoses, whose 
suffering is largely reactive to the crisis and conditions 
of precarity.

The study was conducted within the context of the 
previous economic crisis (2012–2014), during which un-
employment and evictions were widespread across Spain. 
The inadequacy of social safety mechanisms meant that 
a significant portion of the population fell below the 
poverty line,(7) particularly in Puente de Vallecas, one of 

the areas most affected by the crisis in the Madrid re-
gion.(8) At the time (as remains the case today), Puente 
de Vallecas was one of Madrid’s districts with the low-
est per capita income, the highest increases in unem-
ployment and housing costs, and the worst indicators 
of perceived health, life expectancy, and income lev-
els. Moreover, the district is highly dependent on pub-
lic assistance, with minimal private or mixed healthcare 
coverage.(9) The mental health center where the eth-
nographic research was conducted was not only over-
whelmed by increasing demand and budget cuts but also 
faced a looming threat of privatization. Although pri-
vatization ultimately did not take place, professionals’ 
contracts, which were initially six months long at the 
beginning of the study, were gradually reduced, first to 
three months, and later to just one month.

Psychotropic drug consumption and 
social determination

Although the consumption of psychotropic drugs in 
Spain has seen a slight decline in recent years,(10) likely 
due to relative economic improvement, according to 
the United Nations, in 2022,(11) Spain ranked among 
the countries with the highest psychotropic drug con-
sumption in the world, leading in benzodiazepine use. 
Furthermore, a 2023 study found that most psychotro-
pic drug users among Spain’s salaried population at-
tributed their consumption to work-related reasons 
(11% stated this, compared to 3.6% who did not).(12) In 
recent years, studies in Spain have consistently demon-
strated the effects of socioeconomic conditions on 
mental health. The use of anxiolytics and antidepres-
sants is positively correlated with belonging to a lower 
social class, being unemployed, experiencing housing 
insecurity, or being responsible for the care of a dis-
abled person.(13,14,15) Regarding gender, women not only 
continue to report poorer mental health but also experi-
ence overdiagnosis and medicalization, which includes 
a higher prescription rate of psychotropic drugs.(16)

However, psychotropic drug consumption data 
are complex and cannot be attributed solely to epide-
miological reasons. As Lakoff(17) points out, this is not 
merely a case of contamination of pure science but 
rather a structured system of vested knowledge that 
deeply intertwines marketing with science within the 
biomedical economy. The increase in antidepressant 
consumption may indicate a rise in the prevalence of 
depression, or it may reflect a marketing strategy that 
promotes the use of antidepressants for anxiety instead 
of benzodiazepines(18).

Moreover, the issue of overprescription, as well as 
the specific medications prescribed, is not solely driven 
by the pharmaceutical industry or by the biologicism 
that characterizes contemporary psychiatry. It is also a 
response to demand in the absence of alternative treat-
ments. Prescription is a social act through which the 

http://revistas.unla.edu.ar/saludcolectiva
https://doi.org/10.18294/sc.2025.5563


PHARMACEUTICAL SUBJECTIVITY IN TIMES OF CRISIS IN MADRID: BETWEEN SURVIVAL, CHRONICITY, AND “IT MUST BE ME” 3

Salud Colectiva | ISSN 1851-8265 | http://revistas.unla.edu.ar/saludcolectiva | Salud Colectiva. 2025;21:e5563 | https://doi.org/10.18294/sc.2025.5563

physician acknowledges the patient’s suffering and 
demonstrates their willingness to help. Medications are 
perceived as the essence of medical practice, and, as a 
result, prescription is what patients expect from doc-
tors.(19) Given that global concern about mental health is 
on the rise, insufficient attention has been paid to so-
ciocultural knowledge, both regarding mental illnesses 
and the effects of their treatment.(20)

Pharmaceutical subjectivity

Pharmaceuticals exert effects not only through their 
chemical properties but also through the imaginar-
ies constructed around them. They are both products 
of and contributors to human culture. As facilitators of 
self-care, they shape individuals’ thoughts and actions, 
influencing social life and contributing to what can be 
termed the production of pharmaceutical subjectivity.

This subjectivity is composed of both the self and 
the pharmaceutical imaginary, which function as two 
interconnected aspects. Jenkins(21) defines the self as the 
sum of the processes through which an individual ori-
ents themselves in the world and in relation to others. 
The other element, the imaginary, refers to the cultural 
dimension that defines the conceivable possibilities of 
human life. The imaginary, which is not limited to con-
sumers alone, encompasses feelings, fantasies, val-
ues, and ideals. In this sense, the marketing of a drug 
or a disease produces an imaginary that legitimizes cer-
tain behaviors or emotional states as appropriate while 
deeming others undesirable or subject to sanction.

According to Pazos,(22) the formation of subjectivity 
involves processes of incorporation, understood as ways 
of acting and speaking, systems of dispositions or habi-
tus that structure the experience of the self. The catego-
ries used to classify individuals ultimately produce new 
forms of personhood that did not previously exist.(23)

Nikolas Rose(24) describes the phenomenon of pro-
gressive pharmacologization and its reflection in sub-
jectivity as the neurochemical self. For Rose, this 
represents a shift from a psychological understanding 
of the individual to a somatic individuality, an individual 
increasingly conceptualized in biomedical terms, who 
seeks to modify, heal, or enhance themselves through 
interventions on the body. Emily Martin(25) similarly ar-
gues that the pharmaceutical self internalizes not only 
pharmaceutical companies’ marketing strategies but 
also the ambivalences that consumers navigate due to 
side effects.

Finally, Biehl and Morant-Thomas(26) draw on 
Deleuzian conceptions of subjectivity, understanding it 
not merely as a product but also as a producer of new 
social realities. This perspective moves beyond the tra-
ditional agency-versus-structure debate by considering 
both as affectively interconnected rather than mutu-
ally exclusive. According to these authors, subjectiv-
ity is more a process of becoming than a fixed structure. 

Biomedical interventions produce subjectivation by 
generating new ideas about what individuals are, what 
they should be, and what they can expect to become.

One of the most extensively researched areas re-
garding subjectivity produced in the medical encounter 
has been the relationship between medical interventions 
targeting women and the shaping of gender roles—for 
instance, through pharmaceuticals designed to allevi-
ate menstrual pain(27) or assisted reproductive technolo-
gies(28). The effects of chronic treatments on subjectivity 
and body perception have also been studied, such as 
in the case of HIV antiretroviral therapy(29) or diabetes 
medications.(30)

Research on the experience of psychotropic drug use 
among patients with severe diagnoses has identified sev-
eral key characteristics. These include the impossibility 
of isolating unwanted side effects from the overall expe-
rience of medication, as well as the significance of con-
textual factors in shaping individuals’ perceptions of 
treatment.(31) Studies have also highlighted institutional 
barriers that limit patients’ right to discontinue treat-
ment—something that is often done autonomously using 
self-help strategies and social support networks, particu-
larly to manage the so-called “withdrawal effect”.(32)

The following section will describe the experiences 
with psychiatric medication among a group of individ-
uals characterized by having mild diagnoses, most of 
which are considered reactive to the economic crisis.

METHODOLOGY

Between 2012 and 2014, I conducted fieldwork in three 
phases for my doctoral dissertation with individuals re-
ceiving care at the public mental health center in the 
Puente de Vallecas neighborhood. The first phase con-
sisted of daily observation over two months in the con-
sultations of a psychiatrist and a psychologist. In the 
second phase, I conducted 19 individual interviews with 
psychotropic drug users. The third and final phase in-
volved a group composed of some of the interviewed in-
dividuals, which met periodically over the course of two 
years. Although the results primarily focus on the sec-
ond and third phases, the study reflects the entire eth-
nographic process. The three-stage design allowed 
for distinct research tasks: the first phase of observa-
tion aimed to broaden the scope of inquiry and define 
the research object; the second phase of interviews fo-
cused on refining and formulating hypotheses; and the 
third, group-based phase was dedicated to testing those 
hypotheses.

Observation enables the comparison between 
what emerges in the clinical encounter and what is ex-
pressed outside of it. According to Kleinman,(33) un-
derstanding subjective changes in specific historical 
contexts requires not only examining macro-politi-
cal transformations but also analyzing the local worlds 
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where cultural representations and collective processes 
manifest. Ethnography is a key methodology for such 
analysis, including within medical contexts.(21,34,35,36,37) 
Ethnographic research allows for the study of self-for-
mation patterns, the ways in which inner life and val-
ues are shifting, and how these transformations impact 
suffering and its interpretation.(26) This approach also 
contributes to understanding the meaning of mental 
health and psychiatric care in this specific context.

The participants were selected based on findings 
from the observation phase. Most of the individuals 
seen in the consultations identified the onset of their 

distress with a recent event or situation, such as suffe-
ring related to waged labor, unemployment, or unpaid 
reproductive labor, particularly full-time caregiving for 
dependent individuals. For this reason, nearly all selec-
ted participants had one of these issues as their primary 
concern. However, one participant without a clear social 
precipitant was also included (Table 1), as he showed a 
particular interest in the effects of medication during 
consultations.

A total of 19 in-depth interviews were conducted. 
The selection of participants was based, on the one hand, 
on a certain representativeness, or what Guber(38) refers 

Table 1. Characteristics of the interviewed individuals. Madrid, 2012-2014.

No. Fictional name Gender Age Main demand/problem Socio-laboral situation

1 Rocío Female 49 Dysthymiax Unemployed cleaner with fibromyalgia 
and a child with a disability

2 Concepción Female 55 Care Caregiver with financial problems 
(depends on her partner with whom 
she has issues)

3 Diana Female 28 Work-related stress Telemarketer

4 Matilde Female 60 Care Caregiver with financial problems

5 Beatriz Female 35 Relationship and work problems Salesperson

6 Eduardo Male 26 Dismissal Salesperson

7 Carmen Female 40 Workplace harassment Cleaner

8 Clara Female 26 Work-related stress Alternates between precarious 
contracts and unemployment in 
research

9 Pedro Male 58 Dismissal after union struggle Unemployed ex-unionist

10 Lucas Male 47 Work-related stress Cook

11 Blanca Female 49 Work-related stress Cleaner. Husband and daughter 
unemployed.

12 Hans Male 45 Anxiety No reactive situation

13 Marta Female 21 Alternates between precarious 
work and unemployment

Can’t become independent, has to 
contribute money at home

14 Inmaculada Female 31 Unemployment Debts, cancer under treatment

15 Carlos Male 47 Economic problems Works, but doesn’t make ends meet

16 Isabel Female 50 Work problems Husband unemployed, ex-caregiver

17 Lola Female 55 Work problems Referred due to a workplace accident

18 Patricia Female 38 Workplace harassment No financial problems

19 Olga Female 50 Unemployment She and her husband are unemployed, 
depend on parents’ pension

Source: Own elaboration.
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to as the redundancy of social life. In this case, caregiv-
ing, labor-related issues, and unemployment emerged 
as dominant themes within the intervention practice 
due to their recurrence. On the other hand, ethnogra-
phy, unlike other methodologies, is not limited to rep-
resentation. As Han(39) explains, singularity can also be 
of interest; therefore, in some cases, participants were 
selected without a clear triggering factor, following a 
case study approach rather than a probabilistic one.

All interviews were conducted outside the healthcare 
center to help participants separate contexts and avoid 
responses influenced by concerns about their treatment 
or the expectation of providing a more “scientific” an-
swer. It was necessary to establish a distinct role from the 
clinical setting and emphasize that there were no right 
or wrong answers, the purpose of the interview was pre-
cisely to capture the elements that often remain outside 
the medical encounter. In the case of caregivers — most 
of whom were women — only two interviews could be 
conducted, both in the participants’ homes.

The interviews followed an open, ethnographic for-
mat, guided in part by the interviewee but with specific 
topics to be addressed. Given that the interviews dealt 
with intimate and often difficult-to-verbalize issues, 
the interviewer maintained an active and sensitive lis-
tening approach, paying attention to the variation be-
tween explicit and implicit elements in discourse.(40)

The mutual support and reflection group not only 
served as a source of empirical material but was also in-
tended to benefit the participants and contribute a more 
propositional component to the research by exploring 
viable alternatives to biomedical interventions for dis-
tress. In this sense, it functioned as a form of clinical 
anthropology(35) or as a locus of resistance.(41) While the 
group was offered to all participants, four chose not to 
participate because they felt better, three due to sched-
uling conflicts, and one due to embarrassment. Beyond 
its empirical purpose, the group, which met over the 
course of two years, also had an ethical dimension, aim-
ing to return some of the knowledge generated back to 
the participants. Additionally, it sought to contribute to 
the construction of more community-oriented alterna-
tives, a demand that emerged in multiple interviews, as 
illustrated by Rocío’s comment: 

“Unless someone has a little self-respect and 
decides on their own, ‘I’m going to form a group 
with these people,’ but of course, those people 
need money”. (Rocío, F49)

Observations were recorded in a field diary, and group 
sessions were recorded and transcribed only in selected 
excerpts. Interviews were fully transcribed and analyzed 
using categorical content analysis, that is, the text was 
broken down into units that were grouped into catego-
ries according to thematic areas.(42) The categories iden-
tified were: drug effects, difficulty in identifying effects, 
disaffection, zombie effect, changes in self-perception, 

survival/improvement, side effects, challenges in dis-
continuing treatment, dependency, contradiction be-
tween dependency and autonomy, self-management, 
perception, stigma, and overprescription. Within this 
framework, direct quotes were included to illustrate key 
ideas. Finally, the data extracted through the categori-
cal system served as the basis for conceptualization and 
interpretation.

The study was approved by the Ethics Committee of 
the General University Hospital Gregorio Marañón un-
der approval code 319/11-IP, and all participants signed 
an informed consent form. To ensure confidentiality, all 
participant names have been anonymized.

RESULTS

“Now I’m high, I’m balanced. But it’s artificial, I 
want to get used to not feeling wrapped in cotton 
wool.” (Hans, M45)

“I’m losing confidence in myself... Taking the 
medication makes me feel like I’m no longer try-
ing on my own.” (Concepción, F55) 

Intervention as prescription

All patients who attended the consultation had already 
been prescribed anxiolytic or antidepressant treatment 
by primary care after a period of not experiencing im-
provement. From the very beginning, their relationship 
with medication was complex and ambivalent, but the 
prevailing perspective among them was that prescrip-
tions were overused:

“I think talking always helps more than pills; I’m 
not a fan of chemicals. Talking to someone and 
connecting is always better [...] Therapy is the 
best thing — if we could avoid taking pills through 
therapy.” (Eduardo, M26)

“It’s not just about taking a little pill and every-
thing goes away. What we need is more therapy —
less pills, more therapy. If we had received therapy 
before things got so bad, we wouldn’t have ended 
up in this state, needing medication. I’m sure 
some of us could stop taking the pills, or wouldn’t 
have needed them in the first place.” (Concep-
ción, F55)

Overprescription was described in terms of increasing 
dosages or the continual addition of new medications:

“Every day they give you a new one, and you 
think: I’m going to end up taking 50 pills a day.” 
(Diana, F28) 
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“They tell you to start with 20, then 40, then 80, 
and if that doesn’t work, they increase it. Damn, 
seriously? I saw my father with depression, bed-
ridden for over a year, completely drugged up, they 
just left him there, knocked out.” (Hans,M25)

In general, participants criticized the way treatment 
dominated clinical consultations, often reducing them 
to a process of prescription rather than dialogue:

“What’s wrong? Oh, you’re doing so badly, so 
badly. Here, take this, this, and this. I mean, you 
see I’m crying and you already know what pill I 
should take? Fine.” (Diana, F28)

“Hello, good afternoon, how are you? Here you 
go—bam, bam, bam—take your prescription and 
move along [...] The psychiatrist just asks, ‘How 
are you? How’s the medication going? Keep fight-
ing, and take this.’” (Carlos, M47)

The effects: The pharmakon

—”And with lorazepam, don’t you fall asleep 
during the day?” (Beatriz, F35)
—”No.” (Hans, M45)
—”Wow, it must be me...” (Beatriz, F35)

Almost all patients acknowledge favorable effects from 
the medication, such as feeling calmer, sleeping better, 
and overthinking less. However, there is a nearly univer-
sal belief that medications are a “help” but do not cure:

“It’s not that they make me happy, but I am bet-
ter.” (Beatriz, F35)

“I don’t really notice a great improvement.” 
(Diana, F28)

“They don’t bring joy, but they calm you down.”  
(Pedro, M58)

“It’s like when you have a headache, it helps, but 
it doesn’t take it away.” (Carlos, M47)

Lucas, although one of the least critical of psychotro-
pic drugs, expresses that he uses them to “be able to 
function, go outside.” Eduardo (H26) describes how the 
calming effect of the medication allows him, even if he 
doesn’t go out, to have a clear enough mind to play on 
the console or computer. As Hans puts it:

“With the medication, yes, you seem to feel bet-
ter, but not in a tremendous way — just enough to 
survive.” (Hans, M45)

The most euphoric sensation is only felt during the first 
two or three weeks of use and then fades away. The main 
effect described for antidepressants is feeling more mo-
tivated to do things, an impulse to act, rather than a 
sensation of happiness. For anxiolytics, it is being able 
to calm down a bit and sleep better.

Most patients report not feeling a major difference 
in their personality, though some mention that taking 
psychotropics makes them return to how they used to be:

“It changes me, but it brings me back to who I 
was; I feel much more like the time when I wasn’t 
suffering.” (Lola, F55)

Others do perceive that they stop being themselves:

“I don’t know, but I feel like it doesn’t let you be 
yourself. It turns you into something you’re not, 
even if just during the time you’re medicated. 
Something that turns you into something you’re 
not...” (Eduardo, M26)

Although this is more of a fear than an actual change:

“You’re left thinking, today I feel this way, but 
am I feeling this way because I feel this way, or 
because of the medication, or what? At some 
point, I have the feeling of losing my benchmarks, 
losing the reference point of who I am and where 
I was.” (Diana, F28)

Control (or its absence) frequently appears in patients’ 
narratives:

“Since I’ve been on pills, I can control the out-
breaks a little, but it’s like it stays inside.” (Con-
cepción, F55)

Although medications are seen as a means to control 
emotions, there is also the sensation of not being able to 
do so on one’s own. Marta (F21) explains during the con-
sultation that she needs a job, is doing an internship, and 
feels overwhelmed because she wants to stop depend-
ing on her parents. She wants to control her anxiety on 
her own, without taking pills. Carlos (M47) attends his 
first psychology consultation after a period of psychiatric 
treatment because he learned that psychological thera-
pies exist, and he wants to control his emotions and feel-
ings, remove his anxiety, and stop the medication. He 
would like to be a little freer: “to be myself and control.”

Diana (F28) started with reactive depression due 
to the stress and high competitiveness of her job as an 
erotic teleoperator. In the mutual support group, she ex-
plains everything she takes: “Zymbalta, Orfidal, Deprax, 
Enoltril, and recently they gave me another one, abilin or 
something like that, it’s an antipsychotic that made things 
even worse.” Another participant in the group, Beatriz, 
asks if with so many pills she feels like she did before:
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—“I don’t think you act or are as alert.” (Beat-
riz, F35)

—“Sometimes I feel really strange, like very dis-
tant.” (Diana, F28)

When she speaks, her discourse is not in the first per-
son. When asked something during group sessions 
— she almost never speaks unless someone directly ad-
dresses her — she almost always responds by saying 
that her partner or some family member has suggested 
something similar, but it’s always something suggested 
from the outside. The combination of five psychotro-
pic medications has not made her feel better than a year 
ago when I interviewed her; in fact, it has made her feel 
worse. The psychiatrist’s response in each session is to 
increase the dosage or add a new medication. Months 
later, when she interrupts the treatment and returns to 
the group, her discourse has changed: she is much more 
lucid and aware of what is happening to her.

If, alongside control, the idea of disconnection 
arises, and the notion that “things don’t affect me as 
much,” this disaffection is also perceived by some par-
ticipants as strange and foreign, in the sense of not be-
ing oneself:

“The first time they gave me Esertia, at first I 
didn’t feel anything, but then little by little, things 
affected me less, both good and bad.” (Diana, 
F28)

[When stopping the medication] “I feel like, 
wow, I’m back to being myself. Because the pills 
limit you so much, you lose sensitivity to situa-
tions, you become a bit robotic. If a movie made 
me cry my eyes out, with the pills, nothing, or 
on the other hand, I can’t even laugh out loud. It 
leaves me more frozen. I feel like it passes... like 
neither here nor there.” (Concepción, F55)

The loss or decrease in libido, the inability to reach or-
gasm or ejaculate, is a common issue in consultations 
with psychotropic drug users. The alternative they often 
encounter is adding more medication, sometimes with 
interactions or new side effects, so they often end up ac-
cepting the absence of sexuality, which is discussed in 
the group as another aspect of the deterioration of the 
relationship.

Other side effects may include “pancreatitis,” “weight 
gain, you look bad physically,” “dizziness as if I’m going to 
faint,” or “my legs don’t hold me up.” It is also mentioned 
that sometimes they drop things, experience colic in the 
liver or kidneys, have nightmares, or “are confused with a 
junkie” because of how they move due to the medication. 
One of the most frequent complaints is feeling “very slug-
gish,” “like a zombie.” This figure is repeated by several 
interviewees: “You walk like a balloon, like a zombie”; “like 
a zombie, like you’re doped up.” This expression condenses 

two elements we’ve discussed: the fear of the absence 
of control and the feeling of not being fully alive or that 
things don’t affect you.

The effects differ from person to person. The psy-
chiatrist in the consultation explains it to the patients 
this way: “In psychiatry, we’re sort of blind. We have to try 
because what works for one person doesn’t work for an-
other.” In this sense, in the group, participants expect to 
have the same effects from the medications, only to dis-
cover that these vary from person to person. Doubts also 
arise about what is the effect of the medication and what 
is a symptom of the disorder. Complaints are constant, 
though the professional often doesn’t give them much 
attention; they are simply reclassified in the report as 
“ruminations about the treatment,” turning them into 
another symptom of the illness.

“The last time was a bit strange: it seems like you 
don’t want to take the pills. I don’t want to take 
them, but I will take them if necessary. But I don’t 
know, I mainly told her about the side effects 
and that they weren’t agreeing with me. And she 
changed a bit: ‘Well, I’ll change it, but I’m not 
convinced that it’s really not agreeing with you; 
I think you believe it’s not agreeing with you, and 
that’s why it feels bad.’” (Diana, F28)

The participants themselves have similar doubts:

—“What happens to me is that I don’t have much 
memory, I’ve lost a lot, I forget things, and my 
concentration is terrible, and I have problems 
because then I don’t even remember what I said. 
Is it because of the treatment or the depression? I 
don’t know.” (Beatriz, F35)

—“Yes, I noticed during the times when I was tak-
ing the medication, studying, retaining things—
wow, for me at least, it was hard. They told me it 
was all in my head, [laughs], yeah, yeah, what-
ever, no way.” (Hans, M45)

—“And could that be because of the depression, 
forgetting everything and concentration, or is 
it because everyone has their head like that, like 
distracted?” (Beatriz, F35)

—“I noticed it a lot, it caused me anxiety to for-
get.” (Hans, M45)

—“It’s starting to cause me that.” (Beatriz, F35)

—“It generated like dissatisfaction and frustra-
tion to spend hours and hours studying and not 
getting results. It even depressed me... You’d get 
caught in a kind of bubble, and in the first stage, 
that kind of drowsiness was interesting because 
it made you forget your problems. But then there 
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comes a moment when you want to get back in 
the game, you don’t want to stay in the bubble.” 
(Hans, M35)

The consultation as negotiation

In psychiatric consultations, symptoms — mostly phys-
iological signs — are reviewed to adjust the medication. 
The level of activation, sleep, mood, appetite, and ner-
vousness are assessed, along with any potential side ef-
fects of the medication, such as vision problems, libido 
issues, dizziness, headaches, or other effects controlled 
through tests that provide data on liver function or cho-
lesterol levels. Based on multiple variables, the dosage 
can be increased or decreased, the timing of the med-
ication can be adjusted, pills may be added to counter-
act side effects, or the medication itself may be changed, 
always with the possibility of losing the benefits of the 
current one. This dynamic involves continuous decisions 
and trade-offs regarding medication in a cost-benefit 
balancing act.

It is common to try different medications un-
til finding the one that works best. Carlos (M45) went 
through four medications: the first caused dizziness, 
the second made him “too high,” the third gave him se-
vere stomach pain, and the last one caused facial paral-
ysis. Some people give up, while others endure.

Consumers of psychotropic medications play an 
active role in the decision-making process regarding 
their medications. It is often they who propose stop-
ping or reducing the dosage, with or without supervi-
sion, although not all professionals are equally flexible. 
In some cases, this involves a negotiation:

“I say, I’ve reached my limit, I think I’m strong. 
They don’t fully trust me, they don’t take me 
off them, but they start reducing the dosage […] 
Before going to the doctor, I had already reduced 
half, I arrived without any. And the doctor said: 
‘Well, if you’ve already stopped, then nothing.’” 
(Concepción, F55)

It is also common that not only the decision but the 
withdrawal itself begins before the consultation and 
medical supervision. Several patients mention behav-
iors like Diana’s:

“I had been on it for a year and a half, and they 
kept increasing it, and increasing it, and increasing 
it. We started at 5 mg, and by now I was at 20. After 
a year and a half, I wasn’t seeing any progress, and 
if I’m not making progress, I don’t want to keep 
taking these pills. Yes, I’m really scared of getting 
hooked. You read the leaflets and think: ‘My God, 
what are they giving me?’ I changed houses, I was 
more upbeat, and after two days, I had forgotten 
about it, and I stopped.” (Diana, F28)

Medication becomes synonymous with discomfort, both 
its quality and quantity, so it is common to hear in con-
sultations, in response to the question about how a pa-
tient feels: “I’ve been on Orfidal for a month, today I’ve 
already taken three.” Taking medication is associated with 
being sick, and stopping it is linked with being well. Clara 
(F26) speaks of herself as sick during the time she was 
medicated, but now, as she manages to control herself 
without medication, she no longer sees herself that way.

Autonomy, dependency, and chronicity

“A chronic disorder is a big business.” (Clara, F26)

The main concern for participants regarding medica-
tions is the dependency they generate. Hans explains it 
this way:

“Self-esteem grows if you can control it without 
needing to take anything because you think I’m 
capable. The idea is, okay, I have these shortcom-
ings — everyone has certain shortcomings in one 
way or another — damn it, I’m capable of solv-
ing the problem through work. I don’t need to turn 
to chemistry, which also has side effects, for these 
kinds of processes.” (Hans, M45)

The value placed on the use of both legal and illegal 
drugs also reflects a negative view of substance depen-
dency. Many participants report feeling “like a junkie.” 
Patricia explains why she dislikes medication: “It feels 
like a drug, a real drug, a dependency drug”; or Carlos 
(M47): “Oh, I’m missing my little pill... You have two prob-
lems: anxiety and addiction.” Several participants report 
experiencing physical symptoms when discontinuing 
medication, with withdrawal syndrome often described 
as similar to that of other drugs:

“I felt a physical response from stopping it. I 
started shaking, went to the doctor, I was walking 
like I was high, with dilated pupils.” (Clara, F26)

Almost all participants live with fear and concern about 
the moment of stopping medication, and some have al-
ready accepted that they may never stop taking it. When 
someone feels better, they do not know whether, after 
stopping the medication, they will return to the same 
point that led them to begin treatment, meaning there 
is no certainty of real improvement in their distress:

“Yes, the pills work, but let’s see, the real test is 
when I don’t take them. It’s a con job, the pill 
doesn’t cure me, I’m not diabetic. The pill slows 
me down, it lets me survive with a little dignity, 
but if when I stop them I fall back into the loop, 
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then what good have they done me? They haven’t 
done anything.” (Concepción, F55)

Many participants improve at the start of treatment 
but begin to feel worse a few months after discontinu-
ing the medication. Relapses are not only frequent, but 
“worse” because of the “loss of trust” they cause. In line 
with the idea of being capable and doing it on one’s own, 
Beatriz views not being able to stop the pills as a sign of 
her weakness:

“I’m clear about it because I’ve tried twice and 
no... I want to stop because of the side effects of 
all the pills, and because my mom is on my case, 
telling me I have to be strong, that I have to get 
through it myself. Because she also had some 
signs of depression when she separated, and she 
could do it on her own. But we’re not all the same, 
mom, if we were all the same, there wouldn’t 
be pills. Some people are weaker, and others are 
stronger. I’ve tried to stop, but after two or three 
months, I relapsed again.” (Beatriz, F35)

There is hardly any information from professionals 
about treatment expectations or the possible course of 
the illness. It is recommended to continue treatment 
for a while despite improvements, without clarifying 
whether remission will occur. Psychiatrists often down-
play the importance of taking medication, as Lola, who 
is diagnosed with reactive disorder due to a difficult sit-
uation at her workplace, explains:

“It worries me, I don’t like it, but then when I 
talk to them [the psychologist and psychiatrist] 
and tell them I don’t like taking medication, they 
say it’s nothing, that it’s improving my quality of 
life at work, so I guess the body also deteriorates 
without taking it.” (Lola, F55)

The daily lives of people in the mental health center are 
marked by repeated attempts to reduce or eliminate 
medication:

“Here I am still fighting to see if they can lower 
my dose and take me off it, but as soon as I 
stop taking something, I get really nervous.” 
(Blanca, F49)

What’s happening to me? The 
attribution of distress

In the accounts of the interviewed individuals, the is-
sue of the brain barely appears. Neither during obser-
vation nor spontaneously in interviews is it expressed 
as an explanation for their suffering. In the observation, 
only once did the wife of a patient ask the psychologist 

how they knew that her husband was lacking a vitamin 
in his brain when no tests had been done. The husband 
indicated that it was serotonin. This is the only variable 
that emerges in the group when discussing the possibil-
ity of depression having a biological cause:

“The serotonin issue, it’s about synapses, they say, 
it seems to be studied, the reuptake, that releasing 
more serotonin is fostered by the pills. Depressed 
people, I guess not all of them, but some biologi-
cally reuptake too much serotonin, that seems to 
be...” (Hans, M45)

Despite most people taking medication and noticing im-
provement, this does not automatically lead to attrib-
uting their distress as something biological. Only Hans, 
who is somewhat more familiar with the functioning of 
antidepressants, suggests this relationship:

“If it’s not biological, why are we taking the sero-
tonin stuff? It would be logical to think that we 
reuptake a lot of serotonin, it stays there in the 
synapse, and for others it flows like nothing, and 
they’re so happy, it seems that’s how it is with the 
pills.” (Hans, M45)

However, despite recognizing the importance of social 
issues in the onset of distress, when discussing their 
particular experiences, participants end up referring 
to something intrinsic to them, some kind of personal 
flaw or defect. While social or labor-related factors ap-
pear repeatedly in their narratives, they are framed as 
secondary factors that exacerbate their chronic vulner-
ability. When talking about acquaintances or friends, 
the attribution is different. However, when crafting a 
personal narrative, the explanation always comes with 
personal limitations, which are seen as determining fac-
tors. Pedro, a unionist with serious work-related issues, 
firmly stated the first time I spoke with him: “What’s 
clear is that mine was a reactive process.” However, when 
discussing the chronicity of his distress in the group, he 
shared:

“Maybe I already had a little something, my 
mother was depressive, I’ve improved in these 
six years, but I have times when I relapse… Some 
people are touched, or we are touched, we are 
more prone to this not disappearing completely, 
but I think in my case, I have some kind of factory 
defect.” (Pedro, M58)

Similarly, Lucas, dealing with work-related stress, 
points to that responsibility for what happens to them:

“I think I’m predisposed to have anxiety, that’s 
how I live life. Because I’ve had it inside me, I’ve 
forged this personality.” (Lucas, M47)
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Successive relapses are seen as a synonym for indi-
vidual failure, thus reinforcing the sick role. Pedro, 58 
years old, joined Comisiones Obreras (the Workers’ 
Commissions Union) at the age of 18 and dedicated his 
entire life to union struggles. After losing a lawsuit with 
his company six years ago — where the union didn’t 
even show up — he attempted suicide and was granted 
permanent work incapacity due to major depression. 
His image as a unionist gave way to that of an incapable 
worker due to illness.

When analyzing in depth the individuals inter-
viewed who pointed to work as the main source of their 
distress, most displayed resistance behaviors, active 
responses to situations they considered unjust. Of the 
eleven interviewed who raised this issue, only two did 
not mention explicit resistance behaviors. That is, their 
suffering did not arise from accepting work conditions, 
but from rejecting them and from the conflicts this re-
jection caused with superiors. Several participants only 
took medication during their workday and stopped 
when they rested on weekends and during vacations. 
The main reason for taking medication was to withstand 
the pressure, bad attitudes, or reprisals. The following 
psychiatric record summarizes the daily routine of pa-
tients with work-related problems:

“She attends the consultation with anxiety-de-
pressive symptoms due to conflicts at work in 
2010, feeling overwhelmed, with anxiety and 
multiple somatic symptoms, [...] as well as rumi-
nations about the work problem. Antidepres-
sant treatment was reinstated with progressive 
improvement of symptoms and favorable evolu-
tion, also becoming more capable of distancing 
from the problems that persist in the work envi-
ronment.” (Field Diary)

In the consultation, the psychiatrist’s words of encour-
agement reveal the connection between intervention 
and acceptance: “The situation is the same, but you are 
better.” Besides enduring unjust situations, many par-
ticipants internalize guilt:

“You don’t show up and say, hello, I’m Clara and I 
have stress problems, if you pressure me too much. 
But if you are already a person who suffers and 
they treat you like that...” (Clara, M26)

DISCUSSION

The subjectivation analyzed in our study occurs more as 
a problematization than as automatic internalization. 
In line with the analyses of Foucault’s later work, which 
questions the non-deterministic ways people relate to 
what he calls technologies of the self,(43,44) the approach 

to the medical encounter happens as a negotiation, with 
an ambiguous reception. This ambivalence calls into 
question the view of medicalization as a process eagerly 
embraced by individuals and reveals the discomfort that 
the consumption of medication itself entails.

We can understand that the two logics present in 
the intervention (cerebral and therapeutic) operate si-
multaneously because the type of self that both pro-
pose corresponds to neoliberal subjectivity, that is, to 
the way we are mobilized in our society. It is about the 
ideal of an autonomous person, with initiative, who un-
conditionally accepts themselves without needing ap-
proval and who controls negative emotions, manages 
risks, and evaluates their mood, emotions, and physi-
ological reactions.(45) The neoliberal logic involves pro-
moting competitiveness in companies but also inciting 
the individual to become a company themselves.(46) In 
the subjectivity revealed by the participants’ narratives, 
aspects such as the fear of relapse and side effects be-
come central, with an ideal of autonomy that is hard to 
achieve when one feels that change is not a result of per-
sonal effort and carries the feeling of responsibility for 
what happens to oneself.

The pharmakon and the consultation 
as negotiation: Self-care and individual 
responsibility

The main feature highlighted by participants is the am-
bivalent relationship they establish with the medications 
they consume. Martin(47) refers to this quality with the 
ancient Greek term pharmakon, which simultaneously 
means remedy and poison. Medications, while partially 
alleviating individuals’ distress, generate new problems 
such as side effects and dependence, creating a new form 
of discomfort.(21) In contrast to the idea of the possibil-
ity of improvement or designing a self at the consumer’s 
will, the participants in the study do not seek to be happy 
or forget their problems, nor do they wish to become dif-
ferent people. They speak of survival and returning to 
the productive cycle, even at minimal levels and at the 
cost of numerous sacrifices. Among these sacrifices are 
the capacity to be affected by things, the concentration 
to study, or sexual desire. When these issues are pre-
sented in the consultation, they are often minimized or 
even reinterpreted as “ruminations about the treatment,” 
turning them into just another symptom of the illness. 
But the reality is that it is impossible to separate the side 
effects from the experience of medication.(31)

Consumers of psychotropic drugs constantly weigh 
and make decisions about their medication. While the 
biomedical approach typically criticizes self-medica-
tion, this is consistent with the waiting times between 
appointments, the frequent on-demand prescriptions 
(such as anxiolytics), and the scrutiny of symptoms 
and reactions that takes place in the consultation. While 
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healthcare professionals tend to view self-medication 
as negative, practices that lead in that direction are con-
tinuously promoted within the sector.(48)

According to Rose,(5) the logic of personal develop-
ment and authenticity within therapeutic culture also ex-
ists in pharmacological intervention, as medications are 
prescribed and consumed as a way of taking control over 
oneself. That is, they would not contradict the technolo-
gies of the self described by Foucault,(49) as the ways in-
dividuals experience, understand, judge, and conduct 
themselves. Medications would also be technologies for 
conducting the relationship with oneself, in the form of 
autonomy through the active role of the consumers. The 
ideal of control frequently appears in patients’ narratives, 
though always as something to be achieved, tied to au-
tonomy. Although medications are seen as a means to in-
crease control over emotional reactions, they coexist with 
the sense of being unable to do so on one’s own, with the 
perception of being unable to manage emotions autono-
mously,(50) and with one of the most common effects de-
scribed by consumers in this and other studies: feeling 
like a zombie, synonymous with lacking consciousness.(51)

The first characteristic of pharmaceutical subjec-
tivity found in participants would then be the estab-
lishment of self-governance through self-care. The 
management of the pharmakon — the dual nature of 
medications as both beneficial and harmful — involves 
constant monitoring and decision-making in the form 
of a cost-benefit balance.

Chronicity and vulnerability

The primary concern of the participants is the depen-
dence generated by medications. There is a contradic-
tion between the ideal of autonomy that characterizes 
neoliberal subjectivity, pharmacological dependence, 
and the feeling of not achieving improvement on one’s 
own. The repeated attempts by participants to lower 
or eliminate their medication without success result in 
the chronicity of the discomfort in a significant num-
ber of people, instead of a cure. The most visible ca-
se is that of sleeping pills, which paradoxically end up 
causing insomnia,(52) but antidepressants have a simi-
lar effect.(53,54) This suggests a model of illness in which 
the individual who recovers is at risk of future relapses, 
and medication is prescribed both for the risk and for 
the condition. The psychotropic drug consumers inter-
viewed view themselves as sick, at risk, and dependent. 
The recurring relapses are understood as synonymous 
with individual failure.

The fact that the intervention revolves around med-
ication has partly resulted in the discomfort being per-
ceived, interpreted, and lived as a medical ailment, often 
independently of its intensity or origin. Charmaz(55) de-
scribes, as one of the main causes of suffering in peo-
ple with chronic illnesses, the loss of the self. Old images 
disappear, and suffering becomes the center of life. The 

image of many participants in our study is that of pa-
tients, unable to work, tolerate stress, etc. A new self 
marked by vulnerability, failure, and risk. Martínez-
Granados et al.(56) also found that patients with chronic 
mental health diagnoses saw medication as a symbol of 
vulnerability and fragility. Moreover, this vulnerability 
is accentuated in the processes of withdrawal and/or re-
duction of medication.

The ideals of autonomy, work, and individual re-
sponsibility appear as the reverse of the vulnerable self 
in the role of the sick person. In a society that prioritizes 
doing over being, the inability to carry out conventional 
tasks makes it difficult to maintain a meaningful life.(55) 
Conceiving our biography in terms of illness leads to a 
permanent reflexivity in which our selves are continu-
ously problematized and pathologized. Life becomes a 
series of constant revisions and improvements.

The second characteristic of pharmaceutical sub-
jectivity found in our study is the chronicity of the 
treatment, related on the one hand to the depen-
dence generated by medications and, on the other, to 
the notion of risk around which the treatment is artic-
ulated. The feeling of being at constant risk — of re-
lapse or worsening — is another trait of pharmaceutical 
subjectivity.

Reification of distress

In the context of the study, the intervention in the psy-
chiatric consultation is limited to the prescription of 
psychotropic drugs. The relationship that the people 
studied establish with the medications is complex and 
ambivalent, but in general, they emphasize that pre-
scription is overused in comparison to therapy. The 
treatment guides the entire intervention, from diag-
nosis to the clinical encounter itself. The centrality of 
prescription shapes the imagination surrounding the 
attributions of distress and the possibilities that open 
up when it comes to addressing it. Although the ex-
planation for the suffering goes beyond the biological, 
the practice ultimately determines its approach, which 
in the consultation appears as a matter of physiologi-
cal self-regulation between symptoms and side effects. 
As Martínez(57) describes, if I modify my brain, there is 
no need to modify the world, so I end up prioritizing the 
self over the social world.

Unlike studies in which psychotropic drug consum-
ers locate the origin of their distress in the brain,(25,58) 
in our context, brain narratives barely appear, not 
even coexisting with others, as found in other anal-
yses in our country.(59) The public health system lim-
its commercialization and marketing in Spain, which 
targets professionals rather than patients, unlike the 
direct-to-consumer ads in the US.(37) Cultural, social, 
and contextual factors then determine the imagina-
tion built around the use of medications, diagnoses, and 
mental distress.
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However, when participants speak of their particu-
lar experiences, they always end up referring to some-
thing that is inherent to them, to some kind of flaw or 
personal deficiency. The more social explanation is 
short-circuited by the biomedical logic through the gen-
eration of the sick role. Suffering is not encoded exclu-
sively in biological terms, but it is articulated around the 
figure of vulnerability, weakness, and deficit. Personal 
anguish is framed as a problem to be treated with phar-
maceutical solutions, aligning with the neoliberal im-
peratives of self-optimization, rather than addressing 
the structural or social causes of distress.

Furthermore, the distress often forms isolated 
forms of resistance to living conditions, for example, 
in work. And these resistances or challenges, translated 
into biomedical language, are codified as individual 
flaws, decontextualized and emptied of their symbolic, 
singular, and social content. The intervention, in these 
cases, appears as a form of reification in that it inter-
venes on subjectivities that have deviated from the 
normative.

The third characteristic found would then be reifi-
cation, which involves the establishment of an explan-
atory model of distress that limits social factors to mere 
aggravators, placing at the center of the justification for 
suffering an individual predisposition, a form of defi-
cit or flaw for which the person is less able to cope with 
difficulties.

Limitations and current context

It is important to emphasize that by pointing out the 
negative effects that psychotropic drugs can have, 
the intention is not to demonize the individuals who 
take them or the potential benefits they may have.(60) 
Furthermore, despite the value of the narratives of psy-
chotropic drug consumers — in the specific context of a 
public mental health center in Madrid during the previ-
ous economic crisis — the main limitation of the study 
is precisely its contextual scope. On one hand, the crisis 
we are experiencing now is different, with lower unem-
ployment rates, and with a series of years in which im-
provements in macroeconomic figures do not go hand in 
hand with improvements in living conditions. This sug-
gests that the sense of individual responsibility for fail-
ure may be less pronounced in the current context. On 
the other hand, despite recent studies in the U.S. con-
tinuing to find an increase in the tendency to frame suf-
fering in neurobiological terms rather than external life 
events,(61) it would be necessary to assess how the pan-
demic may have impacted narratives around suffering, 
bringing the effects of context on mental health to the 
forefront. Therefore, it would be important to continue 
questioning and listening to the voices of individuals 
who consume psychotropic drugs within the new con-
text we now inhabit.

CONCLUSION

The psychiatric intervention in the context of this study 
implies a certain one-directionality in the prescription 
process and the relationship with the professional. Not 
only is there no neurobiological explanation in the par-
ticipants, but there is also no clear demand for psycho-
tropic drugs, which are generally seen as a lesser evil 
to “survive” in the absence of the possibility to undergo 
therapy. The intervention produces a form of subjectiv-
ity, which we can call “pharmaceutical,” characterized 
by its ambivalence and the need to negotiate continu-
ous adjustments to minimize side effects and avoid fall-
ing into chronicity.

Key elements of this subjectivity include reification, 
where the feeling of being in deficit takes precedence; 
self-governance, which involves constant monitoring 
that accentuates the sick role; and chronicity, which in-
volves perceiving oneself as always at risk and therefore 
vulnerable. Against the notion of medicalization, which 
presents a one-directional and simplistic process, the 
term “pharmaceutical subjectivity” has been preferred 
to account for the complexity of the effects of the in-
tervention. In the resulting subjectivity, aspects such as 
fear of relapse and side effects, autonomy (which is dif-
ficult to achieve when one feels that change is not a re-
sult of personal achievements), and the responsibility 
for suffering and self-governance — central elements 
of neoliberal subjectivity — become crucial.
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