Ontological politics. A word and some
questions

Annemarie Mol

Abstract

This is a chapter that asks questions about where we are with politics
now that actor network theory and its semiotic relatives have reshaped
ontology. They have reshaped it by underlining that the reality we live
with is one performed in a variety of practices. The radical consequence
of this is that reality itself is multiple. An implication of this might be
that there are options between the various versions of an object: which
one to perform? But if this were the case then we would need to ask
where such options might be situated and what was at stake when a deci-
sion between alternative performances was made. We would also need to
ask to what extent are there options between different versions of reality
if these are not exclusive, but, if they clash in some places, depend on
each other elsewhere. The notion of choice also presupposes an actor
who actively chooses, while potential actors may be inextricably linked
up with how they are enacted. These various questions are not answered,
but illustrated with the example of anaemia, a common deviance that
comes in (at least) clinical, statistical and pathophysiological forms.

In this chapter I would like to ask a few questions. These have to do
with ontological politics.' They have to do with the way in which
‘the real’ is implicated in the ‘political’ and vice versa. For even if
the traditional divisions between the two have been pulled down
iconoclastically, by actor network theory and by its many relatives,
it is as yet by no means clear what this might mean for further
action. What it might imply for going about life in various sites and
situations—state politics, social movements, and technoscience for-
mation. And what it might suggest for handling the interferences
between these. For interfering.

Ontological politics is a composite term. It talks of ontology—
which in standard philosophical parlance defines what belongs to
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the real, the conditions of possibility we live with. If the term
‘ontology’ is combined with that of ‘politics’ then this suggests that
the conditions of possibility are not given. That reality does not pre-
cede the mundane practices in which we interact with it, but is
rather shaped within these practices. So the term politics works to
underline this active mode, this process of shaping, and the fact that
its character is both open and contested.

To be sure, it has always been assumed that ‘reality* is not entirely
immutable. Such was the point of technology—and indeed politics.
These worked on the assumption that the world might be mastered,
changed, controlled. So within the conventions of technology and
politics the question of how to shape reality was open: at some
point in the future it might be otherwise. But along with this it was
assumed that the building blocks of reality were permanent: they
could be uncovered by means of sound scientific investigation.

Over the last two decades, however, they have been undermined,
these neat divisions between the present and the future; between that
which is well-set and that which is still-to-be-formed; between the
building blocks that are given and the modes by which they might be
differently adjusted. This work—of which actor network theory did
quite a bit but that it by no means did alone—has robbed the
elements that make up reality—reality in its ontological dimension—
of its alleged stable, given, universal character.? It has argued,
instead, that reality is historically, culturally and materially located.’

Located where? The answer depends on the field in which it is
given. In social studies of science it was the laboratory that was
redescribed as a sociomaterial practice where reality is transformed
and where new ways of doing reality are crafted. From there they are
exported, not so much in the form of ‘theory’ but rather—or at least
as much—in the shape of vaccinations, microchips, valves, combus-
tion engines, telephones, genetically manipulated mice and other
objects—objects that carry new realities, new ontologies, with them.’

Ontologies: note that. Now the word needs to go in the plural.
For, and this is a crucial move, if reality is done, if it is historically,
culturally and materially Jocated, then it is also multiple. Realities
have become multiple.

Not plural: multiple. A clarification is required here, a differentia-
tion. For ontological politics is informed by, but does not directly
follow from or easily coexist with either perspectivalism or con-
structivism. Its pivotal term is slightly different: it is performance.

Perspectivalism. As against the singularity of the single truth
voiced by the anonymous, objective ‘expert’, it has been argued that
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there are many experts with different professional and social back-
grounds, or indeed with no specific professional background at all:
the word ‘lay expert’ was invented. And since each of these experts
is a different person and comes on the scene from somewhere differ-
ent, none of them is objective. They are instead specific social sub-
jects, each. They bring with them their own particular skills, habits,
histories, preoccupations which means that their eyes are different.
They look at the world from different standpoints. This means that
they see things differently and represent what they have seen in a
diversity of ways. Much of the subsequent discussion has turned
arou6nd the question of how this diversity must—or might—be val-
ued.

Perspectivalism broke away from a monopolistic version of truth.
But it didn’t multiply reality. It multiplied the eyes of the beholders.
It turned each pair of eyes looking from its own perspective into an
alternative to other eyes.” And this in turn brought pluralism in its
wake. For there they are: mutually exclusive perspectives, discrete,
existing side by side, in a transparent space. While in the centre the
object of the many gazes and glances remains singular, intangible,
untouched.

A second kind of pluralism took the form of construction stories.
These show how a specific version of the truth got crafted, what
supported it, what was against it, and how its likely alternatives got
discredited. Many stories about the support facts-to-be and arte-
facts-being-shaped require in order to survive, tell about relevant
groups of researchers and/or others who are involved (and here con-
structivism links up with perspectivalism). But in other construc-
tivist stories material rather than social support is foregrounded: the
lenses in which the wave theory of light is made durable, or the dis-
section room with its knives and skills that anchor the facr that dis-
eases carve structural changes in the body.®

The sting of construction stories is that the alternatives for any
currently accepted fact or well diffused artefact were not doomed to
lose from the beginning. They got lost somewhere along the way, as
a matter of contingency. We might have had another kind of bicycle,
keyboard or video system. It just happens that we’ve come to stick
with the ones we’ve got. And with facts it is the same. The secret of
their success lies not in the laws of nature but in the intricacies of
history. Thus constructivist stories suggest that alternative ‘con-
structions of reality’ might have been possible. They have been pos-
sible in the past, but vanished before they ever fully blossomed. So
there is plurality again. But this time it is a plurality projected back
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into the past. There have been might-have-beens, but now they have
gone. The losers have lost.

Talking about reality as multiple depends on another set of
metaphors. Not those of perspective and construction, but rather
those of intervention and performance.” These suggest a reality that
is done and enacted rather than observed. Rather than being seen by
a diversity of watching eyes while itself remaining untouched in the
centre, reality is manipulated by means of various tools in the
course of a diversity of practices. Here it is being cut into with a
scalpel; there it is being bombarded with ultrasound; and some-
where else, a little further along the way, it is being put on a scale in
order to be weighed. But as a part of such different activities, the
object in question varies from one stage to the next. Here it is a
fleshy object, there one that is thick and opaque and in the next
place it is heavy. In performance stories fleshiness, opacity and
weight are not attributes of a single object with an essence which
hides. Nor is it the role of tools to lay them bare as if they were so
many aspects of a single reality. Instead of attributes or aspects, they
are different versions of the object, versions that the tools help to
enact. They are different and yet related objects. They are multiple
forms of reality. Itself.

Let me give an example. It is a story about anaemia.'®

Anaemia is no longer at the centre of heated controversies in
front line science. And yet the question ‘what is anaemia? has not
been answered in a single or stabilized way. Or, whatever answer one
may hear if one asks about it, when one observes what is done in
practice, anaemia appears to be performed in several different ways.
Here I'll separate out three (?r rather three genres) of these.

One: in a consulting room a patient tells the doctor that he gets
dizzy. Too tired. The doctor asks some more, about when these
symptoms come and how they do. And then she approaches the
patient and lowers an eyelid, maybe the other one too, to check
its colour. How white, or rather red do these eyelids look? What
general impression does the skin give? The patient’s talk, the doc-
tor’s further questions and the observations made on the outside
of the body all relate to anaemia. How do they stage it? The
answer is: as a set of visible symptoms. As complaints that may
be articulated by a patient. This is the clinical performance of
anaemia.

Two: however in the laboratory routines of any hospital other
things are being done. Here anaemia equals a low haemoglobin
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level in a person’s blood. For here blood is tapped from veins and
fed to machines which pour out number for each blood sample
they receive. (Beware, this is. only one of the laboratory tech-
niques used to measure haemoglobin levels. There are others that
I won’t go into here.) The number generated is then compared
with a standard: a normal haemogilobin level. So that is a labora-
tory way of performing anaemia. But it comes in different ver-
sions. For there are different ways of setting the standard for a
normal haemoglobin level. Most common is the statistical
method. This depends on assembling data for a population, the
norm being set at, say, two standard deviations from the mean
figure of the population. The people whose blood tests reveal a
haemoglobin level below this norm are then diagnosed as having
anaemia.

Three: the other method is pathophysiological. This depends on
finding, for every single individual again, the dividing line
between the haemoglobin level that is enough to transport oxygen
through the body properly, and the abnormal level which, by con-
trast, is too low.

So there are at least these three performances of anaemia: clini-
cal, statistical and pathophysiological. How do they relate? In text-
books they tend to be described as being linked, as being, indeed,
aspects of a single deviance. A haemoglobin level too low to carry
oxygen from lungs to organs in sufficient amounts to supply an
individual’s organs (pathophysiological) is supposed to fall outside
the normal range established by calculations based on population
data (statistical), and then to surface in the form of symptoms that
give the patient so much trouble that he will seek medical help (clin-
ical). But that is not necessarily the way things work out in practice.
For in practice sometimes people don’t get dizzy or have white eye-
lids and nevertheless have a haemoglobin level that (if it were mea-
sured) would appear to be deviant. Or people’s organs lack oxygen
because their haemoglobin level has just dropped but it still lies
within the normal statistical range. And so on. In practice the three
ways to diagnose ‘anaemia’ each diagnose something different. The
objects of each of the various diagnostic techniques do not neces-
sarily overlap with those of the others.

This does not lead to big debates, to attempts to seek consensus
or even concern. It is simply how it is. Once in a while a discussion
may flare up about which method of diagnosis to use in some spe-
cific context. But by and large these three ways of handling anaemia
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or, rather, these three different anaemias, have co-existed for
decades now. And there is no sign that this situation is changing.

The reality of anaemia takes various forms. These are not per-
spectives seen by different people—a single person may slide in her
work from one performance to another. Neither are they alterna-
tive, bygone constructions of which only one has emerged from the
past—they emerged at different points in history, but none of them
has vanished. So they are different versions, different performances,
different realities, that co-exist in the present. This is our situation,
one that actor network theory and related semiotic sociologies have
articulated for us. And I’ll take this situation as an occasion for ask-
ing my questions. Questions about the kind of politics that might fit
this ontological multiplicity. Four of them:

* Where are the options?
* What is at stake?

* Are there really options?
* How should we choose?

Where are the options? On political topoi

If there are various ways to perform a deviance, it might seem that
there is, or should be, a choice between them. But where, at which
site, where might this be located?'' For we should not accept the
illusion that most decisive moments are explicit. Take the question
of how to organize the detection of anaemia. Roughly, there are two
alternative models: one is to have a system of professionals available
for people who actively seek help. The other is to organize a screen-
ing system and try to mobilize the entire population to come for
regular check-ups. The first performs anaemia clinically, the second
statistically. The outcomes differ: if the detection of anaemia is
organized in a clinical manner there will be some people with statis-
tically low haemoglobin levels who go undetected for they either
have no complaints or do not take these to be sufficient reason to go
and see a doctor. ,

In most countries the detection of most diseases is organized in a
clinical manner. Screening programs have been established in only a
very few exceptional cases. Where was this decided? It is important
first to recognize that this situation emerged historically. It grew out
of a great number of contingencies and forces, but there was never a
moment or a place where it was decided. Most current cure and

© The Editorial Board of The Sociological Review 1999 79



Annemarie Mol

care provisions are an historical product of the patient-seeking-help
model. The other model, that of the state taking its population
under control, got embedded in other contexts—for instance in
public regulations, water provision, vaccination programmes and
other preventive measures.

If there were a site, here and now, where this situation was to be
reconsidered, or if it were created, there would be arguments avail-
able as to why—at least in anaemia—clinical medicine should
indeed prevail over the detection of statistical deviance. For screen-
ing would yield more false positives than real deviance since (at
least in populations that are well fed and not chronically infected)
anaemia is very rare. And, different argument: if people have no
complaints because of their anaemia, then there is no reason to
treat it. Or, different argument yet again: it is not cost-effective—
indeed far too expensive—to screen properly for every deviance
people may have. I do not here seek to either agree or disagree with
these arguments. I want to point to something else. What they do,
each of them, is shift the site of the decision elsewhere: to move it
along. So they displace the decisive moment to places where, seen
from here, it seems no decision, but a fact. These places are, respec-
tively: the intricacies of measurement techniques; considerations
about good and bad reasons for treatment; and health care budgets.

I hope that this helps to illustrate why the question about where
the options are is so relevant to the shaping of ontological politics.
For as it is, many conditions of possibility are not structured as the
outcomes of ‘decisions’ at all.'? They happen to be the way they
are—or they derive from facts imported from elsewhere. So the
question becomes: should they be restructured? Is this what onto-
logical politics must imply, that we make the ‘options’ more
explicit? 1 doubt it. For it would imply an extension of the argumen-
tative format that tends to follow when everything is recast into an
option. We need to better investigate what this would imply, intel-
lectually and practically. What it is to live things as options.'> What
the goods and bad of this way of living are. And what its practical
limits might be. For it might happen that arguments that are mobi-
lized in decision making shift the ‘real’ options to other sites, and
then on again to further and more distant locations. That there is
no last resort but instead there are ‘options’ everywhere. So that at
any given site, they always end up seeming elsewhere.
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What is at stake? On interference

What is at stake in ontological politics? The organization of the
detection of a deviance like anaemia is not a ‘merely practical’ mat-
ter. It also has reality effects. It makes a difference to the way
anaemia ‘itself’ is performed. But it is not only the reality of
anaemia that is at stake. Many other realities are involved too. For
objects that are performed do not come alone: they carry modes
and modulations of other objects with them. Thus: with clinical
anaemia comes the reality of conversational interaction, this well
investigated ritual of two people trying to insert each other into
their own highly specific agendas.'* With laboratory anaemia comes
the needle, the ex-corporation of blood, the controlled infliction of
pain. And so on. There’s one example I would like to expand upon
briefly. It is well suited to present interference here, for it shows the
linkage between two ways of performing anaemia and the perfor-
mance of a phenomenon that is far more extensively politicised: that
of sex difference.

The normal haemoglobin level can be established in two ways:
either statistically or pathophysiologically. Since Hb-levels vary
between individuals these two ways of setting norms do not neces-
sarily give overlapping answers. If someone has a high Hb that sud-
denly drops it may be pathophysiologically abnormal while still
lying within the statistically normal range. A statistically deviant
Hb, on the other hand, may be pathophysiologically normal since it
provides a specific individual with adequate oxygen-carrying capac-
ity. So there is a tension. In current medical text-books there is a
preference for the pathophysiological way of setting norms, since
this does more justice to the individual. By contrast, in current
health care practice the dominant method for setting norms is sta-
tistical. There are, again, historical reasons and ‘good arguments’
for this. And it is not my aim to argue about these. Instead I want to
point to a ‘side-effect’ of the difference between pathophysiology
and statistics.

The epidemiologists who make statistical norms differentiate
between populations. If statistical norms were made for ‘the popula-
tion’ as a whole they would systematically be too high or too low
for various groups of people.'® Therefore different norms are usu-
ally set for different groups: for children (of different age groups),
men, women and pregnant women. This implies that the members
of these groups are compared with better standards than would be
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the case if there were no differentiation between populations. But it
also implies that ‘children’ are separated out as a group that differs
from ‘adults’. And it implies—and it is this I want to consider
here—that ‘women’ are separated out from ‘men’. This turns
‘women’ into a group of people who have more in common with
each other than with ‘men’, however much the two curves happen to
overlap. It also performs the category ‘women’ as one that is biolog-
ical. For it implies that one of the ways of differentiating it from
that other category of ‘men’ is by comparing this bodily characteris-
tic: the haemoglobin level.

Pathophysiology knows only individuals. Thus it does not require
differentiation between the sexes in order to distinguish between
normal and abnormal haemoglobin levels. Rather, it involves com-
paring an individual’s Hb-values at a moment of possible deviance
with those of the same person at a healthy moment. This provides
individuals with a bodily history, a persistent physicality that is a
part of their identity. There is a lot to be said about the goods and
bads of that. But one of its consequences is that it doesn’t contribute
to dividing humans into men and women. If medicine were to per-
form all deviances in individualized ways, a lot of ‘undeniable’ bio-
logical sex differences would simply disappear.'® Thus the ‘decision’
about whether it is practically feasible or hopelessly cumbersome to
work with individualized norms in medicine not only involves the
reality of ‘anaemia’, but also that of ‘women’ and ‘men’.

The separation of ‘pregnant women’ is also interesting. From the
point of view of treating pregnant women this is sensible: since the
blood volume increases when a body gets pregnant, its haemoglobin
level tends to decrease. But what I want to point at here, is that this
sensible distinction means that laboratory forms differentiate ‘preg-
nant women’ from both ‘men’ and ‘women’. Thus the very statistical
practice that performs the sexes as biologically separate groups, also
intriguingly undermines a simple dichotomous categorization of the
sexes. For it suggests that ‘pregnant women’—of all people—are not
in fact ‘women’."’ .

So this is the phenomenon of interference.'® Once we start to
look carefully at the variety of the objects performed in a practice,
we come across complex interferences between those objects. In the
ontological politics around angemia it is not just the reality of
anaemia that is at stake, but that of the sexes, tco. And no doubt
there is more. If we recognize and analyse these interferences then
the question of evaluating performances becomes more and more
complex. For while it might just be possible to think of aligning the
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arguments around the goods and bads involved in performing any
specific single object (for instance anaemia) things become more
and more complicated if the arguments around other objects, the
sexes, individual identity and so on, must also be balanced simulta-
neously. Indeed, such balancing will never find a stable end point,
there are too many elements. Which implies that ontological politics
is unlikely to come at rest once the accounts are closed—because
they won’t be closed. Tolerating open-endedness, facing tragic
dilemmas, and living-in-tension sound more like it.'*

Are there options? On inclusion

I’ve said that clinical, statistical and pathophysiological ways of
handling anaemia do not entirely overlap with one another. And
I've argued that rather than simply revealing different aspects of
anaemia they perform different versions of it. Might it be possible to
choose between such versions? The notion of ontological politics
seems to imply the possibility of ‘choice’. But is this the only way of
implementing it? So far we’ve gone into the questions of where
options might be located and what is at stake in the ‘decision’
between different versions of anaemia. But now we take a step back
to ask: but is it the case that there are options? The answer is not
necessarily, for if realities-performed are multiple this is not a mat-
ter of pluralism. What ‘multiplicity’ entails instead is that, while
realities may clash at some points, elsewhere the various perfor-
mances of an object may collaborate and even depend on one
another.

Let us concentrate on two of the performances of anaemia: the
clinical and the statistical.?* Anaemia may be diagnosed by clinical
means or by a laboratory test whose result is assessed against a sta-
tistical standard. If the question is how to detect anaemia, then the
two are in conflict. Clinical rationality demands that doctors be
available to all those who have complaints, while if the laboratory
and its statistical norm setting were given priority, then the entire
population would have to be regularly screened. But this clash
about detecting anaemia doesn’t mean that there is a general clash
between clinic and lab.

For instance, in the surgeries of Dutch general practitioners, clini-
cal and laboratory ways of working calmly coexist. First a patient
comes to the surgery. There he is interviewed and physically exam-
ined. If these two activities suggest anaemia, the patient’s blood is
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tested—using laboratory techniques. There is no clash. Instead the
two performances are put in sequence. The clinical performance
comes first, but unless the laboratory supports it, no therapy for
anaemia results. And there is no clash for a tropical doctor working
in a poor region of Africa. She sees a patient, lowers an eyelid, and
if this looks too white she prescribes iron tablets. Clinical diagnosis
is enough to act on by itself. The lab is expected to agree, but it isn’t
actually called upon. If there is a lab at all, it is better for it to con-
centrate on more difficult tasks. Thus, in this situation the clinic
stands in for the lab.

The relation between clinical and laboratory practices becomes
even more entangled at the moment the standards by which the nor-
mal and pathological will subsequently be distinguished are estab-
lished. These standards are not given with clinical and laboratory
practice: they are a part of these practices. How does this work?
Take a statistical norm. In order to set this so called normative data
are assembled. These are the haemoglobin levels of, say, a hundred
men, women, pregnant women and children of different age groups,
drawn from the region where the laboratory will recruit its patients.
But who should be picked out of each of these populations? Usually
laboratories try to assess healthy people. But since they are in the
process of establishing their normal values, they have no laboratory
norm in order to differentiate between healthy and deviant haemo-
globin levels. They have, and use, clinical means to differentiate nor-
mal and deviant people. They ask people to participate only if they

" feel well. Thus: when laboratory standards are established, clinical
diagnosis is included.

But the clinical means mobilized in one context are in turn con-
tested and adapted elsewhere. There are occasions when clinical
signs are reopened for investigation. For instance, some Dutch gen-
eral practice researchers started to doubt the usefulness of the many
(negative) Hb-tests done by general practitioners. They wondered
whether all these tests were really indicated. What were the clinical
signs that prompted general practitioners to have their patients’ Hb
tested?*! The researchers discovered that ‘tiredness’ was a frequent
reason for ordering an Hb test. But was this a good reason? To
assess this, the researchers compared the Hbs of a hundred patients
who had come to their doctor with complaints of ‘tiredness’ with
the Hbs of the hundred random patients coming after them in the
doctors’ schedule of ten minute visits. And it turned out that there
was no difference. The conclusion was that ‘isolated tiredness’ is not
a clinical sign of anaemia. Which reveals that laboratory measure-
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ments are in turn included in the process of establishing clinical ori-
entation,

Studying the performances of anaemia reveals their multiplicity.
But this multiplicity does not come in the form of pluralism. It is
not as if there were separate entities each standing apart in a homo-
geneous field. So anaemia is multiple, but it is not plural. The vari-
ous anaemias that are performed in medicine have many relations
between them. They are not simply opposed to, or outside, one
another. One may follow the other, stand in for the other, and, the
most surprising image, one may include the other. This means that
what is ‘other’ is also within.?? Alternative realities don’t simply co-
exist side by side, but are also found inside one another. But this is a
situation that does not easily fit our traditional notions of politics.
Which means that new conceptions of politics need to be crafted.
But which ones? What kind of politics is implied here—or required?

How to choose? On styles of politics

In health care there has recently been a lot of noise to do with choice.
The idea is that if medical interventions do not necessarily follow
from nature, if there are choices to be made, then patients should
make these. There are various ways for shaping such choosing.
Roughly they may be divided into two models: a market model and a
state model. The market model takes health care to be divisible into
discrete activities, discrete goods that may be bought and sold on the
market. It configures the patient into the role of customer who repre-
sents his or her desires in the act of buying. In the state model the
patient is configured as a citizen. Health care becomes something to
be governed. This time there are no discrete goods, but an organiza-
tion with appropriate rules and regulations. This means that patient-
citizens should represent themselves in the places where health care
organizations are managed, and rules and regulations get their shape.
There is a lot to explore here, a lot to ask about the advantages and
disadvantages of these two different ways to model self-representa-
tion in the complex context of health care.”> An urgent task.

But there is more to do. For both these models assume that
information is available and may be provided to the patient. It should
be provided willingly and fully by the professionals who have it, to
lay people who need it in order to make good decisions. However, if
we think in terms of ontological politics, then information is no
longer given—to anyone. The stories professionals might tell have
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lost their self-evidence. And what is more, it is not only the represen-
tations of reality in information circulating as words and images that
have become contestable, but also the very material shaping of reality
in diagnosis, interventions and research practices. So if it is important
to attend to the way patients represent themselves (as customer or as
citizen), it is at least as important to ask how they are represented in
knowledge practices. Which parameters replace and denote our trou-
bles? What are the endpoints marking an ‘improvement’ or a ‘deteri-
oration’ of one’s condition through the course of time? A clinical trial
in which the effectiveness of various interventions is assessed, can no
longer be taken at face value. For another question must come first:
what are the effects that we should be seeking? Answers to that ques-
tion are incorporated in the information, but also in the techniques,
we currently live with. They tend to be implicit, entangled and inex-
tricably linked up with the various performances of any one disease.
Thus it is a fairly superficial matter to choose ‘after the facts’, given
the information and the techniques that have helped to generate
these. But what if we seek to be less superficial? Who, then, might do
ontological politics, how to handle choice incorporated?

Afterword

The word ‘ontological politics’ suggests a link between the real, the
conditions of possibility we live with, and the political. But how to
conceive of this? In this text I’ve not laid out a response to this
question, but rather articulated some of the problems that come
with a specific interpretation of politics, one that is posed in terms
of deliberation or choice. We may list these. One: if we think in such
terms then we risk the ramification of options everywhere—with the
consequence that they end up always seeming to be elsewhere. Two:
the interference between various political tensions is such that each
time one thing seems to be at stake (say: anaemia) an unquantifiable
number of other issues and realities are involved as well (say: sex
difference). And three: the various performances of reality in medi-
cine have all kinds of tensions between them, but to separate them
out as if they were a plurality of options is to skip over the complex
interconnections between them. And then there is a fourth problem.
Who is the actor who might decide between the options? Might, or
should, this be a patient-customer making choices between discrete
goods available on a market; or should it be a patient-citizen trying
to organize the health care system for the benefit of all? Or, again,
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are the crucial moments not those where ‘patients’ act as an agent,
but rather those where they (we) are defined, measured, observed,
listened to, or otherwise enacted?

These, then, are my questions. I have noted them down here, for
while they may be mine, they are not mine alone. These are ques-
tions that follow from a semiotic analysis of the way reality is done,
from studying performances, from making a turn to practice. They
come with and therefore after ANT. And what comes after them?
Answers, maybe. Or perhaps practical explorations of the political
styles that seem to be called for. But it is also possible that these
questions will evaporate and we’ll enact and undergo, yet again, a
shift in our theoretical repertoire, finding other ways of diagnosing
the present.
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