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ABSTRACT
This paper explores the application of Bruno Latour's Actor-Network Theory (ANT) as a 
conceptual framework for critiquing contemporary healthcare delivery systems. By 
examining the complex networks of human and non-human actors that constitute 
medical practice, we challenge the traditional hierarchical structures that dominate 
modern healthcare. Through ANT's lens, medical authority emerges not from institutional 
positions but through dynamic associations between diverse actors physicians, patients, 
technologies, protocols, and physical spaces. We argue that recognizing the distributed 
agency within healthcare networks reveals fundamental limitations in current biomedical 
models that prioritize vertical authority structures and technical interventions over holistic 
healing relationships. By reconceptualizing healthcare as heterogeneous networks where 
healing emerges through translations between actors rather than top-down impositions 
of medical authority, this paper proposes alternative approaches to care that respect the 
complex, relational nature of healing processes. These insights suggest practical reforms 
for healthcare education, institutional design, and policy development that could foster 
more effective, equitable, and humanistic healing environments.
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Introduction
Contemporary healthcare systems face multiple interconnected 
crises rising costs, provider burnout, persistent inequities, and 
patient dissatisfaction despite technological advancement 
[1]. These problems reflect deeper structural issues beyond 
resource allocation or efficiency concerns. They indicate 
fundamental conceptual limitations in how we organize, 
deliver, and understand healthcare.

The dominant biomedical paradigm conceptualizes healthcare 
delivery primarily through hierarchical structures where 
expertise, authority, and decision-making flow downward from 
physicians and specialists to other providers and ultimately to 
patients. This framework prioritizes technical interventions, 
evidence-based protocols, and specialized knowledge while 
often marginalizing experiential wisdom, relational aspects of 
care, and the agency of diverse actors within the system [2].

This paper proposes that Bruno Latour's Actor-Network 
Theory (ANT) offers a powerful alternative framework for 
understanding and reimagining healthcare delivery. By focusing 
on the relationships between human and non-human actors 
that constitute medical practice, ANT reveals how current 
hierarchical structures fail to acknowledge the distributed 
agency and interconnected networks that actually shape 
healthcare outcomes. This theoretical perspective can illuminate 
paths toward more effective, equitable, and humanistic models 
of care.

Theoretical Framework: 
Actor-Network Theory emerged in the 1980s through the 
work of Bruno Latour, Michel Callon, and John Law as an 
approach to understanding scientific knowledge production 
and technological innovation [3]. Central to ANT is the concept 
that social and technical worlds are not separate domains but 
rather interconnected networks composed of heterogeneous 
"actors" that include both humans and non-humans. These 
actors gain their identity, significance, and capabilities through 
their relationships with other actors in the network.

Unlike many social theories that privilege human agency, ANT 
adopts a principle of "generalized symmetry" that treats human 
and non-human elements as equally important participants in 
networks [4]. Technical devices, protocols, physical spaces, and 
organizational structures are not merely tools or contexts for 
human action but active participants that shape behaviors, 
decisions, and outcomes.

Several key concepts from ANT have particular relevance for 
analyzing healthcare systems:
Translation: The process through which actors transform, 
interpret, and represent other actors' interests, often aligning 
them with their own goals. In healthcare, translation occurs 
when patient experiences become diagnostic categories, 
when research findings become clinical protocols, or when 
administrative priorities shape clinical workflow [5].

Inscription: The way values, interests, and assumptions 
become embedded in material objects or procedures. Medical 
technologies, documentation systems, and institutional 
architectures all contain inscribed values that shape practice in 
ways often invisible to participants [6].

Obligatory Passage Points: The nodes in a network through 
which all interactions must pass. In healthcare, these include 
diagnostic technologies, electronic health records, insurance 
authorization processes, and specialist referral systems that 
control and channel the flow of patients, information, and 
resources [7].

Mediators vs. Intermediaries: Latour distinguishes 
between intermediaries, which transport meaning without 
transformation, and mediators, which transform, distort, and 
modify meaning. Healthcare systems often treat technologies, 
protocols, and even providers as mere intermediaries when they 
actually function as powerful mediators that fundamentally 
alter how care is experienced and delivered [8].

Lloyd, John Uri & Curtis Gates Lloyd [1884] Plate XXIII. A fresh 
rhizome of Cimicifuga racemosa. In Drugs and Medicines of 
North America. Cincinnati: Lloyd & Lloyd.
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The Network Constitution of Medical Authority
Traditional analyses of medical authority focus on physician 
expertise, institutional credentials, or regulatory power. An ANT 
perspective reveals how medical authority actually emerges 
through complex networks of association rather than residing 
in individual actors [9]. A physician's authority derives not 
simply from knowledge or credentials but from connections to 
diagnostic technologies, evidence databases, pharmaceutical 
options, institutional affiliations, and regulatory frameworks.

This network-based understanding helps explain why 
physicians' clinical judgments are increasingly constrained 
despite their nominal authority. As insurance protocols, clinical 
guidelines, electronic health records, and administrative 
metrics become obligatory passage points in healthcare 
networks, authority becomes distributed across these actors 
rather than concentrated in clinicians [10]. This redistribution 
often occurs without explicit acknowledgment, creating 
tensions and contradictions in healthcare delivery.

Healthcare technologies are typically portrayed as neutral 
tools that extend physician capabilities. ANT reveals how these 
technologies actively reshape the practice of medicine, often in 
ways unintended by their designers [11]. Imaging technologies 
don't simply reveal pre-existing conditions but actively 
constitute what counts as pathology. Electronic health records 
don't merely document care but transform clinical workflows 
and prioritize certain types of information over others.

Particularly important is how technologies mediate the 
physician-patient relationship, often inserting themselves as 
obligatory passage points in clinical encounters. The computer 
screen that demands attention, the algorithm that guides 
treatment decisions, and the documentation requirements 
that structure interactions all become active participants that 
shape how care is experienced and delivered [12].

Physical Spaces as Actors
Healthcare facilities are typically designed from functional 
perspectives that focus on efficiency, safety, and technical 
capabilities. An ANT approach recognizes how these physical 
environments actively participate in care delivery by enabling 
certain interactions while constraining others [13] Hospital 
design influences not just workflow but power dynamics, 
professional identities, and patient experiences.

The seminal work of Foucault on the medical gaze and the 
panopticon finds new relevance through ANT's attention 
to how physical spaces create surveillance systems that 
regulate behavior [14]. Hospital layouts that prioritize provider 
convenience over patient privacy, central nursing stations that 
enable continual monitoring, and examination rooms designed 
for technical procedures rather than conversation all constitute 
a material infrastructure that shapes care independently of 
provider intentions.

The Passive Patient Problem
In conventional healthcare structures, patients are paradoxically 
central yet passive. They are the nominal focus of care but are 
positioned primarily as recipients rather than participants [15]. 
Their bodies become objects of medical intervention, their 
experiences are translated into standardized data points, and 
their knowledge is frequently subordinated to professional 
expertise.

ANT offers a radical reframing by positioning patients as actors 
whose agency matters in healthcare networks, even when 
that agency is constrained or channeled through obligatory 
passage points controlled by other actors [16]. Patients 
forge connections with providers, technologies, information 
sources, and other patients, forming alternative networks that 
sometimes align with and sometimes challenge institutional 
structures.

Patient experiential knowledge is typically treated as subjective 
data to be interpreted through professional expertise rather 
than as valid knowledge in its own right. ANT's epistemological 
pluralism challenges this hierarchy by recognizing multiple 
forms of knowledge as legitimate actors in healthcare networks 
[17].

When patients report symptoms, track their own conditions, 
research treatment options, or connect with patient 
communities, they are actively producing knowledge that 
shapes healthcare networks. This knowledge doesn't simply 
complement professional expertise but sometimes challenges, 
redirects, or transforms it through processes of translation and 
alignment [18].

Chronic illness management provides a particularly clear 
illustration of how patients become network builders rather 
than passive recipients of care. Living successfully with 
chronic conditions requires patients to coordinate diverse 
actors medications, monitoring devices, dietary practices, 
activity routines, support systems, and multiple providers into 
functional networks oriented toward health goals that may 
differ from conventional medical objectives [19].

These patient-centered networks often exist alongside but 
distinct from institutional healthcare networks, creating 
tensions and misalignments when they intersect during 
episodic clinical encounters. The failure of healthcare systems 
to recognize and work with these patient-built networks 
contributes significantly to poor outcomes in chronic disease 
management [20].
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Vertical Authority Structures
Healthcare organizations typically operate through hierarchical 
structures that position physicians above nurses, specialists 
above generalists, and all clinicians above patients. These 
vertical arrangements are reinforced through licensing 
requirements, scope of practice regulations, differential 
compensation, and cultural norms that presume certain types of 
knowledge and expertise are inherently superior to others [21].

ANT challenges these hierarchies by revealing how effective 
care actually emerges through distributed networks rather 
than vertical chains of command. When a patient's condition 
improves, this results not from physician orders flowing 
downward but from successful alignments between diverse 
actors the pharmacist who identifies a potential drug 
interaction, the nurse who notices a subtle change in patient 
status, the family member who ensures treatment adherence, 
and the patient who accurately reports symptoms [22].

Traditional healthcare structures organize providers into 
professional silos with distinct identities, training pathways, 
and scopes of practice. While ostensibly designed for efficiency 
and quality, these divisions frequently fragment care networks, 
creating boundaries that information and coordination must 
cross, often imperfectly [23].

ANT's focus on tracing associations reveals how these 

professional boundaries function as network disruptions rather 
than natural divisions. The challenge of "interprofessional 
practice" exists precisely because healthcare organizations 
create and maintain these boundaries through credentialing 
processes, physical separations, documentation systems, 
and cultural norms that inhibit network formation across 
professional categories [24].

Alternative Organizational Models
Several emerging healthcare models implicitly incorporate 
network principles even without explicit reference to ANT. 
Patient-centered medical homes, integrated practice units, 
and interdisciplinary care teams all attempt to create more 
functional networks by aligning diverse actors around patient 
needs rather than professional hierarchies [25].

These approaches succeed to the extent that they recognize and 
work with the actual network constitution of healthcare rather 
than imposing idealized hierarchical structures. However, they 
often remain constrained by broader regulatory, payment, and 
cultural systems that continue to reinforce vertical authority 
relationships and professional silos [26].

The Evidence-Based Medicine Paradigm
Evidence-based medicine (EBM) has become a dominant 
paradigm that positions research-derived protocols and 
guidelines as privileged actors in healthcare networks. While 
ostensibly aimed at improving quality through standardization, 
EBM often functions as a mechanism for constraining 
clinical judgment and replacing situated, relational care with 
algorithmic decision-making [27].

An ANT analysis reveals how EBM operates through translations 
that transform the messy, context-dependent realities of both 
research and clinical practice into standardized protocols. These 
translations necessarily involve simplifications, exclusions, 
and compromises that are rarely acknowledged in the final 
guidelines presented as objective science [28].

Clinical protocols increasingly function as obligatory passage 
points that all care must flow through, regardless of individual 
circumstances. These protocols are typically created through 
processes that privilege certain actors (researchers, specialists, 
administrators) while marginalizing others (frontline clinicians, 
patients, non-medical caregivers) [29].

Once established, protocols become powerful network 
actors that reshape clinical practice not simply by providing 
guidance but by connecting to documentation requirements, 
quality metrics, payment systems, and legal standards. These 
connections create networks of control that constrain provider 
and patient agency while presenting themselves as merely 
technical improvements [30].

Healthcare technology is typically presented through narratives 
of progress that position new devices, pharmaceuticals, and 
information systems as inherently beneficial advances. ANT 
challenges this technological determinism by revealing how 
technologies function within sociotechnical networks where 
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their effects depend on relationships with other actors rather 
than intrinsic qualities [31].

This perspective explains why identical technologies produce 
different outcomes in different settings the technology itself 
is only one actor in networks that include organizational 
cultures, economic incentives, professional identities, 
regulatory frameworks, and patient characteristics [32]. 
Successful technology implementation requires attention to 
these network relationships rather than focusing solely on the 
technology's technical capabilities.

Education for Network Awareness
Healthcare education remains predominantly focused on 
developing specialized expertise within professional silos, with 
limited attention to the network relationships that actually 
determine healthcare outcomes. Educational reform informed 
by ANT would emphasize how diverse forms of knowledge and 
expertise connect within care networks [33].

This would include explicit attention to non-human actors 
helping providers understand how technologies, physical 
environments, documentation systems, and organizational 
structures actively shape clinical practice. It would also 
emphasize the skills needed to build and maintain effective 
networks across professional boundaries and between clinical 
and community settings [34].

Institutional Design 
Healthcare facilities are typically designed around specialized 
departments, technical capabilities, and workflow efficiency. 
An ANT-informed approach would design clinical spaces as 
network infrastructure that facilitates connections between 
diverse actors rather than reinforcing separations [35].

This might include physical layouts that support interdisciplinary 
collaboration, technology systems designed to enhance rather 
than replace human relationships, and organizational structures 
that recognize and support patient-built care networks. Most 
fundamentally, it would involve designing healthcare spaces 
and systems that acknowledge the agency of all actors in the 
network rather than privileging professional convenience and 
technical efficiency [36].

Healthcare policy typically addresses distinct domains payment 
models, professional regulation, technology assessment, quality 
measurement without recognizing how these elements function 
together within healthcare networks. Effective policy reform 
requires understanding how regulations, payment systems, and 

quality measures act as network forces that shape behaviors and 
relationships in both intended and unintended ways [37].

Particularly important is recognizing how current policies 
often reinforce hierarchical structures by differentially valuing 
certain actors (physicians, pharmaceuticals, procedures) over 
others (non-physician providers, time-intensive counseling, 
relationship-building). Payment reforms that recognize and 
support effective network formation rather than privileging 
specific actors could fundamentally reshape healthcare 
delivery [38].

Conclusion
The application of Actor-Network Theory to healthcare reveals 
how current systems remain constrained by hierarchical 
frameworks that fail to acknowledge the distributed, relational 
nature of effective care. By recognizing how healthcare actually 
operates through complex networks of human and non-human 
actors, we can develop more realistic and effective approaches 
to healthcare delivery, education, and policy.

This network perspective doesn't eliminate the importance 
of expertise or specialized capabilities but rather repositions 
them within collaborative networks where different forms 
of knowledge and skill can connect productively rather than 
competing for dominance. It challenges us to create healthcare 
systems where authority emerges from successful network 
building rather than predetermined hierarchical positions.

Most fundamentally, an ANT-informed approach to healthcare 
recognizes that healing happens not through the isolated 
actions of powerful actors but through the successful alignment 
of diverse network participants—providers, patients, 
technologies, environments, and communities around shared 
goals. By designing healthcare systems that acknowledge and 
support these networks, we can move toward more effective, 
equitable, and humanistic models of care.
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Appendix
Integrating Latour's Actor-Network Theory with Non-
Conventional Healing Model

Characteristics:
•	 Vertical power structure with authority flowing downward
•	 Clear professional boundaries and role separation
•	 Knowledge organized by specialization
•	 Technologies and spaces as passive tools/contexts
•	 Patients primarily recipients of care decisions
•	 Linear care pathways and protocols

Figure 1: Comparison of Traditional Hierarchical Model versus Latour's 
Actor-Network Theory applied to healthcare delivery systems.

Characteristics
•	 Distributed network with multidirectional influences
•	 Blurred boundaries between professional roles
•	 Human and non-human actors with agency
•	 Technologies and spaces as active participants

•	 Patients as network builders and knowledge producers
•	 Care emerges from successful network alignment

The figure below integrates concepts from Bruno Latour's 
Actor-Network Theory with non-conventional healing 
paradigms, highlighting how both approaches challenge 
traditional hierarchical medical models.

Figure 2: This integrated model visualizes the transformation from 
traditional hierarchical healthcare (represented by the panopticon 
structure) toward a network-based healing approach that incorporates 
both Latourian actor-network principles and non-conventional healing 
paradigm. 

Network Connections: Key Integration Points:


