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The Logic of Care

What is good care? In this innovative and compelling book, Annemarie Mol
argues that good care has little to do with ‘patient choice’ and, therefore,
creating more opportunities for patient choice will not improve health care.

Although it is possible to treat people who seek professional help as cus-
tomers or citizens, Mol argues that this undermines ways of thinking and
acting crucial to health care. Illustrating the discussion with examples from
diabetes clinics and diabetes self care, the book presents the ‘logic of care’ in
a step by step contrast with the ‘logic of choice’. She concludes that good
care is not a matter of making well-argued individual choices but is some-
thing that grows out of collaborative and continuing attempts to attune
knowledge and technologies to diseased bodies and complex lives.

Mol does not criticise the practices she encountered in her field work as
messy or ad hoc, but makes explicit what it is that motivates them: an
intriguing combination of adaptability and perseverance. The Logic of Care:

Health and the problem of patient choice is crucial reading for all those inter-
ested in the theory and practice of care, including sociologists, anthropolo-
gists and health-care professionals. It will also speak to policymakers and
become a valuable source of inspiration for patient activists.

Annemarie Mol is Socrates Professor of Political Philosophy at the Uni-
versity of Twente, the Netherlands.
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Prologue

In this book I will contrast two ways of dealing with disease. One of these,
the logic of care, is the central topic of this book, while the other, the logic
of choice, forms its point of contrast. But let me begin by telling some
stories. These could be presented either as personal experiences or as ethno-
graphic observations, the difference is not really relevant. Together they
index the events that led me to write this book, and they provide a first
sense of the concerns that lie behind it.

Story one. It is the early 1980s. On Dutch television a discussion on in
vitro fertilisation is about to be broadcast. As a young feminist scholar,
studying biomedicine and its techniques, I sit down to watch how the
promises and problems of IVF will be staged. No doubt there will be talk
about much loved babies. But what about the impressive quantities of hor-
mones that are injected into women in the course of this intervention? Will
anyone mention the way that these women’s lives are ordered around ovula-
tion and egg-harvesting for months on end? Will the discussion dwell on the
fact that parental hope for a child ‘of their own’ is being fuelled, even
though in most cases it is never met? I realise that it is unlikely that any of
the guests will contrast the emotional and financial investment made in any
Western child with the fact that children in the rest of the world die in large
numbers of hunger and infectious diseases. Nor will anyone ask why organ-
ising good daycare facilities seems so much less urgent than making babies.
Yet I am curious.

After some preliminaries and explanations, the gynaecologist is asked to
speak. However, he almost immediately shifts this task to ‘the patient’. His

patient. There she is: a woman who will appeal to many – she could be a
professional herself, a feminist even, but also someone who gave up work
once she got married. Presenting herself both as suffering and proud, she
tells the audience that, yes, indeed, she has so far failed to get pregnant in
the usual way. She wants a child very badly. Therefore, whatever the pos-
sible risks or drawbacks she is undergoing IVF. It is, she says, her own



choice. At this point the camera shifts back to the gynaecologist. Who
would be so paternalistic, he says, as to deny this woman her choice? End of
discussion. As if it were a magic wand, the term ‘choice’ has ended the dis-
cussion. All the possible advantages and disadvantages of the treatment, all
its goods and bads, have been turned into private concerns. They are not to
be questioned. Interestingly, the gynaecologist’s words come straight out of
the abortion debate that had taken place in the Netherlands barely a decade
earlier. There it is, the term ‘paternalistic’, which evokes male arrogance;
‘her own’ that makes the woman sound courageous; and finally there is
‘choice’, the very act that turns a person into a subject. What to say? The
question of how to counter the magic of the term ‘choice’ has haunted me
ever since.

Story two. Ten years on. I’ve kept on researching and writing. Now, as a
supposedly neutral third party, I am invited to chair a discussion about choice

and patient autonomy between ethicists and psychiatrists. One of the ethicists
begins by presenting a case. Briefly: one morning a patient in an open ward of
a psychiatric hospital does not want to get up. Question: are you going to
allow him to stay in bed or not? (It is implied that ‘you’ are in the safe position
of the psychiatrist, who may offer others the freedom to choose, or not.
Somehow the ‘you’ of medical ethics is never a patient. But that is in paren-
theses.) Most of the ethicists in the meeting think the case is easy. A person
who stays in bed does not harm anyone else. It is the pivotal liberal principle
that people are allowed to make their own choices so long as they do not harm
others. Let him be, this man, let him make his own choice. One ethicist sees a
problem however. What if the person in question is incapable of functioning
as a subject of choice, what if he – he’s a patient after all – is insane? A discus-
sion about madness ensues. Is a patient in a psychiatric hospital always ‘mad’
and incapable of making choices? Or is this only the case if he happens to be
psychotic, acutely depressed or otherwise overwhelmed by disease? The ques-
tion of autonomy gets linked up with that of psychiatric diagnosis. Thus the
ethicists seem to silence themselves. For when it comes to diagnosis, the psy-
chiatrists are the experts.

However, the psychiatrists present do not seem too worried about diag-
nosis. They have other concerns. One of them says that, since life in a hos-
pital ward is communal, people have to adapt to shared rules. In a family, he
says, you also have to join in for breakfast. Such routines make for a better
daily life. Another psychiatrist stresses that people admitted to a psychiatric
hospital often have to learn to make choices: this is a part of their treatment.
So whether this particular patient is up to being confronted with the negat-
ive consequences of making a bad choice (no breakfast, no daytime activ-
ities) or should be encouraged to get up as a way of protecting him, depends
on the stage of his treatment. Further responses go off in other directions.
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One of them is striking. The retired Professor of Psychotherapy says: it is all
a question of money. He reproaches the ethicist who has presented the case
for leaving out the institutional context. A dilemma like this, he says, only
arises when there are not enough staff: ‘On a ward with enough staff, I’d
send a nurse to sit next to the patient’s bed and ask why he does not want to
get up. Maybe his wife is not coming for a visit that afternoon. Maybe he
feels awful and fears he will never be released from hospital. Take time for
him, let him talk.’ Someone who does not want to get up, says the psy-
chotherapist, needs care. Offering him the choice of staying in bed is as
much a way of neglecting him as is forcing him to get up.

This is helpful. Yes, there is not only a contrast between ‘choice’ and ‘no
choice’, but also between these two, united in a logic of choice, and an
altogether different alternative, that of care, something that contrasts with
neglect. Might it be possible, I wonder in the days, the years, that follow, to
find ways of articulating a logic of care?

Story three. It is still the early 1990s. I am pregnant and 36. A national
committee of experts in the Netherlands where I live has looked at the stat-
istics and suggested that pregnant women over 35 should have an amniocen-
tesis and thus the option of abortion should their foetus have Down’s
Syndrome. Given where I am (I have a healthy child and work that fascinates
me and it is difficult enough as it is to juggle between them) I follow the
advice. I take a day off and go to the hospital where I also happen to be
doing the field work for the book that I am working on at the time. It is
slightly strange to shift from the role of observer to that of patient. But I lie
down on the examination table and feel the ultrasound probe moving over
my belly. Still in my field-work habits, or just to break the silence, I say to
the nurse who is preparing the long needle that will be inserted into my
womb: ‘I hope it all goes okay.’ We both know that a small percentage of
women have a spontaneous abortion as a result of the procedure. The nurse
snaps back: ‘Well, it is your own choice.’

Back home I dutifully sit down on the couch, legs up, to reduce the
chance of the threatened spontaneous abortion. But I also start to make
notes for what turns out to be field work after all, albeit for some future
book. I wonder what the nurse might have said that would have fitted a logic
of care. ‘Let’s indeed hope it goes well’; or ‘Most of the time there’s no
problem’; or ‘Are you worried about it?’ She might have touched me in a
kind way. And she might even have used the moment to encourage me to
behave and say: ‘You may want to have a quiet afternoon, then.’ But instead
she illustrates beautifully how mobilising the logic of choice can lead to poor
care. It can shift the weight of everything that goes wrong onto the shoul-
ders of the patient-chooser.

Over the last twenty years, ‘choice’ and more particularly ‘patient
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choice’ has attracted ever more public attention. Its public appeal has
increased too. Over the same period I hit upon more and more reasons for
doubting it. Thus, when early in the new century ZON/Mw, the Nether-
lands Organisation for Health Research and Development, offered grants for
studies intended to ‘increase the possibilities for patient choice’, I wrote an
application. It stated that, if it is compared with ‘force’, then ‘choice’ is
more often than not a great good. But what about comparing it with ‘care’?
Is ‘care’ a soft form of ‘force’ or might something entirely different be going
on? I got the grant which made it possible to investigate a specific set of care
activities in more detail than provided in the examples above. I analysed
them again and again and then gradually wrote this book. It argues that,
indeed, in care practices something entirely different is going on. Care has a
logic of its own. The logic of care. How to talk about it?
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