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A B S T R A C T

This paper explores the theoretical development of the “absent present,” as conceptualized by Michel Callon and 
John Law, within the context of healthcare practice and explicit attention for the agency of the non-material, 
specifically words, or the active silencing thereof. Based on fieldwork in international hospitals (2020–2024), 
I argue that healthcare professionals often downplay the significance of their diagnostic intuition in public 
discourse, driven by a desire to conform to narratives of evidence-based and rational practice. This tendency not 
only marginalizes a vital aspect of effective caregiving but also heightens the risk of healthcare being increasingly 
replaced by technology. In addition to employing Gofmans’ frontstage/backstage analogy, this article integrates 
two theoretical perspectives: Jeannette Pols’ concept of ‘radical relationality’ in healthcare, which emphasizes 
that all care is relational and context-dependent—shaped by people, technology, and language—and Michel 
Anteby’s insights into active silencing, which demonstrate that the deliberate omission of certain words or topics 
can serve as a productive relational practice. Building on Pols’ argument that framing experiences narratively 
influences conceptions of effective care, I extend the discussion to show that the omission of words and con
cepts—whether through silence or exclusion—also constitutes a form of relational practice. My analysis reveals 
that the words nurses choose to publicly describe their work, as well as the silences they maintain about specific 
topics, can inadvertently produce unintended and potentially problematic outcomes. Ultimately, the paper 
critically examines how public silencing of crucial aspects of healthcare professionals’ work can undermine the 
quality and effectiveness of healthcare delivery, and how recognizing the productive role of both visible and 
invisible aspects of relationality can offer deeper insights into the integration of human expertise and technology 
in healthcare.

1. Introduction

Digital technologies (DTs) have been important in healthcare orga
nizations since the 1990s, but over the last two decades, digital trans
formation in healthcare has gained significant traction, reshaping how 
care is delivered and changing the daily work of healthcare pro
fessionals, particularly nurses and clinicians (Mauro et al., 2024). With 
the advent of various digital tools and technologies, healthcare pro
viders are increasingly incorporating these innovations into their diag
nostic and decision-making processes (reference withheld for blind 
review, 2024). The increasing digitalization of healthcare has sparked 
significant debate surrounding the essential qualities that underpin 
effective medical practice. Which elements of human care can, or cannot 
be replaced by technology?

Literature from the field of Medical Anthropology demonstrates that 

professionals working in reproductive healthcare rely for a large part on 
intuition and improvisation to ultimately make decisions they deem 
appropriate for their patients (Davis-Floyd and Davis, 1996). Moreover, 
anthropologists have shown that the work of professional caretakers is 
characterized by constant ‘tinkering’ (Mol et al., 2010), a concept that 
describes the continuous, intuitive adaptation of practices of nurses in 
relation to the context, the moment, as well as to new technology 
introduced: professional caretakers often work with newly introduced 
technology in ways that do not align with the user manual or the 
intended use by the technology’s designers, but instead, work around it 
or creatively adapt to it (Ibid).

As I will show below, these conclusions resonate with my own 
findings, gathered over four years of fieldwork in seven different hos
pital settings with my team of PhD and Postdoc researchers. Throughout 
our fieldwork, which included interviews with over 100 physicians and 
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nurses as well as participatory and co-creative events with interlocutors 
and a diverse range of stakeholders (such as AI developers, hospital 
management, and other decision-makers), the important role of diag
nostic intuition in the daily work of healthcare professionals became 
abundantly clear. Diagnostic intuition refers to a quick, automatic, and 
often unconscious form of reasoning that significantly influences all 
clinical decision-making (Vanstone et al., 2019). However, most rele
vant for the aim of this paper: in the public realm, intuition remains a 
paradoxically underplayed facet of medical care. Diagnostic intuition 
has been described as an invaluable asset for healthcare professionals, 
significantly aiding in the formation of diagnostic hypotheses and 
evaluation of patient conditions, yet it remains underplayed by these 
same healthcare professionals (Vanstone et al., 2019).

McGilChrist (2021) points out that clinicians and nurses often refrain 
from discussing their use of intuition in public for several reasons. One 
primary concern is the fear of undermining their credibility; intuition 
can be perceived as unscientific or subjective, especially in a field that 
values evidence-based practice. Or perhaps, I should say: in a world that 
values evidence-based practice. Anthony Giddens and Michel Foucault 
explored the emphasis on evidence-based approaches and measurable 
outcomes in modern society. Giddens (1990) discussed how contem
porary societies increasingly rely on science and technology, high
lighting the growing trust in empirical data to guide decision-making. 
Foucault (1975) investigated the relationship between knowledge and 
power, examining how institutional practices, particularly in healthcare 
and mental health, depend on measurable outcomes and classifications. 
Together, their work illustrates the ongoing, societal shift towards 
prioritizing rationality and empirical evidence as foundational to au
thority and understanding in various fields.

As a result, present-day medical professionals may worry that dis
cussing intuition might lead to scepticism among peers or the public 
regarding their expertise. Additionally, there is a cultural bias in medi
cine and healthcare towards rationality and empirical evidence, which 
can make intuitive knowledge seem less legitimate. Franquemont con
firms that, ‘although research in nursing and medicine reflects that 
healthcare professionals use intuition in clinical settings, there is 
reluctance among professionals to discuss its use’ (Franquemont, 2006: 
1).

As an anthropologist aiming to document the lived realities of 
healthcare providers amidst the current transition to an ever-more 
digitized workspace, I have observed a similar, consistent tension in 
the discourse about diagnostic intuition. There is a striking disparity 
between the emphasis placed by interlocutors in interviews and during 
fieldwork on the significance of diagnostic intuition for their work, and 
their public disavowal of intuition in favour of the more dominant ’ev
idence-based’ discourse. Without any exception, interlocutors verbally 
stressed and practically showed the crucial role of diagnostic intuition 
during fieldwork and in private interviews. However, in more public- 
facing dialogues, professional caretakers sidelined, downplayed or 
even denied the role of intuition in their work, in favour of a narrative 
that projects an image of a purely analytical, ‘evidence based’ type of 
practice, and quantitative and methodical rigor. In the terminology of 
Erving Goffman’s dramaturgical analysis, the stark difference between 
public and private self-presentations could be described as follows: in 
the “frontstage,” healthcare professionals perform a polished, rational 
image of their work practice characterized by empirical evidence, 
quantitative data and formal protocols—essentially adhering to societal 
expectations for professionalism and accountability. Conversely, in the 
“backstage,” there exists a more authentic space where the complexities 
of their practice can emerge, allowing for honest discussions about the 
nuanced, often instinctual nature of care, including reliance on intui
tion. It is this tension that I focus on in this paper.

In addition to the frontstage/backstage analogy, I find it helpful in 
this article to combine two theoretical perspectives. I draw on Jeannette 
Pols’ concept of ‘radical relationality’ in healthcare to develop Michel 
Callon’s and John Law’s concept of ‘absent present’. Briefly, Pols argues 

that all care is relational, meaning that professional caregivers aim to 
provide good care in a contextual and relational manner: there is no 
normative standard for what constitutes ‘good’ care, but rather a situ
ational attempt to do good. The form of this attempt depends not only on 
the people involved but also—crucially for the analysis in this paper—on 
technology and language. How caregivers and patients frame their ex
periences narratively shapes their vision of what constitutes good care. 
Pols offers “an epistemological radicalization of relationality that in
cludes things, activities, words, and people” (2014: 176) as a theoretical 
tool to analyze care practices.

However, in the case of my research, I aim to go a step further than 
Pols or to make explicit what she implicitly suggests: if we accept that 
words and concepts are part of relationality, we can also argue that their 
omission—deliberate silence or the intentional exclusion of certain 
terms—also constitutes a form of relational practice. This idea was 
inspired by Michel Anteby’s (2013) work on active or productive 
silencing in a non-care context: he argues that by choosing not to 
articulate certain things, particular outcomes and practices become 
more plausible. In my analysis of the healthcare practices described in 
this paper, I will demonstrate that the words used by nurses to publicly 
describe their work, as well as the deliberate silences they maintain 
regarding specific topics, can inversely produce unintended and poten
tially problematic situations. Finally, the paper critically discusses the 
potentially devastating impact of publicly silencing a crucial aspect of 
healthcare professionals’ work on the quality of healthcare delivery.

2. Literature review

2.1. On the value of intuition

In "The Matter With Things," physician, neuroscientist and philoso
pher Ian McGilchrist (2021) discusses the role of intuition in clinical 
practice, particularly among clinicians and nurses. He emphasizes that 
intuition is often a critical component of their decision-making pro
cesses, allowing healthcare professionals to make quick and effective 
judgments in complex and uncertain situations. McGilchrist argues that 
this intuitive approach complements analytical reasoning, as it draws on 
the rich tapestry of experiences and observations that practitioners 
accumulate over time – this is the reason why senior nurses have ‘expert 
intuition’, while novices’ intuitive ideas are still much more fallible. 
Experienced nurses have not only accumulated knowledge but have also 
developed a sensitivity to subtle signals and patterns that present 
themselves in care situations. Consequently, even before all the symp
toms become fully apparent, an experienced nurse can intuitively sense 
that something is wrong with a patient, based on previous experiences 
and observations. This "intuitive knowledge" enables them to take swift 
action, which can be critical to patient outcomes.

Merleau-Ponty does not directly speak of intuition, but describes 
how our bodies memorize knowledge on the basis of experience, which 
is indispensable in our daily lives. He uses the concept of ‘habituation’ as 
a fundamental process in which our body and perception automatically 
and unconsciously adapt to and integrate with the world (Casey, 1984). 
It enables us to perform and perceive routines efficiently, and rather 
than limiting our experience, it deepens it by refining our sensory and 
motor habits. Habituation forms the bodily foundation of our perceptual 
engagement, intertwining our subjectivity and experience of the world 
with our corporeality and sensory routines. It is therefore not merely a 
mechanical process, but an essential way in which we continuously 
perceive and interact with our environment.

McGilchrist (2021), too, explains in his work how our subjective 
experiences result into bodily knowledge, and results in what is clinical 
intuition. Speaking about the realm of care, specifically, he underscores 
the value of intuition as a means of understanding patients holistically, 
suggesting that it facilitates a deeper connection between caregivers and 
those they serve. Overall, he advocates for recognizing and valuing 
intuitive knowledge alongside more traditional, analytical forms of 
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understanding in the field of healthcare.
These findings align well with the work of other scholars. Vanstone 

and colleagues (2019), whose analysis revealed four distinct categories 
of intuition, commonly utilized by caretakers: Sick/Not Sick, Something 
Not Right, Frame-shifting, and Abduction. Other studies underscore the 
critical role of intuition in clinical decision-making, highlighting how it 
can enhance the accuracy of diagnoses, especially when used in 
conjunction with analytical reasoning. For instance, a study involving 
family physicians revealed that many practitioners had substantial ex
periences with intuition in complex cases. Eighteen family physicians 
were interviewed about their experiences, which often involved gut 
feelings or insights that seemed at odds with rational, evidence-based 
practices. Utilizing the Critical Decision Method, the research uncov
ered three types of intuitive processes: gut feelings, recognitions, and 
insights. The findings illustrated that intuitive judgments are far more 
nuanced than mere first impressions and called for a deeper exploration 
of the conditions that foster accurate clinical intuitions (Woolley and 
Kostopoulou, 2013).

It must, of course, be emphasized that healthcare professionals do 
not rely solely on their intuition. That could lead to serious blindspots 
and mistakes, especially amongst novices – a problem I circle back to in 
the discussion of the paper. Rather, healthcare professionals employ a 
combination of diagnostic intuition and analytical decision-making, 
often cross-referencing with established guidelines, protocols and digi
tal information available to them.

A study exploring how novice clinicians navigate these different 
means of clinical decision-making found that while most participants 
primarily relied on analytical approaches, intuitive insights significantly 
improved diagnostic accuracy in familiar situations. However, the same 
intuition could hinder decision-making in new or unfamiliar cases (Price 
et al., 2016). According to the authors, the necessity for clinical edu
cators to help novice healthcare providers recognize the validity of their 
intuitive judgments and integrate both intuition and analysis into their 
practice effectively.

Further supporting the importance of intuitive judgment, a focus 
group study involving hospital specialists in the Netherlands and 
Belgium found that, despite initial scepticism, all participants 
acknowledged the significant role of intuition in their diagnostic 
reasoning. While they recognized its value, there was a consensus that 
intuition should serve as a complement to analytical reasoning, espe
cially in medicolegal contexts. This highlights the delicate balance 
healthcare professionals must strike when relying on intuition, as its 
non-rational perception can lead to mistrust. Nonetheless, the specialists 
agreed that practical experience is vital in developing a trusting rela
tionship with their intuition, indicating that while they employ intuitive 
elements, opinions about its value may vary compared to those of gen
eral practitioners (Van den Brink et al., 2019).

In summary, in alignment with the fieldwork findings presented in 
this paper, these studies collectively affirm that diagnostic intuition is an 
essential component of clinical practice. By integrating this under
standing with analytical reasoning, a more holistic approach to patient 
care can be created, bolstering the effectiveness and accuracy of clinical 
decision-making. However, as became clear through the presented vi
gnettes, the recognition of the importance of diagnostic intuition dis
solves in public settings, where my interlocutors readily exchange it for a 
narrative privileging rationality and quantifiable data. It is this silencing 
of diagnostic intuition that I will now turn to.

2.2. Absence presence and the productivity of silence

Michel Callon and John Law’s concept of the “absent present” was 
developed within the field of Science and Technology Studies (STS) to 
explore how actors and networks relate to objects and their absences in 
scientific and technological contexts. The concept challenges the tradi
tional binary view that something or someone is either physically pre
sent or absent. Instead, "absent present" captures the idea that presence 

can be maintained or constructed even when the actual object or person 
is not physically there. According to Callon and Law, elements that are 
seemingly absent can nonetheless shape understanding and action 
within networks (2004: 7). These absent actors and objects are often 
overlooked or rendered invisible, yet they play a vital role in guiding 
interactions and decisions. Sometimes, their absence can even have 
more influence on a network than those that are physically present, as 
their non-presence helps shape the dynamics and functioning of the 
system.

Another key point is that in this framework, presence and absence 
are not opposites but are intertwined through processes of circulation 
and transformation. These ideas form part of a broader theoretical in
quiry that questions the assumption that spatial and relational opposi
tions such as presence/absence or proximity/distance are fixed or 
oppositional (2004: 4). Callon and Law emphasize that these pairs 
should be understood as interconnected and fluid, highlighting pro
cesses of circulation, encounter, and relationality rather than static 
states. For analysis, this way of looking at the physical world is useful 
because it allows us to examine how presence has been constructed, 
maintained, or disrupted through circulation, technologies, and prac
tices that produce a sense of connection or influence across space and 
time. How are entities made present without physical co-presence, and 
how can this "absent presence" produce effects, influence perceptions, 
and shape social realities? Indeed, the concept of the absent/present 
enables researchers to recognize that absence can have agency—mean
ing that what is not physically there can still shape practices, percep
tions, and social relations (2004: 9, my Italics).

As elaborated below, the concept of ‘absence presence’ has been 
utilized by multiple scholars to discuss and analyze phenomena or ele
ments that, although not visible nor tangible, exert significant influence 
on social practices and structures. In all of their work, the absence 
presence calls attention to what is neglected, unrecognized or ignored, 
suggesting that exploring these hidden dynamics can enhance a schol
arly perspective on practice.

For example, Kevin Hetherington (2004), writing about the role of 
disposal within consumption, confirms that “[t]he absent can have just 
as much of an effect upon relations as recognisable forms of presence can 
have. Social relations are performed not only around what is there but 
sometimes also around the presence of what is not (…) Indeed the 
category of absence can have a significant presence in social relations 
and in material culture”(2004: 158). In another article that he 
co-authored with Monica Degen, the authors make that statement more 
concrete (in a rather eloquent manner), when writing that “[t]he smell 
of the brewery wafts across the town – only it closed down last year. The 
sound of absent voices, the sight of that which somehow remains unseen 
– the past speaking to us through the architecture (…)”. The authors 
refer to an older book (from 1993) by philosopher Mark C. Taylor, who 
argues that we are [always] in the presence of a not (Italics in original).

In 2018, Deniz Yonucu offered one example of this in an article 
where he examines the impact of Turkey’s anti-terror law through the 
case of ten young socialists from Istanbul who were arrested in 2007, 
highlighting the law’s pervasive and oppressive influence on marginal
ized groups including Kurds, socialists, Alevis, and non-Muslims. Con
trary to perceptions of lawlessness that supposedly characterizes Turkey, 
Yonucu posits that the law operates as an omnipresent – but hard to 
grasp, or seemingly absent - force that shapes the lives and fates of so- 
called internal enemies, reminiscent of Walter Benjamin’s parallels be
tween law and myth. The unpredictable and ambiguous nature of the 
anti-terror law imbues it with sovereign power that controls individual 
destinies, while the operations targeting marginalized activists signal a 
worrying trend of lawfare that has progressively expanded from the 
urban margins to the national center in Turkey.

In the above analyses, the authors primarily focus - like Law and 
Callon did in their writings—on the material world: on technology, 
objects, tangible things in physical space such as written laws, buildings, 
or waste. In this paper, I extend their theory to explicitely include non- 
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material elements, as I wish to shed more light on the fact that narra
tives, words, and concepts can also “shape understanding and action 
within networks” (Callon and Law, 2004: 7).

Jeannette Pols advocates an approach that emphasizes how care
takers attempt to deliver effective and humane care through what she 
calls a ‘radical relationality.’ In her own words, “this means that things, 
activities, and words are added to the study of relations between peo
ple,” and that “we can analyze the identities of things and words as well 
as people as the outcome of the way they establish relations in particular 
practices” (Pols, 2014: 176). Like Callon and Law, she recognizes the 
fluid, relational ways in which elements interact, but Pols explicitly 
incorporates non-material elements— namely, words and the ideas they 
express —into the framework. She considers this important because her 
ethnographic work on care practices in a digitalizing context clearly 
demonstrated that nurses and patients mutually establish relations both 
among themselves and with the technologies they use, and that words 
are employed to frame these relations and the issues they address. These 
activities of establishing and framing relations are oriented towards 
something considered “good”—namely, effective care (Pols, 2014: 176).

In both her current and earlier work, Pols provides concrete exam
ples of how these networks of people, technology, and words are 
interconnected and what the outcomes are for nursing care (see Pols, 
2009; Pols, 2015). For instance, by framing a disease in a particular way, 
involved parties seek specific forms of care, which can also exclude 
others. For example, people with COPD often actively looked for tips 
from experts and others suffering from the same condition, using vid
eocalls to exchange information and support. They employed the tech
nology to obtain knowledge and assistance. Conversely, patients with 
heart conditions encountered Telecare, where nurses monitored medical 
data remotely. According to the nurses, the telecare could be used by 
patients to obtain support or advice from them. However, in this case, 
patients did not seek information from the nurse through the available 
technology, firstly because they did not want to bother busy nurses, and 
secondly because they expressed the belief that their own bodies already 
provided sufficient data about their condition for the day, allowing them 
to manage without intervention. However, at the same time, they trus
ted that the nurse could intervene if the measured data indicated 
something serious. Pols concludes that the technology, and people’s 
ways to speak about what it was supposed to do, shifted or dispersed 
responsibility for acute care moments.

In both examples, the words used by nurses and patients—how they 
view illness, their roles, and responsibilities—play a significant role in 
shaping the specific care outcomes. As I will show in my analysis, certain 
ways of speaking about nursing work also play a crucial role in my case 
study. During the frontstage interactions, individuals openly discussed 
the importance of intuition in daily practice, and this was also observ
able during hospital observations. However, in the backstage, the 
impact of intuition was dismissed, and a narrative emphasizing 
evidence-based practice prevailed, creating an idealized notion of what 
constitutes good care.

Moreover, I will argue that actively not using certain words can also 
influence current caregiving practices. Implicitly, Pols suggests this as 
well: by stating that a particular framing leads to specific outcomes, she 
implies that every framing excludes other narratives, which in turn leads 
to different results. In my case, I focus more explicitly on the active and 
deliberate silence about certain information in specific contexts. To 
analyze this aspect thoroughly, I draw inspiration from a non-care 
context—namely, a book by Michel Anteby (2013). Although he never 
explicitly references the concept of the absent-present, and it is unclear 
whether he is aware of the work of Callon and Law, his study serves as an 
inspirational example of how absent words, or active silencing, can in
fluence individuals and their practices.

Anteby, a scholar and teacher at a prominent business school, ex
plores how the institution’s approach to ethics is not overtly prescriptive 
but rather fosters an indirect learning environment. Students are never 
explicitly told what to believe or how to engage with ethical questions; 

instead, together with their professors they learn to navigate ambiguity 
and silences in classroom discussions. This lack of direct instruction is 
understood by the author as a way to empower students to discover their 
own moral compass without feeling they are being directed by their 
instructors. Interestingly, professors, too, are being guided in indirect 
ways. Multiple well-established processes are designed to teach lecturers 
how to deliver effective courses without requesting they adhere to 
specific manuals or rules. These tacit processes help ensure that suc
cessful teaching methods can be replicated without mandating explicit 
conclusions or perspectives in the classroom. Faculty discussions often 
address pedagogical content, but drawing specific normative conclu
sions is deliberately avoided. For instance, when a push for a specific 
ethics course arose, the administration resisted, preferring to maintain a 
teaching style that emphasizes exploration over preaching. Anteby 
concludes that this silence surrounding norms and practices encourages 
faculty to guide discussions without imposing overt moral directives. He 
thus shows how vocal silence in educational practices allows for the 
development of individual moral understanding, and for grappling with 
unarticulated aspects of tacit rules.

In my own framing of his text, I would say that the silence described 
by Anteby possesses an inherent productive quality rooted in its non- 
existence. It transcends a mere void in materiality or an absence that 
students and lecturers find challenging to comprehend. Instead, this 
silence functions as a productive space where specific practices can be 
cultivated and new possibilities can be generated. The remainder of this 
paper follows that thread, by applying it to the realm of healthcare.

3. Methods

This research employed a qualitative approach within the framework 
of an ongoing international project focused on the digitization of 
healthcare. Fieldwork and interviews were conducted between 2023 
and 2025 across seven different countries; this paper focuses mainly on 
the Netherlands. In the Dutch context, the use of AI and advanced 
technologies in clinical practice has increased over the past few years, 
particularly in academic and large hospitals. AI is being used for image 
analysis, diagnostics, and supporting treatment decisions, and its use is 
becoming more normalized in the daily work of healthcare pro
fessionals. The overarching aim was to explore how professional care
givers increasingly collaborate with non-human entities, particularly AI 
and algorithms, and to assess the impacts of this collaboration on their 
daily work and the healthcare system at large. This approach enabled an 
in-depth understanding of how technology and healthcare practices 
shape each other, assessing both individual (for professional caretakers) 
and systemic effects.

All in all, 100 professional caretakers – clinicians and nurses working 
in secondary care – participated. Participants were recruited from a 
variety of public hospitals, encompassing specialties such as nursing, 
dermatology, radiology, and cardiology; we selected interlocutors on 
the basis of their experience with working with AI in their daily work
practice. This diverse sample provided a holistic view of the healthcare 
landscape, allowing us to capture varying experiences and practices 
surrounding AI usage. Interviews were almost always held in person (3 
exceptions over Zoom) and lasted 1–2 h; we followed a semi-structured 
in-depth interview style, and transcribed all interviews to be stored on 
ResearchDrive and analysed via Atlas.ti.

In addition to interviews, ethnographic fieldwork involving obser
vation in secondary care settings was a key component of the research. 
We observed interactions between healthcare professionals and tech
nology, including how radiologists utilized medical imaging devices and 
how doctors and nurses administered patient assessments and treat
ments. Observations took place in caretaker’s work spaces such as 
hospital corridors and staffrooms; in several hospitals we were allowed 
to ‘shadow work’ clinicians and nurses, allowing us to follow them from 
bed to bed, patient to patient, computer room to canteen. This immer
sive approach provided rich contextual insights into the daily workings 
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of healthcare practitioners in busy hospital environments. Our obser
vations highlighted the challenges faced by professionals who often 
contend with packed schedules and high patient volumes.

A total of approximately 30 professional caregivers, with interna
tional backgrounds, participated in the group discussion of which I write 
in this paper. For the theatre production – also further described in this 
paper – 25 research participants contributed, all coming from the 
Netherlands (where the theatre was staged).

Data analysis was conducted using thematic analysis, where tran
scribed interviews and observational notes were coded to identify 
recurring themes. This process involved collaborative discussions within 
the research team (we met, online, each week, during the 8 months of 
fieldwork) to ensure diverse perspectives were integrated at each stage 
of analysis.

Ethical approval for the study was granted by the [name of funding 
agency withheld for blind review purposes] as well as by the [idem, host 
institute of the author]. Informed consent was obtained from all par
ticipants, either verbal and recorded on audio, or written. Confidenti
ality and anonymity were prioritized through secure data storage and 
participant plus hospital anonymization.

The research team, comprised of the Principal Investigator, two PhDs 
and a postdoctoral researcher with backgrounds in anthropology and 
digital geography, emphasized a reflexive approach throughout the 
study to mitigate biases and recognize power dynamics in participant 
narratives, with the aim to foster sensitivity and nuance in our 
interactions.

Data collected during this research will not be made publicly avail
able due to confidentiality concerns, but summaries of findings can be 
provided upon request. Unlike some studies that employ AI tools for data 
management or analysis, our approach relied solely on traditional 
qualitative methods, ensuring that human interpretation remained 
central to engaging with participant perspectives.

3.1. Frontstage and backstage observations: from intuitive to evidence- 
based practice

While accompanying professional caretakers on workdays as part of 
our participant observation, the clinicians and nurses we followed 
frequently employed terms such as ‘intuitive knowledge’, ‘just knowing 
that something is off’, and ’fingerspitzengefühl’ or, in Dutch, ‘pluis/ 
nietpluisgevoel’ to articulate the embodied experiences that inform their 
clinical decisions. When asked why they made certain decisions during 
their work practice, interlocutors explained the crucial role of clinical 
experience in fostering a reliable intuitive sense, which can then inform 
more structured analytical reasoning when evaluating medical 
evidence.

Not only did they consistently mention the importance of diagnostic 
intuition; they also showed how they used it in practice. They would, for 
example, look at the blood values of a patient on an iPad attached to the 
hospital bed, and then utter that ‘this cannot be right’, thereafter 
explaining that the patient looked rather pale or ‘felt weak’– probably 
the blood test needed to be redone, maybe it had been done before a 
specific medicine was added or right after the patient ate their meal, 
which could have influenced the statistics? Or they would physically 
show – an arm stretching from the chair on which they sat to a nearby 
curtain - how close to their patients they had set up their resting place or 
portable office: “We only have to open the curtain that hangs in between 
them and us, which we do every few minutes, it’s a habit; and then you 
can look them in the eye. Sometimes you just know a person needs that 
extra check, I can’t really explain how we know that but we know. Or we 
hear their breath – sometimes you don’t even hear anything and still, 
your gut tells you have to go to the bed, something is off here.”

But such statements could not be heard in less private occasions. A 
significant aspect of my work is co-creation and participation with in
terlocutors. In this multi-year project, this involved organizing various 
roundtable discussions and workshops where I collaborated with nurses 

and physicians to reflect on the (technological) changes in their work 
and the future of healthcare. Additionally, a theater piece toured the 
country where I live and work, often staged in hospitals or at healthcare 
conferences. I had contributed to this piece (which was written by 
professional theater producers) alongside the interlocutors; it served as a 
conversation starter about the digitalization of healthcare and the 
ethical dilemmas that arise from it. Following these performances, a 
public Q&A session typically took place, featuring the participation of 
both me and several of my interlocutors to engage in discussions. 
Finally, I regularly participated as a speaker in various online and offline 
events organized by healthcare professionals I had met during my 
research. I was invited to give a lecture about the research, with a spe
cific request to share findings from the field with a broader audience. 
Below, I provide two brief examples from such events, where the 
contrast between what nurses and physicians communicate frontstage 
and backstage regarding their work became strikingly clear. Following 
these examples, I will reflect on the reason for, and the potential impact 
of these differences.

3.1.1. Vignette 1: an online lecture (February 2025)
Approximately 40 people are listening in during this online meeting 

organized by a group of applied researchers in healthcare. A quick 
introduction in the chat reveals that many of the attendees are nurses, 
many of whom also conduct research in their own hospitals or through 
partnerships with medical universities. I am pleased to see this—much 
of this research is about them, after all, and I recognize several faces 
from interviews. The other attendants are scholars, hospital manage
ment, and a few politicians. For the first 30 min of my presentation, the 
attending nurses seem satisfied with my presentation. I notice heads 
nodding vigorously in the small boxes on my screen, and several times, 
emojis of clapping hands or hearts indicate their appreciation for the 
lecture. I get a strong sense that what I’m saying resonates with them: 
the time pressure in daily work, the challenges of working with new 
technology, the increasingly burdensome (digital) bureaucracy, and 
concerns about a diminishing healthcare system. However, something 
goes awry during my final PowerPoint slide. I mention the value of 
intuition as it has been repeatedly emphasized in my field, using it as an 
example of why AI cannot simply replace human work. This statement 
does not sit well. Someone writes in the chat, "Now it sounds like we’re 
working on intuition, when in reality we don’t do anything without 
reason; we measure everything." This comment receives applause; I 
count that12 people react with thumbs up or send hearts and clapping 
hands. Immediately after the lecture, there is an opportunity for ques
tions, and several attendees take the chance to address my remark. 
"Regarding what you said about intuition," says a head nurse whom I 
recognize from fieldwork and who told me a story of how she used her 
whole body, which, in her own words, memorized the most valuable 
knowledge a nurse needs, to diagnose patients, "we’re trying to make it 
clear that we work evidence-based." Multiple attendees agree with her: 
"I always tell new nurses to never make a decision without first looking 
at the statistics, or what the AI is suggesting. If they would go with their 
intuition, as you suggest, it won’t be long until they kill their first 
patient!”

3.1.2. Vignette 2: a Q&A round after the theater play (March 2025)
I am seated on a high stage in a large auditorium, half-blinded by the 

bright spotlight shining directly into my eyes. Next to me sits a senior 
physician I know from the field, and beside him is the actress who just 
performed the theater piece. In front of us, approximately 100 people 
are seated in the audience, all of whom work in healthcare. I know that 
among them are several interlocutors who contributed to the input for 
this theater piece; they have enthusiastically whatsapped or Emailed me 
that they would be there. The script was written based on their concerns 
and ideas shared during interviews. Other people in the audience are 
managers in the medical field, representatives of care-organizations, and 
other stakeholders. In the performance they just viewed, they saw a 
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doctor who is being sued because the AI she works with made an error 
that she should have caught. She explains that she didn’t identify the 
mistake for several reasons: since the introduction of AI, the hospital 
administration has expected her to treat more patients than before. 
Consequently, rather than reducing her workload as hoped, the tech
nological support has made her busier. Furthermore, algorithms are 
difficult to grasp if you’re not an AI developer (and even then, one could 
argue this, with the more complex systems now increasingly utilized). 
The ’digital literacy’ courses she is required to take often hold her 
attention only partially, and often, she admits, she simultaneously 
completes bureaucratic digital forms for her patients. She has neither the 
time nor the mental bandwidth for attending all these new courses 
during her already hectic days. All of these reasons were articulated by 
my interlocutors, just as the more implicit remarks in the piece that 
address the value of humanity, and humane skills, in the medical 
profession.

Now, the moderator asks questions regarding this topic. "What do we 
lose when we automate too much in healthcare?" he asks, first directing 
the question to me and then to the people beside me on stage. I mention 
intuition, explaining that many participants in my research rely on it 
alongside other forms of analysis and diagnosis. I conclude my brief 
argument with something the physician sitting next to me mentioned 
during an interview, a year or so ago: many doctors believe they can 
sense whether their patient is seriously ill or not. "How that works, no 
one knows for sure, but it works—I have stories of patients who were 
saved because of it. It must have something to do with intuition, and that 
is so important for our profession," I noted in my interview transcripts. 
However, this time he does not repeat those words. On the contrary, he 
says, to my surprise: “Oh, yes, those are just old-fashioned stories about 
how doctors supposedly work, which do circulate. But the reality is, of 
course, that we base our diagnoses on evidence-based practice: we look 
at the numbers, we let the computer measure for us, and then we think 
rationally about what might be happening. It’s an analytical way of 
collaborating with the computer, partly based on what we know from 
medical literature and partly on what we have discovered more recently 
through measurements and technology.

There were eight other public events from which I could have 
distilled similar vignettes. Each time, I felt startled; sometimes I felt 
almost as if I were reprimanded, as if I had said something that perhaps 
should have remained between me and my interlocutors. Had I betrayed 
their trust, or had I completely misunderstood them in the field? How
ever, in hindsight, when I shared my concerns with my interlocutors, 
they always reassured me: I had indeed understood them correctly, and 
no one held it against me for bringing up intuition. "Of course, intuition 
is essential to our profession; it is what makes a good medic, we all know 
that," was usually the essence of their reply. Nevertheless, they always 
immediately added a justification for their public denial of the value of 
intuition: "Otherwise, people will think that we make important de
cisions based solely on a vague feeling," said the head nurse, adding that 
she, too, found it unclear how intuition actually works; she just knew for 
certain that it did. "It’s not good for public trust in the medical field if 
people hear about the intuitive aspects of it," said the doctor. In the past, 
when he was training and started working as a resident, that was more 
acceptable, but nowadays, "everyone wants everything to be measurable 
and quantitatively explainable. You can’t get away with less any
more—neither with the patient’s family, the patient himself, nor espe
cially with the hospital administration."

Other scholars, too, have emphasized in their studies the importance 
of the utilization of diagnostic intuition in the daily practice of nurses 
and clinicians. Emerging evidence from the medical realm suggests that 
diagnostic intuition is a common and valuable tool for healthcare pro
fessionals, assisting them in forming diagnostic hypotheses and assess
ing the severity of patient conditions – key studies are presented below 
in the literature discussion.

3.2. Analysis: Contextualizing the productive silencing of diagnostic 
intuition

Neuroscientist McGilChrist (2021) describes how, in the 1960s and 
1970s, academic psychology was heavily influenced by a drive to prove 
that human intuitive efforts to comprehend the world were fundamen
tally misguided. This period also saw the rise of the notion of the brain as 
a computer, functioning as a calculating machine that encodes, stores, 
and retrieves information from memory.

In this vein, David Sackett argued for evidence-based medical prac
tice in several books and tens of articles – all of them very well read in 
the medical field, and utilized in medical training (c.f. Sackett et al., 
2000). To be fair, both Sackett and the other important proponents 
never literally say in any of their writings that a human trait such as 
intuition must no longer play any role in caring practices. In fact, they 
don’t mention the word ‘intuition’ at all, but they do sometimes speak of 
clinical expertise, which, one could argue, could potentially include 
clinical intuition. Others do not again speak of either intuition or clinical 
expertise, but do mention that evidence-based medical practice should 
always involve more than just numbers and data and ‘may include more 
than one qualitative method, more than one quantitative method, or 
methods using both numerical and textual data, i.e. quantitative and 
qualitative’ (Shaw, 2015: 80).

Either way, the role of clinical intuition remains vague or implicit in 
debates around evidence-based medical practice, which is remarkable, 
considering that intuition is widely regarded in the literature as a crucial 
human trait for delivering effective care. It is therefore not surprising 
that in much of the writing on evidence-based medical practice, the role 
of intuition is entirely absent.

For example, Ingersoll writes about evidence-based nursing that it is 
‘the conscientious, explicit and judicious use of theory-derived, 
research-based information in making decisions about care delivery to 
individuals’, and observes that several schools of nursing have incor
porated the terms “evidence-based nursing” (EBN) or “evidence-based 
medicine” (EBM) into their mission and philosophy statements. More
over, some schools have revised the names of their research centers to 
reflect their increased focus on the outcomes of research. Lewis and 
Orland (2004) would regard such trend as something positive. They 
describe evidence-based medicine as a practice which ‘deemphasizes 
intuition, unsystematic clinical experience, and the use of pathophysi
ology as the foundation for making clinical decisions. Instead, EBM 
emphasizes the importance of the results of large clinical trials in 
formulating individual treatment strategies. The use of EBM also re
quires new skills on the part of the physician. These include frequent and 
efficient literature searches and the critical use of established rules of 
evidence for evaluating clinical literature (2004: S4). This skill is 
something that needs be ‘enforced’ upon medical staff, they argue 
(2004: S4). For the reader who finds that quite a harsh statement: the 
authors justify this claim by saying that it will ultimately lead to better 
healthcare: "The bottom line with EBM is that it provides the best doc
tors and the best medicine at the lowest cost, which means that con
sistency of care is maintained”(2004: S5).

In the context of these developments, it is not surprising that my 
interlocutors downplay the importance of intuition in their public dis
cussions about their work. They fulfill both medical and public func
tions; in their public role, they represent a profession that everyone 
encounters throughout life, often filled with immense emotions when 
things go wrong. They thus publicly emphasize their rational, data- 
driven approaches, even though – as described earlier in this article - 
behind the scenes, they acknowledge their reliance on intuition. They 
clearly realise that intuition is a valuable component of their work, and 
even more: when I would share the analysis presented in this paper with 
them, explaining that I believed that their public arguments in favour of 
the rational, stats-driven, evidence-based approach could potentially be 
detrimental to their own practice, and the quality of healthcare, all of 
them agreed, indicating, at the same time, that they felt trapped between 
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what they considered to be public expectations, and the realistic 
practice.

I thus propose to consider their public, active silencing of the value of 
diagnostic intuition – an absent present in public discussion - as more 
than something that is invisible but nevertheless impactful, as Callon 
and Law might have described it: as Ateby reminds, active silencing is 
itself creative and productive. Namely, it creates a space that allows for 
the potential replacement of human roles by technology, which, after 
all, operates on evidence-based practices devoid of intuitive 
understanding.

The argument I develop holds that, as healthcare providers navigate 
their roles as both caregivers and public figures, they inadvertently 
contribute to a narrative that risks framing their intricate, human 
expertise as mere data points. In other words: by actively silencing the 
value of diagnostic intuition in the public realm, they produce an image 
of their work in which their skills are replaceable by machines. The 
crafted differentiation between their frontstage and backstage presen
tation not only obscures the profound impact of diagnostic intuition but 
also facilitates the encroachment of artificial intelligence and other 
algorithmic decision-making, potentially laying the groundwork for 
human intuition to be increasingly supplanted by technology. Indeed, I 
argue that clinicians’ and nurses’ public silence about diagnostic intui
tion allows for justification of increased technological integration in 
healthcare – ironically, this is something that many of my interlocutors 
are deeply concerned about, as they fear it will take out the humane in 
patient care.

And rightly so, as there is quite a lot to critique about a narrative that 
presents a non-intuitive, so-called purely rational approach as superior 
to one in which intuition plays a significant role. First of all, evidence- 
based medicine itself is not without bias. While there is certainly 
merit in combining intuition with measurements and best practices 
learned from research, several scholars have critically examined the 
actual reliability of evidence-based practices. For instance, Carl Hene
gan, affiliated to the Center for Evidence Based Medicine at the Uni
versity of Oxford, together with Fiona Godlee, the current editor of the 
British Medical Journal, wrote critically about the practice of evidence- 
based research and how findings can be influenced by commercial in
terests and other external factors (Henegan and Godlee 2013). Evidence- 
Based Medicine (EBM) has faced scrutiny for its reliance on ‘evidence’ 
primarily derived from literature, prompting a growing emphasis on the 
integration of patient values and preferences through shared decision- 
making. Despite this criticism, EBM remains the prevailing model in 
the healthcare field, and in the way in which it is described and adopted, 
the unmeasurable role of intuition remains vague or unrecognized. Its 
significant impact on clinical practice includes establishing a robust 
scientific foundation for medical procedures, creating advanced frame
works for evaluating evidence, acknowledging the essential influence of 
patient values in the decision-making process, and refining the meth
odology for producing reliable recommendations (Djulbecovic and 
Gujatt 2017).

A similar argument can be made against the idea that automated 
procedures or technology are less prone to bias than humans. It is true 
that people have prejudices, and it is also fair to say that human doctors 
and nurses are subject to sleep deprivation, menstrual cycles, emotions, 
and other typical human states that can influence their diagnostic 
abilities. However, the notion that machines could somehow produce 
unbiased outcomes that flawed human beings cannot is, to say the least, 
naïve. A learning machine incorporates both the biases or imbalances 
built into the decision-making processes coded by human programmers, 
as well as those present in the data from which it learns. While it is a fact 
that intuition can lead us astray, this does not mean it is dangerously 
unreliable. Human beings can never completely avoid prejudice. As the 
philosopher Hans-Georg Gadamer argues, it is not our duty to be free of 
them but to be aware of them (Gadamer, 1976, 1989). Hence, while 
human beings are fallible (as are machines, in a different way), the false 
belief that we must transcend our humanity to approach some pure 

Truth, or infallible decision-making, is itself irrational and leads to a 
dangerously narrow sense of reason that misleads.

5. Conclusion

Diagnostic intuition refers to a quick, automatic, and often uncon
scious form of reasoning that plays a significant role in clinical decision- 
making. Emerging evidence suggests that intuition is a common and 
valuable tool for healthcare professionals, assisting them in forming 
diagnostic hypotheses and assessing the severity of patient conditions 
(Vanstone et al., 2019). It is, however, also known that professional 
caretakers tend to downplay or resist the value of diagnostic intuition in 
public discussions, in favour of a discourse that emphasizes 
evidence-based or seemingly more rational practice.

This paper confirms these findings by offering ethnographic findings 
and vignettes, based on longterm anthropological research in interna
tional research in different hospitals. It describes how professional 
caretakers try to navigate their recognition of the value of diagnostic 
intuition in their daily work, with the responsibility of projecting trust 
and authority to the outside world. While their choice to publicly align 
with the narrative of Evidence-Based Medicine and rigorous, quantita
tive method in ‘frontstage’ situations is understandable, I have argued 
that it comes with a significant drawback. By so explicitly 
denying—especially in the presence of administrators, policymakers, 
and other key decision-makers in the healthcare field—that diagnostic 
intuition plays an important role in delivering "good care," professional 
caretakers risk making themselves replaceable by machines, which, 
after all, do not operate on intuition and instead rely entirely on 
measurable, statistical patterns.

Although the scope of this paper does not allow for recommendations 
for medical practice, one logical suggestion would be to more explicitly 
integrate the important role of diagnostic intuition into texts about 
evidence-based medicine practices, so that the nature of evidence on 
which practice is based is widened, including both ‘numbers and data’ 
(Shaw, 2015: 80) and also aspects of clinical expertise that are hard to 
measure.

My main aim in this paper, however, has been to explore the public 
silencing of the value of diagnostic intuition through expanding Michel 
Callons’ and John Law’s concept of the absent present into the 
nonmaterial realm. Originally, this concept refers to materiality of 
practice. It helps analysts acknowledge certain objects and persons in a 
network or system even when they are not physically present, high
lighting how their significance and impact can still be felt and recog
nized within social or organizational dynamics. In my expansion of the 
concept, I consider narratives, and also the active silencing of specific 
words, as actors too. Expanding the absent/present concept with Jean
nette Pols’ ideas around ‘radical relationality’, allows words, ideas and 
concepts into the analyses of any network, or social reality. Further 
adding to my non-material analysis of the agentic role of what is said, 
this paper has shed light on things that were consciously not said, in 
specific situations. In what Gofman would call the front stage, research 
participants actively silenced the important role of intuition, while in 
the back stage, they did not, instead framing their work as being led by 
embodied experience. I have thus argued that the absent present of 
diagnostic intuition must be viewed not merely as something that can 
not be seen or touched but still has some sort of impact, but as something 
that is, precisely through its silence, productive; an idea for which I was 
inspired by Michel Anteby’s work on the values of silence in Business 
School Education.

By synthesizing the concepts of ‘absent present’, ‘radical relation
ality’ and Goffman’s frontstage/backstage framework, this paper illu
minated the reasons for, and impacts of, the differentiated private and 
public discourses surrounding healthcare intuition. It argued that the 
duality in these discourses contributes to the gradual erosion of human- 
centered care in favour of algorithmically driven models, with poten
tially profound implications for the future of caregiving. Recognizing the 
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productive quality of “absent presents” can serve as a catalyst for re- 
evaluating the value of intuitive practice in an increasingly digitalized 
healthcare environment, prompting a deeper exploration of what it 
means to deliver care.

This is an important task for future research, considering the fact that 
the role of digital technologies has significantly expanded over the past 
decades, quickly transforming care delivery and reshaping the daily 
responsibilities of healthcare professionals, especially nurses and clini
cians. As digital tools become more prevalent, providers are increasingly 
using these innovations in their diagnostic and decision-making pro
cesses (reference withheld for blind review, 2024). This digitalization 
has sparked important discussions about the qualities that contribute to 
effective medical practice and which aspects can or cannot be replaced 
by technology.

Eventually, this recognition demands a re-evaluation of our world
view, fostering a greater appreciation for the wisdom and insights that 
intuition and bodily experience provide in the caregiving process.
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