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Abstract
There is a lack of knowledge about the diagnostic process in medical
experts, and there is no clear consensus regarding its systematization
in practice, teaching and evaluation. For the medical expert, clinical
reasoning has become an ingrained form of thinking and is done
"without realizing". The diagnostic process is a mental operation
through which pathology is identified and the disease is evaluated. But
the diagnosis is made by medical expert in a similar way as of the
painter when he manages to highlight a figure on a background, when
recognizing the edges by contrast, and so, only by observing colour in
its context can you begin to understand its nature. For the family
doctor, the same problem takes different forms according to its
background. There are different diagnoses of the same symptom
according to contexts. The professional intuition is sometimes
marvellous and sometimes flawed. To map the boundary conditions
that separate true intuitive skill from overconfident and biased
impressions it should be based in the contextual evidence. The way to
arrive at objective decisions is to contextualize. The complexity of
family medicine lies in the contextualization of medical care in each
patient.
Keywords: Diagnosis; Family practice; Qualitative analysis; Clinical
competence; Context

Editorial
Clinical reasoning is an example of the scientific method and is
fundamental for the practice of family medicine. The analysis of how
diagnoses are made is currently influenced by statistical models and
information from large databases of electronic medical records [1].
Although during the last decades it has been a research topic and much
has been learned, however, there is still a lack of knowledge about the
diagnostic process in medical experts, and there is no clear consensus
regarding its systematization in practice, teaching and evaluation [2].
In addition, clinical reasoning is difficult to teach and learn. The
integration between scientific information, the patient's personal
circumstances and non-clinical parameters constitute what has
traditionally been termed "the art of medicine” [3].
“In the arid landscape the sky is the final arbiter”
Paul Bowles. Their Heads are Green and their Hands are Blue.
For the medical expert, clinical reasoning has become an ingrained
form of thinking and is done "without realizing", and he or she may
have difficulty explaining it. Thus, students may find it difficult to
understand, because in fact it is invisible and inaccessible to them.
Clinical decision making can be described as the answering to the
question: “What is the best thing for this patient at this time?” In
addition to incorporating clinical information, research evidence, and
patient preferences, the process requires considering contextual factors
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that are unique of each patient and relevant to their care [4]. Making a
clinical decision in the treatment of a specific patient requires
information on the clinical profile of the patient [5]. The family doctor
sees a patient in ten minutes, during which time a diagnosis is made
and treatment is performed. For a novice observer, such as a medical
student or a resident, this is incomprehensible, it's magic! It's like
pulling a rabbit out of the hat. So, we need to know the trick if we want
to be able to repeat it. How does the family doctor make these
diagnoses appear or disappear and how does he guess the thoughts of
the patient? The meaning of “art” or “clinical expertise” is associated
with the ability to manage the uncertainty of the problem. Trying to
negate the “old” concept of “clinical eye of the wise physician”
(subjective) to emphasize clinical epidemiology (objective) as the
unique approach is a mistake in the development of the family doctor.
The clinical emerges, that is, it is perceived by the clinician within a
theoretical framework that clarifies the reality. From that moment,
there are a number of clinical strategies to manage the uncertainty of
decision-making: the internal consistency of the doctor, congruence
with other stakeholders, the internal consistency of semiotics, and
temporal consistency. Each of these strategies has a number of clinical
techniques. From the paradigm of positivist science (quantitative,
objective) the clinician primarily uses clinical epidemiology and
evidence based medicine strategies to manage uncertainty. But many
other techniques are more frequently used. These techniques are the
“tricks of the magician” and they are qualitative techniques [6,7]. The
diagnostic process is a mental operation through which pathology is
identified and the disease is evaluated. The complexity of family
medicine lies in the contextualization of medical care in each patient
[8-11]. The family doctor works in an environment in which there is a
high prevalence of symptoms of malaise, but a low prevalence of
established disease and the disease episode is a part of the totality of a
landscape [11-13]. The diagnosis is made by a mechanism similar to
that of the painter when he manages to highlight a figure on a
background: "when recognizing the edges by contrast" [14]. Thus, the
same problem takes different forms according to its background;
different diagnoses according to contexts. This can be difficult to
understand.
Only by observing "colour in its context" can the painter and the
family doctor begin to understand the nature/the symptoms. From
here it could be conclude that colour is "unstable, and susceptible to
change" depending on its proximity to other colours. Therefore, there
is not a valid formula for interpretation of the meaning of symptoms
ant the diagnostic. A "colour" can acquire two different faces. The more
different the background colour is, the greater the influence on the
colour placed inside. Likewise, two completely different colours may
look like the same colour when interacting with the colours alongside
them. For the family doctor the diagnosis is made using a similar
mechanism. The diagnosis is intended to highlight a picture on a
background, “to recognize the contrast edges”. Thus, the same problem
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takes different forms depending on the background-different
diagnoses according to different contexts. Through to stand out a
picture on a background ("contextualize"). For the family doctor, it can
be seen that same health problem causes completely different effects
depending on the environment (personal, family, work, community,
and context). The family doctor has to put the symptom in context.
The symptom “depends” (and they should be valued) on its
environment. The professional intuition is sometimes marvellous and
sometimes flawed. To map the boundary conditions that separate true
intuitive skill from overconfident and biased impressions it should be
based in the contextual evidence. The way to arrive at objective
decisions is to contextualize [15]. For decision-making in family
medicine context is the final arbiter.
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