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Panel 1. OVER-DIAGNOSIS, UNDER-DIAGNOSIS AND DIAGNOSTIC ERROR 

 

Assumption and Intuition 

  

One common epistemic confusion in medicine that can dangerously lead to diagnostic 

error is that between assumption and intuition.  

 A doctor inevitably makes starting assumptions about what dysfunction, 

accident or illness a set of symptoms may be presenting, and will use analytic and 

empirical tools to parse the starting assumptions. The principles of evidence-based 

medicine (EBM), of which we’ll be talking more about today, provide one such tool. 

But clinical assessment also relies on intuition, which, unlike assumptions whose 

premises can be parsed, works in a non-transparent way: it can be considered the 

“added-value” outcome of amassed knowledge and experience that amount to implicit 

shortcuts from observation to interpretation. The best doctors tend to be those whose 

intuitive capacity is high - in other words, their experience, sensitivity and 

attentiveness to the patient enable them to make any number of implicit shortcuts 

from observation to diagnosis, and “get it right”. Intuition in the clinical setting is a 

confidence in one’s ability to pick out the condition, bypassing evidence-based 

methods. However, a doctor knows not to rely on intuition alone. The intuition only 

provides a starting hypothesis, and subsequent examination and analysis can lead 

either to confirmation or to swift correction in case of error, whether slight or major 

the error. My claim here is that when assumption is mistaken for intuition, it may lead 

to grievous error because it is accompanied by a higher degree of confidence and a 

blindness to its actual nature, with accompanying biases. It is thus a case of epistemic 

vice when it is not recognised for what it is.  

 Assumptions in clinical settings can come in a variety of forms. Take a young 

woman who arrives in the ER with seizures, conscious but not responsive to cues. The 

hospital is in a poor suburb infested with drug use. The first assumption the ER doctor 

may make, based on statistical probability given social context, and thus on Bayesian 

induction, is that the seizures are probably drug-related. This contextually 

conditioned, starting hypothesis is then refuted by negative tests. There is much to be 

said for the availability of Bayesian induction as a basis for a starting assumption, but 

a case such as this, where the sense of mere probability has been replaced with 

intuitive certainty, can have nefarious consequences in that it may lead to a delay in 

setting up further tests to arrive at an accurate diagnosis of, in this case, a brain 

hemorrhage. The obverse story is also illustrative of the problem with plausible 

starting assumptions: the hospital is in a wealthy suburb, the patient is well dressed 

and put together. Neurologist Allan Ropper, in his book Reaching Down the Rabbit 

Hole: Extraordinary Journeys into the Human Brain, recounts precisely such a case, 

of a privileged young woman, sister of a colleague, who could “not possibly” be 

suffering from a heroin overdose, whereas it is later revealed that is exactly the case. 

Delay in treating her fortunately has no clinical consequences for the patient, but 

clinical time and resources have been wasted.  



 2 

 In both cases, however, the starting assumptions are actually structured as 

prejudices, where one assumes that the propensity of patients to certain behaviors will 

be a function of their living environment and associated social class. Another, more 

benign view of these assumptions would be that they integrate epidemiological data as 

a matter of course. But in any case, they are assumptions that begin with the 

person/patient, and determine further assumptions about what set of predictable 

ailments, given geographical and social contexts, the symptoms could possibly 

indicate. A reasonable supposition of malaria as cause of a fever in a patient returning, 

say, from India during monsoon season, also functions as a starting assumption, based 

wholly on epidemiological considerations, but this sort of assumption is not likely to 

be mistaken for intuition. Knowing the patient’s back story, including recent travels, 

is essential to diagnosis. 

 Assumptions about what symptoms and what possible ailments the doctor is 

looking at are based on the doctor’s clinical experience, and can cut both ways, 

towards accurate as well as erroneous diagnosis. Rarely occurring diseases are harder 

to pinpoint simply because of their rarity. Atul Gawande wrote in the New Yorker 

about such a case (the piece was reprinted in his Complications): a young woman 

presented with a blistered foot and a rapidly progressing rash up her leg. The signs 

indicated an easily treatable cellulitis, but he recognised it for what in fact it was, a 

rare disease called necrotizing fasciitis (“flesh-eating bacteria”), only because, luckily 

for this patient, just a few weeks before he had not been able to save a patient who 

presented with the same symptoms and which he had not identified in time, so rare is 

its occurrence. “Decisions in medicine”, Gawande writes, “are supposed to rest on 

concrete observations and hard evidence”. In this case, the probability that the woman 

was presenting with cellulitis was much higher than that she would be presenting with 

necrotizing fasciitis – 3 million cases-year vs. 1000 cases-year, “Yet”, he says, “here I 

was. I couldn’t help it. I was thinking it” - an intuition, then, that was partly 

conditioned by what he had seen so recently, and that he followed in the awareness 

that “in the absence of algorithms and evidence about what to do, you learn in 

medicine to make decisions by feel. You count on experience and judgment. And it is 

hard not to be troubled by this.” Gawande’s “hunch” about his patient was at least 

partly conditioned by his previous experience; he knew it; and he knew he could be 

wrong. Uncertainty is at the heart of medical practice, and entrains a lot of “arbitrary 

decision-making” that can lead to life-threatening error. Intuition makes room for 

uncertainty because it does not disguise itself as knowledge, whereas assumptions 

tend to take the form of biases of which one may not be aware.  

 Other starting assumptions refer back to the clinician’s speciality – a patient 

goes to see a dermatologist with an unremitting itch, and the doctor will assume a skin 

ailment, out of a combination of specialization and patient referral to that specialist, 

whereas in this case the symptom is pointing to Hodgkin’s lymphoma – an 

autobiographical story that the Italian director Nanni Moretti integrated in his 1993 

film Caro Diario. In other words, the medical profession is structured in such a way 

that the patients’ assumption about what is wrong can influence the kind of diagnosis 

available to them, in an unwitting transfer of assumptions from patient to doctor. A 

well trained, thoughtful specialist will be able to think beyond the organ system of his 

or her specialism. The more skilled the doctor, the more able he or she is able to pick 

out on signs that do not necessarily correspond to the patient’s self-report, or to the 

primary set of conditions that form the starting complaint, and to put these signs 

together to form a likely diagnosis. This is the sort of “detective”-like skill that 

fascinates viewers of Dr. House and such series, and which does rely a great deal on 
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intuition, mixed in with a useful dose of self-doubt. Intuition here works against 

explicit assumption.  

 There is no such thing as fool-proof medical care. In his first Reith lecture, in 

2014, Gawande talked about doctors’ “ineptitude” and “fallibility”, following 

MacIntyre and Gorovitz in their 1975 article, “Towards a theory of medical 

fallibility”, where they analysed the “necessary fallibility in respect to particulars”, of 

which doctors were taught to be wary in the belief that “error arises either from their 

or their colleagues’ ignorance or ineptitude”. Their argument was based on the thesis 

that “the Aristotelian inheritance of natural science, as a result of which natural 

science is defined so that is concerned exclusively with the knowledge of universals, 

blinds us to the existence of particulars as proper objects of knowledge”. Assumptions 

are made on a general basis. Intuition is about a particular case. It bypasses the error-

prone application of the general to the particular – is this patient a case of such and 

such – without which there would be no medicine to begin with. And even once the 

diagnosis is right, uncertainty can remain regarding the best procedure to follow in 

treatment. Knowledge is always limited and even where there is knowledge, its 

application is never straightforward: epistemic doubt must be built into medical 

practice. Here too, intuition can be a powerful tool, insofar as its outcome is kept in 

check by verification, whereas assumption about a right course of action, based on 

rules and guidelines, can produce an unwanted result without there being adequate 

preparation for this result. The confusion between intuition and assumption 

corresponds to a refusal of uncertainty – and that is an epistemic vice. 

 

 

Panel 3.  PROFESSIONAL VIRTUES AND VICES 

 

Calibrating Empathy 

 

One crucial component of clinical care is empathy, which, depending on its 

calibration, can be a professional virtue or a vice. 

 Empathy is here defined as the capacity for the doctor to understand the 

condition of the patient from the latter’s perspective, and not only as a medical case: 

its starting point is the recognition of the patient as such, not of the ailment affecting 

the patient as somehow separate from the affected person. It is the capacity, based on 

“emotional resonance”, for the doctor to see the patient as a person with feelings, 

anxieties, fears, suffering, and concerns, all aspects of their experience of illness. One 

can argue that the more a doctor is able to take into account this subjective experience 

of illness, the more effective a carer of the patient and hence of the patient’s condition 

he or she will be. An account of empathy as a necessary dimension of clinical practice 

is thus one that understands medicine as an art that cannot be reduced to the scientific 

research and available knowledge that informs transactional diagnosis, treatment and 

prognosis, and that takes into account the human, unquantifiable, qualitative 

dimensions of illness, treatment and care.  

 But on what basis can one determine that empathy is such a necessary 

component of medical practice? I want to argue that both an excess and an absence of 

empathy are epistemic vices that disable from medical efficacy, insofar as they detract 

from the appropriate understanding of the patient’s position with regard to their 

condition. The empathic stance has a strong component of emotional cognition which 

requires a balancing act to get right, but its accurate calibration is an aspect of clinical 

expertise, an acquired, properly deontological skill.  
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 Neurosurgeon Paul Kalanithi wrote a justly celebrated, posthumously 

published memoir, When Breath Becomes Air, as he was dying of cancer: at once 

doctor, patient, and doctor-as-patient, patient-as-doctor, the clear border never 

vanishing between the two but the one throwing light on the other. Early on, he 

describes himself as a young resident who, at one point, realises “I feared I was on the 

way to becoming Tolstoy’s stereotype of a doctor, preoccupied with empty formalism, 

focused on the rote treatment of disease – and utterly missing the larger human 

significance”. And he then writes of how he lifted himself out of that disconnection: 

“I feared I was losing sight of the singular importance of human relationships, not 

between patients and their families but between doctor and patient. Technical 

excellence was not enough. As a resident, my highest ideal was not saving lives – 

everyone dies eventually – but guiding a patient or family to an understanding of 

death or illness”.  

 The question is then - how does one become such a guide? Towards the end of 

the book, Kalanithi writes, as he knowingly is coming to the end of his far too brief 

life, “There we were, doctor and patient, in a relationship that sometimes carries a 

magisterial air and other times, like now, was no more, and no less, than two people 

huddled together, as one faces the abyss.     Doctors, it turns out, need hope, too.” He 

was in a position of being able to understand at first hand, and not in a mediated way, 

the experience of the patients he had treated, tried to save, and tried to guide. Such 

understanding is at the basis of empathy. But it must remain distinct from 

identification, projection, or the sort of emotional concern that can disable the 

technical aspect of professional effectiveness. Such “technical excellence” is of no 

less importance than the human aspect of care, though, I am arguing, it can be 

potentially harmful in its absence.  

 Kalanithi points to the equality before the naked realities of existence - facing 

the “abyss” together - that can be masked or revealed within a medical consultation. 

At this basic level, awareness of mortality, or at least of frailty, is precisely what 

enables the doctor to recognise the patient’s anxieties as legitimate, not from on high, 

not as a curious phenomenon but as an intrinsic part of patienthood. Yet to be 

professional, the doctor must stand removed from this reality and its attendant 

anxieties – not immediately affected, but aware of what is at stake. The doctor may 

understand the anxiety, and show understanding, but not participate in it. He or she 

must have the imaginative and emotional ability to move from one effectual state 

of acting upon, as an agent, to another, of knowing what it is like to be acted upon - 

the etymological meaning of “patient” - and therefore of recognising the full 

significance and range of repercussions on ordinary life of becoming such a patient. It 

is a liminal state but one that is dependent on a clear delimitation of roles.  

 And this state is difficult to calibrate. There is no protocol or program for 

doing so, because modern medicine, based as it is on medical technology, has become 

primarily transactional, based on data derived from tests - so the tests, not the doctors, 

seem to hold all the answers. The notion that a doctor must be “objective” undermines 

the appreciation of empathy as a factor in providing quality care. A transaction 

depends on equal information to be fair. But the doctor’s role is to bridge the gap 

between information and patient: via the empathic appraisal of the particular patient 

and particular circumstance, the doctor can evaluate what information can be 

delivered when. Availability of information cannot be equally distributed in such a 

setting. Without an empathic appraisal of the situation, a doctor is merely transmitting 

raw data that can be difficult for the patient to handle or even to understand properly, 

in all its ramifications, because a test on its own means nothing without contextual 
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interpretation. By definition, then, a proper medical consultation is non-transactional, 

unless one reduces it to the transactional elements such as laboratory tests, 

neuroimaging, and so on, removing the doctor’s translating role, and replacing the 

doctor-translator with the equivalent of Google-translate.  

 The context and meaning of medical information is essential to the patient’s 

understanding and acceptance of it. The patient-doctor relationship, such as it is, must 

encompass culturally mediated meaning. Hence the central place of empathy, whose 

calibration is a matter of intuitively finding the right balance between participation 

and detachment, a see-saw that must stop on that edge where cognitive and emotive 

awareness meet. A doctor may exhibit excessive detachment while fully knowing that 

the patient is feeling anxiety or pain, but appropriate participation when showing that 

he or she knows what it feels like to have that anxiety or pain. The difficulty in finding 

calibration lies precisely in evaluating how much room and expression to give to this 

awareness of what it feels like - a meeting between proper emotional valence and 

technical knowledge. It is a species of nonverbal emotional attunement, in the words 

of Jodi Halpern in an article on the subject, “What is Clinical Empathy?” (J. Gen 

Intern Med. 2003 Aug; 18(8): 670–674). She writes that “addressing the patient more 

or less appropriately depends upon attuning to the patient's emotions.” Without the 

injection of the emotionally attuned communication of technically obtained data and 

medical options, the doctor can fail to obtain vital information from the patient 

regarding, for instance, their choice of pain relief, and also fail to deliver vital 

information to the patient regarding the full range of options and their respective 

consequences.  

 The absence of empathy can also derive from a clinician’s refusal to 

acknowledge within him or herself any emotional response, blinding him or her also 

to the patient’s. An excessively empathic stance, however, can be confusing for both 

patient and clinician, whose understanding must remain a function of appropriate 

detachment. As Halpern writes, an excessive identification will divert attention from 

the patient to the doctor’s own introspected emotional experience. In his Reaching 

Down the Rabbit Hole: Extraordinary Journeys into the Human Brain, neurosurgeon 

Alan Ropper writes about his immediate perception of a new patient as having ALS: 

“There is a constant physical and emotional distance that separates a doctor and a sick 

patient, as though a rising tide were filling a channel that lay between them. But that 

space is not entirely empty. It is filled with emotion – hers of anguish, mine of a 

swelling sense of dread. As long as my dread remains hidden, I can muster the degree 

of calmness and patience that allows me to stay at the bedside and be effective.” 

 Appropriate empathic calibration is connected to intuition, and it applies to all 

clinical consultations - not just the psychotherapeutic relation, where it is 

acknowledged as a central element. Yet it is seldom discussed with regard to 

medicine, perhaps because of the potential “messiness” of emotions in a field that is 

premised on the superiority of data over experience and cognition over emotion, as if 

the psyche and the body were not one and the same substance. Appropriate calibration 

of empathy translates a form of self-knowledge, a capacity to recognize the centrality 

of emotions in the course of an illnesss and of its care, while never disabling the 

capacity to contain and mitigate them. This is why formally establishing the inability 

to calibrate empathy as an epistemic vice might help to appreciate its importance in 

medical care.  


