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1. Introduction
Physical illnesses that are difficult to diagnose are sometimes dismissed by physicians as “not real” or “all in the patient’s head”[footnoteRef:1]. When dismissal of this sort takes place, treatment of the patient’s illness might be delayed or misdirected. In some situations this can be life-threatening to the patient, while in others it can result in an acute, treatable disease becoming a chronic, less responsive one. Further, this sort of dismissal shows, in many instances, a lack of respect for the patient, and thus is something that should be avoided.  [1:  Iwata et. al. (2003), Hiro et. al. (2010), Sinha et. al. (2012), Stricker (2007), Quinkler (2012).
] 

In this paper my aim is two-fold. My first goal is to try to understand why certain  illnesses are sometimes dismissed as “not real” in the clinical setting. My second aim is to explore a potential solution to this problem of dismissal. The analysis in the paper will proceed as follows. In the following section I will outline two case studies which I think are representative of the kind of dismissal that sometimes takes place in the differential diagnosis of difficult to diagnose illnesses. These are the cases of late-stage Lyme disease and Addison’s disease. The Lyme case, I will argue, is a clear example of an inappropriate dismissal on the part of the physician. The Addison’s case, on the other hand, is one in which even though the initial diagnosis was missed, it is not clear whether any mistakes were made by the physicians. Thus this second case is representative of many in medical practice: it is wrought with uncertainty. Nevertheless, we can take some important lessons from it, in learning how to appropriately deal with uncertainties that arise in the process of diagnosis. In Part 3 of the paper I will try to elucidate why the dismissal of certain illnesses as “not real” occurs in these kinds of cases. And finally, in Part 4, I will argue that if the medical evidence and the physician-patient relationship are properly construed, then dismissal of this sort is not ever appropriate. I will argue that instead of dismissing a patient’s symptoms as “not real” or “all in the head,” the physician should exercise a compassionate suspension of judgment in the clinical setting. 

2. Case Studies
A. Lyme: a controversial disease
Consider the following case study[footnoteRef:2]: [2:  Reported by Robert Bransfield, MD and available from http://www.mentalhealthandillness.com. 
] 

In 1975, I was the only psychiatrist in an eight county area in the rural South. While making hospital rounds, a nurse timidly approached me and handed me a note on a doctor’s prescription pad which read, “This patient has too many complaints, and all the tests are negative. The problems are all in her head and she is hopeless, so I am referring her to you.”
The physician[footnoteRef:3] who reported this case eventually diagnosed the patient in question with late-stage Lyme disease. The patient responded dramatically to antibiotic treatment. [3:  I have no interest in defending this particular (or any other) physician. I chose this case study simply because it is a clear case of inappropriate dismissal.
] 

Lyme disease is a multisystem inflammatory disease that may affect the skin, joints, heart, and nervous system. The etiologic agent of Lyme disease is the gram-negative spirochete Borrelia burgdorferi which is transmitted mainly by tick bites. It is currently the most frequently recognized arthropod-borne infection of the central nervous system in both Europe and the United States[footnoteRef:4]. According to the Centers for Disease Control and Prevention (CDC)[footnoteRef:5] in 2011 over 35,000 cases of Lyme disease were reported. However, they estimate that the actual number of cases may be closer to 420,000, due to under reporting.  [4:  Mrazek, and Bartunek  (1999), Kaiser (1998)
]  [5:  http://www.cdc.gov/lyme/
] 

The presentation of early Lyme disease is often non specific. Symptoms include fatigue, low grade fever, generalized malaise and arthralgia. Because only approximately 50% to 60% of cases recall a tick bite, and only 35% to 60% report the erythema chronicum migrans (bull’s eye) rash, early clinical diagnosis is often missed, causing the infection to become chronic or “late-stage.” In late stage Lyme disease symptoms may include psychosis, anxiety, depression, mood swings, sleep disturbance and attention deficit/hyperactivity disorder. Presentation with these symptoms in the clinical setting frequently leads to the dismissal of the patient as a hypochondriac[footnoteRef:6]. Thus both detection of early and late stage Lyme disease is often missed. [6:  Stricker (2007)
] 

Lyme disease is common in many parts of the world, however, both the diagnosis of Lyme and its treatment are highly controversial, and these factors contribute to its high rate of dismissal, especially in non-endemic zones, as something that is “all in the patient’s head,” in both the early and the late stages. In a study published in the American Journal of Psychiatry, for instance, Hajek et. al. (2002) found that one third of the patients admitted to the Prague Psychiatric Center between 1995 and 1999 showed signs of past infection with the Lyme spirochete, Borrelia burgdorferi. Therefore, the researchers conducting this study concluded that it is likely that this strikingly large number of patients were actually suffering from the “neuropathogenic effects of Borrelia burgdorferi,” rather than from true psychiatric disease at the time of their admission to the Psychiatric Center. 
The conclusion reached by these researchers is considered to be controversial as there is disagreement over whether or not such neuropathogenic effects of Lyme disease even exist. For example, an opinion piece published in the Polish Journal of Psychiatry[footnoteRef:7] in 2010 stated that most purported cases of late stage Lyme “can be described as induced hypochondria,” and recommended that physicians not “forget the possibility of induced anxiety disorder or hypochondria” in those patients who believe that “borreliosis is a chronic, serious disease” from which they suffer. [7:  Rorat, Kuchar, Szenborn, and Małyszczak. (2010) 
] 

 The reasons for this sharp disagreement over both the nature and existence of late-stage Lyme disease are, I believe, two-fold. First, the treatment of Lyme disease for any length of time is expensive[footnoteRef:8]. The treatment of late-stage Lyme is particularly expensive because it is often open-ended. Thus, the cost to either a private insurance company, or to a national health care system paying for such treatment would be substantial. Second, the controversy over late-stage Lyme is compounded by the fact that, at present, there is no available test assay that can definitively determine whether or not active disease is present. In other words, [8:  For example, Reid et. al. (1998) argue that [long term treatment] of Lyme disease [is] associated with inappropriate use of health services”
] 

Current commercial Lyme serologic tests are not sensitive enough for diagnosis especially during the later stages of the disease[footnoteRef:9]. [9:  Stricker (2007).
] 

Because of this, the evidence of Lyme disease - whether in the early or the late stage - is mostly clinical, and this leaves room for a large amount of uncertainty about its diagnosis - on the part of patients, practitioners and insurance providers alike. Although research is currently being conducted to rectify this situation, until a more reliable test is available, opinion over what constitutes best practice remains split: some physicians and researchers advocate the clinical diagnosis of Lyme[footnoteRef:10], while others argue that only those that meet the narrowly defined CDC surveillance criteria should receive a diagnosis. [10:  Such as the International Lyme and Associated Diseases Society
] 

B. Addison’s: an unusual disease
Next, consider the following case report:
A 41-year-old man who worked in construction presented to our psychiatric clinic complaining of depressed mood that started two months previously. He related his condition to the recent and violent loss of his spouse, who was killed in a car accident. The patient’s symptoms included loss of concentration, lack of sleep, and loss of appetite leading to a six-pound weight loss over the previous two months. He denied any suicidal thoughts, but admitted that he sometimes heard his spouse’s voice in the house. After discussing the condition as a case of depression with the patient, we started the patient on psychotherapy sessions (twice monthly) and 20 mg of fluoxetine daily.
The patient came to the clinic for follow up two weeks later. He complained that the therapy had done nothing to improve his mood, and that he thought, in fact, his condition was worsening. He stated that two days previously, he thought he saw his deceased spouse in the kitchen. He also reported having thoughts about death and the futility of life without his partner, although he insisted he was not suicidal and that he had no plans for committing suicide. We advised the patient to continue taking the fluoxetine and we increased his psychotherapy sessions to weekly. After this follow-up visit, the patient, however, only attended one psychotherapy session and was lost to follow up for several months.
Four months later, the patient presented to our emergency room (ER) with delirium, mild fever, and visual and auditory hallucinations. According to the ER team, the provisional diagnosis was substance abuse, but the toxicology screen came back negative, denying this diagnosis. The treatment team noted a weak, thready pulse, severe hypotension (70 systolic), and severe hyponatremia and hyperkalemia. A diagnosis of an Addisonian crisis was made. The patient was admitted to the intensive care unit (ICU), and proper intervention for the Addisonian crisis was administered. Later, it came to our attention that the patient had visited several physicians and hospitals in the area over the past four months, but a diagnosis of AD was not made by anyone[footnoteRef:11]. [11:  Abdel-Motleb (2012). Iwata et. al. (2004) report a similar case in which a male Addison’s patient was initially misdiagnosed with depression.
] 

Addison’s disease, or primary adrenal insufficiency[footnoteRef:12], is an endocrine disorder characterized by the decreased output of steroids (including cortisol, aldosterone and dehydroepiandosterone [DHEA]) from the adrenal cortex. It occurs in all age groups and affects both sexes. It can be caused by hemorrhage, injury, infection or by autoimmune destruction of the adrenal tissue. Symptoms of this disease include severe fatigue, muscle weakness, loss of appetite, weight loss, nausea, irritability and depression, low blood pressure, hypoglycemia, sleep disturbance, hyperpigmentation and increased susceptibility to infection. If left untreated, it can result in death due to the inability to mount a sufficient cortisol response to daily stressors. Addison’s disease can be diagnosed either by the detection of a low morning cortisol level in the blood, or by an impaired response to an ACTH stimulation test.[footnoteRef:13] In a healthy subject, this exogenous stimulation with a synthetic form of the pituitary hormone ACTH results in a significant cortisol increase over baseline. However, in a patient with Addison’s disease, the stimulation response is either low or nonexistent. Addison’s disease, once detected, can be treated by replacing the hormones that the adrenal glands cannot make. These treatments are both readily available and inexpensive. [12:  As distinguished from secondary adrenal insufficiency. Both primary and secondary adrenal insufficiency are characterized by the decreased output of steroids from the adrenal cortex. In primary adrenal insufficiency, or Addison’s disease, this is due to damaged adrenal tissue. In secondary adrenal insufficiency this is due to decreased output of ACTH from the pituitary.]  [13:  Dorin et. al. (2003)
] 

Addison’s disease is not common, and therefore is only rarely encountered in the clinical setting. It is estimated that Addison's disease occurs with a frequency of only about 39 to 140 per million[footnoteRef:14]. Because of its infrequency, the diagnosis of the disease is often either delayed or missed. Missed diagnosis of Addison’s disease usually occurs because the presenting symptoms are non specific and are commonly associated with depression or anxiety. In fact, more than 68% of Addison’s patients are initially given an incorrect diagnosis, usually of depression or hypochondria[footnoteRef:15]. Even though several recent journal articles have warned that, “Physicians must be aware that Addison's disease may present solely with psychiatric symptoms and maintain a high index of suspicion for this potentially fatal condition[footnoteRef:16],” and have further suggested that “blood work for ACTH and cortisol in the field of psychiatry[footnoteRef:17]” should be employed, the rate of both missed diagnosis and dismissal of this rare disease remain high. [14:  Løvås  and Husebye (2003)
]  [15:  Hiroi et. al. (2010)
]  [16:  Ibid.
]  [17:  Iwata et. al. (2004).
] 

3. The Diagnostic Process
The question that I would like to turn to now is why, exactly, diseases such as these are often dismissed as “not real” or “all in the patient’s head.” In order to begin to answer this question, it will be helpful to first examine the process of diagnosis in the clinical setting.
A. The typical path to diagnosis
While it is notoriously difficult to come up with any fully general account of the diagnostic process, an order something like the following is common.[footnoteRef:18] First, a patient history is taken and a physical exam is performed. Next, for simpler cases, a physician will use pattern recognition, or the “see it and recognize it” method to make a diagnosis. In this kind of case, diagnostic testing is often not required. For cases that are not immediately recognized via pattern recognition, methods of probabilistic diagnostic reasoning are often used. In such cases a physician will use the clinical assessment to generate a pretest probability of possible diseases (the differential), and then will select diagnostic tests to help rule in or out options within the differential. Of course, as Guyatt[footnoteRef:19] points out,  [18:  see Guyatt et. al. (2002), p. 400-401.
]  [19:  Ibid, p. 401] 

When considering a patient’s differential diagnosis, clinicians must decide which disorders to pursue. If they considered all known causes to be equally likely and tested for them all simultaneously (the “possibilistic” list), unnecessary testing would result. Instead, experienced clinicians are selective, considering first those disorders that are more likely (the probabilistic list), more serious if left undiagnosed and untreated (a prognostic list), or more responsive to treatment (a pragmatic list).  
B. Case Studies: Lyme
What does this typical path to diagnosis help us to conclude about our two cases studies? In the Lyme case we know that the diagnostic process included diagnostic testing, the results of which were found to be negative. Although we do not know the actual details of the case, and thus do not know whether or not laboratory testing for Lyme disease was performed, let’s suppose, for the sake of argument, that it was and that the patient was tested by Western Blot assay and that it turned out to be both IgG and IgM negative. Let’s also suppose that she reported fatigue, “brain fog,” exercise intolerance, inability to concentrate and sleep disturbance, but that physical examination was unremarkable. Now, with these additional assumed details in place, we can ask the following question: why was the diagnosis of Lyme disease missed in this case? While we cannot say that it was missed because of a failure to include the appropriate condition in the differential, or the failure to perform the appropriate tests, we might suspect that it was missed because of a misunderstanding of the significance of the tests that were performed. That is, it is possible that the referring physician did not realize that the currently available tests for Lyme miss nearly half of culture-confirmed cases, and thus that Lyme disease cannot be ruled out in a seronegative patient. While this assessment might be correct, I think that there is also another, deeper reason for the dismissal in this case. Further, I think that what occurred in this case is something that often happens in cases in which diagnostic testing and physical examination do not immediately allow for a diagnosis: a mistaken inference from either the premise that “the lab tests are negative” or, alternatively, “I do not know what this is” to the conclusion that “the disease is all in the patient’s head.”  It is easy to see that this isn’t a good inference – the conclusion clearly does not follow from either of these premises by deduction. The question I am interested in here is why the physician in this case made what seems like such an obviously bad inference, and indeed, why this kind of reasoning takes place in the clinical setting at all. We know that this kind of inferential reasoning is not new: medicine has historically considered complex, unusual or poorly understood diseases to “predominately have a psychological basis until proven otherwise[footnoteRef:20].” For example, it is well known that tuberculosis, hypertension, and stomach ulcers were once considered to be diseases that were “all in the head.” But why is this the case? Someone might suggest that this kind of faulty inference is more likely to occur when physicians operate under the concept of “diagnosis from exclusion.” The idea behind diagnosis from exclusion is that certain diagnoses can only be settled on when other possibilities have been eliminated. A physician operating under this concept might, for example, conclude that a patient is a hypochondriac if and when he or she is unable to find anything that is normally expected in a workup for somatic diseases x, y and z, etc. However, diagnosis from exclusion is problematic if used in this way. The proper diagnosis of both physical and psychiatric illnesses requires the presence of clearly defined signs and symptoms consistent with the diagnostic category. This means that a proper diagnosis of, say, depression or hypochondria should not be made on the basis of a lack of laboratory or clinical findings of physical disease, but instead on the basis of positive clinical findings associated with the condition in question. So while it is not epistemically problematic for a physician to reason that “because I have not found any of the findings that one would expect to find with somatic diseases x, y, and z, therefore I can conclude that they are not the cause of the patient’s illness,” there is a problem in extending beyond this to the conclusion that therefore the patient’s illness is “all in her head.” As we will see in a later section, the problem with this conclusion is that it reaches beyond the evidence. This again returns us to the question of why physicians sometimes dismiss their patient’s physical illnesses as “not real” when they do not show up in lab work or on physical examination. One possible reason for this kind of dismissal is that a physician might occasionally forget, or not be willing to admit, that his or her “gaze” is not all encompassing. Khushf[footnoteRef:21]  reminds us that we ought not to  [20:  Bransfield, MD.
]  [21:  (1999)] 

regard a complaint as male fide from a medical perspective, simply because knowledge is not sufficient to establish the conditions under which it could be verified 
And that, 
it is important for the physician to recognize two things: (1) There are limitations to the physician’s gaze, and of the technology that extends that gaze, and (2) The patient, by way of his or her experience, may have access to information that the physician may not be able to obtain otherwise. 

C. Case studies: Addison’s
In the Addison’s case the patient initially presented in the clinic with symptoms consistent with depression (or at least with normal grief due to bereavement) and a history of traumatic loss of his spouse. Given these two pieces of evidence, the initial diagnosis of depression seems appropriate. However, the patient returned to the clinic two weeks later, complaining that his symptoms had worsened. This should have been the first clue to the examining physicians that something was amiss and that further investigation into the case was warranted. Although it is true that more than two weeks are required to observe the full therapeutic effects of treatment with an SSRI such as fluoxetine, symptoms should not worsen once treatment has begun. Thus the patient’s report that he was worsening should have prompted further investigation on the part of the physicians– perhaps with further questioning or another physical examination. So why didn’t the physicians do this? One possible reason is that they were simply thinking pragmatically. According to currently accepted Evidence Based Medicine (EBM) guidelines, not all clinical problems are considered worthy of the time and effort necessary for their solution[footnoteRef:22]. In practical terms, this means that, among other things, physicians must decide whether or not it is time and cost effective to evaluate their patients with laboratory or other testing procedures. In making this decision the physician must take into consideration the likelihood that the patient has a serious, treatable disease. Addison’s disease is both serious and treatable, but it isn’t common and this is probably why it was not initially suspected. After all, a patient who has just lost a spouse is far more likely to have depression than Addison’s disease. Thus the problem in this case was not with the initial diagnosis. Rather, the problem was that the patient was dismissed on his repeated visits to several physicians and hospitals. At some point, one of the examining physicians should have questioned the initial diagnosis. However, as far as we can tell from the details of the case, no one did. Thus the problem in this case was that the patient’s own reports of worsening were not given sufficient weight as being relevant– until it was nearly too late. [22:  Sackett, et. al. (2000) p. 198 ] 

In sum, these two case studies can be used illustrate two important lessons concerning the practice of differential diagnosis in the clinical setting. The Lyme case serves as a reminder that the inference from “I don’t know what it is,” to “it’s all in your head,” is too quick and over reaches the evidence[footnoteRef:23]. While it is well recognized in the medical literature that all methods of diagnostic evaluation carry a rate of failure, this recognition, as we have seen, sometimes disappears in clinical practice. In the following section I will argue, however, that it should always be kept in mind. Further, the Addison’s case study illustrates a second mistake that is sometimes made in the practice of differential diagnosis: premature closure of scientific investigation. This can happen when pragmatic considerations are allowed to override new presenting evidence in a case. Both of these diagnostic mistakes can lead to the dismissal of a patient’s physical disease as “not real” or “all in the head.”  [23:  While many physicians are likely to bristle with these thoughts on Lyme disease, my point here is simply that it’s better to say “I don’t know” than “it’s all in your head.

] 

	
4.An Argument for a compassionate suspension of judgment
No matter how inclusive a physician’s training and education, or how extensive his or her clinical experience, there is always the possibility that he or she will encounter an unfamiliar disease in the clinical setting. Thus, while it is surely important to educate physicians about rare diseases such as Addison’s, this alone will not be enough to prevent their misdiagnosis – there are many rare diseases and no one physician should be expected to recognize them all. Further, it is not reasonable to expect that every medical student be familiar with the diagnosis and treatment of every controversial disease, whether common or not. What is reasonable, however, is to teach, and to expect the practice of, what I will call a compassionate suspension of judgment in the clinical setting when a disease is not immediately recognized or when no signs of physical disease are immediately apparent in a patient who reports physical symptoms. In what follows, I will give three reasons in support of a compassionate suspension of judgment in cases in which an immediate diagnosis cannot be made. I will argue that this principle:
1.  Encourages ongoing investigation, which is a methodological virtue
2. Promotes epistemic humility, which is an epistemic virtue
3. Shows respect for the patient, which is an ethical virtue

A. Suspension of judgment encourages scientific investigation
Think again about the Addison’s case. Suppose, that instead of prematurely closing the scientific investigation, the physicians in this case had decided instead to suspend judgment about the cause of the patient’s continued, worsening symptoms. According to Martinez[footnoteRef:24] this would encourage further investigation. He argues that: [24:  (2012)] 

Uncertainty […] propels activity – doctors have a propensity to resolve uncertainty and ambiguity by action rather than inaction.
The action propelled by uncertainty that would have resulted if the physicians had suspended judgment in this case would thus have had a methodological benefit: the physicians examining the patient on his repeated visits would have been more likely to discover the actual cause of the patient’s symptoms. But because they were dismissive of the patient’s reports that he was worsening, the examining physicians put a halt to any further scientific investigation. This had a negative outcome for the patient. If they had suspended judgment instead, this might have resulted in an earlier diagnosis for the patient.
What about the Lyme case? Again, a suspension of judgment in that case, rather than a dismissal of the patient on the basis of negative tests, would have encouraged further research. And further research would have at least given the opportunity for finding the actual cause of the patient’s symptoms. It might be objected here that pragmatic considerations, such as the time and cost involved in further investigation in either of these cases would take precedence over any methodological benefit gained. In other words, it might be objected that if the suspension of judgment encourages further investigation then it should not be preferred – because it would be too costly. While it is true that research and testing is expensive and that this is a consideration that every physician must take into account when deciding how to act in the clinical setting, what I wish to point out here is that it should not be assumed that dismissing a patient, rather than continuing investigation, is always less expensive. For example, in the Addison’s case significant amounts of time and money (on repeated hospital visits and unnecessary medication) were wasted.[footnoteRef:25] For this and other reasons, physicians should not be too quick to allow pragmatic considerations to prevent them from re opening investigation into a case when new evidence arises. Additionally, Martinez (2012) warns that physicians should take care not to allow intellectual laziness to “pass for pragmatism[footnoteRef:26].” In cases in which a physician is not able to make an immediate diagnosis, he or she has “to want to know what’s going on[footnoteRef:27].” In order to be a good physician, one must be intellectually curious – one must be a scientist - and this is promoted in the clinical setting not by dismissing the patient, but by the suspension of judgment, in cases in which an immediate diagnosis cannot be made. [25:  Kassirer and Kopelman (1991, p. 70) also report a case study which supports this point. They report that:
A 43-year old woman with a 16-year history of episodic shortness of breath, light-headedness, and tingling throughout her body 

was misdiagnosed for 16 years with an anxiety disorder. Finally:

A new staff neurologist, dissatisfied with the earlier diagnosis and suspicious of a cardiac cause, persisted, despite two false-negative results (the ECG and the first Holter study), until she uncovered the cardiac rhythm disturbance. Fortunately for the patient.
]  [26:  Martinez (2012)
]  [27:  Davinder Lally, Guram, MD, interviewed in “The Art of Diagnosis.”
] 

B. Suspension of judgment promotes epistemic humility 
We have seen that a suspension of judgment in the clinical setting, in cases in which an immediate diagnosis cannot be made, will lead to further investigation, which is a methodological virtue, because it increases the chance of correct diagnosis. Further, I will argue here that the suspension of judgment in the clinical setting also encourages epistemic humility, which is an epistemic virtue. 
	Every physician is continually faced with uncertainty. Because, as Schwab[footnoteRef:28] argues, “uncertainty is medical judgment’s constant companion,” physicians must decide how they will handle it when it arises. Uncertainty, if it is handled appropriately, can be a benefit to both the practitioner and the patient. On the other hand, when uncertainty is handled inappropriately by a physician, it can cause significant harm to the patient. In the two representative case studies that we examined, we saw two examples of medical uncertainty that was inappropriately handled. In both cases the physicians were uncertain as to whether there was physical disease present in the patients in question. In both cases the physicians dismissed the patients’ illnesses instead of suspending judgment. Thus, in so doing, the physicians in both of these cases displayed a lack of epistemic humility, which was ultimately harmful (in that it delayed diagnosis) for the patients in question. Epistemic humility, according to Schwab, is  [28:  (2012)] 

A characteristic of claims that accurately portray the quality of evidence for believing the claim to be an accurate one.
For example,
An internist likely holds two independent beliefs: that penicillin will cure [primary and secondary syphilis] and that a diuretic will lower the blood pressure of the hypertensive patient. In both cases, there is support for the belief and it might even be said that the physician has good reason to believe both. And yet, the levels of support for these beliefs differ. Penicillin will cure the syphilis, but a diuretic by itself is not effective in lowering blood pressure in most cases. Epistemically humble claims are those that accurately portray this difference.
Thus, epistemically humble claims neither over-reach nor under-reach the evidence that supports them. The epistemic error made in the Lyme disease case was that of over reaching the evidence for the claim that was made. In the Addison’s case, the epistemic error was ignoring further evidence once it was presented. In both cases, these errors resulted in a dismissal of the patient, which delayed the diagnosis of the physical illness in each case. This underscores the point that uncertainty, precisely because it is ubiquitous in medical practice, must be handled carefully: it can serve as an impetus for further research, but it should never be eliminated without the appropriate level of supporting evidence. 
C. Compassionate suspension of judgment promotes respect for the patient
Medical diagnosis requires scientific investigation and the careful analysis of evidence. But 
Diagnosis is not just a question of knowledge or practice. It is also a question of respect for the patient, and thus the relation between the patient and the physician in the process of diagnosis[footnoteRef:29]. [29:  Khushf (1992, p. 285)] 

The compassionate suspension of judgment, when no diagnosis is apparent conveys respect for the patient by honoring the “realness” of the physical complaints. When a patient enters the examination room, the patient and the examining physician enter into a relationship. The patient comes to the physician because he or she has a problem that he or she hopes that the physician will be able to address. Thus the patient exhibits some level of confidence in the physician merely by paying a visit to the clinic. The physician, in virtue of having medical training and experience, does have the tools to address the physical cause of the patient’s symptoms. This does not mean that the physician will be able to diagnose, treat or cure every patient complaint. What it does mean is that a physician, when acting in his or her proper role, can evaluate a patient and decide either that 
a) she is able to immediately diagnose the patient’s problem
or
b) that further investigation is warranted.
Our focus has been on cases of the second type, in which immediate (accurate) diagnosis is not possible. What I have argued is that in these cases, the patient’s complaints should not be dismissed. In other words, the physician is not warranted in inferring, in these cases, from a lack of physical evidence to the “diagnosis” of a psychosomatic disorder. He must also take care not to too quickly dismiss new pieces of evidence for pragmatic reasons. A refraining from these kinds of dismissal, in addition to its methodological and epistemic virtues, also shows respect for the patient by taking the patient at his or her word. This does not mean that the physician must assume that all patients are always correct in their attempts to self-diagnose. Instead, the act of taking the patient at his or her word shows that the physician is willing to enter into a partnership with the patient, and that the physician is willing to listen to the patient who is, after all, the expert on his or her own symptoms. As we have seen, if the physician is dismissive of the patient, he or she runs the risk of neglecting important pieces of evidence that come from the patient’s self-report. Further, as we have seen, a dismissive physician is more likely to make poor inferences in the clinical setting. Neglecting evidence and making poor inferences will result in bad science. In order to be a good physician, one must practice good science. But in order to do this, one must get the ethics of the physician-patient relationship right. If the physician is dismissive of the patient he or she will not be a good doctor. This is not simply because acting dismissively is both unkind and disrespectful, but because when a physician dismisses a patient he or she also dismisses potentially helpful pieces of evidence, and one cannot practice medicine well without taking into account all of the evidence. 
It must be recognized that even in the best cases, in which the physician and the patient are engaged in a relationship of mutual respect, sometimes a diagnosis can be made immediately and sometimes it cannot. Further, in some cases, due to practical constraints, investigation might need to be stopped, even before a diagnosis is reached. However, even in cases in which a diagnosis cannot be made (immediately or at all), this situation (a relationship of mutual respect) is preferable to one in which the physician dismisses the patient as having a psychosomatic disorder. Because of this, in the clinical setting, a compassionate suspension of judgment should always be preferred to dismissal of the patient. 
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