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4 Reason why: A

Preventive, diagnostic and therapeutic medical interventions are becoming more powerful, more frequents, for more problems and situations, at early stages and provided for more health professionals.

5 Reason why: B

The changing nature of illness: multiple simultaneous morbidity or co-morbidity, the expansion of risk factors and the over-medicalization of life -also called disease mongering- in a context of larger social inequalities.

6 Reason why: C

Changing expectations in a population with higher levels of information and knowledge and eager to obtain everything (from pizza to commodities they bought via Internet and the cellular phone!) immediately and right at home. 

7 Reason why: D

The impact of technology (not only information technology but of all kinds of technology, near testing and diagnostic support, etc) on the process of care and the range of services offered by different professionals.

8 Critical clinical question: A

Uncertainty: the subjective perception of ignorance. Whether a physician is defining a disease, making a diagnosis, selecting a procedure, observing outcomes, assessing probabilities, assigning preferences, or putting it all together, s/he is walking on very slippery terrain.

9 Critical clinical question: B

The tyranny of diagnosis. "To label" is more important with the proliferation of chemical, imaging, genetic and cytological techniques and the parallel conflation of diagnosis, prognosis and treatment protocols-guidelines.

10 Critical clinical question: C

The cascade effect

The term "cascade" refers to a process that, once started, proceeds stepwise to its full, seemingly inevitable, conclusion. Common examples are the clotting cascade and the complement cascade. Processes that occur in molecular systems often have correlates in larger systems. It is our contention that cascade effects are frequently operative in the clinical care of patients, and that recognition of this fact gives us a better understanding of the clinical decision-making process. 

11 Example. Prevention: A

Cancer screening.  Papanicolau testing: When does more become less? 

12 Example. Prevention: B

Tetanus vaccination. The full course consists of five doses (childhood vaccination programme). After the full course of five injections, you should have lifelong immunity against tetanus. 

13 Example. Diagnosis: A

Echocardiogram. Don't repeat echocardiograms in stable, asymptomatic patients with a murmur/click, where a previous exam revealed no significant pathology.

14 Example. Diagnosis: B

CT scans are not necessary in the routine evaluation of abdominal pain.

15 Example. Therapeutic: A

Diabetes. Don't medicate to achieve tight glycemic control in older adults.

16 Example. Therapeutic: B

Testosterone. Prescribe it for classical hypogonadism, by disorders such as the Klinefelter syndrome or testicular injury.

17 What to do?

Be a general practitioner. Control uncertainty and the tyranny of diagnosis. Avoid the emphasis on micromanagement and box-ticking (protocols and guidelines). Consider benefits and harms. Works with ethics of ignorance and ethics of negative. Equity is a must.

