physicians complete training and pass the boards (or get recertified),
no tests or benchmarks are used to identify those who have attained
the highest levels of clinical performance. At each institution, there
are often a few “elite” clinicians who are known for their “special
problem-solving prowess” when particularly difficult or obscure cases
have baffled everyone else. Yet despite their skill, even such master
clinicians typically cannot explain their exact processes and
methods, thereby limiting the acquisition and dissemination of the
expertise used to achieve their impressive results. Furthermore,
clinical virtuosity appears not to be generalizable, e.g., an expert on
hypertrophic cardiomyopathy may be no better (and possibly worse)
than a first-year medical resident at diagnosing and managing a
patient with neutropenia, fever, and hypotension.

Broadly construed, clinical expertise encompasses not only
cognitive dimensions involving the integration of disease knowledge
with verbal and visual cues and test interpretation but also potentially
the complex fine-motor skills necessary for invasive procedures and
tests. In addition, “the complete package” of expertise in medicine
requires effective communication and care coordination with patients
and members of the medical team. Research on medical expertise
remains sparse overall and mostly centered on diagnostic reasoning,
so in this chapter, we focus primarily on the cognitive elements of
clinical reasoning.

Because clinical reasoning occurs in the heads of clinicians,
objective study of the process is difficult. One research method used
for this area asks clinicians to “think out loud” as they receive
increments of clinical information in a manner meant to simulate a
clinical encounter. Another research approach focuses on how
doctors should reason diagnostically, to identify remediable “errors,”
rather than on how they actually do reason. Much of what is known
about clinical reasoning comes from empirical studies of nonmedical
problem-solving behavior. Because of the diverse perspectives
contributing to this area, with important contributions from cognitive
psychology, medical education, behavioral economics, sociology,
informatics, and decision sciences, no single integrated model of
clinical reasoning exists, and not infrequently, different terms and
reasoning models describe similar phenomena.



