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being convinced of a certain diagnosis, prognosis, or the appropriateness of a certain diagnostic
assessment, or of a certain therapy, without however opposing targeted counter-arguments). In
this case, the physician must be ready to provide ‘reasons’, i.e. arguments as to the preference of
one option over another (as typical of ‘motivational rhetoric’). Finally, when faced with a specific
doubt (i.e. a targeted and circumstantiated objection), the type of response required must be
equally targeted and circumstantiated (thus invoking ‘dialectical’ argumentation). These are, of
course, objections that do not necessarily arise, either at the same time or in the order presented:
however, being aware of their structure, and the type of argumentation required, can be
particularly useful for ‘tuning’ the response, and so that it does not turn out to be inappropriate,
evasive, or fail in its purpose, because it is not commensurate with the type of objection it is called
upon to overcome.

Aware that this brief digression does not exhaust the complexity of the argumentative profiles
involved in the equally complex unravelling of the communicative relationship between doctor
and patient (and family members), the hope is that some of the conceptual and methodological
cleavages proposed here may provide food for thought for the bio-legal context and for medical
practice, in view of in-depth studies for future and desirable opportunities for further comparison.
Certainly, in its prospective peculiarity, the proposed reading key shows the importance, also for
the medical profession, of rediscovering the role of argumentation. In fact, it appears fundamental
for the health professional to exercise an argumentative technique careful to build, with their
interlocutors, paths capable to authentically create common understanding and to convince®. This
further responds to the objective of preventing future conflicts and legal disputes arising from
inadequate management of communication and the acquisition of consent on the part of those
entitled to healthcare services.

For the reasons expressed above, ‘dialogue’ cannot be reduced to a simple and intuitive
communication of any kind: it is important to reconnect the everydayness of its occurrence with
the awareness that not every form of communication is part of a dialogue in the proper sense. In
any proper dialogue there is an interconnection between differences (which recalls the uniqueness
of each person in his or her identity, biography and contingent situation). The awareness that the
dialogue with the patient is conditioned by a peculiar destination for the sick person enhances the
dialogic relationship as an integral part of care, and the communication underlying it as inherent
to the time of care. A time that, although sometimes brief on the merely mathematical level of the

1am indebted, in this regard, to the reflections proposed in Moron 2009, 131-153.
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