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Abstract
In the domain of medical science, factual evidence is usually considered as the criterion on which to base decisions and 
construct hypotheses. Evidence-based medicine is the translation of this approach into the field of patient care, and it means 
providing only the type of care that is based on evidence that proves its effectiveness and appropriateness. However, while 
the literature has focused on the types and force of evidence used to establish the recommendation and treatment guidelines, 
the problem of how evidence is used in doctor–patient interactions to motivate, or refuse, treatment or habit change has been 
almost completely neglected. In this specific context, characterized by the epistemic unbalance between the interlocutors and 
a specific conversational goal (making a decision shared by the patient), the scientific categories of evidence are often irrel-
evant. The goal of this paper is to address this challenge by analyzing the role evidence plays in doctor–patient interactions 
in diabetes care. After introducing an analytical distinction between the epistemic and the pragmatic aspect of evidence, we 
will propose a classification of the types and functions of evidence in chronic care communication, and illustrate its possi-
ble uses through its application to our corpus of diabetes-care consultations. From our qualitative analyses, it is possible to 
observe how in this communicative context a crucial role is played by the conflicts of evidence, in which providers correct 
patients’ uses of evidence leading them to using less defeasible levels of evidence.
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1  Introduction

Evidence is etymologically defined as “appearance from 
which inferences may be drawn” (Hickey 2016, p. 38). This 
definition has two crucial dimensions, a logical and an epis-
temological one. From a logical perspective, evidence is 
what grounds a conclusion, the ground of an inference. The 
epistemological aspect is more complex, as the Latin root 
evidentia refers to what is clear, manifest, visible, namely 
what can be verified directly as it is apparent and can be 
hardly doubtful. Evidence is thus scientific proof, which is 

grounded on theoretical systems and methods shared and 
agreed upon by the scientific community. However, it is also 
“commonsense evidence,” namely what can be observed and 
is evident from everyday experience (Ziman 1991, p. 9).

These two dimensions of evidence are extremely relevant 
in the field of medicine, in which they play two crucial roles: 
establishing the generalizations to be used as guidelines 
for recommendations, and making joint decisions with the 
patients. The first type of evidence use has characterized 
medical science since the 1990s’, when the term ‘evidence-
based medicine’ (EBM) was introduced to indicate clinical 
practice providing the most effective care based on the best 
available research evidence (Guyatt et al. 1992; Chen et al. 
2017). It initially began as a reaction to poor use of scientific 
literature by clinicians, and then developed into an approach 
that includes criticism to narrow uses of scientific litera-
ture, and the acceptance of patients’ values and preferences 
to complement scientific evidence in the definition of the 
best treatment. This “golden standard” of medical research, 
however, does not always inform the day-to-day decisions 
clinicians need to make in their practice, and can be hardly 
used in the specific contexts of chronic care communication 
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(Djulbegovic and Guyatt 2017), which, focusing on preven-
tion, makes patients’ involvement and, more importantly 
patients’ education (McCormack et  al. 2017), crucially 
relevant.

In this communicative setting, evidence has a prominent 
role (Bensing 2000) that has been almost neglected. While 
in EBM the types and the levels of evidence are debated, dis-
cussed, and deeply investigated, there are no studies address-
ing what, why and how evidence is used in chronic care 
consultations. The EBM typologies and uses can be of little 
help in understanding the evidence use in a context in which 
the sources of information that matter are not primarily the 
randomized controlled trials, but symptoms, measurements, 
and trends, and the interlocutor is not an expert, but a patient 
who needs to understand the evidence referred to and learn 
to assess and use it (Bunge et al. 2010).

The goal of this paper is to address this challenge by 
analyzing the role evidence plays in interactions between 
patients and doctors in a specific chronic care setting (dia-
betes care). To this purpose, we first introduce an analytical 
distinction between the epistemic and the pragmatic aspect 
of evidence, where the former concerns the probative force, 
and the latter the dialogical function of its use. We will then 
propose a classification of the types and functions of evi-
dence in this specific area of chronic care communication, 
and illustrate its possible uses through its application to our 
corpus of diabetes-care consultations (Bigi 2014). This two-
fold analytical proposal can bring to light different strategies 
of evidence use adopted by healthcare providers and patients 
to pursue distinct objectives.

2 � Decision‑Making in Chronic Care

One of the distinctive features of chronic care is that chronic 
conditions can have devastating effects if not monitored and 
treated, but these effects need time to appear. This means 
that in many cases these conditions do not immediately 
threaten patients’ lives. Often symptoms are scarce, if not 
completely absent, which gives patients the impression that 
they are not ill and do not need any treatment. On the one 
hand, this requires medical staff to be very effective in their 
communication of the diagnosis and risks in order to stimu-
late patients’ participation in the management of the disease. 
On the other hand, it grants all the parties involved a cer-
tain amount of time, which is absent, for example, in many 
acute conditions (for example, appendicitis or a broken bone 
requires urgent treatment). The availability of time makes 
it possible to manage decisions in a ‘diluted’ fashion, e.g. 
presenting the situation and the options during one encoun-
ter and allowing the decision to be made in the following 
one; or allowing patients to verify that one option is not 
optimal and leading them to choose a more effective solution 

having experienced—having collected evidence of—the 
non-effectiveness of the previously chosen one (Bigi et al. 
2019). Especially the second strategy is part of the process 
of participatory care and patient education that is implied 
by the Chronic Care Model (Wagner et al. 2001; Coleman 
et al. 2009), i.e. the approach to chronic care most widely 
accepted, at least in Western countries.

Participatory care is defined as the propensity to involve 
patients in treatment decisions, and it is commonly charac-
terized by the following factors: (1) the patients’ possibil-
ity of choosing between different medical care options, also 
based on their preferences; (2) the discussion of pros and 
cons of each choice; and (3) taking patient’s preferences 
into account (Heisler et al. 2002). It is rather undisputed 
today that the practice of shared or participatory decision-
making can have beneficial effects on the general outcome 
of medical consultations, especially those that are aimed at 
achieving a behavior change from patients (Charles et al. 
1997; Elwyn et al. 2000, 2012; Emmons and Rollnick 2001; 
Entwistle et al. 2004; Taylor 2009; Epstein and Street 2011; 
Politi and Street 2011; Street et al. 2012). On the contrary, 
the imposition of treatments without incorporating patients’ 
personal goals “undermines motivation and engagement 
in treatment and sabotages attempts to improve” clinical 
parameters (Wolpert and Anderson 2001, p. 996).

From a dialogical perspective, this approach is grounded 
on the possibility of sharing two types of information. On the 
one hand, the physician’s proposal of possible choices and 
options, which is based on evidence consisting of patient’s 
clinical data, expert opinions, or the results of research stud-
ies or statistics (expertise). Such evidence is fundamental for 
the doctor’s analysis of the possible treatment options, and 
for informing the patient of possible choices, and the advan-
tages and disadvantages thereof. For this reason, medical 
evidence needs to be communicated, and more importantly 
explained, debated over and discussed. On the other hand, 
decisions cannot be made unless they take into account a 
second kind of information, consisting of the patient’s pref-
erences, symptoms that are not observable through clinical 
instruments and tests, life conditions, and constraints that 
can affect a specific behavior or change. Also this type of 
information needs to be explained, debated, and interpreted, 
and the grounds and sources thereof discussed (including the 
specific cases or events occurred, the signs experienced, or 
the relatives’ testimony) (Kuhn 1999).

Evidence is fundamental for making decisions in this con-
text. Decisions, either made together with the doctor or by 
the patient autonomously, need to be grounded on reasons, 
and reasons on symptoms accurately interpreted; moreover, 
possible remedies need to be justified by adequate reference 
to studies, tests, and authorities (Alston et al. 2012, p. 3). In 
chronic care, diagnoses, assessments, and decisions need to 
be evidence-based in the sense of being grounded on data 
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from which specific inferences are drawn, meeting a certain 
standard of proof (Walton 2016, p. 216).

In this perspective, our assumption is that the different 
types of uses of evidence and the different types of infer-
ences from data to epistemic, evaluative, or deliberative con-
clusions should be accurately assessed in order to understand 
the process of sound decision-making. Moreover, based on 
the educational function of healthcare providers in chronic 
care consultations (in compliance with the goal of patient 
empowerment), we assume that one of the possible goals 
of clinical staff is to teach patients how to assess and use 
correctly evidence, as the core of patient education and 
inclusion.

The application of this theoretical classification to a cor-
pus of diabetes care interviews can illustrate its possible 
uses for detecting the levels of evidence that patients and 
healthcare providers preferentially use for justifying their 
conclusions or decisions. Moreover, this application can be 
used for describing the most common strategies that are used 
by the healthcare providers in our corpus to train patients 
in developing evidence-based criteria concerning their own 
condition.

In the following sections, we will present an argumenta-
tive approach to evidence, in which the latter is analyzed 
within the structure of an argument. This approach leads 
to drawing a distinction between three levels, namely the 
level of the argumentative function, the epistemic level, and 
the dialogical level. The identification of different levels of 
epistemic use of evidence and dialogical uses thereof will 
allow us to propose a classification that will be used to con-
duct a qualitative analysis of patient-provider interactions 
in a chronic care setting. The results of this analysis will be 
presented and discussed.

3 � The Argumentative Nature of Evidence 
Use

The concept of evidence in science is usually thought of as 
“data that have been scrutinized by various methods or vali-
dation criteria” (Aikenhead 2005, p. 248); such a scrutiny 
leads to a degree of credibility higher than data (Roberts 
and Gott 2010; Roberts and Johnson 2015). However, as 
Aikenhead put it, the application of scientific knowledge to 
everyday decision-making is problematic, as “most often, 
canonical scientific knowledge is not directly useable in sci-
ence-related everyday situations” (Aikenhead 2005, p. 245). 
The first step in the analysis of evidence use in provider-
patient communication consists then in the investigation into 
what counts as evidence in this type of situation.

The dimensions of evidence that are relevant to this type 
of communication concern the decision-making process, and 
in particular the provision of grounds to an evaluation and 

a proposal that are credible. Specifying the notion of cred-
ibility, we can claim that the relevant dimension of evidence 
is its resistance to possible denials and rebuttals, namely its 
“probative value.” This concept has been clearly expressed 
by Walton in his analysis of evidence (Walton 2002, p. 16):

[…] the basic idea behind all the legal treatises on 
evidence was that a proposition can have weight of 
reasonable acceptance in its favor so that a conclusion 
can be drawn from it by inference, and then the weight 
of acceptance is transferred to the conclusion. So, for 
example, if a witness swears on oath that some person 
carried out some act, this premise shifts a weight of 
acceptance or so-called probability to the conclusion 
that the person cited did carry out the act in question. 
Such an inference is then seen as having “probative 
value,” meaning that it can be used to prove something. 
Such an inference can therefore be treated as evidence 
in favor of accepting a conclusion that is in dispute.

The use of evidence as an instrument for developing 
knowledge, and more importantly in chronic care, making 
shared decisions, can be represented in five distinct compo-
nents (Walton 2016, p. 216):

1.	 The conclusion to be proved (the proposition claimed to 
be considered as knowledge);

2.	 A body of data, used as the basis for drawing inferences 
from them;

3.	 The collection of the data relevant to support the conclu-
sion, and the interpretation thereof;

4.	 The chain of reasoning linking the data to the conclu-
sion;

5.	 The standard of proof that the reasoning needs to meet.

In this perspective, evidence is constituted by data, which 
in turn can be supported by other evidence (Feldman 2005), 
or can consist of basic propositions, namely propositions 
immediately evident (such as “I see a red object”). Evidence 
can be thus classified in categories depending on their defea-
sibility conditions and probative force. Depending on how 
data are collected, and how they are related to the conclu-
sion, it is possible to identify the defeasibility conditions—
or defeaters (Feldman 2005, pp. 112–113), which directly 
affect the probative force of the use of a piece of evidence.

The five components of evidence can be integrated within 
the classical Toulmin model of argument (Toulmin 1958). 
In this model, the conclusion (claim) is distinguished from 
“the facts we appeal to as a foundation for the claim (data)” 
(Toulmin 1958, p. 90); data and conclusion are connected 
through an inference (warrant), a justification that shows 
how the premise can support the conclusion. Finally, Toul-
min introduced a third crucial relevant element, the “back-
ings,” namely “assurances” or statements of fact defending 
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the acceptability of the warrant (Toulmin 1958, pp. 96–98). 
Toulmin’s model can be reinterpreted and specified further 
to represent the argumentative uses of evidence. As pointed 
out by Walton (Walton 2016, pp. 215–216), basic proposi-
tions, needing no further support, correspond to the percep-
tion of the data through the senses (“I see something that 
looks like a red car”). The other types of evidence corre-
spond to the inference drawn from basic propositions (such 
as, “this car is red”), and propositions supported by other 
evidence or inferences.

In this perspective, Toulmin’s Data fails to distinguish 
the information (the evidence) from its interpretation for 
the purposes of supporting the Claim. The Data thus need to 
be distinguished from the evidence that can be represented 
as a broader category of “Backing” (contrary to McNeill 
et al. 2006, p. 158). As Brockriede and Ehninger underscore 
(Brockriede and Ehninger 1960), the relationship between 
Data and claim is a “movement” guaranteed by a warrant, 
which, however, needs to be recognized. The information 
that the speakers are taking into account for supporting a 
potentially controversial conclusion needs to be distin-
guished from its argumentative use, namely its presentation 
(or interpretation) as a premise in a proof—a premise that 
is relevant to the conclusion (Hitchcock 2006, p. 212). Evi-
dence is thus regarded as different from its argumentative 
use: to become Data, it needs to be framed as a premise of 
an argumentative inference (a cause leading to an effect; a 
sign leading to an explanation, a means leading to an end, 
etc.) (Freeman 2005; Reed and Rowe 2005). The general 
structure of the argumentative use of evidence can be repre-
sented in the modified representation of Toulmin’s structure 
of argument (Fig. 1) (Mayweg-Paus and Macagno 2016, pp. 
122–123): shown below. 

The analysis of the Data as the interpretation of the evi-
dence (Backing) relevant to the argumentative purpose (Claim) 
integrates Walton’s components of evidence into the argument 
structure. The body of data (component no. 2—or Backing) 
is regarded as the grounds providing support to the conclu-
sion (component no. 1, or Claim) through their interpretation 

and comparison with other data (component no. 3, or Data) 
and the inferential step (component no. 4, or Warrant). The 
relationship between Backing, Data, Warrant, and Conclusion 
is represented in terms of standard of proof: the more accu-
rate the evidence scrutiny, comparison, and assessment, and 
the interpretation thereof, the less defeasible the conclusion 
(Aikenhead 2005; Roberts and Johnson 2015; Walton 2016).

The argument pattern can bring to light another important 
argumentative aspect of evidence use, namely its level of inter-
pretation. A piece of evidence can be used directly to sup-
port a conclusion (“I felt dizzy, so I ate some sugar to prevent 
hypoglycemia”). Or it can be employed after being interpreted 
and assessed (“Yesterday I feared to have low levels of gly-
caemia, as I felt somehow dizzy. Thus, I measured it”). While 
in the first case evidence is used directly to justify a conclu-
sion, in the second case its function as a backing—and more 
importantly as a defeasible symptom—is acknowledged. The 
role of interpretation is crucially related to the argumentative 
stance towards the evidence. The interpretation of the evidence 
implies the acknowledgment of its role in the justification 
of the speaker’s conclusion, i.e. its recognition as an “indirect” 
reason to accept the conclusion, as it does not correspond to 
the premise on which it is grounded.

These differences between argumentative uses of evi-
dence can be summarized in the following typologies (Dick-
inson 1998, p. 76; Mayweg-Paus and Macagno 2016, pp. 
122–123):

1.	 First-order evidence: Evidence used to support or chal-
lenge a claim directly in an argument (functioning as 
Toulmin’s data).

2.	 Second-order evidence: Evidence used to support or 
challenge the validity of how data (first-order evidence) 
is used to support a claim in an argument (functioning 
as Toulmin’s backing).

The distinction between first-order and second-order evi-
dence highlights the difference between evidence and its use 
(Gupta and Upshur 2012). Evidence is not identical to a 
reason, as in order to be used to support a claim, it needs to 
be interpreted and related to the conclusion that it is intended 
to lead to. In first-order evidence, this distinction is not con-
sidered, and uninterpreted evidence is equated with an argu-
ment (Kuhn 2002). This structural distinction can justify 
the difference between the epistemic levels of evidence use.

4 � The Probative Force Dimension: Levels 
of Evidence Use

The notion of interpretation plays a crucial role in medical 
communication and, more importantly, in patient educa-
tion. Interpretation concerns the passage from evidence to 

DATA So, CLAIM

Since

WARRANT

On account of

BACKING

Fig. 1   Argumentative structure of evidence
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its assessment, and comparison with the possible alternative 
conclusions that it can support (Walton 2002, pp. 17–18; 
42–43). In this perspective, evidence can be considered as 
an argumentative neutral notion, which after its assessment 
and interpretation (coordination with a theoretical explana-
tion), can be used for supporting or challenging a conclu-
sion (Kuhn 2002). The assessment of evidence, however, 
leads to introducing another level of analysis that captures 
the degrees of probative force of evidence. Evidence is used 
argumentatively as a defeasible support for a conclusion; 
however, depending on the defeasibility conditions of this 
support, the piece of evidence can have different degrees of 
probative force (Godden and Walton 2006; Walton 2007, 
chap. 1). The distinction between different levels of evidence 
depending on their probative force, which we will refer to 
as “probative force levels” (comparable with the hierarchies 
of evidence developed in medical literature, see Guyatt and 
Rennie 2002; Murad et al. 2016) can bring to light some 
relevant aspects of chronic care communication.

4.1 � Levels of Evidence in Medical Studies

The different levels of probative force of evidence are crucial 
in medicine, where the recommendation relies heavily on 
the evidence that supports both the diagnosis and the inter-
vention. However, medical research has focused primarily 
on the evidence related to the latter, distinguishing between 
different types of strength of evidence. The first study that 
addressed this issue identified four categories ordered based 
on their reliability, which was then used to rank the types of 
intervention recommended—for example a recommendation 
was ranked as A when it was based on good evidence (i.e. 
level I or in some cases level II evidence) (1979, p. 1195):

	 I.	 Evidence obtained from at least one properly rand-
omized controlled trial.

	 II.	 Evidence obtained from well-designed cohort or 
case–control analytic studies, preferably from more 
than one center or research group.

	 III.	 Evidence obtained from comparisons between times 
or places with or without the intervention.

	 IV.	 Opinions of respected authorities, based on clinical 
experience, descriptive studies or reports of expert 
committees.

These levels have been modified and refined over the 
years, starting from (Sackett 1989), and adapted to both the 
intervention (therapeutic phase) and the diagnosis (for an 
overview, see Burns et al. 2011), leading to a 5-level scale 
ordered from the strongest to the least reliable source of 
evidence (see for instance the guidelines provided for plastic 
surgery: Evidence-based clinical practice guideline: breast 
reconstruction with expanders and implants, 2013; these 

levels are taken for granted in all medical studies, see Sugrue 
et al. 2019). The common feature of these distinctions and 
ordering is the principle underlying the assessment of evi-
dence, namely the so-called resistance to certain biases, such 
as selection bias and observer bias (Upshur 2009, p. 266).

Concerning the first phase, the strongest type of evidence 
is at present commonly considered to be the one resulting 
from systematic reviews of randomized control trials or 
multi-center studies (Level 1), followed by individual ran-
domized control trials or observational studies (Level 2) 
(Evans 2003; Sugrue et al. 2019), as they are regarded as 
the least subject to potential bias. The third level of evidence 
includes systematic review of cohort studies, or individual 
cohort studies and case control studies, while the least reli-
able sources of evidence are considered case series with pre/
post test (Level 4) or expert opinion, case studies, or descrip-
tive studies (Level 5).

For the diagnosis phase, the crucial difference lies in the 
order of the two highest sources of evidence—cohort stud-
ies are regarded as stronger than RCT. However, the other 
levels remain the same. Other studies have then developed 
hierarchies for determining the accepted types of evidence 
for other types of clinical questions, such as symptom preva-
lence or procedures (Miller and Jones-Harris 2005).

4.2 � Types of Evidence Use in Chronic Care Diagnosis

As mentioned in Sect. 2, decision-making in chronic care is 
grounded on evidence; however, evidence can be of differ-
ent types and used in different ways. As commented in the 
previous section, the hierarchy of types of evidence in the 
medical context is based on the criterion of reliability and 
usually refers to the use of evidence for diagnosis.

The use of evidence in interactions in chronic care may 
take on an additional sense because of the peculiar nature of 
chronic care (cfr. Sect. 2). In this context, the disease cannot 
be healed, but patients can be motivated to adopt behav-
iors—apart from taking medications—that can significantly 
improve their quality of life and help maintain it over time. 
This process of patient engagement (Graffigna et al. 2017) 
has a lot to do with making decisions about patients’ lives in 
a way that patients and their caregivers participate in mak-
ing them. It is not clear however what specific role evidence 
takes in this decision-making process.

As underscored in the classical rhetorical tradition, raw 
facts are not always particularly persuasive; rather, the core 
of persuasion is the suitability of the facts to the circum-
stances and the interlocutor’s viewpoint (Kinneavy and 
Eskin 2000, p. 437; Kinneavy 2002). It is facts assessed 
within a certain context, or against certain goals or values 
that ‘make sense’ and can become persuasive. The peculiar-
ity of chronic care is that often patients do not experience 
annoying symptoms; the evidence of their disease is indirect, 
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as for example revealed by a blood test, or by measuring 
the blood pressure. The risks for a person’s health implied 
by these measurements are less easy to grasp when such 
values are considered by themselves. What is crucial is the 
ability to evaluate, to interpret them in the light of a goal, 
or a context.

Learning how to use the evidence derived from meas-
urements or personal observations to make decisions and 
evaluations in everyday life is a crucial instrument in view 
of the goal of patient empowerment and engagement (Bigi 
2014, p. 195, 2016, pp. 28–29). However, existing research 
on argumentation in medical contexts has not specifically 
addressed how evidence is used or how it can be ordered in 
the specific context of medical consultations.

To illustrate the distinct types and uses of evidence in 
chronic care interviews, we will consider some cases drawn 
from a corpus of transcribed interviews in Italian between 
diabetes patients and healthcare providers, recorded from 
March 2012 through March 2014 in the diabetes outpatient 
clinic of the A.O. I.C.P.—Cusano Milanino, Milan, Italy 
(Bigi 2014).

In the first example (Case 1), the nurse is explaining to 
the patient how to behave in certain situations, in which low 
levels of glycaemia are measured. To this purpose, the nurse 
is reconstructing the Patient’s decision-making reasoning 
based on a single measurement as an argument. The Patient 
has observed a low level of glycaemia in his measurements, 
which in case of diabetes can be highly problematic. To 
address this issue, he reports to have made immediately 
the decision to eat something (containing sugar or carbo-
hydrates) to increase the level of glycaemia. In this sense, 
evidence is used for decision-making; however, the inferen-
tial process used is corrected by the Nurse.

4.2.1 � Case 1

Nurse: In case you happen to find a low value, event 
that happened to you only once, it is important to 
understand later on whether you have solved this situ-
ation. Surely, once you have seen your glycaemia at the 
level of 68, you have eaten something.
Patient: Yes, actually I have said, eh
N: Then, however...
P: It is not right...
N: It is important to understand what happened next, 
as you may have had a high peak of glycaemia. You 
may have eaten more to compensate this situation, and 
then the glycaemia has soared.

In this example, the Nurse is reconstructing and correct-
ing the Patient’s reasoning, in which the Patient is confronted 
with a piece of evidence (a 68-glycemic value, as measured 
through the appropriate instrument), which he uses directly 

to support the implicit conclusion “I have to eat more to 
increase the glycaemia” through a specific rule of inference 
commonly known by patients (sugar increases glycemic 
values). In the Nurse’s reconstruction, confirmed by the 
Patient, the latter jumps from an observation (evidence) to 
a decision without any assessment or interpretation thereof. 
The Patient does not assess the observation, as he does not 
mention any further measurement or reference to previous 
trends or normal values. Moreover, he does not indicate any 
interpretation of the observation (consequence of the failure 
to assess the observation), as he makes a decision based on 
general knowledge (need to avoid too low glycemic values) 
that has not been adapted to the specific episode.

The defeasibility of this use of evidence is challenged 
by the Nurse, who underscores in the last turn two crucial 
dimensions of evidence use, namely the possibility of dif-
ferent interpretations, and the defeasibility of a conclusion 
drawn from a single measurement. The Nurse is challenging 
the Patient’s first-order evidence use, pointing out how the 
same measurement can lead to different interpretations (low 
glycemic levels or a temporary low peak), and thus to differ-
ent decisions (changing eating habits or taking a little sugar 
to increase the glycaemia). More importantly, the Nurse car-
ries out this type of correction showing how an interpreta-
tion based only on a single observation or measurement can 
be highly defeasible (Macagno and Walton 2014, chap. 7), 
and how it needs to be confirmed by other evidence.

The distinction between evidence and proof, and between 
the different probative forces (defeasibility conditions) of 
evidence are crucial in chronic care communication and 
patient empowerment. A clear example of the risks of the 
use of uninterpreted and unassessed evidence is the follow-
ing, Case 2, in which the Patient is using an observation as 
a reason for making a decision:

4.2.2 � Case 2

Patient: Sometimes, when I feel it <the glycaemia> 
low, I eat honey with…
Nurse: However, also when you feel that it is low, you 
should check it, as it can be the result of the prob-
lem that you have in your ear, which causes dizziness. 
Therefore, in this case you eat honey, but your glyce-
mia is perfect.

Here, the observation is even less ascertained than in 
the case above (a feeling not measured through any instru-
ment) and leads to a problematic interpretation (the glycae-
mia is low) that is used to make a decision (eating honey) 
that can result in serious problems. The Nurse challenges 
the first-order evidence use of an observation by showing 
how it can be explained in different ways (it can be due to 
low glycemic values or an ear problem) and points out the 
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need of resorting to a more sophisticated level of evidence, 
measurements.

The two cases illustrate three different probative force 
levels of evidence, namely observations, measured values, 
and repeated measures (trends). In addition to these three 
levels, in provider–patient interactions a fourth one is fre-
quently used, namely the comparison between evidence of 
different health indicators, or body reactions or functions. 
This probative force level can be illustrated through the fol-
lowing example:

4.2.3 � Case 3

Nurse: The glycaemia before meals needs to be within 
90 and 130; two hours after the meals this level needs 
to be below 180. However, up to 180 the glycaemia is 
within the limits.
Patient: If it is higher, it is not good.
N: If this is the case, when it happens you should write 
what you have eaten, so that when you come here, or 
even at home, you can understand what are the types 
of food that make it increase.

In this case, the Nurse is explaining how the trend can 
be used not only for assessing normality and evaluating the 
patient’s health conditions, but also the relationship between 
types of food and body reactions. Two indicators are taken 
into account, namely the level of glycaemia and the glycemic 
content of foods, and by analyzing the impact of the food on 
the patient’s glycaemia trend, it is possible to assess whether 
a type of food can be eaten and in what quantities. This type 
of comparison between different indicators can be used also 
for assessing the patient’s specific condition, such as in the 
following example (Case 4):

4.2.4 � Case 4

Nurse: Ok, do you bear well a glycemic value of 66? 
Or does it result in…?
Patient: I feel like eating.
N: You see, this is a disorder.
P: I feel like eating—and when I stand up I feel a bit 
of shiver.
N: You see, this is a symptom.

The overall assessment of the patient’s condition is made 
by comparing the glycemic values with other evidence, in 
this case observations of physical disorders. The co-occur-
rence of different pieces of evidence can lead to an assess-
ment of the patient’s conditions.

In these examples, illustrative of the evidence uses in the 
corpus, we can notice some crucial features. First, evidence 
has an essential argumentative nature in this type of context, 
as it is used by both the patient and the doctor to support, 

correct, challenge or explain hypotheses about the patient’s 
condition. In this sense, evidence is used in a process of 
providing and addressing arguments. Second, this dialogi-
cal use of evidence is collaborative, and more specifically 
educational. One of the crucial goals of diabetes care con-
sultations is to enable patients to understand their disease 
and assume an active role in its management (Assal et al. 
1985; van Dam et al. 2003; Ellis et al. 2004; Collins 2005). 
Argumentation in this context is thus not between peers, but 
rather between two differently experienced evidence users, 
which potentially enables the novice to develop from the 
expert specific argumentative skills only through engaging in 
a dialogue (Kuhn 2002; Iordanou et al. 2016; Mayweg-Paus 
et al. 2016). Third, this evidence is substantially different 
from the one used for establishing a generalized recommen-
dation or a diagnostic standard to be provided to healthcare 
providers. At the practice level, the acceptability of these 
generalizations is hardly questioned. Rather, the problem 
consists in inferring the patient’s condition from medical 
tests or examinations run by the doctor or the patient, and 
more importantly the patient’s own experience. This type 
of information can have different degrees of defeasibility 
depending on its sources (Hitchcock 2006).

4.3 � Levels of Evidence Use in Chronic Care 
Diagnosis

In medical care, the assessment of the evidence is normally 
investigated in terms of “pathways” or strategies of scrutiny, 
which include the following three crucial typologies (Aiken-
head 2005, p. 256):

1.	 Several measurements. Different measures can become 
evidence if they collaborate to an inference about what 
is happening with a patient.

2.	 A trend in data. Repeated measurements over time (e.g. 
statistics, common values detected in a span of time, 
etc.) produce data that form a trend or pattern recogniz-
able to a nurse.

3.	 Contextual interpretation. An observation is assessed 
considering the other data and previous trends relative 
to a specific patient (background knowledge).

These pathways correspond to the evidential passage 
from specific observations or data to abstractions or state-
ments of fact commonly referred to as the descriptive-theo-
retical continuum (Latour 1987; Kelly and Takao 2002, pp. 
321–322). To these pathways we can add two crucial levels, 
namely the use of authorities (a crucial level in the clinical 
evidential hierarchies), and the observation level. The out-
come is a scale of evidence based on the different degrees 
of probative force.
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In Table 1 above, the levels (in part corresponding to the 
ones detected by Manz and Renga 2017, p. 500; Roberts and 
Gott 2006, p. 32) are ordered based on the twofold criterion 
of generalization and defeasibility (McCain 2018, chap. 2). 
Lower levels (Level 1 and 2) concern individual events, quali-
ties, or occurrences; in contrast, Levels 3–4 involve gener-
alizations resulting from several measurements (Level 3) or 
a comparison between different data (Level 4). The last level 
(Level 5) represents the “external” strategy to support a gener-
alization or a factual premise, namely the use of a source that 
is in position to know or holds specific knowledge.

Within an argumentative perspective, these epistemic levels 
can be ordered according to their different defeasibility condi-
tions (Walton 2002; Walton and Reed 2008)—which is differ-
ent from the actual probative force or defeasibility of a specific 
instance of evidence. This is particularly evident in the case of 
expert opinion (Level 5). Ideally, this level describes the use 
of scientific studies, and for this reason it would presuppose a 
higher level of scrutiny and analysis. However, since external 
authorities include all types of sources holding specialized or 
specific knowledge, it can be more defeasible than other types 
of evidence. Its strength depends on the type of authority cho-
sen. While patients usually have no access to scientific studies, 
they refer to the opinion of physicians who they consider as 
experts, or to sources (such as newspapers or magazines) that 
they deem as scientifically credible. In this case, the problem 
is the classification of what counts as a good instance of evi-
dence, not the level of evidence used.

The defeasibility of a level of evidence (defeasibility 
of the transfer of acceptability) needs to be distinguished 
from the one resulting from its use, namely its interpreta-
tion. In this latter case, the relationship between a piece of 
evidence and the conclusion (namely the interpretation) can 
be challenged. In the first case, the transfer of acceptability 

(plausibility) from the evidence to the conclusion can be dis-
puted (Hitchcock 2017, p. 138). Case 1 and Case 2 are clear 
examples of defeasible interpretation, as in both cases the 
single measurement or the observation are shown that cannot 
be used for supporting a conclusion (a decision). Case 4 is an 
example of showing how the transfer of acceptability can be 
challenged. The Nurse explains how the single measurement 
can only weakly support the judgment that the patient is in 
a problematic condition. This piece of evidence needs to be 
combined with other evidence in order to reach a stronger 
conclusion.

5 � The Pragmatic Dimension: Dialogical 
Purposes of Evidence Use

In the previous sections, we have analyzed the uses of evi-
dence from an argumentative perspective, showing how evi-
dence uses can differ according to their structure (backing or 
premise) (Sect. 3) and their probative force (levels) (Sect. 4). 
However, an argumentative analysis of evidence use cannot 
be confined to a structural and probative dimension. Argu-
ments support conclusions that can have different dialogical 
goals, such as making a decision or persuading. The iden-
tification of the pragmatic goals of evidence use can bring 
to light the communicative purposes for which patients and 
doctors incorporate evidence in their communication, and 
the purposes that they pursue more frequently. This dimen-
sion can integrate the other two, showing not only how they 
use evidence, but why.

The essentially pragmatic nature of argumentation was 
underlined by Walton (1990), who underscored how argu-
ments are reasons that can be used for pursuing different 
dialogical purposes. Instead of defining arguments as purely 

Table 1   Evidence use—levels of probative force

Probative force of evidence Description Example

Level 1: Observations Reporting an observed phenomenon I feel my glycaemia is low
Level 2: Measured individual 

observations
Statements that report individual measurements of 

specific qualities, aspects, or events. Measurements 
turn specific observations into more objective data

My glycaemia was at 68

Level 3: Data collection Statements concerning repeated measurements of the 
same variable over time. While Level 2 involves 
single measurements, Level 3 includes a range of 
measurements

My glycemic values are usually good, namely on aver-
age. Therefore, the value of 108 could be a measure-
ment mistake

Level 4: Gathering of evidence 
from different dimensions of 
an issue

Statements gathering measurements, observations, or 
given knowledge concerning different aspects of the 
problem at issue

The level of your glycated hemoglobin is 7.8, which is 
still fine. However, your weight increased, and your 
eye condition has worsened

Level 5: Authorities or scien-
tific studies

Statements expressing relevant results from scientific 
studies or authorities in the field

The scientific literature indicates that the glycemic 
values should be measured after breakfast

I have read that diabetes can be treated with surgery
Many patients said that generic drugs do not have the 

same effects as the original brandname ones
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logical relations between premises and conclusion, he intro-
duced a pragmatic dimension in his account of argument. In 
his view, conclusions are moves in a dialogue, which can be 
of different type. The pragmatic dimension of evidence use 
can bring to light for what dialogical purposes evidence is 
used. Analyzing the dialogical functions of evidence cor-
responds to distinguishing between the most common types 
of conclusions that evidence can be used to support. For this 
reason, it is necessary to detect and distinguish between the 
most general categories of dialogical purposes.

In Macagno and Bigi (2017a, b) and Macagno and Walton 
(2017), the most general types of dialogue moves were clas-
sified according to their dialogical goals, based on the clas-
sic theory of the types of dialogue (Walton 1989; Walton and 
Krabbe 1995). Dialogue moves, representing the basic unit 
of dialogue, were distinguished and detected according to the 
dialogical activity that they are intended to propose (for the 
full procedure and coding scheme for detecting and classifying 
the moves in chronic care communication, see (Macagno and 
Bigi 2020). This classification is represented in Fig. 2 above. 

This classification can be used for differentiating between 
the most generic types of evidence use in chronic care con-
sultations. In particular, based on the structure of medical 
decision-making described in Sect. 2 above, three types 
of conclusion can need support, namely a decision (delib-
eration), an evaluation or judgment of a state of affairs 

(persuasion), and an interpretation of a phenomenon or the 
explanation thereof (information sharing) (Macagno and 
Bigi 2020). Case 1 and Case 2 are clear examples of evi-
dence used for making a decision (the patient measures or 
observes a phenomenon and makes a decision).

An example of the persuasive function is the following 
Case 5, in which an evaluation of a state of affairs is argued 
for and against based on arguments:

5.1 � Case 5

Patient: The glycated hemoglobin seems to be a bit 
lower, isn’t it?
Doctor: No, the glycated hemoglobin is stable.
P: Isn’t it lower?
D: No. It is a point higher than the previous one. It has 
increased instead of decreasing.
P: Eh, but we are still within the acceptable limits.
D: This value needs to decrease. No, this value is not 
acceptable, and it has not been acceptable for a while.

In this interaction, both the Patient and the Doctor assess 
the value of glycated hemoglobin as increasing or decreas-
ing, and as acceptable or not. The doctor challenges the 
patient’s evaluation and corrects it based on the values of 
the glycated hemoglobin reported by the patient.
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Fig. 2   Dialogical purposes of evidence
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The evaluation can be also used as conclusion that is then 
used for making a decision. The two interrelated dialogical 
purposes of evidence use can be illustrated in the following 
example (Case 6), in which two moves (decision making 
and evaluation) are grounded on the analysis of evidence of 
different parameters:

5.2 � Case 6

Doctor: I would say that, given the absence of plaques, 
the kind of therapy, the absence of cardiopathy, cer-
ebral vasculopathy or familiarity, this condition can be 
treated just by correcting your diet, also because your 
parameters are just a little above normal.

Here the Doctor expresses an evaluation on the overall 
condition of the patient (just above normal) based on a Level 
4 evidence. This evaluation (a kind of persuasion move) is 
used to address a potentially doubtful issue on which the 
patient may have discordant views (he may be worried or 
overestimating his condition). This grounded evaluation jus-
tifies the proposal (a deliberation move).

The information-sharing function can be divided in two 
broad categories, namely (1) the explanation of the use of evi-
dence to assess a phenomenon, and (2) the explanation of the 
passage from a type of evidence to another. In both cases, this 
function is meta-argumentative, in the sense that it is instru-
mental for argumentative purposes. Evidence use is explained, 
and explanations thereof are requested for making decisions 
or evaluations. An example of the first type of explanation is 
Case 3. Here, the Nurse explains to the patient the rationale of 
her evaluation of the glycemic values of the patient.

The second type of explanation consists in the integration 
of lower level evidence into higher level one. The healthcare 
provider explains how to use higher level evidence, showing 
how the level of evidence the patient is relying on is insuffi-
cient or highly defeasible. A clear case is the following Case 
7, in which during a discussion concerning the overall situ-
ation of the patient, who performs her self-monitoring only 
sporadically (thus actually relying only on level 2 evidence, 
single measured observation), the doctor suggests passing 
to level 3 and then level 4 evidence, which she explains in 
detail. In this example, the patient already knows the proce-
dure of acquiring evidence of trends and other conditions—
this is only a control visit to a patient who knows already the 
diary-keeping process. The goal of the doctor is to explain 
why it is important to follow the procedure:

5.3 � Case 7

Doctor: It is important to have the pairs [a measure-
ment before meals and another two hours after the 

same meal], because this way I can see how the medi-
cine is working before and after my meal. And if you 
make a note for yourself in the diary and you write a 
high value but next to it also the fact that you had ice 
cream that day, it takes on a completely different mean-
ing than just looking at numbers. The more interpreta-
tion data we have, the better we function.

An analogous use is represented by Case 4, in which the 
evaluation of a low glycemic value is explained to depend 
on other elements, such as symptoms. In this case, the Nurse 
is explaining how to integrate measurements with obser-
vations (used as symptoms to make provisional evaluative 
conclusions), namely the passage from a Level 2 of evidence 
(measurement) to a Level 4 (comparison between different 
evidence).

In addition to the category of explanation, other moves that 
fall into the category of information sharing are the request 
and provision of evidence that is used later for making an 
evaluation or decision. An example is the following Case 8:

5.4 � Case 8

Nurse: How is the blood pressure that you measure 
at home?
Patient: The minimum is 76.
N: The minimum value is very good. The problem is 
rather the higher one. How is it when you measure it 
at home? When you measure it, how is it?

In this example, the measures are requested and provided 
for the purpose of providing an evaluation, which is then 
discussed.

6 � Trends of the Exploratory Analysis

From the classification of the dialogue moves and the dis-
tinction between the levels of evidence, some observations 
could be drawn, which can outline some possible trends and 
point out some possible lines of research. The most evident 
difference that we detected between the uses of evidence in 
the two populations is the overall frequency of evidence use. 
Healthcare providers used evidence in a significantly higher 
number of cases than patients, as evidence represented 16.6% 
of providers’ total moves, while only 6.5% of patients’.

All the probative force levels of evidence use are 
employed by both patients and healthcare providers. How-
ever, the probative force levels were not equally distributed 
between doctors and patients. While patients and healthcare 
providers were observed to use all the 5 levels of evidence in 
their interactions, the frequency of the use is different. We 
outlined our observations as follows (Table 2):
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While doctors tend to use more level 3 (representing 54% 
of the total) and level 4 (17%) evidence, the levels of evi-
dence used more by patients in a significant way is level 1 
(38%) and level 2 (19%). Both doctors and patients tend to 
use little evidence from experts or authorities (5–6%). The 
use of different probative force levels of evidence by the 
participants in the interaction is predictable up to a certain 
point. Indeed, it is likely that the majority of patients, who 
are not clinicians themselves, will have more difficulties 
establishing relations between different measured variables 
(level 4 evidence) or accessing authorities or addressing the 
opinion of specialists (level 5 evidence). However, the dis-
tribution of these epistemic levels can be combined with the 
dialogical classification of the uses of evidence and lead to 
some trends for the quantitative analysis.

The distribution of the dialogical purposes of evidence 
use also revealed a difference between providers and 
patients. We distinguished between seven types of dialogi-
cal purposes of evidence use,1 and the distribution observed 
was at the top of the next column (Table 3). 

The most frequent pragmatic use of evidence in health-
care providers is explanation of evidence use (31%, signifi-
cantly different from patients’ use, followed by evaluation 
(26%) and explanations of the passage from one type of evi-
dence to another (evidence shift) (16%). Together, the expla-
nations of uses of evidence (both considering the explana-
tion of the individual evidence level and the passage from a 
level to another) represent almost half of the dialogical goals 
pursued by the healthcare providers through their use of evi-
dence (47%, significantly different from patients’ use). The 
educational role of healthcare providers’ evidence uses is 
even more evident if we consider that the requests of evalu-
ation (11%) and explanation (4%) made by providers are 
aimed at assessing and potentially correcting the patients’ 
evaluations or understanding of evidence. Overall, the uses 
of evidence for educational purposes amounts to 62%.

These percentages were observed to be reversed in the 
patient population. The majority of the uses of evidence is 
aimed at assessing a condition or an observation (61%) or 
making a decision (10%). The requests of evaluations (6%) 
or explanations (3%) are genuine moves of information seek-
ing, like the moves intended to explain how a specific piece 
of evidence has been interpreted or used (10%).

The percentages and the frequencies of distribution of 
types of evidence use show how healthcare providers tend 
to use evidence mostly for instructing the patients on how 
to interpret or use evidence for making judgments and deci-
sions. On the contrary, patients tend to use evidence mostly 
for evaluating their conditions and making decisions, engag-
ing relatively much less in the activity of acquiring knowl-
edge on how to use evidence or integrate it to reach less 
defeasible assessments.

7 � Argumentative Uses and Conflicts 
of Probative Forces

The distinction between the levels of evidence and the dia-
logical uses thereof highlights the crucial role of explana-
tions in doctors’ uses of evidence. This aspect leads to the 
need of analyzing qualitatively the types and the structures 
of such explanations. Evidence is explained for two main 
purposes, namely (1) correcting an interpretation or evalua-
tion of evidence, or a decision based thereon, or (2) showing 
how to use or interpret evidence, based on requests or on the 
need of a correction (Macagno and Bigi 2017b).

Evidence is used for purely corrective purposes when it 
is advanced to challenge a conclusion drawn from the inter-
locutor. An example is Case 5 above, which is reported again 
below:

Patient: The glycated hemoglobin seems to be a bit 
lower, isn’t it?
Doctor: No, the glycated hemoglobin is stable.
P: Isn’t it lower?
D: No. It is a point higher than the previous one. It is 
increased instead of decreasing.

Table 2   Probative force levels—distributions (percentages)

Role Evidence level

Evidence 
level 1 
(%)

Evidence 
level 2 
(%)

Evidence 
level 3 
(%)

Evidence 
level 4 
(%)

Evidence 
level 5 
(%)

Health-
care 
Provid-
ers

10 14 54 17 5

Patients 38 19 37 7 6

Table 3   Dialogical purposes—distributions (percentages)

Role Purpose

Decision 
(%)

Eval 
(%)

Eval. 
request 
(%)

Expl (%) Expl. 
request 
(%)

Expl. of 
evidence 
shift (%)

Meas-
ure 
sharing 
(%)

Healthcare providers 9 26 11 31 4 16 4
Patients 10 61 6 10 3 4 6

1  We considered only the relationship between the evidence and its 
immediate purpose. For example, in case of turns characterized by 
two moves (such as case 6 above), evidence is used primarily for sup-
porting an evaluation, and indirectly for justifying a decision. We 
code this evidence under the category of an evaluation move.
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P: Eh, but we are still within the acceptable limits.
D: This value needs to decrease. No, this value is not 
acceptable, and it has not been acceptable for a while.

Here, the doctor uses the same evidence that the patient 
is relying on for assessing his own value of glycated hemo-
globin and rejects the patient’s evaluation. In this case, no 
further explanation is provided, as the doctor relies on facts 
or knowledge that he considers as undisputable but fails to 
explain to the patient the criteria for making a better evalu-
ation. This type of interaction is a rare case in the overall 
corpus, as healthcare providers tend to explain why an inter-
pretation or in general a conclusion cannot be drawn or is 
highly defeasible, instead of simply rejecting it.

The most typical cases of explanation fall in the second 
type, namely replies to requests or reactions to incorrect 
conclusions or assessments. However, as the figures above 
show, requests represent a low percentage of the overall evi-
dence moves. The prototypical cases of explanations can be 
thus considered the explanatory reactions to judgments or 
decisions based on uninterpreted evidence, or incorrectly 
assessed or used evidence.

While patients tend to justify choices and decisions based 
on observations or single measures, clinicians and nurses 
respond differently to the same kind of evidence. Typically, 
they start asking questions that might explain whether the 
parameter could be an isolated case or the symptom of a 
condition that is worsening, or the causes of the unaccepta-
ble parameter, in order to understand if there is need for a 
change in therapy, or just a different behavior on the part of 
the patient. Clinicians and nurses tend to respond to these 
types of evidence uses by patients with moves that introduce 
the need of moving towards higher evidence levels, namely 
level 2, 3 or 4. In other words, they respond by proposing to 
measure the symptoms, to collect data in a structured way, 
or to compare measurements of different variables.

The strategies that providers commonly use are two, 
namely the correction of incorrectly collected evidence, and 
the integration of lower levels of evidence in higher level 
ones, which are described and explained. The first strategy 
consists in the explanation of the correct uses of evidence, or 
the explanation of the defeasibility of the conclusions drawn 
from evidence incorrectly collected, combined with explana-
tions of the correct procedures for measuring or comparing 
data. An example is the following one, in which the nurse is 
addressing an evaluation of the patient, based on insufficient 
evidence:

7.1 � Case 9

Nurse: If you allow me, I repeat that the last glycemia 
that I can see, which was collected two hours after 
lunch, is dated 21 May, and the one before it is dated 

16 October 2012. Then, on what basis can we say that 
your glycemia is good? […]
Patient: My glycemia has never been higher than 200.
N: But how can we know it, as you are not doing any 
self-monitoring?
P: I have measured it every year.
N: Yes, but in the past your glycated hemoglobulin 
may have been lower, and then you may have had no 
low glycemia levels.

In this interaction, the nurse is correcting the incorrect 
use of evidence of the patient (the value he is relying on is 
too old and isolated) and explains how it is defeasible. This 
type of strategy is often combined with an explanation of 
how to make a correct self-monitoring.

The second strategy can be labeled as conflict of pro-
bative force levels of evidence, namely the strategy of 
addressing a conclusion based on a lower level of evidence 
through considerations based on higher levels of evidence. 
This contrast can be expressed as an explicit explanation of 
how a lower level piece of evidence needs to be integrated 
into a higher level one, or a correction of a judgment or 
decision based on evidence of a higher level. In all these 
cases, the healthcare provider either explicitly or implicitly 
attacks the evidence that the patient used without assess-
ing and interpreting and shows how a judgment or decision 
should be supported without incurring the risk of being eas-
ily defeated.

An example of a conflict of evidence is the aforemen-
tioned Case 7, which is reported below. The doctor addresses 
a patient who is collecting evidence sporadically:

Doctor: It is important to have the pairs [a measure-
ment before meals and another two hours after the 
same meal], because in this way I can see how the 
medicine is working before and after my meal. And 
if you make a note for yourself in the diary and you 
report a high value but next to it also the fact that you 
had ice cream that day, it takes on a completely differ-
ent meaning than just looking at numbers. The more 
interpretation data we have, the better we function.

In this case, the doctor explains the patient how to make 
judgments based on level 3 evidence, instead of level 2, and 
then he shows how to use level 3 evidence to integrate and 
compare other evidence, such as reactions to the glycemic 
value of food, at a higher level (level 4). A similar example 
is Case 3, in which the nurse explains the maximum and 
minimum values of glycaemia (level 2) needed for making 
a judgment, and then she explains how the judgment needs 
to be integrated within a comparison between different types 
of evidence (level 4). In particular, she explains how the 
measurements need to be integrated with the indication of 
the type of food that resulted in bad values.
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A conflict of evidence can be also expressed as a dis-
cussion of an evaluation. For example, in Case 4 above the 
nurse is addressing the case of a low glycemic value (level 
2 evidence), which is immediately judged negatively by the 
patient. She problematizes the relationship between evidence 
and evaluation, and leads the patient to considering evidence 
of other variables that can affect this judgment:

Nurse: Ok, do you bear well a glycemic value of 66? 
Or does it result in…?
Patient: I feel like eating.
N: You see, this is a disorder.
P: I feel like eating – and when I stand up I feel a bit 
of shiver.
N: You see, this is a symptom.

The nurse is here leading the patient to interpret the level 
2 evidence and consider the defeasibility of an evaluation 
based only on it, suggesting a passage from level 2 to level 
4 evidence.

An example of the contrast of evidence for explicitly 
explaining how a deliberative conclusion should be reached 
is the following:

7.2 � Case 10

Nurse: However, unless you check your glycemia in 
the way that I told you, we cannot understand, as I told 
you before. Maybe you start off very well, with a low 
level of glycemia, but what happens after breakfast? 
Today we realized that you exceeded 200. Therefore, 
I need a more reasoned self-monitoring.

Patient: So, in this case, I cannot have my Kellogg’s 
any more.
N: Let’s check first, one measurement is not enough. 
You can do some experiments, have your regular 
breakfast one day and the next have something differ-
ent and see what happens to your glycemia.

The patient is using a level 2 evidence (the level of gly-
cemia measured on a single, specific day) to make a deci-
sion (not eating Kellogg’s anymore). This type of decision 
is grounded on an argumentative use of evidence that we 
described in Sect. 3 as uninterpreted backing, as the evi-
dence is not interpreted and assessed, but used directly to 
support a conclusion. The nurse is not challenging the con-
clusion directly, but rather explains how to interpret the level 
2 evidence. She points out how a single measurement cannot 
lead to an evaluation of the patient’s reaction to Kellogg’s 
and explains how this judgment needs to be instead based 
on repeated measurements that can show an overall trend of 
reactions (level 3 evidence).

This example is similar to Case 1, in which the decision of 
eating something after detecting low glycemic values (level 
2 evidence) is corrected by explaining how the evaluation 
and the corresponding decision can be highly defeasible (the 
Nurse says that “as you may have had a high peak of glycae-
mia. You may have eaten more to compensate this situation, 
and then the glycaemia has soared”). She then explains that 
the measured value needs to be compared with other values 
(level 3 evidence) in order to reach a sounder evaluation.

The correction of the uninterpreted evidence used for 
making a decision is the target also of the conflicting evi-
dence used in Case 1:

Patient: Sometimes, when I feel it < the glycaemia > 
low, I eat honey.
Nurse: However, also when you feel that it is low, you 
should check it, as it can be the result of the prob-
lem that you have in your ear, which causes dizziness. 
Therefore, in this case you eat honey, but your glyce-
mia is perfect

Here, the patient uses an unmeasured observation (level 
1) that is used for making a judgment (the glycemia is in 
danger zone) and then a decision (I eat honey). This conclu-
sion is rejected by the explanation of its defeasibility condi-
tions, and the explanation of the passage to level 2 evidence 
(measurements).

8 � Discussion and Limitations

The analyses conducted were purely exploratory and 
based on the two theoretical classifications presented. 
This application had three major purposes, namely jus-
tifying the choice of the typical instances of evidence 
use discussed in Sect. 7, showing how these theoretical 
proposals can be used for empirical purposes, and high-
lighting some possible trends that can be used as research 
questions to be explored quantitatively. In particular, this 
study can justify the development of this twofold catego-
rization in a coding scheme that once validated can be 
used for quantitative analyses.

The descriptive study of the evidence used in the cor-
pus brought to light two aspects of the interactions that 
can be considered as relevant in the context of health-
care communication. The first regards high frequency 
of patients’ evaluative uses of evidence. Patients tend to 
ground their evaluations based on level 1 (55%), level 3 
(27%) and level 2 (12%) evidence. If we look into the rea-
sons of such evaluations, we can notice that they are pro-
vided for justificatory reasons. Patients seem to be preoc-
cupied with providing accounts for behaviors that might 
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have caused their parameters to be not good. The patients 
in our corpus have all had diabetes for many years, so they 
know very well how the disease functions and what they 
should be doing to keep it under control. Therefore, this 
preoccupation with justifying their behaviors is under-
standable. However, it can also provide a clue as to what 
kind of arguments could be more effective in this kind 
of context for achieving behavior change: probably not 
the ones constructed around higher level evidence, which 
does not seem to be these patients’ first preoccupation.

The second consideration regards clinicians’ responses 
in the same situation. As mentioned above, in most cases 
clinicians tend to respond to evaluations based on lower 
levels of evidence with moves that introduce the useful-
ness of moving towards level 3 or 4 evidence. This behav-
ior suggests that a relevant part of patient education could 
be considered, in this perspective, in clinicians proposing 
to patients the passage from the lower, more defeasible, 
levels of evidence, to the higher and stronger ones.

9 � Conclusions

Evidence-based medicine has evolved into precision 
medicine in trying to provide the most specific kind of 
care to every patient, tailored on their specific needs and 
characteristics. This includes taking into close considera-
tion patients’ lifestyles, habits and general life conditions, 
which presupposes adopting an inclusive and participa-
tory style of care. Within this framework, patients are led 
to be more and more autonomous and able to cope with 
acute episodes and adverse situations, in order to keep 
their conditions under control in the long term. This effort 
of patient education implies that patients are also led to 
understanding how to assess and interpret the symptoms 
they feel or observe through specific measurements that 
amount to a kind of evidence.

In our paper, we explored the idea of evidence and the 
notion of “types” of evidence, pointing out how evidence 
can be defined from an argumentative perspective as a 
backing for an implicit or explicit conclusion. This defini-
tion results in a twofold analysis of evidence, correspond-
ing to dimensions of support to a conclusion and dialogical 
purpose. We classified the former dimension outlining the 
different levels of probative force of evidence use. We then 
combined a top-down approach to the dialogical purposes 
of evidence use, based on the types of dialogical moves, 
with a bottom-up selection of the most frequent moves 
(also considering the existing literature on the topic of the 
decision-making process in chronic care). This theoretical 
approach was then applied to our corpus, to show how it 
can be used for practical and empirical purposes, and for 

justifying our qualitative discussion of the most typical 
cases of evidence uses.

Our analysis showed different uses of evidence from 
clinicians and patients and also different ways of respond-
ing to evidence. In particular, the strategy of conflicts 
of evidence was shown to be a commonly used way for 
correcting patients’ uses of evidence and leading them to 
using less defeasible levels of evidence. This preliminary 
exploration suggests that a larger and more in-depth analy-
sis would be worthwhile to identify specific patterns of 
evidence use.
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