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Introduction
In the general medical practice, the objective of the 
interview and the medical examination is to allow the 
doctor to understand the complaints, the symptoms, 
the physical signs of the patient and to integrate them 
in a coherent picture; In other words, the doctor’s task 
is to discover the true nature of the condition, assess 
its severity and realize if it is chronic, progressive or 
if it is susceptible to improvement; In addition, this 
interview should train the doctor to prescribe the 
appropriate treatment (1).

Consultation in general medicine expresses a “desire” 
of the patient, but this can be done or expressed more 
or less clearly. The reason for consultation presented 
by the patient in the consultation is a manifest content. 
The general practitioner (GP) must transform or 
complete those manifest ideas in the latent or hidden 
initially of the reason for consultation / health 
problem / symptom.

But, the vital role of the general practitioner lies in the 
interpretation of unsolicited calls for help. This gives 
value to general medicine compared to other specialties. 
It must be borne in mind that to “satisfy” the patient 
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Abstract
The task of the general practitioner (GP) is to discover the true nature of the health problem. The reason for 
consultation expressed by the patient is a manifest content. The GP must transform or complete those ideas that 
are latent or initially hidden. The latent content of the symptom / problem / motive may be incomprehensible 
at the beginning. When the initial manifest material of the patient is translated by the GP, we have a more 
understandable expression. This distinction between manifest and latent content makes special sense in two the 
motives / symptoms / problems that: A) although they pose a coherent material, cause some surprise or cognitive 
dissonance to the GP, and B) have no explanatory physiopathological meaning, nor are they comprehensible 
according to the usual theoretical frameworks. These types of visits may be a large part of the patients seen on a 
normal GP consultation day. In these motives / symptoms / problems the GP, instead of performing the “clinical 
method of the detective,” uses a “biopsychoanalytical” method or tool, that is the beginning of the diagnostic 
process, which has at least 3 ways: 1) The GP acts by helping and avoiding disturbances in the patient’s reflexive 
process; 2) The GP try of knowing the latent material by means of “reading the patient’s manifest signs and 
symbols”. The messages of our patients contain “facts” and “feelings”, and we must be attentive and understand 
the emotional messages. The reason for consultation / symptom / manifest problem that the patient initially 
expresses is a “symbolic representation” (with universal and particular symbols); and 3) In addition, the doctor 
looks for what seems to be the cause of the patient’s problem in the doctor-patient relationship itself.
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is not simply to satisfy the expressed desires, but to 
meet the deepest, sometimes unconscious needs, and 
this requires complex and refined techniques (2).

In practice, it is therefore a matter of transforming a 
biopsychosocial material from one expressive form 
to another. The latent content of the symptom / 
problem /motive may be incomprehensible. The 
diagnostic work of the general practitioner (GP) 
begins with that type of expression “manifest”. When 
the initial manifest material of the patient is translated 
by the GP, we have a more understandable expression: 
this is the beginning of the diagnostic process.

Therefore, at the beginning of a diagnosis in general 
medicine a “biopsychoanalytical” method or tool 
is used, not only biological, that could be said to be 
similar in part to that initially described by Sigmund 
Freud, for example, to interpret the dreams (3).

It is about making an idea / symptom / health problem 
of the manifest material more understandable that can 
be difficult to understand, in another idea or in a more 
intelligible material, linking the motive or symptom 
or problem initially exposed by the patient with other 
connections, and thus, finally replacing that initial 
manifest motive with a new motive that was latent 
and now is made explicit, and that comprehensibly 
includes an extension of the ideas presented by the 
patient.

Initially the patient may not be able to show 
connections from the manifest material presented 
to the latent content which is more integral and 
understandable, but during the diagnostic process can 
finally present numerous relationships, connections 
and interpretations that clarify the latent content. The 
GP acts by helping and avoiding disturbances in this 
reflective process of the patient.

In this scenario, this article aims to reflect and initiate 
a conceptual systematization of diagnostic clinical 
work in general medicine, as the process that goes 
from a certain explicit content presented by the 
patient, to another more elaborate and clear material 
that includes latent contents.

Discussion
Based on the process of transformation of the material 
from the obvious motives / problems / symptoms to 
the latent ones, this material can be classified into 3 
categories:

1. Reasons or materials that in their initial manifest 
form are already understandable. 

These are reasons to visit the GP that are likely to be 
accepted by it, from the start, without inconsistency 
or dissonance appreciably. They are predominantly 
visiting reasons / health problems / clearly biological 
symptoms. They do not cause surprise to the GP. The 
manifest content expressed by the patient already 
includes latent content, or there seems to be no latent 
content of interest. 

These are materials or reasons presented by patients 
with “organized disease.” The GP and the patient agree 
on a diagnosis, organic or psychological, and the doctor-
patient relationship is more or less oriented around 
the disease. For example, it is when the GP attends 
to a patient with peptic ulcer or an angina pectoris, 
or a major depression, and discusses about diet and 
drugs, without exploring the global biopsychosocial 
diagnosis. This represents an organized disease: that 
in which to make the diagnosis, apparently, we do not 
have to reveal hidden data, although presumably they 
can exist (2).

2. Motives / problems / symptoms that although they 
pose a coherent material and have a clear sense, cause 
some surprise or cognitive dissonance to GP. This 
cognitive dissonance causes the GP to be automatically 
motivated to strive to generate new ideas to reduce 
tension until the set of ideas and materials fit together, 
constituting a certain internal coherence to explain a 
diagnosis. Also here, the patient may experience some 
cognitive dissonance, being amazed at how that can 
happen to him, for which he has no explanation.

3. Those problems / motives / symptoms that have 
no explanatory physiopathological sense, nor are they 
comprehensible according to the usual theoretical 
frame works. They are incoherent, confused and 
meaningless. They are disorganized problems. They 
can suppose a great part of the patients attended 
in a normal day of consultation of the GP. It has 
been reported that between 50-70% of the patients 
treated in family medicine, at any time, disorganized 
symptoms or diseases; therefore, account for the 
majority of patients cared for in family medicine (4)

The concept of disorganized disease overlaps 
with other as frequent attenders, difficult patient, 
additional demands, and multimorbidity and 
polypharmacy (5-9).
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It is clear that one way of knowing the latent material 
is “reading the manifest signs of the patient”. The 
problem is that our patients’ messages contain “facts” 
and “feelings,” and we are less used to being attentive 
and understanding emotional messages. The feelings 
can be expressed verbally (the words used, the 
images used ...), but also non-verbally - tone of the 
voice, rhythm, posture, facial expressions, gestures 
or postures, the pattern of breathing , the direction 
of the gaze, the eye contact, etc. One must have the 
ability to “read between the lines” and interpret these 
minimal signs of the patient’s dissonance or cognitive 
consonance, to avoid our own cognitive dissonance 
in the diagnostic process. As GPs, learning to see 
emotions is part of our daily work (10-13).

Therefore, instead of performing what has been 
described as “the detective’s clinical method” 
(observe and look for “physical” evidences -without 
paying much attention to psychology- and to do a 
retrospective deductive reasoning, from those tests, 
to reconstruct “the crime” and delineate the physical 
attributes of the guilty), for the GP a different approach 
is suggested. The GP uses a “biopsychoanalytical” 
method or tool that is the beginning of the diagnostic 
process. This way of working makes it possible to 
help some patients who could not be helped in any 
other way (14). In this method, the doctor tries to 
observe how the patient talks, and what is behind 
their consultation. The tool has at least 3 ways: 1) The 
GP acts by helping and avoiding disturbances in the 
patient’s reflexive process; 2) The GP try of knowing 
the latent material by means of “reading the patient’s 
manifest signs and symbols”; and 3) In addition, the 
doctor looks for what seems to be the cause of the 
patient’s problem in the doctor-patient relationship 
itself.

Obviously, the distinction between manifest and 
latent content only makes sense in the motives / 
symptoms / problems of types 2 and 3, and especially 
in those of type 3. In these types of reasons for 
consultation (types 2 and 3) the diagnosis is not can 
do successfully until the manifest content is replaced 
or complemented by the latent. Here, too, there is a 
connection between the confused and disorganized 
nature of the reason for consultation and the patient’s 
difficulty in communicating it to the GP.

In the type 1 consultation reasons, the elaboration 
of the symptom or problem by the patient is not 

necessarily required to make it comprehensible to the 
GP. That is to say, manifest and latent content coincide 
practically. In any case, it must be remembered that 
every reason for consultation / symptom / health 
problem has biopsychosocial contents that are 
always latent to some degree: worries, fears, 
desires, etc. (15).

But the reasons we have called type 1, these latent 
contents are minimal or are not necessary for 
understanding and intervention on the problem, or it 
is not relevant to try to address the latent contents at 
that time. This would apply to acute processes, from 
the simplest ones such as acute tonsillitis to other 
serious ones such as an acute myocardial infarction. 
These types of motifs are biologically “simple”, and 
have a clear connection with the biological level.

In the problems of types 2 and 3 always emerge facts 
in two or three directions that allow us to begin to 
glimpse the latent content of the manifest ideas. 
Here the GP must work to achieve a condensation or 
expansion with a panoramic view from the manifest 
content to try to expand the degree of understanding 
of the reason for consultation. Of course, this 
diagnostic process can take only one or, more usually, 
many successive visits, phases can be presented 
where the translation of a material manifested by the 
latent seems to be stopped, and conflicts can appear 
in the doctor-patient relationship, which represent in 
themselves part of those contents latent.

The process of achieving the latent content may be how 
to tune a dial (16), or as photographer Francis Galton 
did in the formation of his “family photographs.” Galton 
devised a technique called “the composite portrait” 
produced by superimposing multiple photographic 
portraits of the faces of individuals to create a common 
face: hiding the various components, superimposing 
them and making it clear what was common among 
them, while the contrary details destroy each other. 
These composite portraits represent a useful metaphor 
for an ideal type or a concept of a “diagnostic group 
or natural class”, it is a model, that is, an idealized 
simplification or representation of the systems found 
in the biopsychosocial world (3).

The application of this metaphor to the diagnostic 
process in general medicine, in the process of 
transforming an explicit material into a broader 
one that includes the initially latent content, would 
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be as follows: when in the course of diagnosis it 
seems that one should choose between the element 
A or B, according to this model what must be done 
is to substitute this process of choice for another 
of aggregation of A + B and take each factor as an 
independent starting point for the investigation. In 
the reason for consultation are presented, through 
a single product or initial material, several ideas or 
materials divergent or different or contrary, which 
must be separated and expanded independently, and 
finally, added.

Each of these elements of the reason for consultation 
has connections with several latent ideas. In addition, 
a single reason for consultation / symptom / health 
problem is represented by more than one content.

In the diagnostic process there is a shift from the 
initial manifest content to the latent content (FIGURE 
1). In this way, it can often happen that, what appears 
at first glance to the GP as the most important or the 
clearest, when analyzing it is shown as an imprecise 
element, and another main material can be glimpsed. 
This deformation of the main material manifested in 
the latent content presented by the patient is usually 
produced by metaphors, comparisons, symbols, 
images, analogies, coincidences or poetic language, but 
also by unconnected clinical pictures, pieces of ideas 
or materials, ramblings, clarifications, objections, etc., 
and also by means of changes in the doctor-patient 
relationship.
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FIGURE 1. THE GENERAL PRACTITIONER
CAN ONLY SEE THE RED SURFACE INITIALLY

The material (reason for consultation / 
symptoms / problems) manifests that 
the patient initially presents

General Practitioner

Latent material

Fig 1. The General Practitioner Can Only See The Red Surface Initially

The diagnostic process goes through this path from 
the manifest content to the latent content through 
the following techniques: performing a condensation, 
fragmentation, displacement, selection, etc. In this 
way, new presentations of the query reasons that 
expose a new unit are created. Of course, it can also 
happen that the latent content remains unrepresented 
and remains hidden totally or in part.

This diagnostic process, from the manifest to the latent, 
is a transformation of one material into another, and it 
seems to represent a biopsychosocial epidemiological 
relationship of cause and effect. Therefore, the 
diagnostic process can be described as a process 
of displacement or transaction from an incomplete 
material to a more complete one, where there may be 
a causal relationship between the obscurity of some 
consultation reasons / symptoms / health problems, 
and the greater clarity of some of the latent ideas. It 

is necessary for the GP to make the patient see those 
cause-effect connections between latent content and 
manifest illness (or symptom / problem / motive), in 
order to improve or perform a treatment. 

The symptoms that appear as a manifest motive 
are deformed; they are a representation, in part, of 
another latent material; what is presented may be 
unrecognizable. This deformation of the symptom 
or motive can be minimal and be shown without 
“repression” as in an acute process with a predominant 
biological basis, or they can represent “something 
else” with a certain “disguise” (for example, with 
anguish, etc.) , or show completely disguised or 
distorted, “censored” consciously or unconsciously, 
in the process in which the individual, in relation to 
their self and its context, perceives a dysfunction or 
alteration, and expresses it in a manifest manner.
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The symptoms suppose a focus of attention since they 
indicate in some way the inner conflict or the evidence 
that the defensive systems have been activated. 
Symptoms are also the way in which the patient 
defines their problem: a way to make something 
accessible or available to someone. The patient can 
begin by describing his physical symptoms instead of 
saying how he feels. Frequently physical symptoms can 
be expressed through metaphors even if the patient 
is not fully aware of it. Symptoms occur in sets that 
collectively have a special meaning. If the symptoms 
can be easily understood in terms of being caused 
or related to some experience or event, they can be 
tolerated even if they are severe.

Understanding the meaning of the symptoms 
provides to the GP with a way to access the problem 
that the patient brings. The symptoms take meaning 
in the context, and can be seen as a silent form of 
communication with others. It may be important 
for the patient to cling to their symptoms as a way 
of defining themselves, and so, until a broad sense 
of self is established, when we try to eliminate the 
symptoms, they may even get worse. This is the reason 
why sometimes the drugs, which are a symptomatic 
treatment, often make the situation worse. GPs who 
work with patients who take drugs need to be more 
active to allow access to patients’ feelings (17, 18).

The symptoms / reasons for consultation / health 
problems may be appropriate, unavoidable and even 
adequate; they can be both expressions of biochemical 
alterations, as symbols for the patient, expressions of 
the group context, and ways of dealing with a situation 
or event (whether or not he is aware of it). The 
expression of the symptoms depends on the previous 
psychological functioning of the patient, the severity 
of the deficit of the psychological function associated 
with the disease, the residual abilities, the adaptation 
and the coping of the functional deficits, as well as the 
influence of the colleagues, teachers, media, etc., the 
context (social expectations, social demands), and the 
doctor-patient relationship.

In addition, the type of doctor-patient relationship that 
is established also partially signals the content of the 
patient’s latent material: manipulative, demanding, 
submissive relationship, masochist, victim, distant, 
with excessive familiarity or closeness, etc.

The clinical manifestations are colored by socio-
cultural factors. Different cultures and belief systems 

have different ways of understanding clinical disorders, 
and the proper rituals to deal with them. Thus, there 
are differences in clinical diagnoses according to sex 
and social class (15).

Simplifying we could say that the reason for consultation 
/ symptom / manifest problem that the patient initially 
expresses, is a “symbolic representation”. And there 
are general symbols of universal diffusion valid for all 
individuals of a certain civilization, language, culture, 
etc., (such as cardiovascular symptoms that symbolize 
“sudden death”, respiratory symptoms that symbolize 
“shortness of breath” and breathing is a symbol of 
living, Pain can mean punishment and guilt, any intense 
headache popularly means a brain tumour, announces 
the appearance of an embolism or expresses arterial 
hypertension, etc. (19), and particular symbols or the 
own symbols of each person.

In addition to these “particular symbols” and the 
possible variants of the “universal symbols”, the GP 
does not know with certainty, at least initially, whether 
a certain symptom must interpret it symbolically or 
conform to its manifest literal meaning. But, the GP 
does know that not every reason for consultation / 
symptom / problem must be interpreted forcefully in a 
symbolic way; only some components of the manifest 
motive are susceptible to such analysis.

In the diagnosis (interpretation of a certain material) 
what can be done is to accept initially the hypothesis 
(probably inaccurate) of the validity of the manifest 
material, to progressively be able to order and 
complete the components shown with the latent, 
which are usually a rich material biopsychosocial, to 
form an intelligible and therapeutically approachable 
whole. To completely dispense with the analysis 
or interpretation of latent material can distort the 
diagnosis. In any case, the façade of the manifest query 
pattern usually does not cover completely the latent 
content and allows a provisional interpretation.

Therefore, in general medicine, the usual clinical 
characterization of diseases in other specialties is not 
adequate. The GP must look at the manifest symptoms 
as referents of another, broader material, not explained 
only by the initial manifest content. You could say that 
the disease is located “in-betweenness” (20).

Diseases are not a set of dichotomous diagnostic criteria, 
but are found between polarities in a continuous 
spectrum; Diseases belong to two or more worlds 
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at the same time, and to their transitions. From the 
fragile intermediate space between manifest material 
and latent content we can understand diseases, whose 
resulting complexity is due to an aggregation process 
(from A + B), and the GP must take each factor as an 
independent starting point for research. In this way, 
crossing these intermediate spaces, you can get to 
understand an initially incomprehensible material, 
and achieve comprehensive visions.

Conclusion
The GP must transform or complete those ideas 
that are latent or initially hidden. The latent content 

of the symptom / problem / motive may be 
incomprehensible at the begining. He must use 
a “biopsychoanalytical” method or tool, that is 
the beginning of the diagnostic process, which 
has at least 3 ways: 1) The GP acts by helping and 
avoiding disturbances in the patient’s reflexive 
process; 2) The GP try of knowing the latent 
material by means of “reading the patient’s 
manifest signs and symbols”; and 3) In addition, 
the doctor looks for what seems to be the cause 
of the patient’s problem in the doctor-patient 
relationship itself (FIGURE 2).
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FIGURE 2. THE METHOD OR TOOL "BIOPSYCHOANALYSIS" TO 
PASS FROM THE MANIFEST MATERIAL TO THE LATENT 

(DIAGNOSTIC), HAS AT LEAST 3 FORMS:

Manifest material

General 
Practitioner

Latent material

1) Patient's 
reflexive process
2) Reading the 
patient's 
manifest signs 
and symbols
3) The doctor 
looks for what 
seems to be the 
cause of the 
patient's problem 
in the doctor-
patient 
relationship itself

Fig 2. The Method Or Tool “Biopsychoanalysis” To Pass From The Manifest Material To The Latent (Diagnostic), 
Has At Least 3 Forms:

This “biopsycho-analytical” method that starts the 
diagnostic process is not a new magical tool, but 
simply a kind of doctor-patient relationship. When 
we are aware that pieces are missing to understand a 
set of materials, or that something emerges abruptly 
and gives rise to a new understanding between 
both, patient and doctor (which does not always 
mean reaching a moment of “peace” but sometimes 
the discovery, initially means anger, rupture of 
relationships, etc., to later restart that relationship 
in the same consultation or in another, but with a 
certain degree of learning achieved). It is not, at least 
only, as is often done, to reassure the patient: “You 
have nothing to fear”, speaking to the patient in a calm 
tone, while taking his arm... “We will solve it soon, not 
I have doubts “(an only symptomatic approach or on 
the manifest material only, which can complicate or 
chronify a situation in the long run); but the GP and 
the patient also have to accept that the “resolution” 

can leave to patient affected, when facing all the 
latent material. The patient can be affected, but better 
equipped to address it (an integral approach, on the 
latent content).

It is not a panacea, nor a new form of treatment. 
It is completely included in the practice of general 
medicine, based on the tools it usually uses: 

The knowledge of the patient as a person. • 

Support; it is the traditional role of the GP. • 
Reassures, is optimistic, takes responsibility, and 
offers to alleviate or even cure. Of course, this 
should not be used as an alternative to adequate 
research and treatment of physical symptoms. 
It is a more neutral and deep support; accepting 
the patient and his conflicts; accepting that the 
patient will be inevitably “affected” when facing 
the latent material, but will be able to make him 
more prepared for the task.
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Relationship; especially continued relationship. It • 
is a key element of psychotherapy.

Deepen• ing (“penetration, psychological intuition”) ; 
it is in this search for the “depth” where support 
and relationship automatically unfold-extend-
in the work of the general practitioner. You get 
to know the context of the patient, perhaps the 
family history, perhaps the anxieties of his mother 
as a child, etc.

Encourages self-development and empowerment• 
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