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The proposition we defend

A clinical chart records what happened, not what would have happened under a different choice. We argue that
medicine needs explicit counterfactual reasoning to interpret treatment outcomes: improvement after intervention is
not proof that the intervention caused improvement, and deterioration after refusal is not proof that the refused
treatment would have prevented it.

Patients and clinicians naturally ask what would have happened under a different intervention. The counterfactual
record proposes organizing longitudinal clinical data to compare plausible alternative trajectories, while making clear
that an individual life supplies only one directly observed history.

Why the mechanism deserves to be taken seriously

Time-series measurements, known pharmacology, prior events and population-level causal evidence may inform
hypothetical comparisons. Modern causal inference emphasizes exchangeability, measurement of confounding,

positivity and careful choice of comparison groups. A patient’s symptom improvement after stopping one food or

medicine can be informative but cannot, by itself, establish what would have happened without the change.

The causal argument

Every patient follows one observable trajectory among many possible ones. Symptoms naturally fluctuate, disease
severity influences which treatment is chosen, and regression to the mean can mimic response. A sophisticated
record would annotate decision points, baseline trajectory, predicted alternatives and uncertainty. This cannot create
a second lived history, but it forces the clinician to state the comparison implicit in a causal claim. When
observational cohorts are available, target-trial emulation or similar methods can inform plausible contrasts; for an
individual patient, the inference remains conditional and partial.

Causal architecture under closer examination

Medical narratives often collapse a sequence of events into an assertion of causation. A patient started a therapy
and improved; therefore the therapy worked. Or a patient declined a treatment and deteriorated; therefore the
declined treatment would have prevented decline. Neither inference follows without a comparison. Disease
trajectories fluctuate, therapies are selected according to severity, patients change multiple behaviors
simultaneously and measurements regress toward their usual levels after extreme values. The counterfactual record
would make those competing causal stories explicit at the moment a decision is made. It could capture the baseline
slope of symptoms, the predicted untreated course, plausible alternative interventions and the degree of uncertainty.
This would not manufacture an alternate history, and a machine-generated forecast would not become evidence
simply because it looks quantitative. The approach instead improves epistemic accountability: claims of benefit can
later be compared with what the clinician prospectively expected, rather than with a retrospective story tailored to the
observed outcome.

A concrete physiological case
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Suppose a patient’s pain improves sharply after starting a new supplement. If symptoms were already declining
during the week beforehand, the naive before—after story overstates treatment effect. A better record contains
repeated preintervention measures, competing changes in sleep or medication and a prediction of untreated
symptom variability. Conversely, a clear physiological response temporally linked to a specific intervention may
strengthen but rarely settle attribution alone.

Original conceptual illustration

After starting a new diet, a patient feels better. The missing comparison is the same patient's trajectory without the
change. Spontaneous recovery, altered sleep, reduced caloric intake and expectation could all matter. A
counterfactual record could make these possibilities explicit, but it cannot conjure an unobserved alternate history
into evidence. Its value is honest reasoning, not artificial certainty.

What established physiology already supports

Potential outcomes, causal diagrams, randomized trials and longitudinal observational methods establish the
counterfactual framework. The proposed innovation is practical: make competing causal histories a visible
component of clinical documentation rather than leaving them hidden behind confident retrospective narratives.

The strongest counterargument—and the answer

The objection is that the unrealized trajectory cannot be observed for the same individual, and elaborate records
may create pseudo-precision. The appropriate answer is calibrated uncertainty and external comparative evidence,
not pretending a model can reconstruct an alternate life with certainty.

Regression to the mean, spontaneous recovery, co-interventions, seasonal patterns and expectation can all create
persuasive but false causal stories. Highly detailed electronic records do not remove unobserved confounding, and
synthetic “alternate lives” may imply unjustified certainty.

The discriminating experiment

A pilot could embed decision-point forecasts in longitudinal records and compare prediction accuracy against
blinded outcomes and matched observational estimates. Predefine interventions, comparators and clinically
meaningful endpoints. The test is whether structured counterfactual documentation improves treatment attribution
and decision quality, not whether it tells a more compelling story.

A responsible system should present competing explanations, confidence levels and the assumptions needed for
each counterfactual estimate. Its value is tested against externally observed outcomes and expert review. If
predictions are unstable across reasonable assumptions, it should state that the cause cannot be identified.

Decisive comparisons and limits of inference

A pilot implementation might ask clinicians to record their best estimate of key outcomes over three or six months
under the selected plan and one reasonable alternative. Where ethical and feasible, outcomes could later be
compared with randomized or observational evidence from similar patients. Researchers should assess calibration,
bias and whether the additional documentation changes treatment decisions or merely increases paperwork. A
particularly informative failure case is a dramatic natural recovery after an intervention with little causal efficacy; a
well-calibrated counterfactual approach should resist attributing the entire improvement to the intervention.
Conversely, when a rapidly acting therapy produces an objective biological change within its expected time frame,
the causal argument may be stronger. The proposed chart is thus a tool for disciplined reasoning rather than a
replacement for clinical trials. Its controversial conclusion is that much of what passes as clinical evidence in
individual success stories is only chronology. A good medical record should state the claim that would need to be
true for treatment to deserve credit and preserve the alternative explanations that might later defeat it.
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A second prediction from the original model

Every counterfactual estimate depends on assumptions about what would otherwise have happened. The most
truthful record would show sensitivity to those assumptions and sometimes conclude that the cause remains
unknowable.

Why the hypothesis matters if correct

If a clinician claims that a treatment produced recovery, a serious causal account must consider the trajectory the
patient might have followed without it. The proposed counterfactual record would make that comparison explicit at
decision points rather than allowing a compelling retrospective success story to replace evidence. It might record
expected natural fluctuation, likely competing causes and uncertainty about alternative choices. No model can
observe two histories for the same person, so the record does not magically prove treatment benefit. Its value would
be measured by improved calibration, better use of comparative studies and fewer unwarranted causal claims. The
controversial implication is that many patient narratives accurately describe chronology while saying much less than
assumed about causation. A more demanding medical record would preserve that distinction without depriving
clinical experience of its legitimate role in generating hypotheses.

The clinical and conceptual consequence

The controversial consequence is epistemic humility made operational: a treatment success story is incomplete
without a serious estimate of what might have happened anyway. A medical record should preserve causal
alternatives, not merely chronology.

This is a framework for more transparent reasoning about clinical history, not an automated proof engine or
substitute for randomized evidence where that is needed.

This is a framework for more transparent reasoning about clinical history, not an automated proof engine or
substitute for randomized evidence where that is needed.
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Editorial and clinical boundaries

This paper advances a causal thesis and identifies observations that would support or defeat it. It does not establish
a new diagnosis or treatment, and it should not be used to discontinue medically indicated care. Bibliographic entries
inherited from the original edition have not all been independently verified.
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