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Objective: This review aimed to explore clinical 
expertise within evidence-based practice (EBP) by 
examining contemporary definitions of clinical expertise, 
how it can be acquired and developed over time, and its 
role within EBP. 
	 Methods: PubMed, Web of Science, and Scopus 
databases were searched for literature on clinical 
expertise published between January 2016 and August 
2024. Titles and abstracts were screened for relevance. 
Full-text review was conducted for papers deemed 
potentially relevant. 
	 Results: 23 articles were included in this review. 
Clinical expertise receives different treatments across 

Conceptualiser l’expertise clinique dans la pratique 
fondée sur des données probantes: une revue narrative de 
la documentation ayant des implications pour la prise de 
décision clinique 
	 Objectifs: Cette revue visait à examiner l’expertise 
clinique dans la pratique fondée sur des données 
probantes (PFDP) en examinant les définitions 
contemporaines de l’expertise clinique, la manière dont 
elle peut être acquise et perfectionnée au fil du temps, et 
son rôle dans la PFDP. 
	 Méthodes: Les bases de données PubMed, Web of 
Science et Scopus ont été consultées pour obtenir de 
la documentation sur l’expertise clinique publiée entre 
janvier 2016 et août 2024. Les titres et les résumés ont 
été examinés pour déterminer leur pertinence. Une 
revue intégrale a été réalisée pour les articles jugés 
potentiellement pertinents. 
	 Résultats: On a inclus 23 articles dans cette revue. 
L’expertise clinique reçoit des traitements différents 



256	 J Can Chiropr Assoc 2025; 69(3)

Conceptualizing clinical expertise in evidence-based practice: a narrative literature review with implications for clinical decision-making

Introduction
Clinical expertise is a central component of evi-
dence-based practice (EBP), initially introduced within 
Sackett et al.’s evidence-based medicine model1 and later 
refined by Haynes et al. in their constructive engagement 
with this model.2 In Haynes et al.’s enhanced and pre-
scriptive model, clinical expertise expands across, in-
forms, balances, and integrates the three components of 
evidence-based clinical decision-making: clinical state 
and circumstances, patients’ preferences and actions, and 
research evidence (Figure 1).2 By emphasizing the cen-
tral role of clinical expertise in EBP, the Haynes model 

provides a comprehensive and practical framework for 
examining clinical expertise further.
	 Clinical expertise is considered to be a lifelong learn-
ing process wherein clinicians amass primary knowledge 
over the course of their clinical interactions, as opposed to 
knowledge only gained from journal articles, randomized 
control trial (RCT) findings, systematic reviews, meta-an-
alyses, or explicit medical education.3–5 Clinical expertise 
is also considered to comprise many components includ-
ing formal education in the field, multiple years of clinical 
experience, advanced credentials, visibility in the profes-
sional community, and demonstration of superior skill 

literature. However, a commonality is that clinical 
expertise requires proficiency, skill, and clinical 
judgement that can be acquired only through clinical 
experience, collaboration, and hands-on clinical 
practice. Operating within Haynes’ model of EBP, 
clinical expertise is central to integrating patient 
preferences and bridging the gap between standardized 
objective evidence and personalized care. 
	 Conclusions: Clinical expertise represents the core of 
integrating EBP to inform clinical decision-making and 
is developed through experience and keeping current 
with research. 
	 Author’s Note: This paper is one of seven in a series 
exploring contemporary perspectives on the application 
of the evidence-based framework in chiropractic 
care. The Evidence Based Chiropractic Care (EBCC) 
initiative aims to support chiropractors in their delivery 
of optimal patient-centred care. We encourage readers to 
review all papers in the series. 
 
 
 
 
 
 
(JCCA. 2025;69(3):255-272) 
 
 
K E Y  W O R D S : chiropractic, evidence-based practice, 
evidence-based medicine, clinical competence, 
professional competence, clinical skills

dans la documentation. Cependant, une caractéristique 
commune est que l’expertise clinique nécessite de la 
compétence, des habiletés et un jugement clinique qui 
ne peuvent être acquis que par l’expérience clinique, 
la collaboration et la pratique clinique pratique. 
En opérant selon le modèle de la PFDP de Haynes, 
l’expertise clinique est essentielle pour intégrer les 
préférences des patients et combler le fossé entre les 
données probantes objectives normalisées et les soins 
personnalisés. 
	 Conclusions: L’expertise clinique représente le 
cœur de l’intégration de la PFDP visant à orienter la 
prise de décision clinique et elle s’acquiert au moyen 
de l’expérience et de la tenue à jour en matière de 
recherches. 
	 Note de l’auteur: Ce document fait partie d’une 
série de sept documents examinant les perspectives 
contemporaines sur la mise en œuvre du cadre fondé sur 
des données probantes pour les soins chiropratiques. 
L’initiative de soins chiropratiques fondés sur des 
données probantes (SCFDP) vise à soutenir les 
chiropraticiens dans la prestation de soins optimaux 
axés sur le patient. Nous encourageons les lecteurs à 
consulter tous les articles de la série. 
 
(JCCA. 2025;69(3):255‑272) 
 
M O T S  C L É S  : chiropratique, pratique fondée sur 
des données probantes, médecine fondée sur des 
données probantes, compétence clinique, compétence 
professionnelle
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in practice. These components contribute to a clinician’s 
ability to provide EBP informed by the best relevant re-
search, patient preferences and characteristics, and con-
text of the problem. Clinical expertise draws together 
these components, guiding case formulation, clinical as-
sessment, and clinical decision-making.6

	 Despite increasing recognition of the central role of 
clinical expertise in EBP,4–7 the evidence pyramid con-
tinues to be heavily relied upon within research and train-
ing as a guide for determining the quality and usefulness 
of scientific evidence. In this model, ‘expert opinion’ is 
traditionally placed at the bottom of the pyramid, with ob-
servational studies, randomized controlled trials (RCTs), 
systematic reviews and meta-analyses of RCTs positioned 
above.5 While the pyramid highlights the strengths of sys-
tematic research, its rigid hierarchy and lack of consider-
ation of clinical expertise warrants reconsideration. For 
instance, the ‘gold standard’ in scientific evidence, RCTs, 
are not always attainable, may lack external validity, and 
can be difficult to apply in practice.8 Potential bias with-
in RCTs is also not always easily identifiable,9 requiring 

expertise to interpret findings within context. The useful-
ness of the evidence pyramid must be understood within 
the broader Haynes model, recognizing that clinical ex-
pertise and informed judgement are essential for assess-
ing and applying evidence in practice. Clinical expertise, 
developed over time, is required to understand and ap-
preciate practical consequences of bias within scientific 
literature, to unpack and apply trial results in an informed 
and contextualized manner.10 Ultimately, clinical exper-
tise is essential for interpreting and applying research 
findings to balance the evidence with individual patient 
circumstances and preferences, regardless of the state of 
evidence.
	 While its importance is recognized, clinical expertise 
remains poorly defined beyond its limited consideration 
in the evidence pyramid, creating challenges for chiro-
practic clinicians, educators, and researchers in fully in-
tegrating it into EBP. Accrediting chiropractic bodies and 
regulatory boards endorse EBP principles, yet a clear 
framework for conceptualizing, developing, and apply-
ing clinical expertise within EBP is lacking.11,12 Given the 

Figure 1. 
Haynes and colleagues’ updated model 
for evidence-based clinical decision-
making.2 Reproduced and adapted with 
permission of the American College 
of Physicians, from Haynes et al.2; 
permission conveyed through Copyright 
Clearance Center, Inc.
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growing expectation for chiropractors and other health-
care professionals to incorporate EBP into practice, re-
fining the discussion on clinical expertise is essential. 
Following Haynes’ EBP model,2 clinical expertise should 
not be seen as a standalone form of evidence to be placed 
on an evidence pyramid, but as a crucial mechanism for 
effectively applying research to patient care.5 As noted by 
Haynes et al., “evidence does not make decisions, people 
do”.13 Clearly defining clinical expertise, examining how 
it can be acquired and developed by clinicians, and eluci-
dating its pivotal role in guiding EBP will help overcome 
barriers to applying research and integrating all pillars of 
EBP in clinical decision-making.
	 This review aims to provide contemporary insight on 
the Haynes model’s conceptualization of clinical exper-
tise and further refine its practicality,2 providing clinicians 
with i) an enhanced definition of clinical expertise in an 
EBP context, ii) how clinical expertise can be acquired 
and developed over time, and iii) how clinical expertise 
operates within the Haynes model of EBP. This analysis is 
timely, given the development of updated clinical compe-
tencies in chiropractic education, and the expectation of 
accrediting bodies and regulatory boards for chiropractors 
and other health professionals to endorse EBP throughout 
their professional careers.11,12,14

Methods 
Study design
We conducted a narrative review15 of the literature to 
summarize contemporary definitions of clinical expertise, 
how clinical expertise is acquired and developed over 
time, and how it operates within the Haynes EBP model.2 
The narrative review method is appropriate in instances 
such as this, where the aim is to research a broad topic 
which has been studied and conceptualized differently 
across disciplines and traditions.16

Data sources and searches
The literature search for this review sought English-lan-
guage peer-reviewed research articles published between 
January 1, 2016 and August 1, 2024 within PubMed, 
Web of Science, and Scopus databases. The search was 
restricted to 2016 and onward to focus on providing a 
comprehensive understanding on recent perspectives of 
clinical expertise. We employed a range of search terms to 

achieve our objectives and capture relevant literature on 
clinical expertise (Appendix 1).

Selection criteria
We included empirical research articles as well as sec-
ondary sources of evidence (e.g., systematic, scoping, or 
narrative reviews, and commentaries), that substantive-
ly explored, described and considered clinical expertise 
within the context of EBP or evidence-based medicine 
(EBM), published between 2016 and 2024. We did not 
exclude articles based on country of origin. We excluded 
conference abstracts, protocols, and articles that lacked 
substantive exploration of clinical expertise within an 
EBP or EBM context.

Screening process
One author assessed titles and abstracts of articles re-
turned in the search of each database to determine eli-
gibility. Articles deemed potentially relevant underwent 
full-text review by the same author, considering each 
articles’ potential contribution to our exploration of clin-
ical expertise within EBP/EBM. The rest of the working 
group confirmed inclusion of each full-text article.

Data extraction
Descriptive information was extracted from each article 
deemed relevant after full-text review, including first au-
thor, title, discipline, and information pertaining to explor-
ing or analyzing clinical expertise, specifically within the 
context of EBP. For this last item, data from each paper 
were grouped into one of three categories: (1) defining 
clinical expertise; (2) acquiring and developing clinical 
expertise; and (3) clinical expertise operating within EBP. 
These categories were determined a priori, in line with the 
purposes of our review. Themes within the extracted data 
corresponding to each of these categories were then deter-
mined iteratively. Data was extracted and summarized into 
a table by one reviewer. The data extraction table under-
went independent review among the full working group, 
and required unanimous consensus among the full group.

Results
The search identified 1,992 articles to be screened from 
PubMed, Web of Science, and Scopus. The flowchart out-
lining article identification, screening, eligibility and in-
clusion is shown in Figure 2. Each of the 23 articles that 
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Figure 2. 
Flowchart diagram showing the search and selection process of studies included in this review.

*The search was conducted in two separate phases. Phase one included articles from 2016-2021. In these search-
es, duplicate articles between databases were removed automatically, prior to screening. For phase two, which 
included searches for articles from 2022-2024, duplicates were not removed prior to screening. As such, for 
phase two, duplicates were only accounted for once an article was included following full-text screening.

met the inclusion criteria defined and/or analyzed the con-
cept of clinical expertise in the context of EBM or EBP in 
health fields, which included medicine (11 studies),4,7,17–25 
nursing (2 studies),26,27 occupational and physical therapy 

(4 studies),28–31 chiropractic (1 study),32 rehabilitation edu-
cation (1 study),33 psychotherapy (1 study),34 speech-lan-
guage therapy (2 studies),35,36 and nutrition (1 study),37 as 
shown in Table 1.
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Table 1. 
Relevant articles identified and included within the search results, along with extracted data from each

Discipline First 
Author, 
Year

Title Study Design Themes Discussed

Chiropractic Ivanova, 
202432

The development 
of working 
alliance in 
early stages of 
care from the 
perspective of 
patients attending 
a chiropractic 
teaching clinic

Qualitative 
Interview

Clinical Expertise Operating within EBP:
–	� Patients needed to feel confident in their chiropractor’s expertise before developing a 

bond or agreeing on treatment goals. This confidence was influenced by the clinic’s 
reputation and thorough initial assessments which reassured patients. This showcases how 
expertise facilitates the patient-clinician relationship, and as a result, integration of patient 
preferences.

–	� Patients highlighted self-confidence in the trainee chiropractors as crucial to building their 
trust. Overconfidence was viewed negatively, but balanced confidence reassured patients.

–	� Clear explanations fostered collaboration on treatment plans and agreement on care goals. 
Patients valued explanations that helped them understand the causes of their issues and 
what they needed to do to improve their condition.

Medicine Issel, 201818 Paradoxes 
of Practice 
Guidelines, 
Professional 
Expertise, 
and Patient 
Centeredness: 
The Medical Care 
Triangle

Commentary Defining Clinical Expertise:
–	� EBP guidelines have shaped healthcare, forming what the authors call the “Medical Care 

Triangle.” This triangle represents the interplay between clinician expertise, patient-
centredness, and institutionalized guidelines.

–	� Clinician expertise is the result of extensive education, and is proven through licensure 
and certifications

–	� Clinical expertise is characterized as independent of organizational structures and is 
heavily emphasized as a core feature in primary care delivery.

–	� Paradox of Expertise: the tension between the clinician’s autonomy (based on 
expertise) and the standardization imposed by evidence-based guidelines. This paradox 
acknowledges that expertise must be balanced with the use of guidelines and patient 
preferences, illustrating a complex decision-making process.

Paez A, 
20187

The “architect 
analogy” of 
evidence-
based practice: 
Reconsidering 
the role of 
clinical expertise 
and clinician 
experience in 
evidence-based 
healthcare

Commentary Defining Clinical Expertise:
–	� The “Architect Analogy of EBP” describes clinical expertise as consisting of three 

overlapping skill sets: clinical, technical, and organizational. The clinical component 
involves clinical and communication skills, and knowledge and experience with 
patient engagement. The technical component involves skills in forming questions and 
appraising and implementing evidence in clinical practice. Organizational skills cover 
interdisciplinary teamwork.

Clinical Expertise Operating within EBP:
–	� Clinical expertise is essential for filtering and applying evidence in practice, integrating 

scientific knowledge, critical thinking, and patient assessment. Clinicians must evaluate 
evidence for its relevance and quality. Expertise is crucial for navigating large volumes of 
evidence, assessing its applicability, and addressing clinical “gray zones” where evidence 
is lacking or unclear. Expertise also supports ethical decision-making, patient education, 
and informed consent, ensuring that treatment aligns with both evidence and patient 
preferences. Expertise helps identify new research questions and detect emerging trends, 
contributing to the advancement of practice.

Persson, 
201919

Science 
and proven 
experience: a 
Swedish variety 
of evidence-based 
medicine and a 
way to better risk 
analysis?

Commentary Defining Clinical Expertise:
–	� Suggest EBM is a restructuring of “science and proven experience” (VBE – an acronym 

for Swedish terms). Both EBM and VBE aim to incorporate science into decision-making 
but differ in their focus. The authors suggest EBM emphasizes using contemporary 
research to guide clinical decisions, while VBE focuses on ensuring patient safety by 
avoiding unnecessary risks.

–	� The concept of VBE highlights the importance of blending both clinical experience and 
scientific knowledge to ensure effective healthcare decisions.

–	� VBE emphasizes patient safety by minimizing risks through experienced clinical 
judgement. Clinicians must often balance scientific evidence with real-world conditions 
and individual patient needs to avoid harm.

–	� EBM emphasizes a structured, research-based approach to guide clinical decisions, which 
complements the more individualized, experiential knowledge in VBE. Clinical expertise 
in EBP relies on synthesizing both—leveraging structured evidence with nuanced, 
personalized decision-making drawn from clinical experience.

Peterson, 
201620

The three-legged 
stool of evidence-
based practice in 
eating disorder 
treatment: 
Research, clinical, 
and patient 
perspectives

Commentary Clinical Expertise Operating within EBP:
–	� Important to use research, clinical expertise, and patient preferences in guiding treatment 

for eating disorders
–	� While randomized trials support specific treatments for these disorders, inconsistencies 

remain across the spectrum of disorders and for certain populations with the disorders.
–	� Highlights how clinical expertise is vital in addressing this complexity of eating disorders, 

given the limitations of research in guiding treatment for diverse patient profiles. Factors 
like comorbidities, age, cultural context, and the patient’s physical state complicate 
treatment selection, making expert judgement crucial.
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Discipline First 
Author, 
Year

Title Study Design Themes Discussed

Medicine 
(cont’d)

Ratnani, 
202325

Evidence-Based 
Medicine: 
History, Review, 
Criticisms, and 
Pitfalls

Commentary Clinical Expertise Operating within EBP:
–	� Argue that EBM has shifted away from its original pillars of clinical expertise and patient 

values, now emphasizing protocol-driven, guideline-based care that limits clinician 
judgement and patient autonomy.

–	� This stems from the ‘foundations’ of EBM, which are the evidence pyramids, emphasizing 
standardized research evidence, particularly RCTs and systematic reviews. Suggest 
clinical decisions are reduced to following templates, sidelining physicians’ critical role in 
personalized care.

–	� Argue EBM struggles in treating multi-morbid patients, as RCTs and systematic reviews, 
which form the backbone of EBM, focus on single conditions, failing to accommodate the 
needs of an aging population with multiple chronic diseases. In these situations, clinician 
expertise is needed to uniquely consider each patient, developing an appropriate care plan 
tailored to them.

Salloch, 
201824

What does 
physicians’ 
clinical expertise 
contribute 
to oncologic 
decision-making? 
A qualitative 
interview study.

Qualitative, 
Semi-Structured 
Interviews

Defining Clinical Expertise:
–	� Introduce clinical expertise as “internal evidence” to be integrated with “external 

evidence”.
 –	� Identified direct patient contact on an individual basis and experience treating many 

patients contributed to a clinician’s expertise.
–	� Bodily experience (the personal, lived aspect of clinical practice), non-explicit knowledge, 

and implicit biases were noted as likely influencing clinical expertise, but the use of 
measurable indicators in the study did not account for these factors.

–	� Concluded clinical expertise may not be adequately understood using standardized 
quantitative measures, and must account for various independent factors

Schlegl, 
201721

Different 
Weights of the 
Evidence-Based 
Medicine Triad in 
Regulatory, Health 
Technology 
Assessment, and 
Clinical Decision 
Making

Commentary Clinical Expertise Operating within EBP:
–	� EBM integrates best research evidence, clinical expertise, and patient values to address 

uncertainty in clinical decision-making
–	� Regulatory bodies in healthcare primarily rely on research evidence, particularly RCTs, 

but have been adapting to real-world data and patient involvement due to recognition 
that certain treatments may still be beneficial for individual patients based on clinical 
judgement.

–	� Clinical expertise is essential to ensuring that research evidence is applied in a way that 
aligns with the needs of individual patients in real-world settings.

Szajewska, 
201822

Evidence-Based 
Medicine and 
Clinical Research: 
Both Are Needed, 
Neither Is Perfect

Commentary Clinical Expertise Operating within EBP:
–	� Suggests the traditional EBM evidence hierarchy, suggesting diminishes clinical expertise, 

oversimplifies care, and serves commercial interests.
–	� Concerns stated regarding the influence of industry, the overwhelming amount of 

evidence, and EBM’s failure to address complex, multi-morbidity cases.
–	� Notes RCTs are the gold standard for determining efficacy of healthcare interventions, but 

criticizes them for limitations in external validity, leading to issues when generalizing results.
–	� Emphasizes that EBM should prioritize the patient, indicating an important role for 

clinical expertise. The noted issues with clinical research rely on a clinician’s ability to 
effectively appraise and apply research

–	� Argue that strict adherence to guidelines can overlook the nuances of clinical practice.
–	� The acknowledgment of such criticisms indicates that clinical expertise is essential for 

interpreting guidelines in the context of individual patient needs.
Tonelli, 
20204

Experiential 
knowledge 
in clinical 
medicine: use and 
justification

Commentary Acquiring and Developing Clinical Expertise:
–	� Suggests clinical expertise is derived from primary experience of day-to-day clinician 

activities.
–	� Highlights the value of primary experience for clinicians to develop experiential 

knowledge such as diagnosing, treating, and assessing individual patients.
–	� Suggests relying on clinician experience through care and engagement with patients 

contributes to the development of iterative and experiential knowledge, which is necessary 
for clinicians to posses in day-to-day practice.

–	� Emphasizes clinical expertise should never be overlooked in EBP, but valued and strived for.
Van de Vliet, 
202317

The Application 
of Evidence-
Based Medicine 
in Individualized 
Medicine

Commentary Clinical Expertise Operating within EBP:
–	� Clinical expertise allows practitioners to apply external evidence to the specific needs 

of individual patients. While systematic research informs clinical decisions, it does not 
replace the judgement of the clinician. The process of EBM involves balancing three key 
components: best research evidence, clinical experience, and patient preferences.

–	� Suggest EBM is often limited by an over-reliance on RCTs as the sole source of “best” 
evidence, overlooking real-world data and clinical experience, restricting clinicians from 
applying their expertise and adapting treatments to individual circumstances.

–	� The risks of neglecting any of the three pillars of EBM include: Disregarding patient 
values, leading to impersonal or overly rigid care; Ignoring research evidence, resulting 
in outdated or empirical treatments; Overlooking clinical expertise, which may expose 
patients to inappropriate treatments.

–	� In oncology, EBM’s success depends on the proper integration of these elements to ensure 
safe (which is the function of clinical expertise), high-quality care tailored to individual 
patients
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Discipline First 
Author, 
Year

Title Study Design Themes Discussed

Medicine 
(cont’d)

Welink, 
202023

GP trainees’ 
perceptions 
on learning 
EBM using 
conversations in 
the workplace: a 
video-stimulated 
interview study

Qualitative, 
Semi-Structured 
Interviews

Acquiring and Developing Clinical Expertise:
–	� Suggests “learning conversations” as a key tool for learning and discussing the 

implementation and practice of EBM for medical practitioners.
–	� These conversations were defined as discussions that included a medical topic/question, 

prompting practitioners to reflect on these topics as they occurred in every day practice
–	� Emphasize that respect is an important element in peer-to-peer conversations, and these 

conversations can prompt discussion and develop new insight and knowledge.
–	� Highlight the important role of supervisors in these conversations, as supervisors guide 

their mentees to consider context-related factors specific to the individual patient, 
contributing to a comprehensive understanding beyond just the specific medical condition 
of the patient.

Nursing Dewitt, 
202126

The epistemic 
roles of clinical 
expertise: An 
empirical study 
of how Swedish 
healthcare 
professionals 
understand proven 
experience

Survey Analysis Defining Clinical Expertise:
–	� Discuss the concept of VBE, acronym in Swedish terms translating to “science and proven 

experience”
–	� Suggests the VBE model allows for a more explicit understanding of the integration of 

evidence into practice, and its role.
–	� States “proven experience” refers to the quality of having experience, instead of describing 

the content of the experience. This is tailored to the idea that clinical expertise in EBM is 
something clinicians acquire through experience.

–	� VBE promotes reflection within clinicians, informing their application of relevant 
evidence to their patients’ clinical circumstances.

Teolis, 
202027

Improving 
Nurses’ Skills 
and Supporting 
a Culture of 
Evidence-Based 
Practice

Commentary Acquiring and Developing Clinical Expertise:
–	� Suggests that training programs that include hands-on workshops can improve a 

practitioner’s ability (nurses in this context) to seek, appraise, and apply evidence in 
practice.

–	� Recommended collaborative learning between librarians and nursing education 
departments to develop evidence-based competencies within a supportive learning 
environment.

Clinical Expertise Operating within EBP:
–	� Authors reference a 7-step EBP model, highlighting the importance of clinical expertise 

in this model to integrate the best evidence with patient preferences to inform clinical 
decision-making. This tailors care to each individual patient’s needs.

–	� Suggests EBP is not consistently implemented across healthcare systems, particularly 
in the nursing profession, as some nurses lack competence in certain EBP skills such as 
forming research questions and critically appraising evidence.

Occupational 
and physical 
therapy

Thomas, 
202331

Being and 
Becoming an 
Evidence-Based 
Practitioner: 
Occupational 
Therapists’ 
Journey Toward 
Expertise

Qualitative 
interpretive 
descriptive, 
semi structured 
interviews

Acquiring and Developing Expertise:
–	� Humility, conscientiousness, curiosity, open-mindedness, and leadership were noted by 

therapists as essential for developing their expertise.
–	� Defining moments in therapists’ careers, such as being at an impactful EBP conference, 

that made practitioners realize there was a gap in their care/knowledge
–	� Motivators such as a desire to achieve better outcomes for patients, recognition of ethical 

obligations to provide the best care informed by evidence, and students acting as mentors 
by bringing new and recent information into practice

–	� Questioning standard practices, using critical thinking, sharing knowledge, addressing 
knowledge gaps and integrating experience with research evidence were noted as factors 
used by EBP practitioners to integrate EBP into care (e.g., emulating clinical expertise)

–	� Engaging in ongoing learning, formal teaching, and interacting with peers, students, and 
research were noted factors for improving practice

–	� Extensive scientific resources available in the field facilitates expertise development
Hallé, 201829 Attributes of 

evidence-based 
occupational 
therapists in stroke 
rehabilitation

Qualitative 
Analysis

Defining Clinical Expertise:
–	� Authors defined two fields of expertise, including expert evidence-based occupational 

therapists and outstanding occupational therapists.
–	� Expertise was attributed to clinician dedication, motivation to learn, achieving great 

patient outcomes, and working in a specialized setting.
–	� ‘Expert evidence-based clinicians’ had extensive knowledge, skills, and experience, and 

were involved in continuing education and knowledge translation initiatives
–	� ‘Outstanding clinicians’ had extensive specialized experience, expertise and expert 

qualities of intelligence, skill, and clinical knowledge.
Carr, 202030 Developing 

clinical expertise 
in musculoskeletal 
physiotherapy: 
using observed 
practice to 
create a valued 
practice-based 
collaborative 
learning cycle.

Qualitative – 
“Constructivist 
Grounded 
Theory Study”

Acquiring and Developing Clinical Expertise:
–	� Propose a three-staged cyclical process to support the advancement of clinical expertise 

using a mentor-learner model
–	� Model functions to develop clinical expertise in the MSK physiotherapy workforce, and 

included three phases, including “requirements prior to learning activity”, the “learning 
activity”, and a “collaborative reflection and analysis” phase.
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Discipline First 
Author, 
Year

Title Study Design Themes Discussed

Occupational 
and physical 
therapy 
(cont’d)

Benfield, 
202028

Initial 
development 
of a measure of 
evidence-informed 
professional 
thinking

Survey Analysis Defining Clinical Expertise:
–	� Notes that expertise requires the integration of external research evidence into clinical 

practice. Expertise must reflect critically on their practice, seek and discuss their 
experiences with their colleagues, and reflect on their own knowledge, beliefs, and values

–	� Highlights clinical expertise involves both critical clinical reasoning and evidence 
informed practice activities, with a big overlap between the two. The study found 
practitioners who engage in more clinical reasoning also engage more in evidence-based 
practices, indicating the two are interconnected.

–	� Note numerous qualities that should be considered when measuring clinical expertise, 
that their study did not, such as: specific client-related skills, evaluating evidence quality, 
communication abilities, and adapting/tailoring care to individual clients.

Acquiring and Developing Clinical Expertise:
–	� Requires the continued development of “habits of mind”. Habitual engagement in both 

critical clinical reasoning and evidence-informed practice behaviours is essential for 
developing and applying clinical expertise in practice.

–	� Authors suggest the importance of participating in activities that foster clinical reasoning 
and reflection to improve or maintain clinical expertise, as these activities are strong 
indicators of clinical competency

Rehabilitation 
education

Halvari, 
202133

Social, health 
and rehabilitation 
sector educators’ 
competence in 
evidence-based 
practice: A cross-
sectional study

Descriptive 
Cross-Sectional

Acquiring and Developing Clinical Expertise:
–	� Institutions can help health and rehabilitation educators develop clinical expertise by 

making educational resources and research accessible, as well as facilitating learning 
conversations.

–	� While most educators rated their EBP competence positively, there were areas for 
improvement, particularly in knowledge retrieval and scientific publication engagement. 
Continuous education and time management were also highlighted as factors that could 
enhance EBP competence.

Psychotherapy Huisman, 
201834

Evidence-
Based Practices 
in Cognitive 
Behaviour 
Therapy (CBT) 
Case Formulation: 
What Do 
Practitioners 
Believe is 
Important, and 
What Do They 
Do?

Survey Analysis Defining Clinical Expertise:
–	� Define clinical expertise in relation to the EBP model, as the mechanism of integrating the best 

available evidence into clinical practice to form a decision.
Acquiring and Developing Clinical Expertise:
–	� Case formulation (CF): described as a process within cognitive behavioural therapy where 

the clinician has the opportunity to integrate relevant theory and research into a particular 
individual case

–	� Suggested that effectively using external evidence in CF is a clinical skill that can be developed 
with experience. More experienced clinicians, especially clinical psychologists, tend to endorse 
practices that involve external evidence as more important than less experienced clinicians.

–	� Experienced psychologists rate certain evidence-based activities like evaluating hypotheses and 
using structured CF methods as ‘more important’. However, this perceived importance didn’t 
necessarily translate into more frequent practice, indicating a potential gap between knowledge 
and practical application.

Speech 
Language 
Therapy

Jackson, 
201735

Professional 
expertise amongst 
speech-language 
therapists: 
“willing to share”

Survey Analysis Defining Clinical Expertise:
–	� Highlighted that expertise is not a given result of years of experience, nor knowledge, despite 

the two still being important for expertise
–	� High experience and contextual knowledge were ranked as top elements of expertise, aligning 

with traditional views of expertise rooted in knowledge and experience. However, research 
expertise, such as holding a PhD or being involved in research, ranked lower, reflecting a 
preference for clinical over research expertise.

–	� Suggests that building expertise involves both knowledge contribution and collection, and 
balancing these could enhance professional development. Shared knowledge, through teaching 
and learning helps shape the identity of an expert.

Douglas, 
201936

Narratives of 
expert speech-
language 
pathologists: 
Defining clinical 
expertise and 
supporting 
knowledge 
transfer

Interview 
Analysis

Acquiring and Developing Clinical Expertise:
–	� Notes the importance of experience in developing expertise, but that it is not the sole 

contributor to expertise.
–	� The length of time spent in practice does not equate to a clinician’s expertise. In some cases, 

the opposite can be true, in terms of reinforcing bad habits and a lack of new knowledge 
integration.

–	� Factors like training, personal traits, networking opportunities, learning from mistakes, and 
good work sites contribute to clinical expertise.
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Discipline First 
Author, 
Year

Title Study Design Themes Discussed

Nutrition Johnston, 
201937

The Philosophy 
of Evidence-
Based Principles 
and Practice in 
Nutrition

Commentary Clinical Expertise Operating within EBP:
–	� Highlights how optimal clinical decision-making requires the best available evidence and 

balancing this evidence with the patient context
–	� Emphasizes importance of systematic summaries of evidence, and concerns over RCT 

results with regards to small study sizes and slow adoption by experts. Still, note that “high-
quality” evidence is preferred, noting the example of the long-standing yet flawed dietary fat 
guidelines, which were based on lower-quality observational studies, eventually overturned 
by higher-quality evidence.

–	� Acknowledge that large, consistent effects from observational studies can also yield high-
certainty conclusions.

–	� To be able to treat each patient uniquely, and apply accurate evidence, EBP requires clinical 
skills, such as accurate diagnosis, communication, and sensitivity to the patient’s context. 
Evidence should be integrated with each patient’s values, and clinician must address 
challenges such as time constraints and access to resources.

Identifying themes
Three central themes emerged from the literature in line 
with the three review objectives: (1) clinical expertise 
within EBP is the integration of clinical reasoning, ex-
perience, and evidence-based skills, guiding person-cen-
tred decision-making in healthcare, (2) clinical expertise 
is acquired through collaboration, reflective practice, 
hands-on experience, and continuous learning over time, 
and (3) clinical expertise acts as a mechanism of integrat-
ing evidence with patient-specific factors, guiding clinical 
decisions.

Clinical expertise is the integration of clinical 
reasoning, experience, and evidence-based skills
Clinical expertise has been defined in relation to the EBP 
model, as a necessary part of decision-making and central 
to the integration of best available evidence in practice.34 
Clinical expertise in the field of occupational therapy 
and allied health professions has been defined as “the ha-
bitual and judicious use of communication, knowledge, 
technical skills, clinical reasoning, emotions, values and 
reflection in daily practice”.28 Expertise is considered to 
be more than “just time in practice,” since it involves the 
integration of clinical or professional reasoning, EBP, 
and assessing and measuring outcomes.28 Importantly, 
clinical expertise is central to guiding clinical practice 
since not every clinical question has directly relatable 
or available data, requiring experience-informed deci-
sion-making.20,22,34 Expertise is complex, requiring the ex-
plicit integration of best external research evidence into 
clinical practice, reflecting critically on practice, seeking 
and discussing experiences with colleagues, and reflect-

ing on one’s own knowledge, beliefs, and values.28 This 
complexity of expertise is evident within ‘paradoxes’ of 
evidence-based care, in which clinicians are responsible 
for navigating the balance between the standardization 
of guidelines and both clinician and patient autonomy to 
integrate individual patient preferences into a clinical de-
cision.18

	 A qualitative analysis of expertise in the occupational 
therapy field defined two categories of expertise: expert 
evidence-based and outstanding occupational therapists.29 
In both categories, expertise was attributed to clinician 
dedication and motivation to learn, achieving great pa-
tient outcomes, and working in a specialized setting.29 
Expert evidence-based clinicians had extensive know-
ledge, skills, and experience, were engaged in profession-
al development and knowledge translation.29 Outstanding 
therapists had specialized experience, exceptional skills, 
professional competencies, and served as role models, 
mentors, and advocates, with strong client-centred ap-
proaches and collaboration.29 In this way, clinical ex-
pertise is recognized for its important role in informing 
clinical decision-making based on critical appraisal of 
evidence and patient values and preferences, rather than 
on external evidence alone, which may be inapplicable 
or inappropriate for an individual patient.21,27 This is re-
flected in the “Architect Analogy of EBP”, in which Paez 
describes clinical expertise as consisting of three overlap-
ping skill sets: clinical, technical, and organizational.7 The 
clinical component involves communication skills and 
knowledge and experience with patient engagement, the 
technical component involves skills in forming questions 
and appraising and applying evidence in clinical practice, 
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and the organizational component covers skills within 
interdisciplinary teamwork.7 Paez notes that together, 
these elements of expertise complement evidence-based 
practice (EBP) by structuring and enhancing clinical deci-
sion-making, rather than serving as evidence themselves.7

	 Clinical expertise is also defined as being derived from 
primary experience and being necessary for ideal clinical 
practice.4 Primary experience has value and knowledge 
utility that is central to clinical practice in order for a clin-
ician to possess the experiential knowledge required to 
diagnose, treat, and assess individual patients.4 Reliance 
on clinician experience through hands-on practice and 
engagement with patients and colleagues leads to a de-
velopment of iterative, experiential knowledge on which 
clinicians rely each day in practice.4 A critical element of 
achieving expert status is accumulating the vast hands-on 
experience that enables those experts to recognize pat-
terns in diagnosis and treatment effortlessly most of the 
time and to recognize when signs and symptoms fail to fit 
that pattern, requiring alternate action, such as referral to 
other professionals.4,18

	 Conversely, a survey analysis in the discipline of 
speech-language pathology defined professional expertise 
with the objective of assisting healthcare organizations in 
developing expectations of their professionals, highlight-
ing that measuring years of experience alone is not suf-
ficient to inform expertise.35 Rather, Jackson et al. argue 
an evolved shift in the understanding of clinical expertise 
requires viewing expertise as a quality that is possessed 
by an individual clinician and is perceived as such by 
those who bear witness to the clinician’s behaviours and 
practice.35 An interview study with oncologists added that 
because clinical expertise involves a complex integration 
of many interrelated factors, it cannot be fully appreciated 
using quantitative measures alone.24 For example, fac-
tors such as non-explicit knowledge and implicit biases 
were mentioned to not be captured through quantitative 
measures of clinical expertise, yet play a crucial role in 
informing a clinician’s expertise.24 Still, the importance of 
considering experience when informing expertise is not 
debated, as Salloch et al. found that two dimensions of 
clinical experience (direct patient contact on an individual 
basis and having treated many patients over the course of 
one’s career) contributed to one’s level of clinical exper-
tise in this interview-based study.24

	 Comparatively, studies originating from Sweden em-

phasized the continuation of a century-long history of 
vetenskap och beprövad erfarenhet (VBE), recognizing 
the importance of clinical expertise and judgement in 
healthcare.19,26 The centrality of the role of VBE in Swed-
ish healthcare is illustrated by Sweden’s legal regulation 
of healthcare, which requires VBE, best translated as ‘sci-
ence and proven experience.’ VBE is considered to be 
the gold standard in decision-making practice in Sweden, 
though it has not been well-defined in the literature.19,26 
The concept of VBE extends beyond the concept of ‘clin-
ical expertise’ and can function as a stand-alone construct, 
independent from clinical expertise. In this regard, EBM 
is considered a reformulation of the Swedish standard.19 
This notion of VBE has been required by law in Sweden 
since 1981 and has been engrained into the training of all 
clinicians. This has resulted in Swedish clinicians having 
a good understanding of the role and nature of clinical ex-
perience and judgement, balanced by knowledge gained 
through research.19,26 The Swedish model of ‘proven ex-
perience’ allows for a more explicit understanding of the 
integration of evidence into practice and conceptualiza-
tion of the role of evidence in practice.26

	 A key concept within VBE is ‘proven experience’, 
which refers to the quality or characteristic of being ex-
perienced or possessing experience, rather than to describe 
the content of the experience.26 The concept of proven 
experience is aligned with clinical expertise in EBP, and 
it is a trait to be acquired by clinicians throughout their 
clinical careers.26 VBE promotes more reflective analy-
sis by clinicians by informing their applications of rel-
evant evidence to their patients’ clinical circumstances.26 
Where the EBM model may be interpreted as casting a 
hierarchy over various kinds of scientific evidence, the 
VBE model regards good decision-making as considering 
both science and proven experience, together.19 Although 
the Swedish concept of ‘science and proven experience’ 
has clear parallels with characteristics of the EBM model, 
VBE offers additional clarity in terms of the epistemo-
logical role of expertise and clinical judgement.

Clinical expertise is acquired through collaboration, 
reflective practice, hands-on experience, and 
continuous learning over time
Experience on its own is reflected across multiple disci-
plines as being important to developing clinical exper-
tise.4,31,34 Within medicine, it is suggested that primary 
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experience, such as diagnosis, treating, and assessing in-
dividual patients, facilitates development of experiential 
knowledge of care and patient engagement, which is ne-
cessary in practice.4 In psychotherapy, a survey analysis 
highlighted how effectively using external evidence in 
case formulations (the process of integrating theory to a 
particular case) is a clinical skill that is developed through 
experience.34 Despite the importance of experience in the 
development of clinician expertise, a speech language 
therapy study argued that practice alone did not equate to 
highly proficient clinicians.35,36 Douglas et al. suggest that 
length of time in practice does not necessarily result in a 
higher level of clinical expertise as many senior clinicians 
maintain practice patterns related to habit rather than in-
tegrating new knowledge on an iterative basis.36 Several 
key elements to impact and support the development of 
clinical expertise were identified by Douglas et al., in-
cluding: training; individual clinician traits and actions; 
work sites; having a holistic view versus disorder-specific 
view; professional networking; peer and patient recog-
nition; embracing the creative/mysterious; technical ex-
cellence and acknowledgment of and learning from one’s 
own mistakes.36

	 Clinical expertise also requires the continued develop-
ment of “habits of mind,” suggesting the importance of 
participating in activities that foster critical clinical rea-
soning and reflection to improve clinicians’ clinical ex-
pertise.28 This may include engaging in “learning con-
versations”, described in a study that interviewed general 
practitioners. Authors found that “learning conversations” 
were important tools for learning and discussing the im-
plementation and practice of EBM for general medical 
practitioners.23 Learning conversations were defined as 
discussions that focused on a medical topic or question in 
which those engaged had no specific instructions on how 
to do so.23 Within these discussions, practitioners reflect 
on medical cases or topics that are of relevance to their 
daily practice.23 Respectful, learning conversations were 
found to be especially important elements in peer-to-peer 
communication, interprofessional collaboration, and in 
training or mentorship of new practitioners.23 A cross-sec-
tional study within rehabilitation education highlighted 
how institutions can help with facilitating learning con-
versations, and as a result, promote clinical expertise 
development.33 Such support may come from regulatory 
bodies, associations, or educational institutions, and in-

clude educational and research opportunities, as well as 
resources and accessible research.33

	 Supporting the importance of collaboration in profes-
sional skill development, Carr et al. described a three-
staged cyclical process to support the advancement of 
clinical expertise using a mentor-learner model.30 The 
sequential phases included: ‘requirements prior to learn-
ing activity’ (a self-reflection), the ‘learning activity’ (ob-
serving clinical practice), and ‘collaborative reflection 
and analysis’ (reflection on the experience, also known as 
professional craft knowledge).30 Utilization of this phased 
approach was considered to facilitate effective develop-
ment of clinical expertise.30

	 Characteristics such as humility, conscientiousness, 
curiosity, open-mindedness, and leadership were noted 
by occupational therapists as essential to developing ex-
pertise.31 Specifically, expertise required the ability to be 
adaptable in practice, in addition to deliberate, motivated 
effort to continuously grow and improve oneself profes-
sionally.29,31 Motivators to achieve expertise may include 
a desire to achieve better patient outcomes, the recog-
nition of ethical obligations, or a defining moment in a 
clinician’s career that made them recognize they could 
achieve a higher level.31 Students acting as mentors by 
bringing new knowledge into clinics can also serve as 
motivators to developing expertise.31 The strengthening 
of innate characteristics, such as compassion and other 
soft skills, and the continued humble recognition of gaps 
in a clinician’s knowledge, coupled with the desire for 
continued learning beyond a clinician’s current state of 
knowledge, further contributes to developing adaptive 
expertise.29,31 This strengthening requires support through 
education, knowledge translation and research opportun-
ities, and hands-on clinical practice.29 Expertise is then 
evidenced by advanced educational credentials, peda-
gogical, ethical, and cultural competence, personal inter-
action, professional conduct, cooperation and network 
competence, as well as knowledge of administrative and 
occupational well-being.33,34

Clinical expertise acts as a mechanism of 
integrating evidence with patient-specific factors
While some current literature considers the updated 
Haynes model of EBP (Figure 1),7,19,21 other contempor-
ary literature and regulatory bodies rely on the older EBP 
model for its evidence hierarchy and differential attribu-
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tion of value and weight to various knowledge sources.21,27 
Institutions often prioritize clinical data through a strict 
ranking system, treating RCTs as the gold standard while 
considering other forms of evidence as inferior.21 While 
RCTs are indeed the gold standard, effective clinical de-
cision-making requires more than simply following study 
outcomes – it necessitates the integration of clinical exper-
tise to apply evidence in a way that aligns with individual 
patient needs.17,20–22,25 Clinical expertise is not an alterna-
tive to research evidence,5 but rather a dynamic mech-
anism that balances a patient’s clinical state and circum-
stances, relevant research, and the patient’s preferences 
and actions.17,21,22,37 It remains essential whether strong 
research evidence is available or lacking. For example, 
when RCT results are not applicable to a particular patient 
due to study design limitations (e.g., restricted inclusion 
criteria), clinical expertise is necessary to assess other rel-
evant research, evaluate potential risks, and incorporate 
patient preferences.21,22 In this case, RCTs would be the 
gold standard for the demographic their study included, 
but clinical expertise ensures the evidence is interpreted 
and applied appropriately for each individual case.21,22 Im-
portantly, clinical expertise should not be conflated with 
expert opinion,5 which represents a static form of evidence 
that may not account for patient-specific factors.
	 In a commentary, Szajewska suggests there is an over-
whelming amount of clinical research, much of which is 
low quality due to poor design, being statistically under-
powered, and over reliance on p-values, leading to pot-
entially incomplete or false conclusions.22 In a study of 
RCT results for treating eating disorders Peterson et al. 
add the complexity of applying inconsistent study re-
sults.20 Specifically, diverse patient profiles such as com-
orbidities, age, and cultural context complicate treatment 
and evidence selection, making expert judgement crucial 
in caring for each individual patient.20 Two additional 
commentaries also raise concerns about the lack of ability 
of RCTs and systematic reviews to inform treatment in 
multi-morbid patients, arguing that a transition to proto-
col-driven care limits clinician judgement and patient 
autonomy, when treating such patients.17,25 While the im-
portance of research is never debated, authors suggest that 
the over-reliance on systematic research alone neglects 
the other pillars of EBP, leading to care that may not be 
optimal.17,25 Van de Vliet et al. emphasize this does not 
diminish the role of research in patient care as neglecting 

any pillar within EBP poses a risk, including disregarding 
patient values leading to overly rigid care, ignoring re-
search evidence resulting in outdated treatments, or over-
looking clinical expertise potentially exposing a patient 
to inappropriate treatment.17 Clinical care therefore relies 
on a clinician’s ability to effectively appraise, interpret, 
and apply the research, as opposed to adhering to strict 
guidelines and overlooking the nuances of clinical prac-
tice.17,20,22,25

	 Through a similar consideration of the value of clinical 
expertise, Paez explicitly and purposefully situates clin-
ician expertise at the centre of EBP in their model, together 
with the clinical question/patient problem.7 This positions 
the clinician as the “architect” or creator of the clinical 
path forward for the patient.7 Paez views the clinician’s 
role as important in framing clinical questions, assessing 
the evidence, and, ultimately, influencing patients’ lives 
and the generation of evidence through practice; in turn, 
creating new research questions and identifying new needs 
for evidence.7 These clinician responsibilities across all 
disciplines reflects the importance of clinical judgement 
and iterative decision-making processes in evaluating the 
merits and appropriateness of evidence-based interven-
tions on the health and wellbeing of patients.7,19,26,37

	 An interview analysis with chiropractic trainees and 
patients highlighted the importance of the clinician-pa-
tient relationship for optimal care.32 Patients valued clear 
explanations from their chiropractor which helped them 
understand the cause of their issue and what they needed 
to do to help themselves improve.32 It was the patients’ 
confidence in their chiropractor’s expertise that developed 
a bond and facilitated progress with treatment goals.32 
Thorough initial assessments and confidence of the chiro-
practor contributed to a strong patient-provider relation-
ship, emphasizing the importance of expertise acting as a 
mechanism of integration within chiropractic care.32

Discussion
In this review we aimed to synthesize contemporary lit-
erature providing insight on a definition of clinical ex-
pertise, how clinical expertise can be acquired and de-
veloped, and how clinical expertise operates within EBP. 
Three key themes emerged, each addressing our main 
objectives. First, clinical expertise is recognized as a dy-
namic integration of clinical reasoning, experience, and 
evidence-based skills, crucial for personalized healthcare 
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decisions. Second, clinical expertise is developed through 
a combination of reflective practice, collaboration, hands-
on experience, and continuous learning. Finally, clinical 
expertise serves as a mechanism for synthesizing evi-
dence with patient-specific factors, ensuring that clinic-
al decisions are not solely dictated by research evidence 
but are instead a balanced integration of all three other 
pillars of EBP: best available evidence, clinical state and 
circumstances, and patient preferences. These findings 
underscore the multifaceted nature of clinical expertise, 
as it intertwines professional experience with EBP.
	 The concept of clinical expertise does not have a stan-
dardized, uniform definition; rather, clinical expertise is 
a dynamic concept that continues to evolve over time.5 
While clinical expertise has received different definitions 
and treatments across studies, common among the liter-
ature is that clinical expertise requires proficiency, skill, 
and clinical judgement that can be acquired only through 
clinical experience, collaboration, and hands-on clinical 
practice.5,7,18,35,38 Clinical expertise is not static however, 
as it must continuously evolve alongside advancements 
in research and changes in patient needs, reinforcing its 
essential role in bridging the gap between evidence and 
personalized care. The Swedish concept of VBE contrib-
utes an evolved understanding and expanded definition 
of clinical expertise as a concept that has value for not 
only individual clinicians, but also their patients and the 
institutions within which they work.19,26 A more clarified, 
nuanced, and holistic perspective on clinical expertise, 
such as the one provided here, allows clinicians to not 
only strive for professional growth, but also understand 
the goalposts.
	 The traditional EBM evidence hierarchy inherently 
considers clinical expertise as a form of knowledge or 
method of knowing that is independent of, and potentially 
inferior to, the classic evidence pyramid.5 The placement 
of expert opinion at the bottom of the evidence pyramid 
has a mixed legacy. On the one hand, it may correctly sig-
nal that research questions can and should be informed by 
clinical experience and observation. On the other hand, 
this has been traditionally and wrongfully interpreted to 
imply that clinical expertise is wholly internal to evidence 
and, as such, is comparable and subordinate to research 
evidence. The latter view conflates the role of clinical ex-
pertise within research with clinical expertise in the con-
text of delivering patient care. While related, these con-

texts are distinct and should be explicitly acknowledged 
as such. Specifically, expert opinion represents a static 
form of evidence that may not account for patient-specific 
factors, unlike clinical expertise which dynamically inte-
grates research evidence, a patient’s clinical state and cir-
cumstances, and their preferences to guide personalized 
decision-making.
	 Regardless of whether clinical expertise should be 
considered as internal or external to the evidence pyra-
mid, authors in the reviewed literature argue the evidence 
hierarchy cannot be used alone in guiding clinical prac-
tice.4,7,17,20–22,25 The clinician needs to appropriately in-
tegrate evidence with patient preferences and their own 
experience into their decision-making.4,7,17,20–22,25 How-
ever, these authors suggest the emergence of EBP and this 
evidence hierarchy has led some to rely exclusively on 
“objective” evidence, thereby presenting challenges when 
specific individual patients don’t ‘fit’ within the proposed 
care plans.7,17,20–22,25 While these views largely come from 
commentary papers, and are therefore essentially opin-
ions, the value in these points should not be dismissed. 
An overreliance on systematic data does threaten a lack 
of consideration of patient preferences and clinical judge-
ment. On the other hand, the value of research should also 
never be diminished either. Therefore, a non-hierarchical 
understanding of clinical knowledge and clinical judge-
ment contributes to more well-rounded, collaborative, 
and customized clinical care.4 Particularly, one that recog-
nizes clinical expertise as the central mechanism through 
which the three EBP pillars – evidence, clinical circum-
stances, and patient preferences – are meaningfully com-
bined in real-world decision-making.
	 The Haynes model of EBP advances this perception 
of clinical expertise to one that overlays and integrates 
their modified factors of clinical state and circumstance, 
patients’ preferences and actions, and research evidence 
(Figure 1).2 Clinical expertise must, therefore, be con-
sidered as a complementary and informative form of 
knowledge, since the clinician must use their clinical 
skill, judgement, and experience to understand and in-
terpret systematic reviews and trials, and then apply (or 
hold) treatment, as appropriate. This is instead of ranking 
clinical expertise on a scale of actual evidence, and infer-
ior to published data. Clearly, individual clinical expertise 
is formed, evolves over time, and is built on a strong foun-
dation of clinical practice, skill, judgement, collaboration, 
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active involvement in teaching and research to advance 
the clinician’s field and advocate for advancement.
	 The integration of the three components of EBP in the 
Haynes model relies on the application of clinical exper-
tise inherently, as part of practice.2 For instance, the com-
ponent of clinical state and circumstances requires clin-
ical expertise to not only understand, but also parse the 
structural determinants – social, political, economic – of 
health, as well as personal, individualized constraints and 
factors arising from physiological, emotional, and psych-
ological circumstances.2,26 A clinician’s expertise will 
guide their implementation and continued assessment of 
a proposed therapeutic plan that accounts for these cir-
cumstances. Without an educated, experience-based as-
sessment of these structural and individual determinants, 
proposed treatment plans may be too costly, burdensome, 
or stressful, leading to reduced compliance.
	 Akin to the clinical state and circumstances compon-
ent, the patient values and preferences component re-
quires an informed and aware attention to, and accounting 
for, diversity, equity, and inclusion, as well as the power 
differential between clinicians and their patients, when 
proposing and prescribing therapeutic interventions. A 
clinician’s consideration of these factors requires effect-
ive and thoughtful communication and observational 
skills, important elements of expertise.7,28,37 Patient pref-
erence may, at times, conflict with research evidence and 
a clinician’s compass based on their experience. In these 
instances, clinicians should be guided by principles of 
informed consent, shared decision-making, ethics, and 
their fiduciary duties to the patient.39 Their clinical exper-
tise should also serve as a reliable guide on which they 
can rely for strategies to navigate these circumstances.7 
This reinforces the role of clinical expertise as a dynam-
ic, applied skill set – one that allows clinicians to nego-
tiate complex, sometimes conflicting, elements of patient 
care while ensuring decisions remain grounded in ethical, 
evidence-informed practice.3,7,39 The model of EBP in a 
context of caring provides another framework for under-
standing the integrated role of clinical expertise and re-
liance on the clinician for their assessment of the patient 
and their circumstances, preferences, and values, along-
side research evidence.40

	 Clinical expertise is a lifelong journey that begins, 
and continues to develop, with training, education, and 
practice.3 Beginning with basic training through formal 

education, accreditation, and licensure as regulated health 
professionals, clinicians such as chiropractors begin to 
develop the core competencies that form the foundation 
for their clinical expertise. In Canada, for instance, chiro-
practors develop seven areas of competency: (1) exper-
tise in neuromusculoskeletal (nMSK) health, including 
differential diagnoses, evidence-based patient-centred 
management, and diagnostic procedures and therapeutic 
interventions, (2) clear, responsible communication, in-
cluding informed consent, (3) skillful collaboration with 
inter- and intra-professional practitioners, (4) advocacy 
for health, safety, and quality of life, (5) application of 
EBP in patient-centred care, (6) professionalism, includ-
ing ethical skill, cultural sensitivity, and self-reflection, 
and (7) leadership to improve healthcare delivery and 
professional development.11,12 The Canadian Memorial 
Chiropractic College (CMCC)11 and the Federation of 
Canadian Chiropractic (FCC)12 adapted the CanMEDS 
Framework14 of the Royal College of Physicians and 
Surgeons of Canada, in which the clinical expert is pos-
itioned at the centre of the competencies, illustrating the 
multitude of roles that the clinical expert endeavors to 
master. Contributing to clinical expertise, these compe-
tencies deepen and develop through continuing chiro-
practic education and rigorous clinical practice including 
ongoing evaluation of a patient’s condition, progress and 
intervention effectiveness, and ongoing discussion with 
the patient regarding the patient’s goals and expectations 
for their ongoing care.41

	 In accordance with the literature, chiropractic exper-
tise develops and evolves over time and with ongoing 
participation in opportunities for collaboration, conversa-
tion, keeping up-to-date on developments in knowledge 
(which tends to decline following graduation), as well as 
hands-on clinical practice.6,42 The iterative development 
of chiropractic clinical expertise is well-suited to adopt 
and enact EBP also through mentorship and open learn-
ing conversations, participating in research and conferen-
ces, continuing education, collaboration, contribution to 
learning, and participation in advancement of the field.35,43 

As a regulated health profession, the institutions that sup-
port the professional development of chiropractors should 
continue to provide opportunities for deepening and opti-
mizing each of the factors that contribute to a compre-
hensive foundation for clinicians to develop their clinical 
expertise.
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	 The value of clinical expertise to clinicians, their pa-
tients, their communities, and health institutions cannot 
be understated. It is a continuously evolving skill set that 
ensures evidence-based care remains patient-centred, 
adaptable, and contextually relevant. As such, it is im-
perative for all clinicians to commit to lifelong learning 
and for institutions to provide sustained support for their 
ongoing professional development.

Limitations
This narrative review had the following limitations. First-
ly, restricting the search to English-only articles published 
after 2016 excluded potentially relevant papers published 
prior to 2016 that could have offered insights into clinic-
al expertise. Secondly, certain fields of study may have 
been excluded by exclusively relying on articles from 
three databases, including potentially valuable narrative 
or anecdotal evidence that may not have been considered. 
Moreover, we did not use a systematic search strategy 
or conduct formal risk of bias assessments, as the goal 
was to broadly cover the healthcare landscape capturing 
literature that explored clinical expertise from multiple 
disciplines. This flexibility facilitated the integration of 
diverse sources and insight on clinical expertise in EBP. 
Additionally, only one reviewer conducted screening and 
data extraction, which introduces an inherent degree of 
subjectivity in thematic synthesis and categorization, par-
ticularly on a topic that already has subjectivity around it. 
This limitation was mitigated by having the full working 
group review inclusion of papers and data extraction from 
included studies. Lastly, no interviews were conducted in 
this review, so clinicians’ contemporary attitudes and per-
spectives concerning our construction of clinical expertise 
and how clinicians can acquire it require further research.

Conclusion
This narrative review has described current definitions of 
clinical expertise and illustrated it within Haynes’ model 
of EBP. Three key themes emerged from the literature: 
(1) clinical expertise integrates reasoning, experience, 
and evidence-based skills for person-centred care; (2) it 
is acquired through collaboration, reflection, experience, 
and continuous learning; and (3) it serves as a mechanism 
for integrating research evidence with patient-specific 
factors to inform clinical decisions. This review provides 
examples of how clinical expertise can be developed and 

maintained over time and the importance of ongoing par-
ticipation in a clinician’s profession to realize the status of 
possessing and continually advancing clinical expertise. 
It highlights that clinical expertise is a lifelong, dynamic, 
evolutionary process in which clinicians should engage 
throughout their professional careers. Newer approaches 
to EBP such as the Hayne’s model recognize that clinical 
expertise (developed through personal experience, keep-
ing current with research and lifelong learning) is an im-
portant element in ensuring the delivery of quality care to 
patients.
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Appendix 1. 
Search phrases

We used the key terms “clinical expertise”, “professional development”, “continuing education”, EBP, “evi-
dence-based medicine (EBM)”, “competence”, “clinical judgment”, “experience”, “experiential knowledge”, 
“clinician communication”, “chiropractor/doctor-patient relationship”, “patient-centered care”, “skills develop-
ment”, and “training”. These terms were utilized in the following phrases to conduct searches in PubMed, Scopus, 
and Web of Science: (1) “Clinical Expertise” and “evidence based medicine” or “evidence based practice” and “de-
velopment” and “experience”, and “patient” (2) “Clinical Expertise” AND “evidence-based medicine” OR “evi-
dence-based practice” AND “clinical communication”, (3) “Clinical Expertise” AND (“evidence-based medicine” 
OR “evidence-based practice”) AND “continuing education”, (4) “Clinical Expertise” AND (“evidence-based 
medicine” OR “evidence-based practice”) AND “continuing medical education”, (5) “Clinical Expertise” AND 
(“evidence-based medicine” OR “evidence-based practice”) AND “continuing professional development”, (6) 
“Clinical Expertise” AND (“evidence-based medicine” OR “evidence-based practice”) AND “doctor patient re-
lationship”, (7) “Clinical Expertise” AND (“evidence-based medicine” OR “evidence-based practice”) AND “pa-
tient-centred care”, (8) “Clinical Expertise” AND (“evidence-based medicine” OR “evidence-based practice”) 
AND “skills development”, (9) “Clinical Expertise” AND (“evidence-based medicine” OR “evidence-based 
practice”) AND “clinical competence”, (10) “Clinical Expertise” AND (“evidence-based medicine” OR “evi-
dence-based practice”) AND “chiropractor patient relationship”, (11) “clinical expertise” and “evidence-based 
medicine” or “Evidence-based practice” and “chiropractor patient relationship”, (12) “Clinical Expertise” AND 
(“evidence-based medicine” OR “evidence-based practice”) AND “skills development” AND “training”, (13) 
“Clinical Expertise” AND (“evidence-based medicine” OR “evidence-based practice”) AND “chiropractor”, (14) 
“Clinical Expertise” AND (“evidence-based medicine” OR “evidence-based practice”) AND “regulated health 
care professional”, (15) “Clinical Expertise” AND (“evidence-based medicine” OR “evidence-based practice”) 
AND “healthcare professional”, (16) “Clinical Expertise” AND (“evidence-based medicine” OR “evidence-based 
practice”) AND “clinical judgement”, (17) “Clinical Expertise” AND (“evidence-based medicine” OR “evi-
dence-based practice”) AND “experiential knowledge”




