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ABSTRACT
Evidence-Based Practice (EBP) is an approach that has emerged in medical practice. In 2000, Sackett et al. stated the most
common definition of the EBP approach: "the integration of the best research evidence with clinical expertise and patient values".
Over time, many elements have been added and discussed by various authors to this initial definition (cost and duration of the
intervention, therapist skills, regional resources provided for health, cultural influences, . . . ). With evolution of the EBP approach,
and these successive additions, we wish to propose a new definition of the EBP in order to bring it a more contemporary and
complete face. For that reason, the different objectives of this article are:

• to explain why making such a proposal: a new extended definition
• to propose a new extended definition
• to explain our semantic choices
• to propose (and explain) an updated graphic model for the extended definition

The definition we have adopted is that EBP is the reasoned, individualized clinical application of the highest level of evidence
possible in a unique multidimensional context of care.
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History of Evidence-Based Medicine

Evidence-Based Medicine (EBM) is an approach that has emerged in
medical practice. Over the years, all medical and allied health professions
have converged on this new paradigm. The term "medicine" becoming
obsolete because of the wide variety of health professions using it, giv-
ing way to the term "practice". Sackett already mentioned in 1969 that
other health professions could also benefit from EBP enhancements [1].
Evidence-Based Practice (EBP) approach has two main entities: a dimen-
sional triptych and seven steps [2]. The most common definition is that
EBP is "the integration of the best research evidence with clinical exper-
tise and patient values" [3] Figure 1. It should be noted that the term
"evidence" initially refers to scientific evidence [4, 5]. Indeed, EBP was
born from a desire to change a clinical decision-making paradigm based
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Figure 1 Decision according to the EBP princeps approach

on updated research data because science is in perpetual motion. For
that matter, patients and therapists have always been considered in the
reasoning to achieve this decision (considering the scientific data alone
only becomes critical appraisal of articles). Indeed, the EBP working
group declared in 1992 [4] that the "traditional skills of medical training"
(pathophysiology, patient listening, therapist behavior,. . . ) should be
taken into consideration to "allow the clinician to better judge whether
the results of a study are applicable to the patient at hand". This approach
is not blindly dictated by scientific data. It is a source of multifactorial
weighting. The scientific data, which are in a group referential, provide
objective evidence, much less altered by clinical subjectivity. They help
answering (or not) to therapeutic questions. Indeed, practice, which is in
an individual referential, heals but cannot prove and/or answer certain
questions it generates. Figure 2 summarizes this logical and beneficial
connection between research and clinical. It’s not one or the other: they
are thought as a whole.

Purposes of the article

However, the most widely used definition of EBP does not reflect:

• all the elements to be taken into consideration in this approach to
reason

• the notion of relative and weighted reasoned integration of these
elements together to generate the choices

• the singularity of a care situation
• the context in which this care situation is

An extended definition would allow a more complete description
of these points to better illustrate, in one sentence, the EBP approach.
This could also avoid the known pitfalls of its interpretation (EBP is only
theory, only scientific studies count, cooking recipes, no autonomy of
reasoning, ...). For that reason, the di�erent objectives of this article are:

• to explain why making such a proposal: a new extended definition
• to propose a new extended definition
• to explain our semantic choices
• to propose (and explain) an updated graphic model for the extended

definition

Figure 2 Connection between research and practice

Evolution and additions to the original approach: why
proposing a new extended definition

The care decision resulting from the original EBP approach takes into
consideration all three components, in proportions that depend on the
care situation Figure 1. Nowadays, this decision must be based on a bio-
psycho-social approach. Nevertheless, these three dimensions are not
exhaustive, other factors may influence these decisions. Rob Herbert et
al. mention some of them [6]:

• Cost and/or duration of the intervention
• Therapist’s skills
• Regional resources provided for Health
• Cultural influences (including religious)

Other authors have proposed modifications to the original model
of EBP. In 2002, Haynes et al. [7] proposed a new model where clinical
expertise is the decision-making system (data collection, integration and
dissemination):

• Clinician experience is removed from the triptych and replaced by
the patient clinical condition and clinical circumstances

• Patients actions are added to their preferences (which may not be
similar to their speech, such as a patient wishing to return to physical
activity but who actually does not)

• Clinical expertise is placed above the middle of the triptych, strad-
dling the three circles, in a common or exclusive way to a single
dimension

As Sarah Wieten comments [8], their corollary is to position clinical
expertise as "the force which amalgamates a di�erent set of components
together (research evidence, patient preferences and values and the
clinical state and circumstances). Rather than a component itself [as it
is placed in Figure 1, it is the force that adjudicates between the other
components, weighing and balancing the requirements imposed by each
component". Nevertheless, we are not convinced by the removal of a
clinical aspect in the triptych to place it exclusively on an integrative
level. Indeed, this does not allow a correct distinction, as Guy Le
Boterf enunciates [9], between "having skills (having resources such as
knowledge, know-how, reasoning methods, physical skills, behavioral
skills, . . . ) and be competent (be able to act and succeed with relevance
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and competence in a situation of care". Having skills is not enough to act
competently.

Figure 3 Updated model for the extended definition of an EBP ap-
proach

In 2016, Veras et al. [10] add other dimensions such as "ethical prin-
ciples of autonomy, beneficence, non-maleficence, and justice". They
propose a new definition of EBP: it is "an area of study, research, and prac-
tice in which clinical decisions are based on the best available evidence,
integrating professional practice and expertise with ethical principles".
The addition of societal and ethical dimensions is very noteworthy. It
places a therapeutic decision in a much larger context: the society in
which it is taken. However, concerning the first part of their definition,
we prefer to circumscribe EBP as a concept of a practical approach that
can be taught, learned, studied and analyzed by research, generating its
enhancement; rather than an area integrating these latter aspects, even
though one of the original articles was subtitled "a new approach to teach-
ing the practice of medicine" [4]. Indeed, like other care approaches (such
as schools of thought that exist in manual therapy), this concept is a way
of making a therapeutic decision. This is not a particular type of research.

Proposal for an extended definition [2]
With its evolution and these successive additions, we wish to propose a
new definition of the EBP in order to bring it a more contemporary and
complete face: EBP is the reasoned, individualized clinical application
of the highest level of evidence possible in a unique multidimensional
context of care. Here is the explanation of our semantic choices:

• Application: represents the action of using means (diagnostic, ther-
apeutic, ...) to achieve a concrete goal (in health professions: care
and prevention)

• Clinical: refers directly to the practice which is both a starting point
(genesis of questioning) and an arrival point (to treat a patient)

• Individualized: this application is adapted to the multidimensional
context (which follows in the sentence) based, among other things,
on the specificity of each patient. We draw your attention to the
fact that we have not used the adjective "individual" because indi-
vidualized care can be provided within a group session

• Reasoned: refers to the decision-making system aspect (collection,
integration and dissemination of practical and theoretical data) of
clinical expertise that weights and balances dimensions (between
them) to reach a decision

• The highest level of evidence possible: it refers to the hierarchy
of evidence mainly based on clinical research. The EBP requires

using the best...if we can! The addition of the word "possible" has
two meanings: "existing" evidence because there is no evidence on
everything (yet! And in this case, we would have to lower our level
of requirement and adapt our decision), and "achievable" depending
on the multidimensional context (it may not be possible to apply
treatment from the best meta-analysis because the patient will not
accept it, or we are missing the tools required, . . . ).

• Multidimensional context of care: the relationship between thera-
pist and patient contains all the dimensions we have mentioned so
far (these two people interacting, science, feasibility of interventions,
available resources, cultural influences, the healthcare system...), and
much more. Table 1 reports the main components with their expla-
nation and content.

• Unique: the equation of all these factors results in reasonably unique
therapeutic decisions.

Figure 3 shows the modelling of an EBP decision according to our
proposed definition. It presents two referentials: the relationship of
care (illustrated by the triptych) and the context in which it takes place
(schematized by the circle encompassing the whole). The basic trinomial
that we have chosen is the following:

• Bio-psycho-social status, values and expectations of the patient
• Therapist experience and skills
• Research data

It is partially covered by a triangular area that represents clinical
expertise, it is the sector where the decision is taken, weighted and bal-
anced between the di�erent dimensions but not necessarily median, as
suggested by Haynes et al. [7]. This is where the "being competent" is
located, i.e., the implementation of "a relevant professional practice while
mobilizing an appropriate combination of resources (other dimensions)"
[9]. All around is the dimension of contextual referential in which the care
is carried out. It is composed of ethics, public health, available resources,
cultures and legislation. Table 1 lists all the dimensions mentioned, as
well as their explanation and content.

Finally, we have placed a primordial (but not exclusive) value for
each pair of the triptych:

• Dialogue: between therapist and patient, including verbal and non-
verbal communication, essential for the acquisition and exchange
of information between therapist and patient.

• Education: between the patient and the data of science, it must come
from the patient himself (self-education) and by society as a whole
(public health messages, learning healthy lifestyle recommendations
as early as possible in school, denunciation and fight against fake
meds,. . . ).

• Professional development: between the therapist and scientific data,
it is essential to the relevance and safety of care.

This proposal for an extended definition and graphic representa-
tion of EBP takes into account the elements of improvement of this
model over time and supports its principle of a patient-centered clini-
cal approach.

Eur Rehab J. 2022 DOI: 10.52057/erj.v2i1.3 3



Pallot et al. 4

Table 1: Explanations and contents of the main dimensions composing an EBP decision
 

 

Referentials Dimensions Explanations and contents 

Care relationship 

Bio-psycho-social 

status, values and 

expectations of the 

patient 

- Clinical state of the patient (biological, physical, functional, psychological, social, active 

or passive attitude,...) 

- Values and expectations of the patient 

- The patient contributes to therapeutic decisions concerning him/her  [6] 

- The patient informs about his or her experiences, expectations, projects, …  [6] 

Therapist experience 

and skills 

- The knowledge: 

o technical 

o scientific (anatomy, physiology, physiopathology, …) 

o contextual in relation to the patient, 

o organizational, 

o political, 

o … 

- The know-how: 

o technical: 

▪ gestures, which are learned and improved through practice (such as a 

sportsman or musician) 

▪ if the therapist is not competent, for example a physiotherapist 

specializing in musculoskeletal disorders who receives a patient with 

central neurological impairment, he or she must refer the patient to 

another competent physiotherapist (or another health professional if 

applicable) 

o relational: 

▪ sensitivity to the emotional needs of patients [4] 

▪ necessary quality of communication (knowing how to communicate), 

empathy (knowing how to put oneself in the place of the other) and 

flexibility (knowing how to adapt to the patient's choices and other 

dimensions, even if this is not our personal preference) [6] 

▪ use of cognitive and behavioral techniques [4] 

o methodological (cognitive swiftness of reasoning to increase the speed of 

incorporation of information and the fluidity of their decision synthesis) : 

▪ clinical reasoning approaches 

▪ analysis and problem solving 

▪ be able to judge whether the results of a study are applicable in a 

given situation [4] 

- The know-how-to-be  (therapist soft skills, attitudes and behaviours) 

- They increase with each therapeutic encounter [6] 

Research data 

- From all types of research but more specifically from good quality clinical research [4-6] 

- Notion  of levels of evidence, causality, study designs 

- Clinically relevant effect size 

Context in which 

the care 

relationship takes 

place 

Cost and/or duration 

of the intervention 

- Consideration of the duration of a treatment (treatment may not be possible due to time 

constraints) 

- Consideration of the cost of treatment 

Regional resources 

provided for Health 

- The resources are uneven in various referentials/frameworks: within the same city, 

between the regions of the same country, between the countries in the world, ... 

Cultural influences 

(including religious) 

- Culture in the broad sense can influence expectations, attitudes towards the disease, 

therapist-patient interactions, communication, administration of care, …  [6] 

Public Health - Policy and actions to improve the population health 

Deontology - Principles and ethical rules managing and guiding our professional activity 

Regulation - Laws, rules and regulations governing social activities 

Eur Rehab J. 2022 DOI: 10.52057/erj.v2i1.3 4



Pallot et al. 5

Key Points

• The most widely used definition of EBP does not fully
reflect its elements and meanings

• The evolution and additions over time make this approach
more complete

• The clinical decision is the result of a balance resulting
from the weighting of each dimension between them

• The new extended definition incorporates these points
and reflects the singularity of an EBP approach in a care
situation
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