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“Luck is what happens when preparation meets opportunity.”
∼Attributed to Lucius Annaeus Seneca, the Roman Stoic

The evidence-based practice (EBP) movement has emerged as
a system to help clinicians utilize sources of evidence to inform
the clinical decision-making process. The primary goal of clinical
practice is to make appropriate decisions regarding patient care,
leading to improvement in patient outcomes. Patient-oriented
outcomes include injury risk reduction, safe return to play,
enhanced health-related quality-of-life, and the freedom to partici-
pate in meaningful life situations and roles.1 Patient evidence
(values, preferences, goals, previous experiences) plays a criti-
cal role.2

In previous editorials,2,3 we have compared the models of
internal/external evidence with that of the Sackett EBP Venn
model. In that initial comparison, we paralleled “external evidence”
with “the best available research” and “internal evidence” with
“clinician expertise”. “Patient evidence” remained uncategorized,
and yet we know that patients’ experiences are an invaluable source
of evidence in shaping our clinical decisions.2,4 As an update to this
model (Figure 1), we have included Patient Evidence as a source of
external evidence, along with Research Evidence. Of course, there
are other external sources of evidence that may be available
(e.g. health care professionals, preceptors, relevant stakeholders)
to be critiqued and possibly incorporated. Evidence, from all
sources, provides a framework for justifying our clinical decisions.

For this editorial, we will focus on external evidence coming
from the Research Evidence and from Patient Evidence. The
Research Evidence often comes from peer-reviewed research
articles, such as those published in IJATT. Formats for these papers
include, among others, systematic reviews, clinical prediction
rules, original clinical research studies, and clinical CASE5,6

reports. There are numerous resources on searching and critiquing
clinical research. The value of research evidence is linked to its
relevance, quality, quantity, and consistency to inform our clinical
practice.7 We spend a great deal of time teaching and learning how
to search for and critically appraise sources of research evidence to
inform our clinical decisions. As well, we spend a great deal of time
teaching how to systematically gather information from our pa-
tients during a physical examination or the rehabilitation process.
However, how can we be most prepared to seek out and use the
most relevant research and patient evidence? How can we start the
process of evaluating what evidence we need to find?

One approach in a new situation is to take stock in what we
know and what we do not know. Assessing what we know can be
tricky, but taking an organized approach using the clinical research
domains can guide our internal evidence assessment. The five
primary clinical research domains are epidemiology, etiology,
diagnosis, prognosis, and therapy.

• Epidemiology is the study of injury/illness distribution and
trends within specific populations.

A new clinician might first seek out research evidence regard-
ing the most common conditions in a specific athletic popula-
tion. This will help to better gauge the probability of
encountering them in clinical practice.

By identifying the most common conditions, clinicians can
then start asking relevant questions from the other clinical
research domains.

• Etiology is the study of causes of injury/illness. In particular,
once the most common injury trends are known, the clinician
can use the research evidence to determine most relevant risk
factors for developing those conditions.

• Diagnosis studies report on the best methods, techniques, or
tools for determining the presence or absence of a condition.
Once the most common conditions are known, the best
methods for recognizing them should be readily sought out.

• Prognosis studies report on the natural history (the likely out-
comewith no treatment) or the clinical course (the likely outcome
with treatment). These can be event-based (whatwill happen?) or
time-event-based (what and when will that happen?).

• Therapy studies are used to determine the best interventions
for given conditions. These can also be prevention studies to
determine the best intervention to reduce the risk of an injury/
illness occurring.

In the Table 1, we provide example questions from the five
clinical research domains to guide the assessment of a clinician’s
internal evidence and help identify what is needed from relevant
sources of external evidence both from research and patient evi-
dence. These are just examples; there are many more questions that
could be asked. Additionally, there is purposeful redundancy
between the questions we ask of ourselves as we assess our internal
evidence, and those we ask as we search the external evidence. The
symbiotic relationship between internal and external evidence feed
each other. They both help us to better prepare for meaningful
patient encounters. By developing an external/internal evidence
framework, we can better gauge the generalizability of the external
evidence when we consume it. We can also reflect and update our
internal evidence. Do we have the most appropriate understanding
of foundational knowledge (anatomy, physiology, kinesiology,
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Figure 1 — Old vs. new model of internal/external evidence and Sackets’ evidence-based practice Venn diagram.

Table 1 Integrated Approach of Asking Questions Related to Internal and External Evidence Through the Five
Clinical Research Domains*

External Evidence

Evidence
Domain Internal Evidence Questions Research Evidence Questions Patient Evidence Questions

Epidemiology What are the most common conditions
I’ve encountered?
What were my knowledge gaps in my
clinical understanding about them?

What are the key demographics for a
specific population of interest?
What are the most common clinical
conditions reported?
Are there red flag conditions?

What are the key characteristics of my
patient that will help me identify them as
a member of population of interest?

Etiology What do I think are the most common
contributing factors for these conditions?
Do I have the relevant background to
understand the external evidence
(anatomy, physiology, kinesiology,
psychology, sociology, pathology, etc.)?

What are the most relevant and
consistent risk factors for these
conditions?

Does my patient have any risk factors
that may lead to the development of
these conditions?

Diagnosis Am I proficient in performing the most
important clinical tests/rules?
Am I capable of linking the information I
gather in my evaluation to see the pattern
associated with these conditions?

What are key diagnostic features to
identify these conditions?
Are there established clinical prediction
rules with high diagnostic accuracy?

What are my patient’s chief problems/
complaints?
Do I recognize a pattern in their history
or my clinical evaluation that fits one of
these conditions?

Prognosis What are the typical timelines for return
to play/work for my patients?
What factors altered those timelines?

What are the established timelines (time to
return to play/work) for these conditions?
Are there common comorbidities or
complications?
What other factors alter typical timelines?

What are my patient’s goals?
What time endpoints are most important
to my patient?
Has my patient experienced the condi-
tion before?

Therapy What intervention strategies have I
found to be effective?
Do I have the proficiency, time, equip-
ment, and/or support staff to implement
these strategies?
Do I know how to assess the outcomes for
detecting improvements in my patient?

What strategies appear to best impact
this condition and/or prevent its devel-
opment?
What are the most important outcomes to
capture improvements?
Are there established measures of
responsiveness for these outcomes?

What has worked in the past for my
patient?
What is my patient willing to do?
Will my patient be compliant and
adherent my therapeutic
recommendations?

*These questions are just examples in helping us better prepare for future patient encounters.
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etc.) to appreciate the external evidence and how it can inform our
clinical decisions? Are our documentation strategies appropriate so
that we can compare our clinical encounters with the research
evidence? We cannot predict every clinical opportunity that will
come our way, but we can better prepare ourselves for what we will
most likely encounter.

When reading the current issue of IJATT (or any other IJATT
issue or health care journal), consider screening the table of
contents and labeling the articles based on these five clinical
research domains. Then, screen for what is most relevant to you
as a clinician right now in your clinical practice. In doing so, take
time to reflect on your own internal evidence about the topics. Is the
content relevant to you? Does the external evidence presented in
the articles align with your own internal evidence? If so, how might
this new external evidence inform your future clinical decisions? If
not, does your internal evidence need to be updated?

Clinical practice centers on the public expectation that we
are all capable clinicians and life-long learners. Essential to this
process is a spirit of inquiry8 about the best available research
evidence for guiding clinical decisions. Meaningful clinical en-
counters that afford clinicians the opportunity to hone their internal
evidence are also essential and are opportunities to also use patient
evidence to inform their clinical decisions. We cannot predict what
patient encounters we will have, but we can control how prepared
we need to be. A balanced use of internal and external evidence is
a key component to clinical preparation. A planned approach to
assess this balance can help build a framework for mapping new
information in regard to patient care. Our clinical outcomes depend
on how well prepared we are to meet the demands of our patient
encounters and our readiness to make sound clinical decisions.
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