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Clinical reasoning is ‘an inferential process used by clinicians to 
collect and evaluate data and make judgements about the 
diagnosis and management of patient problems.’ 


Ryan-Wenger &Lee 1997 


‘Clinical reasoning is not an innate ability but rather a 
professional skill to be developed.’


Chamberland & Hivon 2005 


What is clinical reasoning?



What are the challenges of clinical reasoning? 

• As autonomous professionals, we are responsible for developing 
treatment rationales that respect the complexities of multiple 
interacting dimensions with the ultimate goal of maximising 
patient outcomes. 


• In doing so, we also accept accountability for the consequences 
of our decisions despite the vulnerability of our clinical reasoning 
to external time pressures and contextual constraints. 




What are the challenges of clinical reasoning? 

• Despite the importance of strong clinical reasoning in our day-
to-day work, little evidence has been published guiding 
clinicians in the most efficient and effective method of data 
collect and evaluation. 


• More importantly, the lack of consensus on clinical reasoning 
framework presents great challenge when errors in patient care 
do occur and explanation, evaluation and remediation is 
demanded. 




Clinical reasoning models   

• Historically, clinical reasoning was based on the ‘hypothetico-deductive 
model,’ where little emphasis was put on treatment reasoning and no respect 
was given to the holistic needs of the patient. 


• The hypothetic-deductive model;

1.Assessment

2.Differential diagnosis

3.Evaluation of outcome


• The move towards client-centred care has done away with this model of 
problem solving and established 5 modern models which incorporate both 
the client and the therapists perspectives. 



5 Modern Clinical Reasoning Models

• Narrative Reasoning 
• Interactive Reasoning 
• Procedural/Diagnostic Reasoning 
• Pragmatic Reasoning 
• Conditional Reasoning



Narrative Reasoning

The focus is on ‘understanding the person as a social being in the 
context of family, environment, and culture.’  

- Fleming, 1991 

• The therapist seeks information by listening to the patients story and 
guides the conversation with questions that highlights;


• client values and priorities

• activities and life roles important to the client 

• current and previous function (gathering an understanding of how 

the individuals current health status has impacted them) 



Narrative Reasoning

• During the listening process, the therapist learns about the client’s attitudes 
and expectations of therapy and in doing so gathers detail to help direct the 
goal setting process.


• Occupational Therapists are primarily trained using this model of clinical 
reasoning which places emphasis on the biosocial context of an individual.


• Suggested reading (see references):

• Copley et al 2008

• Nesbit et al 2016

• Mattingly 1991



Interactive Reasoning

The focus is on ‘understanding the clients illness experience.’               
- (Flemming 1991)


• There is a shift to a humanistic point of view

• Often used as an adjunct reasoning model rather then primary reasoning 

strategy

• Typically, interactive reasoning is very challenging for novice therapists as 

they do not possess the confidence in their practice and fail to see 
recognise the individual within the patient. They are procedural driven and 
consequently see patient interaction as a distraction from the task. 



Interactive Reasoning
Therapists use interactive reasoning;


1. To engage the person in the treatment session (Mattingly, 1989)

2. To know the person as a person (Cohn, 1989)

3. To understand a disability from the patient's point of view (Mattingly, 1989)

4.  To individualise treatment to the individuals goals and with their disability 

experience (Fleming, 1989)

5. To communicate a sense of acceptance, trust, or hope to the patient 

(Langthaler, 1990)

6.  To use humour to relieve tension (Siegler, 1987) 

7. To construct a shared language of actions and meanings (Crepeau, 1991)

8.  To determine if the treatment session is going well (Fleming, 1990)



Interactive Reasoning

How to facilitate the development of interactive reasoning as a clinical 
supervisor?


1. Encourage reading/analysis of literature about disability experience

2. Encourage reflection of practice which not only focuses on actions 

taken but also emotions felt by the student and their interpretation of 
the individuals feeling throughout the session


3. Encourage the student to analyse their therapeutic reasoning style

4. Encourage peer critique of patient interaction 

5. Infarct collaborative goal setting with the patient



Procedural / Diagnostic Reasoning 

The focus is on the analysing the problems present during physical performance  

• It involves the systematic gathering and interpretation of data to generate a problem list, 
propose a diagnosis and develop a matching set of intervention options to remedy the 
performance problem 


Diagnosis →  Prognosis → Prescription


• Physiotherapists are primarily trained using this analytical method of reasoning


• The speed to which a clinician is able to move through each step often depicts their experience 
with expert clinicians incorporating. An increase in speed is due to the development of;


1.Patten recognition (Coughlin and Patel, 1987)

2.Methodological problem searching using a reverse hierarchical method (Feinstein, 

1973)

3.Competing hypothesis generation (Novice clinicians spend greater time gathering 

information trying to find the one “right” hypothesis)



Pragmatic Reasoning

The focus is on the personal and practice contexts on clinical practice  

• To ensure the intervention program is viable, the therapist considers factors such as;

1.Their skill set and experience

2.Equipment availability

3.Funding model

4.The clients home environment 

5.Formal/informal supports available 

6.Cost-benefit analysis


• This form of clinical reasoning is often imposed on a clinician and in isolation leads to clinical 
reasoning which fails to consider the client and consequently results in poor clinical outcomes.


• Novice therapists often fail to possess pragmatic reasoning and discussion of non-clinical 
aspects of care in context with the greater healthcare framework in which they work is 
necessary.




Conditional Reasoning

This reasoning style moves beyond specific concerns about the person and the 
physical problems placed on them to broader social and temporal contexts.’  

- (Fleming, 1991) 

• It involves constant revision of the patients evolving present and future needs.


• There are three main elements which the clinician considers when using conditional 
reasoning;


1.The individual as they are now with full respect to the biopsychosocial model

2.The individuals potential for future functional gain

3.The individuals ability to participate in set therapeutic acts




Conditional Reasoning

• To be successful in the use of conditional reasoning, a clinician must be able to integrate 
both procedural and interactive problem-solving to enable establishment of therapy 
programs best matched to the specific interests, capacities, and goals of the person.


• This is the most challenging form of clinical reasoning to nurture as a clinician and as a 
supervisor. To assist development it has been suggested that;


1.Clinicians have experience working with chronic conditions and in community 
settings


2.Multidisciplinary team meetings are used to discuss clients with respect to the ICF 
framework


3.Complex case presentation should be reviewed with expert clinicians to facilitate 
evaluation of all factors which have influenced the therapists prioritisation of 
identified problems, responding treatment decisions made and overall approach to 
the patient as an individual.  



What factors influence the model chosen?

1.The purpose of the interaction

2.The features of the problem and patient (biosocial context, patient values, 

diagnosis, PMHx)

3.Therapists interests, values, experience, emotional intelligence and 

professional self-confidence



The stages of clinical practice development  

• The establishment of clinical reasoning should 
be viewed along a continuum with the 
individuals clinical practice evaluated against 
the context of the patient cohort and service 
which they are treating.

Novice

Advanced Beginner

Competent

Proficient

Expert



Novice

• The clinicians practice is highly ridged as they practice by 
application on learnt principles alone and apply these to all 
clientele.


• In novice therapists, feelings of incompetence are a central 
feature of their professional identity. 



Advanced Beginner

• The clinician begins to modify learnt principles to the patients 
situation however they fail to consider the patients priorities 
when interpreting problems. 



Competent Therapist

• Learnt principles are easily adjusted to the patient and the 
individuals context is consciously respected when prioritising 
problems. 


• The competent therapist however still has trouble adapting and 
altering the treatment plan “on the spot” because a pre-
determined intervention plan exists.



Proficient Therapist

• A proficient therapist will deliver both assessment and 
treatment in a flexible manner with respect to the psychosocial 
model and in the context of the individuals goals. 


• Delivery of care is reactive to the individuals priorities and 
needs resulting in greater outcomes.



Expert Therapist

• A client focused approach is used with great respect given to the individuals 
values and goals. 


• Assessment often occurs simultaneously with treatment as data is gathered 
from multiple sources and the use of pattern recognition facilitates 
establishment of prognosis. 


• There is no pre-determined treatment plan however direction of care is known 
and then guided by the patient with emphasis given to contextually appropriate 
activities. 


• Suggested reading (see references):

• Fleming, 1991 
• Audetat et al 2013

• Resnick & Jensen 2003

• Neistadt 1996



An Expert Therapist will;

1. Access a greater menu of clinical reasoning strategies and seamlessly shift in 
response to subtle cues given by the patient 

2. Have less detailed knowledge of basic science when compared to a novice, but 
can access necessary content knowledge to arrive at the solution without 
necessarily understanding the process involved. 

3. Organises knowledge in multiple illness schema’s to assist pattern identification 
and increase accuracy of diagnosis. 

4. Routinely reflect on their practice, comparing it to EBP strategies 
5. Spend more time with each patient face-to-face then in preparation “behind the 

scenes.”   
6. Use a patient centred approach with the primary goal of empowerment 
7. Has confidence in predicting patient outcomes 
8. Equal value is given to teaching and hands-on care



Teaching clinical reasoning 

• Teaching clinical reasoning is made all the more difficult by the clinical setting as 
supervisors must balance the demands of problem-solving and teaching amongst 
the uncontrollable factors of clinical flow, caseload complexity and time 
constraints. 


• Due to this juggling act, the supervisor often removes potential risks or problems 
intuitively, removing further work for themselves but additionally removing the 
opportunity for the student to gain clinical reasoning skill through post-hoc 
evaluation. 


• This may explain why new-graduates experience such difficulty transitioning into 
the workforce after study despite many hours on clinical placement. 




• The move towards client-centred care now demands the medical 
profession to prepare future clinicians by teaching both;


• Diagnostic skill specific to each discipline

AND


• General interpersonal skill development such as listening and 
counselling.

 


• In collaboration, these skill sets ensure future professional view patients as 
equal stakeholders in health governance. allowing interpretation of 
technical findings in the context of the clients cultural, social and personal 
background.

Teaching clinical reasoning 



Twelve tops for teaching 
expertise in clinical reasoning  

-

These teaching tips provide clinician 
educators with methods to help 
learners maximise these experiences 
as they travel on the path toward 
expertise in clinical reasoning. 

Excerpts from Rencic, J. (2011) 
 



1. Maximise learning from each patient encounter 

• Allow learners to prepare for an encounter. 

• Give learners ample time to perform the evaluation.  

• Allow learners to read and reflect on the data, ideally, 
through writing their assessment and plan prior to 
seeing another patient.



2. Minimise omission errors through active 
information seeking 

• Performing a rote history and examination increases the 
probability of missing key clinical findings, because the eye does 
not see what the mind does not seek.  

• Clinician educators can encourage learners to think through each 
step of the evaluation by stressing early hypothesis generation 
with active confirmation or rejection strategies incorporated into 
history taking and physical examination.



3. Capitalise on pathophysiologic knowledge  
to make diagnoses 

• Inexperienced learners have more biomedical than clinical 
knowledge.  

• Application of pathophysiologic knowledge to understand 
clinical findings enables students to better recall and apply 
the knowledge that they do have. 



4. Utilize epidemiology 

• Diagnostic accuracy requires knowledge of epidemiology 
(e.g., demographics and risk factors).  

• This tip is more relevant to the medical diagnostic realm 
rather then allied health.



5. Explicitly compare diagnostic possibilities 

• Encourage the development of two working diagnostic 
models and assist determination of the correct one by 
focusing on the important distinguishing features between 
both to facilitate further analysis and assessment.



6. Be flexible when reasoning diagnostically 

• Diagnostic accuracy requires knowledge of epidemiology 
(e.g., demographics and risk factors).  

• This tip is more relevant to the medical diagnostic realm 
rather then allied health.



7. Encourage learners to make commitments 

• Facilitate confidence in students when they are tackling 
cases that are not clear-cut by encouraging them to make a 
decision and commit to it (be it right or wrong). 

• Encourage learners to take their best shot and then guide 
them through a discussion of the pros and cons of various 
options through step-wise questioning. 



8. Practice deliberately 

• The challenges of developing expertise in clinical reasoning 
result in part from the fact that practice opportunities are 
limited.  

• Deliberate practice includes:  
1. Requesting honest feedback on performance frequently  
2. Maximising learning from each case 
3. Reflecting on feedback and errors in depth to improve 

performance 
4. Using mental practice frequently 



9. Bring Bayesian reasoning to life 

• This theory suggests that application of mathematical value 
to problems rather then the terms ‘‘common,’’ ‘‘rare,’’ or ‘‘not 
uncommon,’’ provides greater direction to students. 

• I have personally not seen this used within the allied health 
space and would struggle with application of the theory to 
my clinical practice. 



10.  Emphasise evidence-based decision making 

• Role model an evidence-based approach.  

• Doing quick, literature searches with internet-based 
resources while seeing a patient in clinic demonstrates to 
learners that rapidly accessing relevant medical literature is 
both feasible and valuable. 



11. Diagnose the learners, not just the patient 

• Clinical reasoning failures usually occur because of 
inadequate knowledge of diseases or inaccurate 
representation of the patient’s problem due to data 
gathering or processing failure.  

• Assess the learners gaps in knowledge in a non-threatening 
manner so that these can Inexperienced learners have more 
biomedical than clinical knowledge.  

• By addressed to further facilitate their problem-solving.



12. Be a coach
• Coaching can be broken down into three areas: role modelling, motivation, and feedback.  

• All of the clinical reasoning tips presented here can be role-modelled by the teacher. 
Applying the 'Think aloud’ approach allows novice therapists to understand the reasoning 
processes of expert clinicians  (Ryan-Wenger & Lee 1997).  

• Motivate by setting high personalised expectations for each learner and expressing 
confidence that they can meet such will help them to achieve expertise in clinical 
reasoning. Setting expectations lays the groundwork for feedback.  

• Practice without external feedback may lead to some improvement in skill acquisition, but 
learners are generally poor at self-assessment so external feedback is essential (Eva & 
Regehr 2008). 



• Clinical reasoning is a complex tasks which, 
as health professional, we must continue to 
develop not only in our own clinical 
practice but in that of our current and 
future colleagues  if we wish to deliver 
effective and efficient care to our patients. 
  

• By taking the time to understanding the 
HOW and WHY associated with clinical 
reasoning, you have already moved up the 
continuum of clinical expertise … 



Reflection

• Following completion of this module, consider your own practice… 
1. What clinical reasoning model do you tend to use with your patient cohort? 
2. What external factors influence your model of practice and can these be 

modified to enhance patient outcomes? 
3. Where do you consider yourself to sit along the novice —> expert 

continuum? Why?  
4. How do you plan to progress along the continuum? Consider both 

professional development needs and workplace structure change. 

These questions are worth considering routinely when critiquing personal 
practice and are particularly important when sitting with your supervisor/
manager during annual review.



Reflection

• Many work places expect employees to be involved in student supervision. 
Consider your teaching/coaching style… 

1.  Do you spend time with students explicitly teaching clinical reasoning 
and assisting them in identifying different models? 

2.  Do you teach active listening or use rote learnt assessment procedures? 
3. Do you allow opportunity for them to make safe errors? 
4. Do you use the ‘think aloud’ approach to assist them in understanding 

what is now instinctive for you? 

Good clinicians do not necessarily make good supervisors and mentors. It is a 
skill within itself which we all must be conscious of developing in parallel to 
‘hands-on’ skill set. 
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