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Abstract:
The professional context in which clinical psychologists and psychotherapists work is characterized by uniqueness, uncertainty and value-conflicts. Given this context, what kind of evidence can they use to orient their interventions in a reasonable and purposeful way? In this paper, the author addresses the question of the epistemological underpinning of clinical reasoning. On the basis of current concepts in philosophy of science, a distinction is made between statistical thinking and thinking in cases as two epistemic approaches relevant to the field of clinical psychology and psychotherapy. Each of these thinking styles is a unique mode of investigating, conceptualizing and interacting with objects of interest. The author argues that statistical thinking and evidence in terms of probabilistic knowledge are epistemically less suited to support clinical reasoning and decision-making in practicing psychologists and therapists. Thinking in cases relies on evidence from within the case and evidence from clinical experience. This epistemic mode permits the practitioner to address unique situations by understanding the case from within and in reference to other cases, and to address uncertainty by intervening in causal processes that are at work at the level of the case. Thinking in cases is epistemically more coherent with the context in which clinicians work. In the conclusion, suggestions are made for bridging the gap between science and practice. 
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Statement of the problem
Clinical psychologists and psychotherapists, like many other professionals, have to operate in contexts that are characterized by uniqueness, uncertainty, and value conflicts (Schön, 1991). This means that they are confronted with situations that have no standard solutions, that are only partially known, and that involve questions of value as well as fact. How can a clinician reasonably and purposefully orient his interventions in this kind of context? What kind of evidence can the clinician rely on for decision making when he is confronted with uniqueness, uncertainty and value-conflicts? That is the topic of this paper. The trigger to write this paper is the recent publication of the APA guidelines on Evidence-Based Psychological Practice (EBPP) in Health Care (2021) which puts forward a clear solution to the problem: scientific evidence provides grounds for interventions. The guidelines translate the APA tripartite model of EBPP (2006) into suggestions and recommendations for specific professional behaviors and activities in order to promote a high standard of professional practice. According to the tripartite model, EBPP consists of the integration of (1) the best available research with (2) clinical expertise in the context of (3) patient characteristics, culture, and preferences (APA, 2006). This tripartite structure seems to be a solid base for EBPP as it reminds us of Aristotles’ three intellectual virtues that are relevant to all science-based professions: epistemè (universal knowledge, science), technè (craft expertise, technical skill, instrumental), and phronesis (practical wisdom, prudence).
	In this paper, however, it will be argued that the description of the separate legs supporting EBPP is inadequate and that the relation between the three legs is unclear. As was pointed out by Berg (2019a), the APA statement fails to be tripartite because it ultimately refers to science as the only basis for evidence-based practice. The other two parts “are legitimated and defined through empirical studies indicating that they are significant factors in effective and efficient psychotherapy” (Berg, 2019a, p. 2). Due to the scientocentric nature of the guidelines, clinical expertise and patient characteristics, culture, and preferences seem to have no intrinsic value for EBPP and constitute no autonomous grounds for clinical decision making. Berg (2019a) argues that the scientocentricity of the APA statement should be addressed by clarifying the importance of the second and third leg of the model, as well as their relation to each other. This paper aims to make a contribution to this project by exploring what constitutes evidence for clinical reasoning in professional contexts. First, statistical thinking and thinking in cases will be presented as two scientific thinking styles in the field of clinical psychology and psychotherapy. Each thinking style has a different perspective on what constitutes evidence and how to use it to support interventions in the world. Then we will go into how each of these thinking styles deals differently with the uniqueness, uncertainty, and values that characterize the context in which clinicians work. In the conclusion, suggestions will be made to reconsider the relation between science and practice in a way that is more coherent with thinking in cases as a reasoning style.

Styles of scientific thinking and doing
Philosophers of science have argued that scientific reasoning should not be understood as a ‘natural’ or ‘given’ way to acquiring truth, but as a human activity that is grounded in human cognition and cultural context (Hacking, 2012; Forrester, 2017). From this perspective, science as a method of generating reliable knowledge is not based on a reference to a universal standard of objectivity (Sciortino, 2021). Accomplished methodologists in psychological sciences recognize that research is affected by scientists’ perspectives, and that science is a value-laden endeavor in which scientists should systematically conduct research from multiple epistemological perspectives (Levitt et al., in press). Within each period of time, different scientific practices have been developed to study reality, and these practices are not necessarily cumulative improvements towards an ideal of objectivity (Kuhn, 2012). According to Hacking (1992, 2012), each scientific tradition is characterized by a specific style of thinking, doing, talking, writing, arguing, and showing what it settles to be objective truths. These styles are not just cognitive in nature, but they are also ways of doing science (Hacking, 2012). Thinking styles are practical and active modes of investigating, conceptualizing and interacting with objects of interest. In other words, thinking styles have a performative quality: they shape the way we engage with and have an impact on the object.
Each scientific thinking style constitutes a fundamentally different way of knowing objects. This does not mean that these objects are merely ‘constructed’ by the researcher and that they don’t exist independent of the researcher (Hacking, 2012). Rather, each thinking style has a different way of introducing objects into human thinking, speaking, handling, and manipulation. For instance, in the statistical style, which is all about the quantitative analysis of regularities in populations and the calculus of probabilities, the object ‘population’ is introduced. According to Hacking (2015), the statistical concept of population emerged in the eighteenth century due to changes in the political administration (the modern state wanting to exert control over its citizens through bureaucratic control). Statistical technologies permitted the state to exert control over its subjects, who were from then on thought of as members of a population. The subsequent development of other statistical objects such as ‘mean’ and ‘standard deviation’ led to Quetelet’s moral notion of ‘the average man’, based on a quantitative description of what is normal (highly frequent, probable) and what is abnormal (less frequent, improbable). Differences between people are quantifiable and spread according to a normal distribution. People started to see themselves differently too, as they identified with the categories that were used to count them: “Employers and workers alike began to think of themselves as being such and such a type, a boiler-maker or a riveter” (Hacking, 2015, p. 190). Finally, the statistical style permitted new ways of explaining the world in terms of probabilities and correlations.
	Around the same time as the emergence of the statistical way of thinking, there was also the development of another scientific thinking style in disciplines with a practical orientation, such as medicine, law, social work, anthropology, management studies, military studies and psychotherapy. Forrester (1996, 2017) coins this style as thinking in cases. The thinking activities displayed by the actors in these professional disciplines serve to understand concrete experiences, solve practical problems, deal with complex situations, and coordinate human interactions. Knowledge in each of these disciplines does not reach a very high level of (mathematical) abstraction, and it might even be considered irrelevant to strive towards the ideal of universal laws. Knowledge within thinking in cases remains rather tied to concrete contexts and instances, and cannot easily be generalized to other cases. Therefore, these disciplines are typically taught through the study of cases.
	In the context of this paper, clinical reasoning in practicing clinical psychologists and psychotherapists is considered an instance of thinking in cases. Thinking in cases can take different forms in different disciplines, but they all share a form of bottom up thinking that starts from a particular instance (anecdotes, incidents, individuals, situations) and strives towards making a truth claim about this instance (Morgan, 2020). In clinical practice, thinking is cases is thinking within cases (rather than thinking beyond cases) as the therapist tries to develop a coherent understanding about one patient on the basis of disparate elements from that case.
The disciplines of clinical psychology and psychotherapy emerged at the intersection between thinking styles. On the one hand, statistical methods are used to study psychological objects and processes in sample groups through the application of standardized and systematized methods. On the other hand, clinical methods are used to understanding individual human behavior and how it can be changed. Each of these thinking styles introduces objects into a conceptual structure that permits the thinking, speaking, handling, and manipulation of these objects. Kaluzeviciute and Willemsen (2020) give the example of a clinical depression. From the perspective of the statistical reasoning style, a trained psychologist could apply a standardized questionnaire in order to arrive at the following proposition: “Patient X scores above the clinical cut-off on the Beck Depression Inventory-II.” In this reasoning style, the depression is represented as a metric that becomes meaningful in relation to a univariate population distribution. Continuing along the same line, the psychologist could then decide to implement an intervention that he selects from a list of empirically supported therapies. In this approach, the role of clinical reasoning is downgraded to a minimal level.
From the perspective of thinking in cases, a clinical depression would be approached and conceptualized in a very different way. The clinician might for instance conduct a clinical interview in order to arrive at the following proposition: “Patient X suffers a core psychic conflict between love versus anger, hostility and ambivalence towards the lost object.” This example relies on a psychoanalytic framework, but a similar example could be given from a cognitive-behavioral perspective (e.g., “Patient X suffers from depressive symptoms because his high level of perfectionism leads to catastrophic interpretations and ruminations”). In this epistemic style, the depression is represented as being complex (not a univariate phenomenon, but the product of an interplay between various factors) and unique (as the depression is rooted within the patient’s unique experiences and characteristics). In contrast to the statistical way of thinking, which leads to statements about frequencies and probabilistic predictions, thinking in cases leads to a causal theory of empirical observations. In extensive case studies, it becomes a scientific way to telling a person’s life (Forrester, 1996).
In the course of the twentieth century, proponents of statistical thinking and thinking in cases clashed on the issue of clinical reasoning. Meehl (1973, 1996) and others demonstrated the relative superiority of actuarial to unstructured modes of making predictions about future behavior, and they pointed out the fallacies of clinical reasoning. Their warnings about biases and the inappropriate use of heuristics have been included in the APA guidelines (2021). For instance, confirmation bias is a tendency to favor information that confirms one’s preexisting beliefs. An example of the inappropriate use of heuristics is relying on information that is recalled most quickly, which is known as availability heuristics. However, in defense of clinical reasoning, Zeldow (2009) argued that “an overly narrow and hyperskeptical approach to clinical practice would impoverish clinical training and would both disenfranchise and impose excessive restrictions on conscientious clinicians.” (p. 1) Moreover, Westen and Weinberger (2005) have argued that, except in rare situations (e.g., high suicide risk) and certain contexts (e.g., the courtroom), prediction of behavior is not (and should not be) the stuff of everyday clinical practice. Clinical work involves making diagnostic case formulations, interpreting the meaning of what patients say or do, and making interventions to influence psychological processes. Structured tools to keep the clinical reasoning process in check and to arrive at more reliable predictions, might be a waste of time: fine-grained distinctions between the exact amount of depressive symptoms or the precise frequency of purges a week in a patient with an eating disorder, is of little consequence for a clinician (Westen & Weinberger, 2005). On top of that, recent qualitative research demonstrated that implementing questionnaires in clinical practice to track change processes and outcome is not a neutral intervention (Truijens et al., 2021). The use of questionnaires can actually contribute to shaping the experience of symptoms, for instance by asking the patient to make normative, quantitative evaluations of his subjective experiences (e.g., response options like “often” or “more than usual”). Truijens et al. (2021) argue that numerical data should not be taken at face value, but need to be received as a communication from an individual patient rather than a neutral or context-independent report. For these reasons, it is important to demonstrate that thinking in cases is an epistemic style that is more amenable to represent objects that emerge in a context characterized by uniqueness, uncertainty and value-conflicts.

Addressing uniqueness through theory and experience
The context in which clinical psychologists and psychotherapists are working is limitless in its detail, complexity, and specificity. Each patient is unique and each therapeutic encounter is (or should be) a fresh start. Like in a chess game, the starting positions and the goal are clear, but the variety of moves in between is infinite. This does not mean, however, that the clinician is helpless and ignorant when confronted with uniqueness: he is trained to use clinical reasoning skills to represent a unique situation as a more general situation, while at the same time recognizing its uniqueness. Both statistical thinking and thinking in cases could be used to navigate this situation, but they offer very different solutions to this challenge.
	According to the APA policy statement and guidelines for EBPP (2006, 2021), the main source of knowledge about unique patients comes from scientific research on groups. Evidence is here understood as probabilistic knowledge claims about populations, that derive from controlled group studies. Although certain types of research constitute more robust evidence (e.g., randomized-controlled trials and meta-syntheses) in comparison to other types of research (e.g., clinical observations and expert opinions), this science-based knowledge about populations is assumed to be relevant for each individual case. In order to establish the relevance of a scientific proposition for the work with a particular patient, the clinician emulates the scientific model of hypothetico-deductive reasoning in the context of his clinical work: 
proposition X is true for population Y; 
patient Z is member of population Y; 
therefore, proposition X must be true for patient Z. 

In this way, probabilistic knowledge about populations is generalized to members of that population. The problem of uniqueness is thus dealt with by conceptualizing the patient as a member of a population.
	However, the validity of this model of reasoning in clinical work can be questioned. In order to demonstrate how group probabilities are relevant to individual decisions, Meehl (1973, as cited in Lilienfeld et al., 2013) famously gave the example of an individual who is forced to participate in a game of Russian roulette. The player is given two options: either the barrel of the gun contains four bullets, with one canister left blank; or the barrel of the gun contains only one bullet with four canisters left blank. If probabilities are irrelevant to the individual case, Meehl argues, the choice between both options would not matter. He concludes that this reasoning is fallacious, as the odds of dying are four times higher in the first condition than in the second.
However, Meehl’s argument is misleading for two reasons. Firstly, because it presents a situation in which exact probabilities are known for the individual case. Statistical research, however, generates knowledge about probabilities at the level of the group. It is impossible to know the exact probability value for an individual member of that group. Secondly, because it presents a simple situation with only one relevant variable: the number of bullets in the gun. In clinical practice, however, one is always faced with complex situations in which many variables play a role, some of which will be unknown. For these two reasons, the relevance of evidence generated through quantitative research designs has to be put in the right perspective.
In their thorough critique of randomized controlled trials (RCT), Deaton and Cartwright (2018) point out that, for a number of reasons, RCTs can at best generate unbiased estimates that apply only to the sample selected for the trial. In that sense, an RCT can provide evidence that an intervention caused an outcome in some individuals in the trial sample. Applying the findings from an RCT to other contexts or to individuals outside the trial is not obvious at all. The claim that it is possible to ‘deduce probabilistic generalizations from controlled group studies that apply to individual clients, because groups are, after all, composed of individuals’ (Lilienfeld et al., 2013, p. 891) obfuscates two levels of inference. One thing is to make an inference from a sample statistic to a population parameter; another thing is to make an inference from a population parameter to an individual characteristic. Statistical methodology offers a lot of tools to support the first type of inference, but none for the second type. If we want to make probabilistic knowledge more useful for clinical practice, then we would need to know more about the conditions that would justify the application of knowledge about groups to individual patients.
The thinking in cases approach offers an entirely different perspective on how to deal with uniqueness. In clinical reasoning, evidence for clinical interventions does not primarily stem from scientific research but from two other sources: elements in the case and professional experience.
Like a detective who looks for evidence at a crime scene, the clinician looks for evidence in the verbal and non-verbal behavior of the patient. Qualitative research about clinical reasoning processes during therapy sessions has indicated that psychotherapists process information that stems from four levels: the patient’s story, the patient’s internal state (invisible, preverbal and/or unconscious processes in the patient), the therapist’s own internal state (countertransference reactions), and the overall therapeutic process (how the patient’s story fits in the therapeutic process) (Rober et al., 2008). Different schools in clinical psychology and psychotherapy put a different emphasis on each of these sources of evidence. For instance, client-centered therapists will focus more on the spontaneous empathic understanding that develops in the context of the therapeutic relationship, while behavior therapists will put more emphasis on facts about the patient’s problem that emerge from the patient’s story.
During this process of evidence gathering, the clinician will start making interpretations to explain or give meaning to a set of observations. Theory plays an important role here, as it allows to conceptualize a unique case as an instance bearing on something more general. To paraphrase William Blake, theory allows to see the world in a grain of sand. For instance, certain behavior can be interpreted as panic-related avoidance behavior, or an utterance can be interpreted as denial. It is important to point out, however, that theory in itself is not a source of evidence in the process of clinical reasoning. Even the most valid scientific theory doesn’t necessarily apply to a given case. In that sense, clinicians must be warned against the over-reliance on theory in clinical practice. Rather than applying theory top-down to the case, an evidence-based approach to clinical reasoning starts from elements in the case and aims to come to conclusions about the case itself. Subtle use of theory is definitely a marker of clinical expertise (Storck et al., 2021).
The second source of evidence for the clinician is professional experience. In thinking in cases, as described by Forrester (1996), experience can serve as a source of knowledge and evidence. Clinical experience is also recognized by APA (2006, 2021) as the second leg supporting EBPP. Through clinical experience, the practitioner builds up ‘a repertoire of examples, images, understandings and actions’ (Schön, 1991, p. 138). New, unique clinical situations can be compared and contrasted with previous experiences that are drawn from this repertoire. In that sense, the clinician brings past experience to bear on a unique situation.
Forrester (1996) considers case studies as a very interesting pedagogical tool that duplicates and repeats essential elements of practice. Kaluzeviciute and Willemsen (2020) broadened the scope of this idea by pointing towards the various types of case-based work that fosters learning: reflecting on one’s own professional practice, discussing case material in supervision, and personal therapy. Through reflective practice, experiences are processed and become part of the repertoire of examples. Through a process of analogical learning, knowledge about one case is re-located in another case (Kaluzeviciute & Willemsen, 2020). This does not necessarily imply that a new problem can be solved in the same way as a previous problem. Rather, a capacity to see-as and do-as allows clinicians to have a feel for unique problems they are confronted with (Schön, 1991).
At the same time, it is important to issue a warning in relation to the use of experience for clinical practice. Experience in itself is not sufficient to foster analogical learning. In a large, 20-year, multinational study of over 4,000 therapists, Orlinsky and Ronnestad (2005) found that the majority of therapists experience themselves as improving professionally over the course of their career. However, two large-scale longitudinal studies demonstrated that clinical training and clinical experience, operationalized as years in practice and number of patients treated, are slightly negatively associated with outcome (Erekson et al., 2017; Goldberg et al., 2016). Erekson et al. (2017) suggest that experienced therapists might become over-reliant on their experience, develop routines, become less perceptive and less self-critical, and are unlikely to look for advice from colleagues with complex cases. In that sense, good use of clinical experience requires almost a paradoxical stance of bringing past experiences to bear on a new situation, and then letting go of this past experience to approach the situation as new.

Addressing uncertainty by establishing causality
Clinical psychologists and psychotherapists are confronted with uncertainty in their work: uncertainty about having all relevant information to make treatment decisions and uncertainty about how the patient will respond to interventions. Since the development of probability theory (Hacking, 1975), two conceptions of uncertainty are being distinguished: epistemic uncertainty due to missing knowledge about a phenomenon, and aleatory (or statistical) uncertainty due to randomness in a phenomenon. Epistemic uncertainty is, in principle, reducible if we are able to gather more information. In reality, the clinician is always conditioned by what the patient is willing to share. Aleatory uncertainty is irreducible because the outcome of a random process cannot be predicted. Science has developed a solution for this problem: the statistical study of many instances of a seemingly random phenomenon allows for the establishment of statistical regularities and probabilities. Most quantitative research in the field of clinical psychology and psychotherapy does exactly this: establishing how an intervention is associated with a percentage of chance of creating a certain effect, or establishing the chance of co-occurrence of different phenomena. This type of knowledge, however, is of limited use to the clinician who is confronted with uncertainty. A clinical example can clarify this point.
A patient has been seeing a psychotherapist for two months due to feelings of depression. One day, she comes in and starts the session by saying she is doing fine. She mentions that she had a big fight with her boyfriend last weekend. They had visited his sister and her baby, but on the way there (leaving early for the long trip) she had become hungry and in need of her morning coffee. Once arrived, there was no immediate occasion for her to have a coffee, so the fight started and escalated during the day. She had the feeling that her needs were not being attended to. By the afternoon, she was so upset that she took the car and drove off. While speeding home at 160km/h, she felt ‘strangely inclined to crash her car in the median barrier’. Luckily, she arrived home safely and was able to clear out the discussion with her boyfriend the following day. This leads her to conclude her story at the point where she had begun: ‘So I’m doing fine.’
One of the issues this situation raises for the therapist is the risk of a future suicide attempt. There is both epistemic uncertainty (does the therapist have all relevant information?) and aleatory uncertainty (what is the risk?). The therapist could look for answers in the research literature and conclude that, based on what is known about empirically derived risk factors for suicide, the risk is rather low: she is a young woman with high-quality social contacts who does not abuse substances, who has no chronic conditions, and who did no previous suicide attempt. This information is helpful, but empirically derived risk factors are in a correlational, rather than a causal relation to the outcome behavior. In other words, the risk factors are of little help to increase the understanding of what constitutes the risk for this patient individually (what could trigger a suicidal attempt?) and how the therapist should intervene in this session and in the following sessions. 
Therefore, an alternative solution to aleatory uncertainty has been developed in the field of clinical practice: a complex, fuzzy or random phenomenon might not be aleatory if the underlying psychic causality can be identified as it operates in the individual case. The causal mechanism can be detected by studying the case more closely and looking for patterns. In this case, for instance, the therapist remembered that a few weeks before, this patient had shared an almost identical story: after a row with her boyfriend at his sister’s home, she had driven home at high speed and felt a ‘strange inclination to crash her car into lorries on the highway’. Remembering this episode from a previous session, a pattern became clear to the therapist: the suicidal thoughts seemed to be triggered by conflicts in her relationship. But this link was not clear to the patient herself. When the therapist pointed out the pattern to her, she responded first with surprise. Then she started to elaborate on her relationship, how she wanted to move on in life and start a family, but that her boyfriend wanted to wait a few more years. She felt unheard by her boyfriend, which was an experience that echoed important episodes from her youth. It gradually became clear to the therapist (but not yet to the patient) that the suicidal ideation was triggered by visiting her sister in law who had recently had a baby and the associated emotional turmoil she could not handle. The therapist used the remainder of the session to explore this with her and develop an initial understanding of the ‘logic’ (i.e., causal process) behind her suicidal thoughts. This work continued for several sessions and made her realize that the ‘strange inclination’ to crash her car was actually meaningfully linked to her life experiences and her desire to start a family.
The clinical reasoning process in this example can be described as abductive. Abductive reasoning is making inferences that move from descriptions of patterns of observations (clues) to one or more plausible causal explanations of those observations (Haig, 2018). It is a reasoning process that is typically used in disciplines where causal processes cannot be directly studied or manipulated because they are located in the past (e.g., archaeology), not directly observable (e.g. medicine), and/or embedded in complex contexts (e.g., anthropology). When causes cannot be observed directly, the best option is to infer them from their effects. Abductive reasoning is evidence-based, in the sense that it is based on elements from the case (rather than research evidence). This adequately describes the reasoning process in the earlier example: as the suicidal thoughts manifested themselves in two similar contexts, the therapist inferred that the cause for these suicidal thoughts could be found in the features shared by both contexts. This explanation seemed plausible to the therapist, given other elements of information about this patient (e.g., what could be described as an anxious preoccupied attachment style). This explanation then allowed the therapist to set up an intervention with the aim of breaking the causal chain.
This does not mean that thinking in cases in general or clinical reasoning in particular is an abductive form of reasoning. Morgan (2020) rightly points out that case-based reasoning depends on the maintenance of rich materials during the reasoning process rather than reducing the material to one best explanation. The constant need to explore new aspects of the case, see new links, integrate observations, and adjust formulations do not allow for the application of just one type of formal reasoning. It seems that thinking in cases requires the flexible application of deductive, inductive and abductive manoeuvres to handle the complexity of a case, and the strength of thinking in cases resides exactly in this flexibility. The literature on cognitive biases and inappropriate use of heuristics that lead to thinking errors and inaccurate judgements is very relevant in this context (Kahneman, 2011). In order to avoid such errors and biases, it is important to avoid jumping to conclusions and to ‘slow down’ the thinking process. In the context of thinking in cases, diverse methods of reflective practice have been developed to control one’s own thinking processes.

Addressing value conflicts through practical wisdom (phronesis)
Psychic suffering always has an ethical quality as it contains an idea about what constitutes a good life and related choices about relationships, work, identity. A patient who suffers from depression will not just complain about his low mood, low self-esteem, and guilt feelings. Rather, he might complain about how he got stuck in life, lost all faith in himself and feels guilty towards his children for not being able to provide for them. This patient evaluates his current state in reference to an ethical idea about what constitutes a good life. The clinical psychologist or psychotherapist who treats him for this depression might work towards acceptance of negative feelings, increasing the sense of agency, and fostering a more compassionate stance towards himself. The clinician clearly also works from a professional ethos.
	Each theoretical school in the field of clinical psychology and psychotherapy entertains certain normative presuppositions about what constitutes a good life and what is ethically desirable. For instance, CBT originators Albert Ellis and Aaron Beck stated that some of the central principles of their therapy could be traced back to the Stoic ideals of rationality and equanimity. In some schools of psychology, this ethos is explicit and elaborate (e.g., person centered and psychoanalysis), while it is much more implicit in others (e.g., CBT). It is important not to downplay this ethical dimension by claiming that only research evidence is guiding the therapeutic approach. It seems very likely that the choice of students for a specific psychotherapy school has more to do with how their personal ethos and way of relating to other people fits with a specific school, rather than with any scientific evidence.
In the EBPP policy statement and guidelines, the ethical dimension of psychological interventions has found a place in the third leg, where it is confirmed that ‘patient characteristics, culture, and preferences’ should be taken into account during the treatment of the patient (APA, 2006, 2021). However, there are major shortcomings in the elaboration of this third leg in the EBPP policy statement and guidelines. First, it is not clear how patient characteristics, culture, and preferences relate to the other two legs of EBPP. How to resolve clashes between patient preferences and scientific evidence? Second, the justification of the third leg in EBPP is based on scientific evidence: patient characteristics, culture and preferences need to be taken into account because research has demonstrated that this makes psychological interventions more effective. This type of justification makes the ethical aspect of clinical practice dependent on and inferior to the scientific aspect. The inclusion of patient preferences should be an end in itself and not merely a means to other ends (i.e., improved efficiency or efficacy) (Berg, 2019a). 
A third point of critique in relation to the description of the third leg in EBPP concerns the fact that it presents itself as ethically neutral, while it actually is not. Berg (2019b) demonstrated that EBPP is not so much a de-moralization of clinical practice, but rather an implicit (because unrecognized) grounding of clinical practice on a utilitarian ethos. Utilitarianism is an ethical framework according to which actions that lead to the greatest happiness for the greatest number of people are ethically superior. EBPP emphasizes the value of cost-benefit analysis for determining what constitutes the recommended treatment. Cost-benefit analyses provide estimations of how much of a predefined good (e.g., improved mental health) one receives per monetary unit that is spent. This kind of cost-benefit analyses rely on the statistical thinking style, in the sense that variations in the predefined good are studied quantitatively at the level of large samples. In order to know what leads to the greatest happiness for the greatest number of people in a given population, statistical research is required.
But the utilitarian approach might clash with the individual interests of the patient. Berg (2019b) gives the example of internet-based guided self-help therapy, in which patients read self-help material and get support with the implementation of this material through online meetings with a therapist. From the perspective of EBPP, this intervention would be considered a rational choice of treatment to the extent that it has proven to be effective and efficient for most patients. From an ethical perspective, however, one might wonder to what degree this relatively standardized and inflexible intervention can be tailored to the unique characteristics of the patient and contribute to the patient’s specific goals in life. 
In clinical psychology and psychotherapy, facts are so strongly intertwined with values that it is impossible to make ethically-neutral interventions. This can be illustrated with an example. A clinical psychologist who works in a fertility clinic comes for supervision in relation to a couple she has been working with for a few weeks. They are thinking about having a child but they are not sure whether they are ready for it. The husband is very tied up with various professional projects, cannot relax in the evening and has difficulties falling asleep at night. The man describes himself as hypercompetitive and perfectionistic in anything he does, both professionally and personally. He is good at what he does and never had any problems, but he just gets very stressed out when faced with responsibilities and pressure. He was even nervous about coming to see the psychologist, worried that he might not be able to make himself clear. The husband talks at length about a colleague who has a similar tendency to perfectionism. This colleague recently became a father, after which he started to isolate himself socially at work. This observation makes him doubt whether he himself is actually ready to become a father. 
In this vignette, the inability to make a choice about becoming a parent is linked to perfectionism and associated self-doubt. In other words, the clinical psychological problem of low self-esteem is entangled with the ethical problem of making an important life choice. Research evidence can indicate which interventions are useful to increase self-confidence, but it is impossible to implement these in the clinical work with this patient without also addressing the ethical issue of parenthood. As this case was discussed in supervision, the psychologist came to see how intertwined the clinical work is with ethical choices about what constitutes a good life in the moral sense.
Thinking in cases as a scientific thinking style incorporates much more obviously the making of ethical decision by taking into account the specifics of the case. Aristotle referred to this capacity as the intellectual virtue of practical wisdom or prudence (phronesis). Practical wisdom is a rational capacity to act in accordance with knowledge about particular facts, and in relation to what is ethically good for oneself or others in unique situations and without predictable outcome. This means that an action guided by practical wisdom finds it ethical justification in itself, rather than in any effect or consequence. 
[bookmark: _GoBack]According to Aristotle, practical wisdom is acquired through accumulating sufficient practical experience from a variety of contexts (i.e., the second leg in EBPP). The knowledge that is created in this way is not about what will always work (universal knowledge) or what will probably work (statistical knowledge), but rather a capacity to understand the factual and ethical complexity of concrete clinical situations. Understanding complex clinical situation is not a just methodological problem but also an ethical challenge: it requires the courage to approach the situation, the temperance to do so carefully, the patience to give oneself and the patient time, the truthfulness to be objective, and the modesty to recognize the limits of one’s understanding. In this regard, professional development through training, supervision, and personal therapy is as much an ethical project as it is about assimilating knowledge and training skills.

Conclusion
In the scientific literature, clinical reasoning and clinical judgement are sometimes portrayed as naive, intuitive, unscientific. This paper demonstrates that it is underpinned by an epistemological stance that can also be found in other case-based disciplines. On the basis of the difference between thinking in cases and statistical thinking, it can be argued that thinking in cases is more suitable to support clinicians who have to deal with situations that are characterized by uniqueness, uncertainty and value-conflicts. The reason for this is that evidence within statistical thinking is evidence about groups. It is unknown to what degree this evidence is relevant to an individual. Thinking in cases relies on evidence from within the case and evidence from experience, which are much more useful when it comes to understanding and working with an individual patient. This is not to say that evidence from scientific research in groups is irrelevant; rather this means that the traditional evidence pyramid, with randomized-controlled trials and meta-syntheses at the top and clinical observations and expert opinions at the bottom, needs to be inverted when working with individual patients.
	The current approach to evidence-based practice in psychology is too much based on an emulation of the medical approach to evidence-based practice. In medicine, the traditional evidence-based approach has been criticized and some have advocated alternative approaches (e.g. narrative-based medicine, value-based medicine). Clinical psychology and psychotherapy are fundamentally different from medicine and should develop their own epistemological framework. The three-legged model proposed by APA (2006, 2021) is a solid starting point, but it needs revisions. In relation to the first leg of the tripod, it needs to be clear that evidence is found in the case itself and in professional experience, rather than in research evidence. In relation to the second leg, clinical expertise should not be considered to be a secondary source, but an independent source of evidence to orient clinical practice. In relation to the third leg, it needs to be pointed out that clinical psychology and psychotherapy are also ethical practices and that patients’ characteristics, culture, and preferences should not be instrumentalized as a means to other ends (e.g., treatment effectiveness).
	The role of empirical research in supporting this approach to EBPP is still crucial. RCT’s and meta-analytic approaches have a role to play in establishing effectiveness of interventions. But Overholser (2020) identified the overreliance on efficacy studies as a negative evolution in the field of psychotherapy, as it promulgates the application of standardized treatment protocols and reduces the role of the clinician to a paraprofessional technician. In order to bridge the gap between science and practice, efficacy studies need to be complemented with patient-oriented studies that 1) address questions that are relevant to clinicians rather than researchers, 2) embed data collection in naturalistic clinical settings rather than in controlled experimental conditions, and 3) involve populations and interventions that are part of routine clinical practice (Castonguay et al., 2021).  
For this mission, a multitude of methods can be used, both qualitatively and quantitatively, both in groups and in cases. In this context, systematic case studies are particularly interesting as a more systematic alternative to clinical case studies. Systematic case studies are based on multi-method data that are collected in naturalistic contexts and analyzed by teams of researchers and clinicians (Meganck et al., 2022). Systematic case studies are a method to bring together ‘thick descriptions’ of clinical work with quantitative longitudinal data. Kaluzevicuite and Willemsen (2020) have described how such case studies can be used for theory building, for analogical learning, and for empirical generalizations if cases are compared or aggregated. This makes them very useful for clinicians and researchers alike. In recent years, an online archive of published psychotherapy case studies (www.singlecasearchive.com) has been created to allow researchers, clinicians, and students to easily find case studies that are relevant to their interests (Meganck et al., 2022).
Furthermore, more research should be done on conceptual and reflective skills in practitioners, as these constitute the link between research and practice. How do clinicians actually come to understand complex clinical situations and how can they do so in a trustworthy way? Are the current training and supervision practices in the field of clinical psychology and psychotherapy sufficient to support this process? How can clinicians work with value-conflicts in their work? In order to address these questions, it is necessary to collaborate with other disciplines that are relevant to clinical practice. For instance, the role of patient characteristics, culture, and preferences in EBPP should not only be investigated through the lens of psychological studies but also from an ethical perspective. Clinicians are confronted in their work with the major ethical and social challenges of the 21th century, such as the role of technology in our life, the concept of privacy and confidentiality, the consequences of discrimination and inequality, the importance of a good life. Little attention is devoted to these topics in the context of research and training. A good clinician should not only be able to do his or her job, but he or she should also be able to critically question and define what the job actually is: what are we doing, who are we serving, and why are we doing this? This requires an awareness of the ethical, social, and even political role of clinical psychologists and psychotherapists in society.
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