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Abstract

Use of the term ‘expert’implies specialized knowledge, which is the case for scientists as well as people immersed
in communities. Naming this expertise signals to all parties the essential value of understanding the context in
which public health decisions are implemented. We outline arguments for and concerns about viewing lived
experience as a complementary expertise akin to scientific expertise.
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Introduction

Following the COVID-19 pandemic, there were renewed
calls for meaningful and effective engagement of com-
munities with lived experience in all aspects of public
health practice, including research, public health data
collection, policy development, outbreak prevention and
response, as well as intervention development, imple-
mentation, and evaluation [1-3] Many of the recent calls
for engaging with affected communities have arisen from
the recognition that “community, power, and health are
inextricably linked,” [2], p 804 and from public health’s
centering of equity as the foundational approach to creat-
ing communities that provide members with opportuni-
ties to achieve their desired level of health [4].

Recently, some authors have called for community
members to be treated as experts to signal that people
and communities who experience health outcomes and
health inequities are experts in their own experience and
community resources [1]. In this paper, we explore the
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use of the term ‘expertise’ over ‘experience’ in the context
of public health policy, research, and practice.

Engaging communities in the practice of public
health

In the early 1980s, when a novel virus began infecting
young and otherwise healthy men, persons affected by
HIV demanded to be part of the decisions about public
health prioritization and prevention efforts. HIV/AIDS
community planning councils became a requirement for
federal funding in 1990 through the Ryan White HIV/
AIDS Care Act and one of the first comprehensive guides
to community engagement for public health planning
was published by the US Centers for Disease Control and
Prevention (CDC) in 1993 [5, 6].

Done well, engaging with affected communities to
develop and implement public health activities can
improve research and public health data collection, help
create more effective intervention programs, and build
power and collaborative governance that enables com-
munities to work from within to improve health [7-10].
Done poorly, community engagement can be harmful or
coercive, and reduce community power and public trust
through tokenization and placation [11, 12].

Whether engagement is done well depends on sev-
eral factors, including a commitment to shared decision
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making, engagement from the start of a project or change
effort, and acknowledgement of power imbalance
between scientific experts and persons and communities
with lived experience [12, 13]. Contributing to this power
imbalance is the perceived value of scientific expertise
compared with that of communities with lived experi-
ence. Often, more value is assigned to scientific expertise
of public health professionals, in part stemming from
a belief that scientific facts alone are enough to change
behaviors or social and economic conditions contribut-
ing to inequitable health outcomes [14]. Individuals and
communities, however, rely on a combination of evi-
dence, values, and their current and past experiences to
make decisions that affect their health and well-being
[15-17].

In addition to individual and community-level bar-
riers to health, historically marginalized communities
face long-standing systemic barriers that they alone can-
not dismantle. To better balance the power of scientific
information with these other inputs into health decision
making, it is important to value all the inputs as different
kinds of expertise.

Experience and expertise

The question of whether a person living in a commu-
nity—for example, living with a particular health condi-
tion, engaging in a specific health behavior, living in a
defined geographic area, or part of a group affected by
historical and ongoing marginalization or racism—has
lived experience or has gained enough experience to be
considered an expert, or a person with lived expertise,
requires a critical examination of what differentiates
experience and expertise.

In its common meaning, experience connotes involve-
ment in or practical engagement with an event, action,
or set of circumstances. Experience can be quantified in
several ways, for example by the number of times one
engages in an action or set of actions or the duration of
engagement, such as number of years doing a particular
thing [18]. It implies, even for actions, a passive type of
involvement void of reflection or integration [19, 20].

Expertise, on the other hand, connotes a deep under-
standing or skill gained by reflection and practice, a
type of specialized knowledge or skills often cultivated
through accumulation of experience. It implies an active
or integrative involvement with facts, processes, or
events [21].

An early pioneer in describing what made a person an
expert, Janet Kolodner emphasized two characteristics
of experts: “[E]xperts are more knowledgeable about
their domain and an expert knows how to apply and use
his (sic) knowledge more effectively than does a novice”
[19], p 497 Another early expertise scholar, Michelene
Chi, described experts as people who demonstrate deep
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knowledge about a particular domain, and who demon-
strate understanding of underlying principles and orga-
nized knowledge structures [22]. In addition, experts
identify and recall patterns and relationships between
features and among problems, and they do so faster and
with deeper and more integrated cognitive processing
compared with novices [22]. Expertise allows one to use
deep knowledge, foundational principles, and detailed
experiences to develop effective and generalizable prob-
lem solving [22].

A more contemporary description of expertise added
dimensionality to earlier definitions. In addition to know-
ing, Harry Collins posited that experts possess tacit
knowledge related to a particular topic or subject, which
can only be acquired through immersion into a commu-
nity of others who already have this type of knowledge
[20]. An expert, according to Collins, also has “signifi-
cant social contact” with other experts. He challenged
the commonly held idea that by definition expertise is
rare. There are domains, such as driving a car or using a
computer, in which expertise, defined as tacit knowledge
acquired by immersion in a community of others with
tacit knowledge, is ubiquitous [20].

It is sensible then to assume that a person living in
a particular community has expertise in that life or
‘domain. The expertise, gained through social contact
with others who have deep, tacit, and reflective knowl-
edge of living in or being a part of that community, is a
type of expertise analogous to expertise gained by sci-
entists in their scientific domain. As Shaff and Hickson
put it, “The communities we [engage with] are experts in
their experiences.” [3], p150.

Use of expertise in the context of public health
engagement
To make effective decisions, there are a number of inputs
for public health practitioners to consider [23]. As an evi-
dence-informed field, public health decisions are in part
based on scientific evidence, which tells us what we can
do. In addition to evidence, public health laws tell us what
we are permitted to do and what we, as public health offi-
cials are obligated to do. To ensure that our decisions are
desired by and acceptable to the communities who will
be affected by them, it is important to also consider the
values surrounding the decision, which guide what we
should do. These include both public health values as well
as the values of affected communities. Finally, we need to
consider the social context of the communities that will
be affected by the public health decision. We understand
the social context by engaging expertise from people who
are a part of the affected community [23].

Some individuals, motivated by their lived experience,
become scientific experts in areas related to that lived
experience. In the late 1990s and early 2000s, the US
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CDC and many state public health departments recruited
members of the LGBTQ+ community and people living
with HIV to develop, implement, and evaluate HIV pre-
vention programs. With further education and experi-
ence, many of these public health practitioners became
scientists able to offer both scientific and lived expertise.
In these and similar cases, such as sickle cell disease or
mental health conditions, this dual expertise can be use-
ful to inform public health decision making.

Bringing together complementary insights from sci-
entific experts and context experts—people with lived
expertise—reveals that both parties have essential exper-
tise, without which an effective and equitable public
health decision or policy cannot emerge. Use of the term
‘expert’ implies specialized knowledge, which is the case
for both scientists as well as people immersed in commu-
nities. Each is an expert on different things that together
improve the success of public health action. ‘Expert’ sig-
nals to all involved that each brings essential knowledge
that others do not have. Naming this expertise signals to
all parties the essential value of understanding the con-
text in which a public health decision is implemented. It
also requires that all parties—community members, pub-
lic health scientists, and policy makers—recognize that
each brings different pieces of the expertise needed to
develop an effective public health effort.

The need for lived expertise in HIV prevention, for
example, was illustrated early and often. At the start of
the pandemic, the simple public health message was
“use condoms.” This was scientifically sound advice. Data
showing the protective effect of correct condom use were
plentiful, yet many people at risk for HIV infection opted
out of this life-saving intervention [24]. Reasons were
based not on data or a misunderstanding of the message,
but rather on the complex context of their experience.
Condom use depended on individual circumstances
such as stage of relationship, trust, fear of rejection or
harm, and desire to protect oneself or one’s partner. It
also depended on social norms where some social group
norms were negative or suspicious about condom use. An
understanding of this kind of lived expertise ultimately
helped public health officials tailor messages using a
harm reduction approach. It led to effective community
campaigns to normalize condom use [25]. Without this
lived expertise, the “use condoms” message was ineffec-
tive for many people at risk for HIV.

Recognizing that someone who has been living in a
context that affects health brings specialized and social-
ized knowledge—that is, brings expertise—is a step
toward equitable public health decision making. As
DeWeger and colleagues observed, “Ultimately, [com-
munity engagement] initiatives will only be successful if
organisations address power imbalances, share control
with citizens and professionals and citizens view each
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other as legitimate and equal partners in the interven-
tions” [13], p 13 Recognition of lived expertise signals
genuine engagement and true power sharing. It moves
the engagement from lower-level and potentially harm-
ful impacts such as informing to placate or consulting to
tokenize communities toward authentic shared decision
making, true collaboration, and co-creation [9, 12, 26].
This genuine community involvement and deference to
community expertise can foster community ownership
and ultimately foster equitable engagement in public
health policy making [9].

Objections to use of the term expertise

There are at least three considerations to appraise when
using the term ‘lived expertise’ in place of ‘lived experi-
ence’ The first is the lack of criteria for determining who
in a community or with a particular experience is an
‘expert. If a deep understanding and social immersion
with others with similar expertise is required, how much
time or how many experiences are required to move a
person from having experience to a person with exper-
tise? Can people of different generations be experts or is
there a particular age associated with expertise? Or, are
all people with experience an expert in that experience?

It is noteworthy here that the lack of specific criteria for
determining expertise is a challenge within the scientific
community as well. Scientists with various levels of expe-
rience serve as experts in public health decision making.
Chi would describe them as having “relative expertise,’
[27], p 23 as they have more expertise about science com-
pared with non-scientist community members. The same
could be said for persons living in a community, as they
have more expertise about living in or being part of a par-
ticular community than anyone without this experience,
including public health scientists. Between the scientific
and non-scientific communities, use of the term ‘lived
expertise’ could signal this relative level of community
knowledge.

A second consideration with the use of the term ‘exper-
tise’ is that some individuals within a community might
not consider themselves or want to be considered by oth-
ers as ‘expert. Community members might be concerned
about being viewed elitist. Others might push back on
the term out of fear that it implies one knows everything
there is to know on the subject and that the term lacks
recognition that learning is a continuous, ongoing experi-
ence. Still others might be wary of the term due to grow-
ing public distrust of scientific experts, [28] worrying
that this distrust will spill over to them if they are called
‘experts. Conversations between public health practitio-
ners and the people and communities they engage can
clarify stated preferences. This approach reinforces a
commitment to genuine collaboration, power sharing,
and shared decision making.
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A third consideration with using the term ‘expertise’ is
that within affected communities, use of the term ‘expert’
or ‘expertise’ could create a differentiation within com-
munities that could do harm. By deeming some people
experts and others not, unintended conflict within a
community could arise. Creating hierarchies by elevating
some members over others without clear criteria of what
makes a person an expert could be one of the ways that
the process of engagement could harm communities long
after public health practitioners are gone.

While there are no simple answers to these challenges,
on balance it seems that there is reason to use the term
‘lived expertise’ over ‘lived experience’ in circumstances
when the purpose of community engagement is to genu-
inely share power and decision making with communities
that will be affected by public health policies, research,
and practice. Bringing both scientific and lived expertise
to the decision-making table signals that while scientific
information is necessary for decision making, alone it is
insufficient. Also necessary is expertise in the context in
which a policy or practice will be developed and imple-
mented, and that unique and important expertise comes
from persons who are part of affected communities. By
naming both inputs as expertise, we signal to scientists
and communities alike that both inputs, while different,
are equally necessary and valued in successful public
health practice.

Conclusion

Engagement of persons living in a community—for
example, living with a particular health condition, engag-
ing in a specific health behavior, living in a defined geo-
graphic area, or part of a group affected by historical
and ongoing marginalization or racism—in public health
decisions that will affect them is fast becoming the stan-
dard in public health practice. Done well, this engage-
ment is intentional and thoughtful in order to avoid
further harm to historically marginalized communities.
This will involve mutual understanding and respect for
both scientific and lived expertise, resulting in collabora-
tive decision making and more equitable and productive
public health practice.

Using the term ‘lived expertise’ recognizes the critical
nature of the contributions from people living in com-
munities. While not without challenges, the use of the
term ‘lived expertise’ in favor of ‘lived experience’ has an
important role to play in public health deliberation and
decision making. As one of several essential inputs, the
‘lived expertise’ terminology places the various decision-
making considerations on complementary footing and
signals to all parties that each input is of essential value.

Abbreviations
AIDS Acquired immune deficiency syndrome
HIV  Human immunodeficiency virus
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