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This study was designed to evaluate attitudes toward and utilization of
evidence-based practices (EBPs) among mental health professionals
specializing in trauma. An Internet survey was completed by 461 trauma
professionals who were recruited via International Society for Traumatic Stress
Studies membership rolls and electronic mailing lists of trauma special interest
groups. Although a minority of participants held negative views of EBPs, the
overwhelming majority of respondents were supportive of the EBP movement.
Theoretical orientation, training model, and age were associated with EBP
attitudes. Favorable EBP attitudes were not as strongly related to reported
clinical behaviors as might reasonably be expected. Even respondents utilizing
unsupported treatments espoused positive EBP opinions, suggesting that
practitioners may hold widely varying evidentiary standards.
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The degree to which research findings should influence the clinical
activities of mental health professionals is perhaps the most enduring

controversy in all of psychology. Although there have been exchanges in
the literature bearing on this issue for decades, two watershed events have
catalyzed the evidence-based practice (EBP) movement. First, the 1949
Boulder Conference on Graduate Education in Clinical Psychology estab-
lished a model of training that emphasized concomitant instruction in
research and clinical service delivery. It was argued that both endeavors
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would flourish to the extent that psychologists were versed in and engaged
in the practice of research and applied work. The powerful influence of the
Boulder Conference is evidenced by the fact that the Scientist-Practitioner
training model is the overwhelmingly dominant philosophy among doctoral
training programs in clinical psychology.

Second, the efforts of the American Psychological Association Division
12 Task Force on Promotion and Dissemination of Psychological Procedures
(Task Force, 1995)—now called the Committee on Science and Practice—
to identify, disseminate, and promote evidence-based interventions repre-
sented a very visible emphasis on accountability and empiricism in guiding
clinical activities. Members of this task force developed criteria by which
the degree of empirical support for a particular treatment could be evaluated
and advanced a list of interventions for which efficacy had been established
according to these criteria. Despite assertions to the contrary by detractors,
this list was not meant to be definitive nor was it meant to stifle innovation
or clinician flexibility. Rather, it was an attempt to characterize the evidence
bearing on prominent interventions at that point in time and to provide a
standard of evidence to guide subsequent treatment development efforts.

Most readers are no doubt aware that neither the recommendations of the
Boulder Conference nor the efforts of the APA Committee on Science and
Practice have been embraced by all quarters. There is considerable dis-
agreement about the degree to which the aims of the Boulder Conference
have been realized (e.g., Stricker, 2002) and whether these tenets should
guide training at all (Andrews, 2000). Similarly, activities of the APA
Committee on Science and Practice have been lauded by some and derided
by others (Beutler, 1998; Garfield, 1996; Norcross, 1999). Our purpose is
not to add yet another voice to the din, nor do we aim in this article to
advance our personal opinions about the degree to which science should
inform practice. Interested readers will find no shortage of articles bearing
on the merits and shortcomings of the EBP movement (Calhoun, Moras,
Pilkonis, & Rehm, 1998; Chambless et al., 1996; Wampold & Bhati, 2004).
Rather, the present study was designed to serve as a barometer of the degree
to which psychotherapists specializing in traumatic stress concur with the
EBP movement and to identify factors associated with these beliefs.

Considering the notable controversy surrounding EBPs, it is important
to discern whether practitioners are more swayed by arguments of propo-
nents or detractors of the EBP movement. Not only will such information
provide some insight into the degree to which efficacious treatments are
currently utilized by trauma professionals, but it will also speak to the like-
lihood that future treatment advances occurring in the context of efficacy
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studies will be adopted by practicing clinicians. Although a favorable
disposition toward EBPs does not necessarily connote that one actually
uses such interventions regularly in practice, it is arguably the case that
unfavorable opinions about EBPs preclude their usage in practice.

Practitioner Beliefs about EBPs:
Previous Research Findings

To date, most investigations of therapists’ views of EBPs have been con-
ducted with general (i.e., not trauma-specific) practitioners or have focused
on the degree of exposure to EBPs that graduate students receive in the
course of their training. For instance, in a survey of 322 public sector
mental health service providers, Aarons (2004) found that although the
sample as a whole generally espoused favorable attitudes toward EBPs,
these beliefs differed as a function of educational level and recency of train-
ing. More highly educated respondents and more recently trained respon-
dents held the most favorable opinions of EBPs. These findings suggest that
the vitriol that characterizes much of the EBP literature may not accurately
reflect opinions of most practitioners.

On the other hand, a national survey of 218 clinical diplomats of the
American Board of Professional Psychology documented that although
most diplomats hold modestly favorable views about EBPs, nearly half of
these respondents do not use EBPs in their own work and 39% of the
sample held unfavorable opinions about EBPs (Plante, Boccaccini, &
Andersen, 1998). At first blush, these findings appear to conflict with
Aarons’ (2004) findings. However, it should be noted that the Plante et al.
(1998) sample had been licensed for an average of 24 years and had an
average age of 57 years. In light of Aarons’ finding that more recently
trained individuals hold more favorable opinions about EBPs, these find-
ings may be quite consistent.

In a national survey of practicing psychologists, Addis and Kraskow
(2000) found considerable variability among respondents with respect to
their opinions regarding manualized treatments. For instance, 34% of respon-
dents reported positive experiences with treatment manuals, 21% reported
negative experiences, and a full 45% of the sample reported relatively neutral
impressions or experiences with treatment manuals. Although most manuals
emanate from research trials and represent empirically supported interven-
tions, some empirically supported treatments do not have a formal manual
and some manuals may be developed in the absence of rigorous empirical
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testing. Because manualized treatments are related to but not synonymous
with EBPs, the degree to which these findings speak to practicing clini-
cians’ attitudes about EBPs is not entirely clear. These results do suggest,
however, that clinicians may have widely varying opinions on the matter.

Taken together, these studies suggest that most providers and trainees
are at least modestly supportive of the EBP movement. Younger and
more recently trained individuals, and those espousing a cognitive-
behavioral orientation, hold the most favorable views of EBPs. At pre-
sent, little is known about trauma therapists’ attitudes regarding EBPs,
and it would be particularly interesting to examine this issue among
trauma practitioners. Although there are theoretically sound and empiri-
cally validated treatments for trauma-related sequelae, a number of
arguably inert (and quite possibly iatrogenic) interventions (e.g., crisis
debriefings, recovered memory therapies) have been spawned and prac-
ticed by self-described trauma specialists. Other interventions designed
to treat traumatic stress (e.g., eye movement desensitization and repro-
cessing therapy) have been shown to be helpful for some individuals, but
these benefits are arguably not owing to proposed mechanisms (Devilly,
2002). In short, psychotherapies for posttraumatic emotional difficulties
are highly variable with respect to their scientific underpinnings and the
degree to which they have been rigorously studied and validated.
Accordingly, we expected that there may considerable variability among
trauma professionals in particular regarding opinions about EBPs.

The present study was designed to investigate a relatively wide spectrum
of professionals who provide trauma-focused psychotherapy. Specifically,
we invited all members of the International Society of Traumatic Stress
Studies (ISTSS) to participate in a Web-based survey regarding opinions
about and utilization of evidence-based practices in their clinical work.
Because ISTSS is a large, multidisciplinary organization of psychologists,
psychiatrists, social workers, counselors, nurses, clergy, and advocates
from around the globe, we believed that the ISTSS membership would pro-
vide a fairly representative sample of professionals with expertise in treat-
ing traumatic stress. As described below, we also attempted to reach as
many self-identified trauma professionals as possible by asking various
trauma listserv administrators to post the study invitation to their listservs.

Based on previous research, we hypothesized that most respondents
would hold moderately favorable views about EBPs, but that a substantial
minority of participants would hold very unfavorable opinions about the
EBP movement. We also hypothesized that younger respondents and those
espousing a cognitive behavioral orientation would hold more positive
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views of the EBP movement. Furthermore, we expected that individuals
trained according to a clinical-scientist or scientist-practitioner model
would be more positive about EBPs than would scholar-practitioner-trained
individuals. Finally, for exploratory purposes we wanted to identify promi-
nent barriers to implementing EBPs, and we also wanted to discern whether
expressed opinions about EBPs were associated with usage of empirically
supported treatments for trauma.

Method

Recruitment Procedures

Invitations to participate in a study of practicing (i.e., engaged in direct
psychotherapy service delivery or supervision) trauma professionals’ atti-
tudes about and reported utilization of EBPs were sent to every ISTSS
member via electronic mail. The invitation included information about the
study and incentives for participating (10 randomly selected participants
would receive $25 each) and provided a Web-link for accessing the online
survey. At the time the study was conducted, there were 2,147 members of
ISTSS, but 135 did not have e-mail addresses on file with ISTSS. An addi-
tional 97 individuals had invalid e-mail addresses (i.e., invitation e-mails
were automatically returned as the result of being sent to a nonexistent
e-mail address). A reminder e-mail and invitation was sent 3 weeks later.

We broadened our sampling strategy by asking trauma-related listserv
administrators and trauma special interest group chairs from other organiza-
tions (e.g., Association for Behavioral and Cognitive Therapies Disaster and
Trauma Special Interest Group) to disseminate the electronic invitation to par-
ticipate in the study to their members. The e-mail invitation also encouraged
recipients to forward the invitation to other practicing trauma professionals.

This resulted in 1,915 directly invited ISTSS members and an unknown
number of other professionals invited via other listservs or by having the
invitation forwarded to them by a colleague. Although this recruitment strat-
egy was optimal in terms of reaching as many trauma professionals as pos-
sible (461 participants completed the survey), it unfortunately precludes the
calculation of an exact response rate. Not only is it impossible to know how
many individuals had the invitation forwarded to them rather than receiving
it via a listserv, the listservs are likely characterized by overlapping mem-
berships. Furthermore, we recognized that an undetermined number of
ISTSS members and other invitees would not be eligible by virtue of not
being involved in direct clinical service delivery or supervision. Notably, 34
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respondents e-mailed us directly to indicate that they would have been will-
ing to complete the survey but, due to the nature of their job tasks (exclusively
research or administration), occupational status (unemployed, retired), or
other factors (trauma survivor rather than provider), they did not engage in
service delivery or supervision. It is impossible to know how many other indi-
viduals opted not to participate for these reasons but did not e-mail us to
explain their nonparticipation. Presumably, most people who were ineligible
for the study by virtue of these factors did not contact us; they simply elected
not to participate. Finally, we sent the e-mail invitations out in batches of 50
to 100. Different SPAM filters and settings could have prevented an indeter-
minate number of participants from receiving the invitation.

Participants

A total of 69% (n = 318) of respondents was female and 97% (n = 448)
was Caucasian. Mean age of respondents was 46.9 years (SD = 11.4). With
respect to identified profession, the majority of the sample (n = 267; 58%)
were psychologists, with social workers (n = 58; 12.6%), psychiatrists (n =
39; 8.5%), and other mental health professionals and/or counselors (n = 36;
7.8%) prominently represented as well. On average, respondents were
highly educated, with 226 (49.1%) respondents indicating that their highest
earned degree was the PhD; an additional 36 (7.8%) had earned other doc-
toral degrees (e.g., PsyD, EdD), and 40 (8.7%) had earned MDs. A total of
132 respondents (28.7%) had earned a master’s degree as the highest
degree, and the remaining 26 respondents (5.7%) had earned no more than
a bachelor’s degree at the time of the survey. Endorsed training model and
theoretical orientation reflected a diverse group of trauma professionals.
Although nearly half of all respondents indicated that they had been trained
according to the scientist-practitioner model (n = 225; 48.9%), 10.2% (n = 47)
were trained according to the clinical-scientist model, 28.7% (n = 132) were
trained according to the practitioner-scholar model, and 11.7% (n = 54) were
trained according to an exclusive practitioner model (i.e., no training in
research). In short, all variants along the research–practice continuum were
substantively represented. Similarly, with respect to theoretical orientation,
although the modal-endorsed orientation was cognitive-behavioral (n = 178;
38.7%), other orientations were well-represented as 29.3% (n = 135) reported
an eclectic orientation, 14.8% (n = 68) endorsed a psychodynamic orienta-
tion, with client-centered (3.7%; n = 17) and other (13.3%; 61) orientations
less prominently represented. Additional sample characteristics and EBP
measure descriptive statistics are presented in Table 1.
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Instruments

The Evidence-Based Practice Attitude Scale (EBPAS). The EBPAS is a
15-item inventory of beliefs regarding evidence-based practice in psychol-
ogy (Aarons, 2004). Respondents are asked to indicate the degree to which
they concur with a particular belief (e.g., “I am willing to use new types of
therapy developed by researchers”) on a 5-point Likert-type scale with
response options ranging from not at all to to a very great extent. A total
score can by calculated by aggregating all 15 items after reverse-scoring 4
of the items.

The EBPAS was selected for this investigation because it is the only
publicly available measure that assesses the construct of interest and has
documented psychometric properties. In an investigation of 322 clinicians
sampled from 51 mental-health agencies, it was found to be internally con-
sistent (total scale alpha = .77). Evidence of construct validity is reflected

Table 1
Demographic and Study Variable Descriptive Statistics

Variable Mean/Frequency Standard Deviation

EBP scales
EBPAS total 51.7 8.2
EBPQ total 45.7 7.6

Demographic variables
Age 46.9 11.4
Years of education 20.3 2.9

Ethnicity
Hispanic/Latino 3.7%
Non-Hispanic/Latino 90.3%
Unknown/missing 6.0%

Race
Caucasian 95.9%
Asian 1.6%
African American 0.4%
Native American 0.8%
Missing/other 1.3%

Population density of practice setting
Rural 8.6%
Suburban 28.2%
Urban 61.9%

Note: EBP = evidence-based practices; EBPAS = The Evidence-Based Practice Attitude
Scale; EBPQ = Evidence-Based Practice Questionnaire.



Gray et al. / Evidence-Based Practices 739

by the fact that respondents endorsing more positive attitudes toward EBPs
had higher educational attainment (and were therefore more likely to have
research training) and had been more recently trained. This is consistent
with theoretical predictions as practitioners trained prior to the advent of
the EBP movement and further from academic training would be not be
expected to be as strong proponents of EBPs. Total scores on the EBPAS
could range from 5 to 75 with a midpoint of 45. Accordingly, individuals
scoring higher than 45 could be said to have generally favorable opinions
of EBPs, whereas those with a score less than 45 could be said to hold gen-
erally unfavorable views of EBPs.

Evidence-Based Practice Questionnaire (EBPQ). Although the EBPAS
was deemed to be a good measure of attitudes about EBPs, it does not inquire
about behaviors that are consistent with an evidence-based approach to prac-
tice (e.g., regular literature searches, attending clinical research conferences),
nor does it inquire about perceived barriers to EBP implementation. Because
the research–practice divide and EBP movement generate considerable dia-
logue in most health care fields, we searched the broader health care litera-
ture to find a measure that would provide greater coverage of EBP issues and
that we could adapt for use with the present sample. Jette et al. (2003) devel-
oped the EBPQ in a study designed to assess physical therapists’ EBP-related
attitudes, behaviors, and perceived barriers. Despite being developed for use
with a different health care professional population, the domain coverage is
much more extensive than the EBPAS and most items were directly applica-
ble and needed no wording changes.

The EBPQ consists of 51 items designed to assess a wide array of self-
reported EBP practices, opinions, behaviors, and perceived barriers.
Because it was not developed by psychologists and has not been used in
psychological contexts, no information is available about its psychometric
properties. Although many of the EBPQ items (e.g., work setting, demo-
graphics, etc.) do not lend themselves to reliability analyses, nor would they
be expected to cohere, it was possible to aggregate the 10 EBP attitude
and/or opinion items into a single subscale to derive some very rudimentary
information about the scales reliability and validity. Using data from the
present sample, this EBPQ subscale appears to be internally consistent
(alpha = .86), and there is some evidence for convergent validity as it cor-
related well with the EBPAS (r = .69). Scores could range from 5 to 50,
with a neutral point of 30. EBPQ analyses were primarily based on this sub-
scale. As described in more detail later, however, we also used EBPQ items
inquiring about barriers to EBP implementation as well as items pertaining
to behavioral indices of an evidence-based orientation to practice.
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We also developed a few questions related to specific study hypotheses
(e.g., clinical training model and theoretical orientation), and we inquired
about a variety of trauma-specific treatment approaches in an effort to dis-
cern whether EBP attitudes and opinions were meaningfully associated
with preferred treatments. In particular, we wanted to know whether indi-
viduals relying primarily on interventions for which considerable research
attesting to efficacy exists (e.g., exposure) differed substantively from those
relying on non-evidence-based psychotherapies. Unfortunately, the Web-
based survey administration service administers measures to all respon-
dents in a fixed order, so randomization or counterbalancing of survey order
was not possible. Accordingly, demographic questions were presented first,
followed by EBP attitude and/or opinion measures, and finally, clinical
behavior and/or practice questions.

Results

Consistent with predictions, age of respondent was significantly related
to attitudes regarding EBPs as measured by the EBPAS (r = –.30, p < .01),
with younger respondents holding more favorable opinions about EBPs. No
other demographic variables were meaningfully associated with EBP atti-
tudes or practices (all rs < .20). On the whole, respondents appear to hold
generally favorable opinions about EBPs, as 80.6% scored at or above the
EBPAS midpoint of 45 (i.e., the score associated with consistently neutral
responding), and 86.3% scored above the neutral score of 30 on the EBPQ
attitude subscale.

With respect to theoretical orientation, one-way ANOVAs confirmed
that mean EBPAS scores, F (4, 416) = 17.30, p < .01, and EBPQ scores,
F (4, 431) = 25.99, p < .01 differed as a function of orientation. On the EBPAS,
Bonferroni-corrected post-hoc comparisons revealed that, consistent with pre-
dictions, respondents endorsing a cognitive-behavioral orientation (M = 55.0,
SD = 7.8) held more favorable attitudes toward EBPs than did individuals
holding a psychodynamic orientation (M = 46.6, SD = 8.4), an eclectic orien-
tation (M = 50.9, SD = 7.7), or other orientation (M = 48.7, SD = 6.6).
Cognitive-behavioral practitioners did not differ significantly from client-
centered practitioners (M = 53.1, SD = 4.6) on the EBPAS. Psychodynamic
practitioners scored lowest on the EBPAS (although the mean score was still
slightly above the neutral point of 45) and had significantly lower EBPAS
scores than all other orientations except those endorsing “Other.”

Similarly, on the EBPQ, cognitive-behavioral clinicians were most pos-
itive toward EBPs and psychodynamic individuals were least positive.
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Cognitive-behavioral respondents (M = 40.5, SD = 5.1) scored higher than
psychodynamic (M = 32.1, SD = 7.0), client-centered (M = 35.3, SD = 4.4),
and eclectic practitioners (M = 35.5, SD = 6.1) as well as those endorsing
other theoretical orientations (M = 36.1, SD = 5.9). Once again, the mean
score of all theoretical orientations exceeded the neutral point of 30.

With respect to training model, although the one-way ANOVA using the
EBPAS as the dependent measure was significant, F (3, 417) = 4.28, p < .01,
and although training model mean differences were all in the predicted
order, Bonferroni-corrected post-hoc comparisons did not yield statistically
significant differences among training models. In contrast, a one-way ANOVA
using the EBPQ as the dependent measure was significant, F (3, 438) = 11.2,
p < .01, and post-hoc comparisons did reveal significant differences among
training models. Specifically, clinical scientist respondents (M = 40.1, SD =
5.8) and scientist-practitioner respondents (M = 38.1, SD = 6.3), although not
differing from each other, endorsed more favorable attitudes toward EBPs
than did practitioner-scholars (M = 35.3, SD = 6.6) and practitioners (M =
34.6, SD = 5.7) who did not differ from each other.

To discern whether scores on EBP measures were meaningfully associ-
ated with preferred trauma treatment approaches, we used participants’
responses to a question asking them to select their primary treatment
approach for trauma cases to create two groups of participants. Specifically,
because exposure-based cognitive-behavioral therapy (CBT) has garnered
the most empirical support in the context of randomized clinical trials (for
a review, see Nemeroff et al., 2006), all respondents who indicated that
exposure-based CBT was their preferred trauma treatment approach com-
prised one group (n = 119). Individuals endorsing primary trauma treatment
approaches for which we could find no substantive empirical support (i.e.,
randomized controlled trials, RCT) comprised the comparison group. This
group (non-EBP; n = 73) was created by aggregating participants endors-
ing response options that are devoid of empirical support in the context of
RCTs (e.g., debriefing, thought-field therapy) and from those endorsing
“Other” as the primary trauma treatment approach (i.e., they did not
endorse any of the treatment options provided but instead listed alternate
approaches). We did not include individuals who provided alternate treat-
ment approaches as their preferred approach if we were able to find empir-
ical support for those interventions. For instance, we excluded from the
non-EBP group 13 respondents who endorsed primary treatment options
that are bolstered by empirical support that were not offered in the provided
list of treatments (e.g., Dialectical Behavior Therapy). The primary inter-
ventions endorsed by the non-EBP included (but were not limited to) the
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following: bioenergetics, nutritional approaches, somatic experiencing
therapy, body psychotherapy, and sensorimotor therapy. We did not classify
participants who endorsed interventions for which there is some empirical
support but for which efficacy data derived from RCTs are largely lacking.
In short, we attempted to compare EBP beliefs of those preferring the opti-
mal treatment strategy based on available research findings with those pre-
ferring treatments associated with little compelling empirical support.

Respondents who indicated that their primary treatment approach was
exposure-based CBT (M = 54.1, SD = 7.7) scored significantly higher on
the EBPAS than did the non-EBP group (M = 49.7, SD = 8.3), t (183) = 3.7,
p < .01. The effect size (d = .55) may be regarded as medium. Similarly, the
CBT group (M = 40.3; SD = 5.3) scored significantly higher than the non-
EBP group (M = 35.0; SD = 6.1) on the EBPQ, t (190) = 6.3, p < .01. The
effect size (d = .93) was relatively large. Interestingly, the non-EBP group
mean was above the neutral point on both EBP measures, indicating a pos-
itive orientation toward EBPs.

For exploratory purposes, we examined whether EBP attitudinal mea-
sures corresponded with self-reported EBP behaviors assessed by the
EBPQ. Scores on the EBPAS were not meaningfully related to frequency
of literature searches for practice-relevant research, attending conferences
related to clinical research, belonging to professional practice organiza-
tions, or “making it a practice to keep up with current research or literature
that applies to your clinical work” (rs < .20). Scores on the EBPQ were sig-
nificantly (but modestly) related to frequency of literature searches for
practice-relevant research (r = .20, p < .01) and regular attendance of
research-oriented conferences (t = 6.2, p < .01; d = .60). However, as with
the EBPAS, scores on the EBPQ were not meaningfully associated with
belonging to professional practice organizations or making it a practice to
keep up with current research pertaining to one’s clinical work (rs < .2).

Finally, we were interested in identifying prominent barriers that
inhibit trauma clinicians from learning or practicing EBPs. The percent-
ages of respondents endorsing EBPQ barriers are listed in Table 2. The
most frequently endorsed barriers centered around access (expense and
time requirements) and perceptions that empirical research findings can-
not be generalized to unique cases or client populations served by respon-
dents. Individuals who are opposed to the EBP movement may respond
much differently to these items than individuals who favor EBPs. Those
opposed to EBPs would be expected to endorse barriers pertaining to lack
of generalizability at a much higher rate. Similarly, other barriers (e.g., insuf-
ficient time, prohibitive expense) may be much less frequently endorsed by
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anti-EBP participants because they may deem EBPs to be irrelevant to
their practice and may have no interest in seeking out such trainings.
Accordingly, we compared individuals scoring above the neutral point on
both EBP measures (n = 331) with respondents scoring below the neutral
points on both measures (n = 72) on each of the barrier items using chi-
square analyses. Those opposed to EBPs endorsed the following variables
much more frequently than did those respondents favoring EBPs: lack of
generalizability of the literature to my patient population, X2 = 6.5, p < .05
(34.1% and 47.2%, respectively); inability to apply research findings to
individual patients with unique characteristics, X2 = 5.9, p < .05 (27.2% and
38.9%); objections to EBP movement, X2 = 44.3, p < .01 (7.3% and 34.7%);
and finally, lack of interest, X2 = 47.9, p < .01 (2.4% and 23.6%).

Discussion

Despite the considerable acrimony that characterizes the EBP debate in
the literature, the overwhelming majority of participants in the present
investigation appear to hold favorable attitudes about EBPs. Interestingly,
although EBPAS and EBPQ responses of participants subscribing to various
theoretical orientations and training models were significantly different, the

Table 2
Barriers to Evidence-Based Practice

Percentage of
Respondents

Barrier Endorsing

Insufficient time to learn 38.7
Difficulty finding the time to attend training seminars 37.7
Lack of generalizability of the literature to my client population 36.4
Prohibitive expense of training seminars 35.0
Inability to apply research findings to patients with unique characteristics 29.3
Geographic barriers to attending training seminars (e.g., work in rural area) 18.4
Lack of collective support among my colleagues and/or agency 14.6
Objections to the EBP movement 12.2
Lack of access to relevant information sources 10.4
Lack of understanding of statistical analyses 10.4
Lack of training or experience to critically appraise the literature 7.4
Lack of interest 6.2
Lack of research skills 4.5

Note: EBP = evidence-based practices.



744 Behavior Modification

mean scores of all orientations and training models were positive. Stated
differently, even those orientations and training models that do not typically
emphasize research and an evidence-based orientation to practice produce
professionals who appear to value the role of research in shaping clinical
practice.

Clearly, these findings do not suggest that all practitioners hold favorable
opinions about EBPs. A nontrivial minority of respondents (15%-20%) did
express generally negative opinions about the EBP movement. Although
most of these individuals produced EBPQ and EBPAS scores that were
only slightly below their respective neutral points, a few participants held
extremely negative views about EBPs. These sentiments are perhaps better
exemplified by responses to an open-ended comment field at the end of the
survey than by EBP scale scores. One respondent referred to the EBP
movement as “absurdly simple-minded” and another indicated that EBPs
are promoted by researchers with “unsophisticated philosophical and prac-
tical stances.” Nevertheless, there was a good deal more support for EBPs
than one might suppose on the basis of heated exchanges in the literature.

Perhaps the most interesting finding is that there may not be a strong asso-
ciation between one’s expressed opinions about EBPs and his or her reported
clinical behaviors. That is, although respondents preferring an exposure-
based CBT approach to trauma treatment did score higher on the EBPAS and
EBPQ than did respondents preferring interventions with scant empirical
support, the latter group still endorsed favorable views of EBPs. Similarly,
behaviors that one would expect to be associated with an evidence-based
approach to practice were generally unrelated to EBP attitudes and opinions.
There are at least two possible explanations for these findings.

First, it is quite possible that respondents answered questions in a
socially desirable manner. Despite assurances of anonymity, participants
may have been reluctant to characterize their clinical work as being unsup-
ported by evidence. The questions on the EBP measures may be more
value-laden and therefore associated with acquiescent responding. When
asked about specific behaviors as opposed to general attitudes, however,
socially desirable responding may be less common and it may be that spe-
cific behavioral queries serve as a better indicator of an evidence-based
approach to practice. Second, it may be the case that many respondents do
not make distinctions about the quality of evidence bearing on particular
interventions. Testimonials and seemingly positive outcomes occurring in
the context of uncontrolled trials can be called on to support nearly any
intervention. A clinician could then, in good conscience, express favorable
attitudes toward EBPs and simultaneously prefer an intervention that is not
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bolstered by conventional scientific standards of evidence. In this appar-
ently common scenario, a clinician may genuinely believe that research
should inform practice while being unable to appreciate gradations in the
quality of clinical research evidence. If this is the case, it is somewhat
unsettling that even inert interventions may continue to flourish as some
practitioners are being swayed by suboptimal evidence. On the other hand,
it is encouraging that most practitioners appear to genuinely value the sym-
biotic role of research and practice and that those who are using interven-
tions that have not been validated are not doing so out of disdain for the
EBP movement.

It is interesting to note that the most commonly cited barriers to learning
about EBPs do not pertain to philosophical opposition but rather to access. It
is tempting to assume that clinicians using unsupported interventions are apa-
thetic, ill-informed, or downright obstinate. The assumptions are arguably
simplistic and wrong-headed. Most clinicians care greatly about the quality
of services they provide and want to provide optimal treatment to their
clients. It is important to remember that frontline clinicians are inordinately
busy and may not have the time or resources to receive training in best prac-
tice interventions. Researchers need to be as concerned about dissemination
as they are about efficacy; it does little good to develop and validate a promis-
ing intervention if it is prohibitively expensive or time consuming for practi-
tioners to learn. Encouragingly, treatment developers are increasingly aware
of these issues and are becoming more motivated to address them. By way of
example, the developers of Trauma-Focused Cognitive Behavioral Therapy
for child traumatic stress have partnered with a number of national organiza-
tions to provide free training in this treatment modality via the Internet
(http://tfcbt.musc.edu/). Although it may not be possible to develop true pro-
ficiency as a result of this training in the absence of additional training expe-
riences, it represents a tremendous advance in helping clinicians access
training in optimal treatment approaches.

Other commonly endorsed barriers to using EBPs seem to reflect
common misperceptions than genuine barriers or philosophical opposition.
Specifically, the third and fifth most frequently endorsed barriers centered
around concerns that research findings cannot be generalized to complex or
unique cases. Obviously, many people confuse an evidence-based approach
to practice with a definitive list of specific interventions. The former is an
ongoing spirit of inquiry that attempts to apply relevant research findings
where applicable and to use scientific methods to gradually address the
many shortcomings of the current literature, whereas the latter reflects a
one-size-fits-all approach to treatment that disallows clinician judgment
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and innovation. An evidence-based approach to clinical work is a strategy
to approach clinical problems and is especially helpful when the empirical
literature does not yet hold all of the answers. It cannot be obtained by sim-
ply mastering a set number of specific interventions. Furthermore, these
responses seem to connote that if a treatment has not yet been tested with a
particular type of client, it does not work with that type of client. Clearly,
there is a fundamental difference between lacking evidence that an inter-
vention can be applied to a particular population and having evidence that
it cannot be successfully applied to that population.

This investigation is not without limitations. Although the large sample
size is a strength of the study, we cannot know how many eligible partici-
pants received an invitation and elected not to participate. Moreover, self-
selection biases cannot be ruled out and despite attempts to reach as many
trauma professionals as possible, we cannot know whether the findings are
generalizable to all trauma professionals. As noted previously, there may be
inherent demand characteristics and participants may have responded in a
socially desirable manner. An additional limitation pertains to the fixed
order of survey administration; we cannot rule out the possibility that com-
pletion of attitude and/or opinion measures affected subsequent reports of
actual clinical behavior. If true, however, it may be argued that the discon-
nect between expressed EBP attitude and clinical practice is even more
prominent than the present results suggest. Arguably, initial completion of
potentially value-laden EBP attitude measures should have resulted in more
socially desirable reporting of actual clinical behaviors. Despite this poten-
tial demand characteristic, there was only modest correspondence between
EBP attitude and reported clinical practices. Finally, as noted by several
participants, we did not define evidence-based practices. This was not an
oversight on our part—we considered doing so when designing the study.
We recognize that there are numerous definitions and perceptions as to what
“evidence-based practice” refers to and we acknowledge that respondents’
idiosyncratic definitions likely influenced their responses. In this investiga-
tion, we were primarily interested in characterizing trauma professionals’
attitudes about EBPs without imposing a definition on them. Given the
often heated exchanges in the literature surrounding this issue, we wanted
to know what clinicians thought about the EBP movement without restrict-
ing the range of responses by utilizing a standard definition.

These shortcomings notwithstanding, the present investigation is illumi-
nating in that it demonstrates that the overwhelming majority of trauma
professionals are favorably disposed to using empirical research to inform
their clinical work. There may be considerable variation among respondents
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with respect to their ability to distinguish gradations of efficacy evidence,
but it does not appear to be the case that those using unsupported interven-
tions are philosophically opposed to using research to inform practice. If
trauma survivors are to receive optimal treatment, it will be important to
develop training opportunities with the busy clinician in mind as this was
the most commonly cited barrier to learning about and implementing opti-
mal treatment approaches. It will also be important to further dialogue
about what EBPs are and, more important, what they are not. Clarifying
misconceptions about EBPs may be one of the most important steps in pro-
moting the symbiotic relationship between research and clinical practice.
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