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Abstract
Mental health provider attitudes toward adoption of innovation in general, and toward evidence-
based practice (EBP) in particular, are important in considering how best to disseminate and
implement EBPs. This article first explores the role of attitudes in acceptance of innovation and
proposes a model of organizational and individual factors that may affect or be affected by attitudes
toward adoption of EBP. Next, a recently developed measure of mental health provider attitudes
toward adoption of EBP is presented along with a summary of preliminary reliability and validity
findings. Attitudes toward adoption of EBP are then discussed in regard to provider individual
differences and the context of mental health services. Finally, potential applications of attitude
research to adoption of EBP are discussed.

Introduction
There is increasing concern that technologies for treating child & adolescent mental health
disorders be evidence-based[1][2][3][4][5][6][7]. Evidence-based practices (EBPs) for youths and
families are a subset of child & adolescent interventions with empirical support for their
efficacy and/or effectiveness and recent definitions include not only scientific rigor, but also
clinical judgment and consumer preference[8]. While large scale studies have found that system
changes may fail to improve service outcomes[9], interventions with demonstrated efficacy
and/or effectiveness hold promise in regard to improving outcomes for youths and families
who receive mental health services[10][11][12].

The building momentum in the United States for the dissemination and adoption of EBP in
both private and public mental health service settings is bringing pressure on providers to adopt
EBP, ready or not. The sources of such pressure for mental health service providers are many
including government agencies, mental health authorities, agency directors, health
management organizations, insurance companies, supervisors, peers, and consumers[13].
However, little is known about attitudes that may facilitate or impede adoption of EBP among
behavioral health service providers.

Invoking attitude change as a way to change behavior has shown promise. For example, in
medical settings experiential learning including clinical experience is more effective in
changing attitudes compared to didactic learning[14][15]. This parallels marketing studies
demonstrating greater attitude change and attitude-behavior consistency for product experience
versus advertising alone[16]. The sequencing and affective quality of information provided to
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change attitudes also needs to be considered. For example, when a large amount of information
is to be provided, information that is affectively congruent is best presented early in the
sequence[17]. There is a need to refine measurement in order to better understand the
relationship of beliefs, attitudes, and behavior[18] and little attention has been given to
measurement of mental heath provider attitudes toward adoption of EBP.

In contrast to mechanical innovations and technological innovations such as computer
hardware or software, behavioral health service technologies are considered to be “soft”
technologies. Soft technologies are especially vulnerable to characteristics of the individual
adopter and the implementation context for faithful implementation[10][19]. Individual
providers bring their own characteristics including such factors as education, training, beliefs,
and personality. The context of mental health services also varies and includes the structures,
processes, and procedures of organizations that can affect worker attitudes. Thus, both provider
characteristics and organizational context are important in understanding how to effectively
move EBPs into real world settings, and attitudes likely play a role.

Attitudes toward organizational change have been shown to be important in the dynamics of
innovation[20]. Organizational readiness to change encompasses both structures (e.g.,
availability of computer resources) and processes (e.g., cohesion, pressure for change) that
may be related to attitudes toward adoption of EBPs[21]. One qualitative study in the public
sector including stakeholders across organizational levels from agency directors to consumers
found multiple factors that impact the acceptability and likelihood of implementation of EBPs
in community mental health settings (e.g., perceived fit of the EBP with current practice,
organization and staff priorities;[22] and such factors are likely to be associated with attitudes
toward adoption of EBPs. The study of attitudes is also important because individual provider
attitudes toward adoption of EBPs vary with individual difference factors as well as
organizational characteristics[23].

The Role of Attitudes in Models of Innovation Acceptance
Attitudes toward innovation can be a facilitating or limiting factor in the dissemination and
implementation of new technologies[24][25]. Attitudes can be a precursor to the decision of
whether or not to try a new practice and the affective component of attitudes can impact decision
processes regarding innovation[26][25][27]. The conceptual model in Figure 1 illustrates
proposed roles for attitudes in EBP acceptance and provides a useful heuristic in two ways.
First, it identifies factors likely to influence attitudes toward EBP. Second, it illustrates the role
of attitudes in acceptance of EBP. These factors can increase or decrease the likelihood that
new technologies or services will be implemented as intended[25]. As shown in Figure 1,
attitudes toward adoption of EBP are proposed to be influenced by organizational facilitators,
individual provider characteristics, provider dispositional innovativeness, and social networks.
Attitudes are then proposed to be associated with behavioral intentions and self-efficacy, and
to affect innovation acceptance and fidelity with which EBPs are applied in practice. The
constructs in this heuristic model are now briefly described.

Organizational Facilitators include training, social influences, organizational support for EBP,
leadership, and organizational culture and climate that can increase or decrease the likelihood
that new technologies or services will be implemented as intended[25]. Organizational support
for innovation has not been well studied in human service agencies but can be defined as the
extent to which employees perceive that they are supported in new ideas or in applying
innovation[28]. Organizational support is thought to include support for creativity, tolerance of
differences, and personal commitment[29].

Leadership affects many aspects of an organization’s environment including overall
organizational functioning and team and individual functioning[30]. Leadership is important in
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effective operation of human service organizations and good leadership is associated with
higher levels of service provider organizational commitment and job satisfaction[31][32].
Leadership also influences provider ratings of working alliance in youth mental health
programs through its influence on organizational climate[33].

Organizational culture can be defined as the implicit norms, values, shared behavioral
expectations, and assumptions that guide behaviors of members of a work unit[34].
Organizational culture can impact how readily new technologies will be considered and
adopted in practice[35] and there is concern that public sector service organizations have
cultures that are resistant to innovation[36][37]. However, technology transfer may be facilitated
by adjusting an implementation plan to the culture of a human service agency[38]. For example,
where programs have a conceptual adherence to certain principles of working with clients, new
technologies or procedures might be framed as ancillary, rather than a replacement to current
technologies being employed. In human services, organizational culture influences provider
attitudes, perceptions, and behaviors[39]. Carmazzi and Aarons[40] found that negative
organizational culture was associated with providers’ negative attitudes toward adoption of
EBP while positive culture was associated with openness to adoption of EBP.

Organizational climate refers to employees’ perceptions and affective responses to their work
environment[41][42][43]. Climate includes perceptions of job characteristics (e.g. autonomy,
variety, feedback, role clarity) and the work group (e.g. cooperation, warmth/intimacy)[31].
Glisson and Hemmelgarn[44] demonstrated that organizational climate significantly impacted
clinical outcomes for youth in publicly funded human services. Aarons and colleagues[33]

found that the effect of leadership on working alliance was mediated by organizational climate,
and climate for innovation is a factor in human service organizational openness to
change[45]. West [46] proposed four factors related to climate for innovation: vision,
participative safety, task orientation, and support for innovation[47].

Social influence includes “processes by which individuals are affected by others’ social
construction of…events, ideas, objects, and behaviors and are subject to pressure to conform
their behavior, attitudes, and beliefs to that social reality”[48] (pgs. 343–344). Four social norms
in the workplace are positively associated with group innovation: 1) support for creativity and
risk taking 2) teamwork, 3) speed of action, and 4) tolerance of mistakes[49]. Norms within
workgroups can be influential in shaping behaviors and this can occur through social processes
in organizations. Such social influence norms identify socially acceptable behavior in which
adherence to rules provides social approval and rejection avoidance[50]. It follows that agencies
with social processes supporting innovation would be more likely to have employees likely to
accept variation in work routines tied to EBP.

Personal characteristics include demographic factors such as age, ethnicity, level of education,
training, primary discipline, and amount of professional experience. These have been identified
as potentially important in adoption of innovation. For example, factors such as level of
education and level of professional experience have been found to be associated with attitudes
toward adoption of EBP[23].

Personal Dispositional Innovativeness represents an individual’s willingness and desire to
experiment with new procedures, new tasks, or new ways of helping clients. While
organizational context and demand characteristics can impact staff innovativeness[46]

individuals bring with them personality characteristic and behavior patterns. Personal
dispositional characteristics of adaptability and willingness to lead change are associated with
more positive attitudes toward adoption of EBP[51].

Social networks have to do with both peer use of EBPs and communication about the EBPs.
This includes the increase in perceived value and probability of adoption of an innovation as
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a critical mass of similar or interrelated organizations adopt the innovation[25][52]. It follows
that as the number of mental health providers and agencies implementing an EBP increases,
and they have a positive experience, attitudes toward the EBP will become more favorable and
the probability of additional providers and agencies adopting the EBP should also increase.

Attitudes, along with behavioral intention and self-efficacy, often precede behavior and can
predict behavior change[53][54][55][56]. In the heuristic model shown in Figure 1, the effect of
attitudes on innovation acceptance and fidelity is associated with behavioral intention and self-
efficacy. It is likely, however, that additional factors (e.g., provider conscientiousness) also
come into play in determining overall provider effectiveness[57][58].

The way in which innovation acceptance is operationalized varies with the type of innovation.
For EBPs, results of effectiveness trials suggest that successful translation of laboratory models
into the field depends upon maintaining fidelity to the intervention model. The extent to which
an EBP is successful in generating expected outcomes will likely be affected by the degree to
which it is implemented correctly as well as by contextual influences[59][60].

As illustrated above and in Figure 1, attitudes are proposed to function in a complex context.
For example, studies have shown that organizational culture and climate affect provider work
attitudes, service quality, and outcomes[33][44][39]. In addition, organizational context can
impact staff attitudes towards innovation[46]. Attitudes are part of a complex interaction of
context, beliefs, intentions, and behavior[55]; however, there has been little research to date on
identifying provider attitudes toward adoption of EBP. The next section describes proposed
domains of attitudes toward adoption of EBP.

Four Proposed Domains of Attitudes toward Adoption of EBP
Four domains of attitudes to adoption of EBP have recently been identified. These include
attitudes related to the appeal of an EBP, requirements to adopt an EBP, openness to innovation
in general, and perceived divergence between current work processes and those of the EBP.

Appeal of EBP
Studies of persuasion processes and provider self-efficacy support the notion that attitudes and
attitude change are sensitive to the information source and the valence or appeal of
information[50][61][62]. For example, providers are more at ease with information derived from
colleagues in contrast to research articles or books[63][64]. This is important in considering the
likely attractiveness of innovations including EBPs[25].

Requirements to Adopt EBP
Attitudes toward requirements to change practice also vary from person to person. For example,
a recent study found variability in provider attitudes and compliance with new required
assessment practices for using a particular set of standardized measures[65]. While some
providers may be more or less compliant with required changes, individual and organizational
variability can affect the degree to which innovations are adopted and sustained in
practice[19][27].

Openness to Innovation
Openness to change in general has been identified as an important component of workplace
climate that can impact innovation in mental health service programs[45]. Openness to
innovation is considered an important characteristic of staff in “learning organizations” and
such organizations are more responsive and adaptive to contingencies[45][66][67][68]. Personal
dispositional innovativeness represents one’s general openness to innovation and willingness
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to experiment with new technologies[25]. This general openness is akin to the personality
characteristic of openness[69]. Provider adaptability is also associated with more positive
attitudes toward adoption of EBP[51]. However, general openness to innovation is not
conditional on the appeal of an EBP.

Perceived Divergence
Problems in dissemination and implementation of EBP are likely to occur when there is a
perceived difference between current and new practices and current practice has a more positive
valence. For example, mandated use of evidence-based assessment protocols are often
perceived as incongruent or unneeded in clinical practice[65]. Interventions developed in
academic or research based settings may be perceived to lack real-world clinical validity and
utility. Even where systems are in place to make the use of an EBP relatively seamless there
may be perceived divergence.

In order to better understand the role of provider attitudes in adoption of EBP, reliable and
valid measures of provider attitudes toward adoption of EBP are needed. The next section
describes such a measure and summarizes preliminary findings.

The Evidence-Based Practice Attitude Scale (EBPAS)
The EBPAS is a very brief (15-item) measure that assesses four general attitudes toward
adoption of EBP[23]. The development of the scale was based on literature reviews, discussions
with providers and researchers, item generation, data collection, and exploratory and
confirmatory factor analyses. Reliability and validity analyses were also conducted and are
summarized below[23]. The EBPAS and scoring instructions are presented in Appendix 1.
Please contact the author for permission to use the EBPAS.

The EBPAS consists of four theoretically derived subscales of attitudes toward adoption of
EBP including Appeal, Requirements, Openness, Divergence, and the EBPAS total scale score.
The Appeal scale represents the extent to which the provider would adopt an EBP if it were
intuitively appealing, could be used correctly, or was being used by colleagues who were happy
with it. The Requirements scale assesses the extent to which the provider would adopt an EBP
if it were required by an agency, supervisor, or state. The Openness scale assesses the extent
to which the provider is generally open to trying new interventions and would be willing to try
or use EBPs. The Divergence scale assesses the extent to which the provider perceives EBPs
as not clinically useful and less important than clinical experience. The EBPAS total scale
score represents one’s global attitude toward adoption of EBP. The overall Cronbach’s alpha
reliability for the EBPAS is good (alpha=.77) and subscale alphas range from .90 to .59[23].

Preliminary EBPAS validity analyses suggest that scale scores vary with important provider
and organizational characteristics. For example, interns were more likely to score higher on
Appeal, Openness, and total EBPAS scales indicating more openness to innovation compared
to more experienced professionals. Interns also tended to score lower on the Divergence scale
indicating less perceived difference between EBP and usual practice compared to more
experienced professionals [23].

Higher educational attainment was associated with higher scores on the EBPAS Appeal
dimension. Level of education and intern status overlap and are clearly related, but represent
qualitatively different aspects of a mental health provider’s professional developmental
trajectory. This relationship suggests that while more professional education is associated with
openness to EBPs, professional internships may be an especially opportune stage of a service
provider’s professional development in which to introduce and reinforce the value of the use
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of EBPs[23]. This is congruent with studies showing that during pre-professional status, workers
may be particularly predisposed to the acquisition of new practices[70][71][72].

In addition to provider characteristics, organizational characteristics were related to attitudes
toward adoption of EBP. For example providers working in differing types of agencies
endorsed different levels of attitudes to EBP. In contrast to outpatient clinic providers,
providers working in wraparound programs endorsed more open attitudes to adoption of EBP
and providers working in case management programs were less open to adoption of EBPs. This
suggests that it is important to consider the programmatic context into which EBPs are to be
disseminated and implemented[23].

Organizational structure and formalization of clinic procedures should also be considered in
regard to their effect on attitudes[73][19]. For example, providers working in mental health
programs with low levels of bureaucracy endorsed more positive attitudes to adoption of EBPs.
Some programs institute policies regarding interventions to be used for specific problems or
disorders. The presence of such policies acquaints providers with a higher degree of procedural
specification that is similar to that required by many EBPs. Providers working in programs
with formalized practice policies endorsed more positive attitudes toward adoption of
EBPs[23]. While this finding may appear discordant with studies reporting that top-down
models of imposing new procedures may engender resistance[65], the internal written policies
noted here were part of a culture of objectivism in considering how best to match interventions
to presenting problems. Given these findings, it will be important to determine if the
relationship of provider attitudes, provider characteristics, and organizational characteristics
can be better understood in order to facilitate EBP adoption.

Adopter Characteristics and Attitudes to EBP
In regard to adoption of innovation, five groups have been delineated including innovators,
early adopters, the early majority, the late majority, and “laggards”[27]. Innovators are those
who have curiosity and keen interest in new technologies. Early adopters are more cautious
than innovators but are still willing to experiment when a new technology shows promise. The
early majority is still more cautious, waiting until some promise of a technology is shown
through the experiences of early adopters. The late majority is even more cautious and risk
averse, waiting until there is ample evidence that the risks of adopting the technology are low
and benefits are evident. Laggards, on the other hand, are unlikely to adopt a new technology
unless it is absolutely necessary or an extremely convincing case has been made for adoption.
For research on dissemination and implementation of particular EBPs it will likely be important
to understand where along the adoption likelihood dimension a behavioral health service
provider resides and how to bridge the gap between adopter groups to promote diffusion and
adoption of EBP[74].

Measurement of attitudes toward adoption of EBP may provide an index of likelihood of actual
adoption and help to generate testable hypotheses. For example, providers scoring high on the
EBPAS Appeal and Openness scales might fall into the innovator or early adopter categories.
In contrast, those scoring low on the EBPAS Appeal, Openness, and Requirements scales and
high on the Divergence scale would likely fall into the late majority or laggard groups.
However, as with the study of dissemination and implementation of EBP[75], the measurement
of attitudes toward adoption of EBP and application to other models is in its infancy and these
hypotheses remain to be tested.

Learning Organizations and Incentives for Change
Evidence-based practice dissemination and implementation efforts should address attitudes of
staff and specific operational contexts. Some providers and organizations may be poised to
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respond to environmental contingencies such as changes in contracting and practice demands,
while others may be less flexible in regard to changes in policies or procedures. The notion of
the organization as an adaptive system extends the research on learning organizations and holds
promise as an explanatory model of change in behavioral health services[76]. The development
of a learning organization depends not only on adaptive processes, but also on cultivating
positive provider attitudes, and having technology and structure that promotes communication
and change.

Future Directions
Evidence-based practices hold the promise of improving a provider’s ability to help clients and
patients and to improve cost-effectiveness[10]. To reach providers, marketing strategies that
present new interventions as appealing, effective and in demand with colleagues and from
consumers may be helpful in promoting positive attitudes toward adopting EBPs. Another
likely lever for increasing positive provider attitudes toward adoption of EBPs is the notion
that special expertise derived from learning an EBP can improve self-perceptions of
professional accomplishment and self-efficacy to effectively work with clients, to gain
employment, and to promote one’s practice.

There are a number of areas ripe for research on the contribution of attitudes to DI of EBPs. It
will be important to identify additional factors associated with improving attitudes toward
adoption of EBPs. Such factors include identifying those who are most likely to seek out and
use EBPs and addressing concerns of those who are not. Researchers often perceive EBPs as
necessary for effective service delivery, but providers may be more reserved and cautious about
what it means to adopt a new practice[65]. While frequently juggling overwhelming clinical
and administrative responsibilities, taking on new and different job tasks may be seen as a
difficult endeavor with questionable rewards. The impact of mental health clinic culture and
climate on attitudes toward EBP should be considered[39]. For example, an organizational
culture that engenders negative attitudes to change suggests the need to address resistance not
only to EBP but to organizational change in general. Including staff in discussions about
changes in practice and how EBP is congruent with current approaches may decrease perceived
divergence between current and new practice and facilitate change[68].

Little is known regarding the interaction of organizational characteristics and provider
characteristics when an EBP is implemented. For example, organizational culture provides
norms for behavior within an organization. If attitudes toward adoption of EBP are weak and
culture is strong, then the effect of culture may overpower attitudes. However, strong attitudes
can be congruent or incongruent with organizational norms[77]. To the degree that attitudes
toward adoption of EBP are at odds with organizational norms and proposed organizational
change, staff may perceive the climate as stressful and poor work attitudes, poor job
performance, and staff turnover may result[78][79]. This is just one example of how
organizational and individual factors can interact and more study of such factors is needed.

The effectiveness of implementation efforts will likely be impacted by provider attitudes
toward EBP, the specific type of EBP, organizational climate for innovation, and the fit between
personal values and those of the organization. This “innovation-values fit” can be maximized
by providing a strong implementation climate, ensuring skill in the innovation, providing
incentives for its use, and removing obstacles to use of the innovation[80]. An organization can
provide incentives for employees through praise, encouragement by supervisors, and the
provision of tangible and valued rewards[28]. Obstacles can be removed by including
participative decision making about the innovation, allowing ample time for learning about the
innovation, and responding to questions and complaints about the innovation by
employees[28][80]. A good innovation-values fit can also be facilitated through strong
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commitment to and support of the innovation by the organization, communication and
information sharing throughout the organization, the inclusion of “champions” or respected
individuals who actively promote the innovation, and the existence of a strong social network
that allows for increased positive interaction between employees[28][25][81].

To promote diffusion of EBP, strategies from marketing and organizational literatures could
be considered. Innovators and early adopters are more likely to have positive attitudes toward
innovation and to be less concerned with how current behaviors diverge from those required
for the new technology[74]. Innovators and early adopters of EBPs could be encouraged to
communicate with other more reticent mental health professionals. Indeed, more attention
should be given to bridging the gap between adopter groups[74][27]. In particular, the
communication and spread of enthusiasm and positive experiences of innovators and early
adopters could be facilitated. The most effective means by which such communication takes
place should be identified and exploited. Identification of factors that promote or inhibit
adoption of EBP will improve our ability to tailor implementation efforts to the characteristics
and needs of specific mental health service providers and organizations.

The degree to which provider attitudes toward adoption of EBP are important in models of DI
remains to be tested. However, the long history of attitudes as a factor in behavior change
suggests that they will contribute to understanding and improving the EBP DI process. For the
present, models of DI should include attitudes as one factor that may influence EBP acceptance,
fidelity, and outcomes.
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Appendix 1: Evidence-Based Practice Attitude Scale Items and Scoring
Instructions[23]

Instructions
The following questions ask about your feelings about using new types of therapy,
interventions, or treatments. Manualized therapy, treatment, or intervention refers to any
intervention that has specific guidelines and/or components that are outlined in a manual and/
or that are to be followed in a structured or predetermined way. Indicate the extent to which
you agree with each item using the following scale:

0 1 2 3 4

Not at All To a Slight Extent To a Moderate Extent To a Great Extent To a Very Great Extent

Item Subscale Question

1. 3 I like to use new types of therapy/interventions to help my clients.
2. 3 I am willing to try new types of therapy/interventions even if I have to follow a treatment manual.
3. 4 I know better than academic researchers how to care for my clients.
4. 3 I am willing to use new and different types of therapy/interventions developed by researchers.
5. 4 Research based treatments/interventions are not clinically useful.
6. 4 Clinical experience is more important than using manualized therapy/interventions.
7. 4 I would not use manualized therapy/interventions.
8. 3 I would try a new therapy/intervention even if it were very different from what I am used to doing.

For questions 9–15: If you received training in a therapy or intervention that was new to you, how
likely would you be to adopt it if:

9. 2 it was intuitively appealing?
10. 2 it “made sense” to you?
11. 1 it was required by your supervisor?
12. 1 it was required by your agency?
13. 1 it was required by your state?
14. 2 it was being used by colleagues who were happy with it?
15. 2 you felt you had enough training to use it correctly?

Note: Subscale 1 = Requirements; 2 = Appeal; 3 = Openness; 4 = Divergence.

Scoring the Subscales
The score for each subscale is created by computing a mean score for the items that load on a
given subscale. For example, items 11, 12, and 13 constitute subscale 1.

Computing the Total Scale Score
For the total score, all items from the Divergence subscale (Subscale 4) must be reverse scored
before being used in computing the overall EBPAS mean score.

Please contact the author for permission to use the EBPAS and for more detailed instructions.
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Figure 1.
Conceptual Framework of the Role of Attitudes in Innovation Acceptance and Evidence-Based
Practice Implementation in Organizations (adapted from Frambach & Schillewaert, 2002, used
with permission from Elsevier)
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