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ABSTRACT 

 
 

Despite widespread calls for the integration of evidence-based treatments (EBTs) 

into treatment as usual (TAU) for youth mental health problems, the success of such 

efforts is unclear. Existing survey research suggests that providers use specific EBT 

manuals infrequently, but whether providers use treatment strategies contained within 

EBT manuals without adopting the manuals themselves remains unclear. Further, given 

that use of EBTs as intended (e.g., focusing on prescribed strategies and avoiding non-

prescribed strategies) may enhance treatment outcomes, it is important to understand how 

EBT strategies are typically implemented within TAU. Whether providers rarely use EBT 

strategies, integrate EBT strategies alongside other strategies regardless of empirical 

support, or selectively favor EBT strategies over those without strong evidentiary 

support, remains uncertain. Additionally, research is needed to move beyond assessing 

use of EBT strategies and to understand the conditions under which providers use EBT 

strategies in TAU. To address these gaps in the literature, we conducted a large national 

survey of youth-serving counselors’, marriage and family therapists’, psychologists’, 

psychiatrists’, and social workers’ use of a variety of treatment strategies. Results suggest 

that providers use both EBT and other treatment strategies frequently in TAU but use 

EBT strategies more frequently than other treatment strategies. A multi-groups analysis 

also showed that organizational value of quality care, organizational training resources, 
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positive provider attitudes toward innovation and evidence, more standardized measure 

and ongoing assessment use, fewer low income clients, less time since highest degree, 

and behavioral theoretical orientation predict provider use of EBT strategies. 



 1 

Introduction 

 Numerous randomized clinical trials demonstrate the beneficial outcomes of 

evidence-based treatments (EBTs) for the treatment of youth emotional and behavioral 

problems. EBTs for the most common youth mental health problems (i.e., anxiety, 

depression, disruptive behavior) outperform both control conditions (e.g., waitlist, 

attention; e.g., Lonigan, Elbert, & Johnson, 1998; Silverman & Hinshaw, 2008) and usual 

care treatment services (Weisz et al., 2013; Weisz, McCarty, & Valeri, 2006). Given 

these findings, there have been widespread calls for the integration of EBTs into youth 

mental health services (e.g., Hogan, 2003; Institute of Medicine, 2001; NAMHC, 2001; 

President’s New Freedom Commission on Mental Health, 2003; U.S. Department of 

Health and Human Services, 1999). In a survey of state mental health directors, Cooper 

and Aratani (2009) found that 50 of 53 U.S. states (including the 50 states, two territories, 

and the District of Columbia) provided at least some support for the implementation of 

EBTs within treatment as usual (TAU) settings. Support strategies ranged from 

discounted trainings for providers, to fiscal incentives for use of EBTs, to actual 

mandates for use of EBTs (see e.g., Jensen-Doss et al., 2009). The success of these 

efforts at integrating EBTs into everyday TAU practice, however, is largely unclear. 

 Surveys of mental health providers offer most of the available information on 

what happens within mental health TAU sessions. Historically, psychiatrists and 

psychologists were the predominant purveyors of youth mental health treatment. Surveys 

in the 1970s and 1980s indicated that popular approaches included play therapy, 

psychodynamic therapy, behavior modification, cognitive therapy, parent counseling, and 

family systems therapies (e.g., Kazdin, Siegel, & Bass, 1990; Koocher & Pedulla, 1977; 
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Tuma & Pratt, 1982). There were some differences, with psychologists favoring 

behavioral and cognitive therapies and psychiatrists favoring psychodynamic therapies 

(Kazdin, Siegel, & Bass, 1990), but there was little specificity regarding exactly what 

treatment strategies were being implemented in these early surveys. 

In the 1990s, as part of a larger evidence-based medicine movement, psychology 

and other mental health disciplines began highlighting adult and youth mental health 

treatments that had been manualized (i.e., specific treatment strategies operationalized in 

writing in order to be replicable) and had demonstrated consistent empirical evidence of 

efficacy across multiple clinical trials (e.g., Lonigan, Elber, & Johnson, 1998; Silverman 

& Hinshaw, 2008). The evidence-based practice movement inspired several provider 

surveys regarding the use of these EBTs within everyday practice. For example, Addis 

and Krasnow (2000) surveyed 891 psychologists regarding their use of empirically 

supported “treatment manuals” and found that 1% used them almost exclusively, 6% 

used them often, 24% sometimes, 22% occasionally, and 47% never used such manuals. 

A more recent survey examined treatment manual use in a national sample of mental 

health counselors, social workers, and marriage and family therapists (Becker, Smith, & 

Jensen-Doss, 2013). Only 8% reported frequent use of manuals, while 51% and 41% 

reported sometimes and never using EBT manuals respectively, suggesting little change 

in treatment manual use since Addis and Krasnow (2000). 

Other surveys examined providers’ use of evidence-based practice and practice 

guidelines in their everyday clinical work. One survey examined “evidence-based 

practice” use as defined by the American Psychological Association (2006), “the 

integration of the best available research with clinical expertise in the context of patient 
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characteristics, culture, and preferences” among members of APA Division 12: Society 

of Clinical Psychology (Berke et al., 2011). The responses indicated four patterns of use; 

one-third reported using evidence-based practices in all of their services, one-third 

reported using it in 70-95% of their services, one-fourth reported using it in about 50%, 

and one-tenth reported little or no use of “evidence-based practices” in their services. 

Similarly, Nelson and Steele (2007) asked 214 providers (77% psychologists; 17% social 

workers; 6% other) how often they used “evidence-based practices” on a scale of 1 (never 

or almost never) to 4 (always or almost always) and found the average response fell 

between “sometimes” and “often” (M = 2.62, SD = 0.86). In another survey, Mullen and 

Bacon (2004) surveyed 124 mental health providers (65% social workers, 13% 

psychologists, 14% psychiatrists, and 8% other mental health professionals) about their 

use and inclination to use practice guidelines, described as “systematically developed 

statements to assist practitioner and patient decisions about appropriate health care for 

specific clinical circumstances” (Field & Lohr, 1990, p. 38). The majority of psychiatrists 

(64%) reported having ever used any practice guideline, while only 19% of social 

workers and 6% of psychologists reported any use. When asked about inclination to use 

practice guidelines, 87% of psychiatrists, 81% of social workers, and 55% of 

psychologists reported that they were inclined to use guidelines. These results suggest 

that while providers may be inclined to use practice guidelines, there may be barriers to 

their actual use in routine care. 

Following numerous federal and state initiatives to improve mental health 

services through the use of EBTs, several surveys have asked providers about their use of 

specific EBTs. For example, Walrath et al. (2006) recruited 556 mental health service 
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providers from communities affiliated with the Comprehensive Community Mental 

Health Services for Children and their Families Program (a federal program to improve 

children’s mental health services) to complete an online survey. They asked about the use 

of research-supported treatments, including both specific manualized interventions (e.g., 

Parent-Child Interaction Therapy or PCIT; Multisystemic Therapy or MST) and broad 

classes of interventions (e.g., cognitive-behavioral therapy or CBT; mentoring; case 

management). While 84% had used at least one research-supported treatment, most of 

those endorsements were for broad classes (e.g., 62% had used CBT) with far fewer 

using specific interventions (e.g., only 8% had used PCIT). However, it is unclear how to 

interpret provider use when these surveys did not tie specific interventions to specific 

youth ages or problem types (e.g., CBT is not supported for all aged youth with all 

problem types). In another study, Jensen-Doss et al. (2009) surveyed 197 youth mental 

health providers mandated to use seven specific EBT manuals (e.g., Defiant Children; 

Barkley, 1997) as a result of legislation in Texas. Despite the legislative mandate, little 

more than half (55%) were using the mandated EBT manuals with all of their youth 

clients. While many more used the manuals with at least some portion of their cases, 

negative attitudes toward the manuals were common in the sample (e.g., many reported 

needing to deviate from the manuals in order to meet the needs of their clients). Several 

other surveys have also found negative attitudes toward lockstep manuals to be common 

among mental health providers (e.g., Aarons, 2004; Addis & Krasnow, 2000). 

While previous research provides valuable insight about providers’ use of EBTs 

in everyday practice, they are not without limitations. First, previous surveys largely 

focused on psychology and psychiatry disciplines whereas master’s-level marriage and 
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family therapists, social workers, and counselors are now the most common providers of 

community mental health services for youth (e.g., Brookman-Frazee et al., 2010; Higa-

McMillan et al., 2015; Wolk et al., 2016). Second, a focus on the use of treatment 

manuals may provide an underestimate of the true level of use of research-supported 

intervention strategies, given both the added practice expense of purchasing copyrighted 

manuals and widespread concerns among providers that manuals limit their ability to 

tailor intervention to best meet the needs of individual clients (e.g., Addis, Wade, & 

Hatgis, 1999; Jensen-Doss et al., 2009; Nelson, Steele, & Mize, 2006). At the other 

extreme, asking about the use of broad classes of interventions (e.g., “cognitive-

behavioral therapy,” “evidence-based treatments,” “evidence-based practices”) may 

provide an overestimate, perhaps due to social desirability concerns or simply a mismatch 

between providers’ understanding of what constitutes CBT or EBT and the survey 

developers’ understanding of what constitutes CBT or EBT. As such, a large-scale survey 

of specific treatment strategies used with specific ages and problems, among providers 

who are representative of youth mental health service providers across the U.S. may 

provide a more accurate indication of whether and how evidence-based practices have 

been integrated into everyday practice. 

Do Providers Use EBT Strategies? 

Several research groups have begun investigating the use of EBTs at the strategy 

level (e.g., Chorpita, Daleiden, & Weisz, 2005; Garland et al., 2008). This shift grew out 

of the recognition of several limitations of tightly structured treatment manuals. For 

example, the sheer number of available treatment manuals may make difficult the task of 

choosing a specific manual for use with a particular client presenting with a given 
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problem for a community provider (Chorpita et al., 2011). Further, among brand-name 

treatment manuals, there is often substantial content overlap, with many strategies 

prescribed in numerous research-supported manuals for the same problem and age. In 

addition, lockstep manuals may feel too restrictive to providers practicing in TAU 

settings. Treatment manuals typically address a single problem type with a specified 

sequence and content which may not be best suited for use in everyday practice where 

youth frequently present with comorbid problems (e.g., Weisz et al., 2009) and 

experience significant life events that may interrupt the implementation of a rigid 

treatment manual (Guan et al., 2017). 

A number of research groups have reported provider use of discrete treatment 

strategies delivered in everyday practice. Garland et al. (2010) examined provider use of 

specific treatment strategies for the treatment of youth disruptive behavior problems in 

San Diego County. Using observational coding, they found that providers used a range of 

EBT strategies, but some strategies were used far more frequently than others. For 

example, anticipating setbacks was observed in less than 10% of treatment sessions, 

while using positive reinforcement was observed in 83% of sessions. In another 

observational study by McLeod and Weisz (2010), treatment sessions were also coded for 

the use of specific treatment strategies consistent with cognitive, behavioral, 

psychodynamic, family-focused, and client-focused interventions. Providers’ therapy 

sessions were coded for how extensively each strategy was used in the treatment session 

on a 7-point Likert scale (1=not at all, 3=somewhat, 5=considerably, 7=extensively), and 

the average scores for client-focused strategies ranged from 2.38 to 4.27, 1.33 to 2.00 for 

cognitive strategies, 1.31 to 2.86 for family-focused strategies, 1.26 to 1.60 for 
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psychodynamic strategies, and 1.10 to 1.72 for behavioral treatment strategies. Beidas et 

al. (2015a) examined providers’ use of specific treatment strategies for a range of youth 

problems and ages in Philadelphia, where a full-time city employee coordinates trainings 

and consultations by treatment developers to support the city-wide implementation of 

evidence-based CBT techniques. Providers reported that on average they use EBT 

strategies (i.e., CBT and family therapy techniques) “sometimes” (MCBT = 3.15, range: 

2.78-3.70; Mfamily therapy = 3.47, range: 3.00-3.80 on a scale of 1 = “rarely” to 5 = “most of 

the time”). 

Several studies have examined providers’ use of EBT strategies with youth with 

specific presenting problems. Borntrager et al. (2013) examined the use of discrete 

treatment strategies implemented by providers contracted with Hawaii’s Child and 

Adolescent Mental Health Division (CAMHD) and treating posttraumatic stress disorder 

(PTSD). Since Hawaii’s Felix Consent Decree, a settlement in a class action lawsuit 

against the state’s youth mental health system, a system of care was built to prioritize the 

dissemination and implementation of EBTs for youth mental health problems. As a result, 

contracted providers are now required to report treatment progress and processes for all 

their cases (Chorpita & Donkervoet, 2005). Borntrager et al. (2013) found that exposure, 

a treatment strategy considered to be key to the treatment of trauma, was used with less 

than a quarter of youth with trauma. In another study with CAMHD providers, Higa-

McMillan et al. (2015) found a wide range in the percentage of CAMHD providers 

reporting use of the various EBT strategies with youth receiving treatment for problems 

related to anxiety, similar to the findings of Garland et al. (2010). The majority of 

providers reported teaching communication skills and problem solving (97%) but only 
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27% used exposure and only 16% taught personal safety skills. Another study examined 

use of EBT strategies among providers working in mental health agencies in Oregon 

which mandates that 75% of state-supported mental health treatment must be empirically-

supported (Lewis & Simmons, 2011). Providers were trained in CBT for depression in 

teens and adults, and eight months post-training, providers reported their use of the CBT 

strategies taught in the training on a scale of one (“not at all”) to five (“very much”). 

Results showed that on average providers used CBT strategies “sometimes” (M=3.10), 

with ratings for specific strategies ranging from 2.46 (symptom monitoring) to 3.56 

(Socratic questioning). These findings indicate that providers may use a variety of 

strategies common to EBT manuals, but the frequency of use may differ between 

strategies, giving further support for the examination of EBT use at the strategy level. 

Finally, one group of researchers examined providers’ use of a specific treatment 

manual and its individual components or strategies. Allen and Johnson (2012) examined 

use of Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT; Cohen, Mannarino, & 

Deblinger, 2006), an EBT for children with a significant trauma history, and its core 

components in a national sample of mental health providers working in children’s 

advocacy centers (CACs). CACs are required to integrate evidence-based practices into 

mental health services for accreditation by the National Children’s Alliance (National 

Children’s Alliance, 2008), and TF-CBT is only one of three treatments recommended by 

the Child Welfare Committee, a collaboration between the National Children’s Alliance 

and the National Child Traumatic Stress Network (Child Welfare Committee, 2008). 

Despite these requirements, only 84% reported regularly using at least some TF-CBT 

components in their practice. Providers reported that they were most likely to implement 
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relaxation training, followed by psychoeducation, parent behavior management 

techniques, trauma narrative (i.e., imaginal exposure), and cognitive restructuring. All 

core strategies had a mean rating between “likely” and “highly likely” to use, and at least 

85% of providers reported that they regularly used each of the five strategies. However, 

providers reported greater use of relaxation training and psychoeducation than parent 

management techniques, trauma narrative, or cognitive restructuring. Further, while 84% 

reported regularly using TF-CBT, only 60% of providers reported using all five core 

components of TF-CBT regularly. These results further suggest that measuring use of a 

specific EBT manual as an indicator of EBT use may not best represent EBT 

implementation in TAU and lend support to assessing providers’ use of discrete EBT 

strategies. 

While examination of EBTs at the strategy level may better reflect EBT use than 

previous approaches (e.g., asking about use of specific treatment manuals or about 

“evidence-based practice” broadly), available studies using this approach have thus far 

focused on restricted geographic settings wherein a specific EBT implementation project 

was underway (e.g., Beidas et al., 2015a; Borntrager et al., 2013; Higa-McMillan et al., 

2015) or a restricted target population (i.e., youth aged 4-13 with conduct problems in 

publicly-funded clinics within San Diego County; Garland et al., 2010). The results from 

these studies therefore may not fully reflect everyday youth mental health practice, and 

further research is needed to assess providers’ use of EBT strategies with a larger, more 

representative sample of youth-serving mental health providers. 

As such, the first aim of the current project was to conduct a national survey with 

providers from the five largest youth-serving mental health disciplines (psychology, 
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psychiatry, marriage and family therapy, social work, and counseling) to examine the 

frequency with which providers use discrete EBT strategies for the treatment of youth 

depression, anxiety, and disruptive behavior problems. Based on the previous findings, I 

hypothesized that providers would report frequent use of both EBT and other treatment 

strategies. 

How Do Providers Implement EBT Strategies in TAU? 

The literature suggests that correctly implemented EBTs (e.g., use of prescribed 

strategies and avoidance of non-prescribed strategies) outperform TAU (e.g., Henggeler 

et al., 1997). Unfortunately, some existing literature suggests that EBTs may not often be 

implemented as intended in everyday practice. For example, while Walrath et al. (2006) 

found that 62.1% of providers reported that they used CBT, only 36.2% reported that 

they almost always or always implemented a full CBT protocol. In the San Diego County 

study, Garland et al. (2010) found that when EBT strategies were used, they were 

delivered with high intensity in only 1% to 13% of treatment sessions. Further, non-

prescribed treatment strategies with little or no research support are commonly 

implemented alongside EBT strategies. For example, Garland et al. (2010) found that 

treatment strategies without consistent research support were observed in up to 96% of 

treatment sessions. Similarly, McLeod and Weisz (2010) found that providers use 

strategies from multiple theoretical orientations, including research-supported behavioral 

approaches, but that they tend to favor non-behavioral approaches (e.g., client-centered) 

and use those with greater intensity. As noted above, Beidas et al. (2015a) found that 

providers in the Philadelphia CBT project use a range of treatment strategies including 

CBT (M = 3.15, range = 2.78-3.70 on a scale of 1-5), family therapy (M = 3.47, range = 



 11 

3.00-3.80), and psychodynamic therapy (M = 3.57, range = 2.89-4.25) techniques; these 

ratings suggest that providers use all three strategy types “sometimes” to “often” with no 

preference for evidence-based CBT strategies. Researchers have also looked at EBT 

strategy use after training in an EBT and found similar results. In a study of provider use 

of CBT following training in CBT for anxiety, providers reported use of CBT with 79% 

of their clients but also reported using other modalities (e.g., play therapy) that are not 

consistent with the evidence base (Beidas et al., 2014). These findings are consistent with 

previous research showing that providers use a wide range of treatment approaches and 

strategies, but whether providers prefer use of strategies with research support over others 

still remains unclear. 

Recent research suggests that there may be further differences in how frequently 

providers use different EBT strategies. Higa-McMillan et al. (2016) examined the 

treatment practices of CAMHD-contracted providers treating youth anxiety. Providers 

reported using many EBT strategies with the majority of their cases including problem 

solving (93% of cases), praise (93%), and building a therapeutic relationship (91%). 

However, only 15% of cases received exposure, the most widely supported strategy for 

the treatment of anxiety. Further, providers reported use of several types of treatment 

strategies that are not consistent with the evidence base including (1) EBT strategies for 

other problem types such as behavioral activation (a treatment strategy for depression), 

(2) treatment strategies common across all therapies such as supportive listening, and (3) 

treatment strategies without strong empirical support such as play therapy. Similarly, 

several other studies suggest that exposure is a particularly underutilized EBT strategy in 

TAU for anxiety disorders. In a study of the effects of a workshop-based training on TF-
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CBT, Jensen-Doss, Cusack, and Arellano (2008) found that while 4% to 73% of 

providers used other TF-CBT components, none used exposure after the training, 

demonstrating providers’ selective use of certain strategies within a treatment package. In 

yet another study, a survey of licensed psychologists in Virginia, New Hampshire, and 

Texas, only 17% of providers reported using imaginal exposure to treat PTSD, with only 

4% reporting using imaginal exposure to treat all their PTSD cases (Becker, Zayfert, & 

Anderson, 2004). In a retrospective study, Voort et al. (2010) examined providers’ use of 

components of an EBT for the treatment of obsessive-compulsive disorder (OCD) in 

children and adolescents. Interestingly, even among child anxiety specialists who had 

experience implementing manualized CBT, use of exposure was limited to only 72% of 

sessions, significantly less than the 80% of sessions called for in the manual. In addition, 

in the observational study by McLeod and Weisz (2010), the treatment strategy with the 

lowest average extensiveness rating was exposure (M = 1.10, SD = .35). These findings 

regarding exposure, a treatment strategy considered essential for anxiety treatment, may 

extend to strategies considered critical to the treatment of other specific problems. For 

example, Lewis and Simmons (2011) reported that after receiving training in CBT for 

depression, providers rated how frequently they used a given CBT strategy on a 1 (“not at 

all”) to 5 (“very much”) scale, and ratings were highest for Socratic questioning (M = 

3.56), followed by homework and agenda setting (M = 3.38). However, use of behavioral 

activation, arguably one of the key components of successful CBT for depression, had a 

mean of 3.00. These studies suggest that providers use a mix of treatment strategies with 

empirical support, but there may be a tendency for providers to use less frequently the 

problem-specific strategies (e.g., exposure for anxiety and behavioral activation for 
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depression) compared to those strategies that are common across EBT manuals for 

several problem types (e.g., relaxation, cognitive restructuring). 

As such, the second aim of this study was to examine the mix of treatment 

strategies used in TAU. Specifically, I compared providers’ use of EBT strategies that are 

common across EBT manuals for several problem types, EBT strategies that are problem-

specific, and other strategies without strong empirical support, to determine whether 

providers blend EBT strategies with other strategies or if providers selectively favor use 

of EBT strategies in everyday practice. As such, I examined whether providers 

implement different types of EBT strategies with different frequencies. Based on existing 

research, I hypothesized that (1) providers would use a mix of both EBT and other 

strategies, (2) that providers would show no preference for either type of EBT strategies 

versus other strategies, and (3) that providers would show a preference for common EBT 

strategies over specific EBT strategies. 

Under What Conditions Do Providers Use EBT Strategies? 

 In addition to calls to disseminate and implement EBTs, there have been calls for 

research that aims to increase the understanding of the mechanisms that underlie the 

successful implementation of evidence-based practices (e.g., National Institute of Mental 

Health’s Road Ahead report, 2006). Indeed, increased efforts to incorporate EBTs into 

everyday care have been accompanied by research aimed at better understanding the 

factors that influence the implementation of EBTs in TAU contexts (e.g., Beidas et al., 

2015a; Brookman-Frazee et al., 2010; Higa-McMillan et al., 2015; Nelson & Steele, 

2007; Schoenwald & Hoagwood, 2001). Existing research has examined both barriers to 

the implementation of EBTs (e.g., Becker, Zayfert, & Anderson, 2004; Dotson et al., 
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2014; Harned et al., 2013; Lewis & Simmons, 2011; Sanders, Prinz, & Shapiro, 2009; 

Shafran et al., 2009) and, increasingly, factors that promote EBT use (Nelson & Steele, 

2007). Several implementation models and frameworks propose that structural (e.g., 

mandates), organizational (e.g., culture and climate), provider (e.g., theoretical 

orientation), client (e.g., health-relevant beliefs), and innovation (e.g., adaptability) 

characteristics may predict providers’ use of EBTs (Chaudoir, Dugan, & Barr, 2013; 

Damschroder et al., 2009; Glisson, 2002; Rogers, 2010; Schoenwald & Hoagwood, 

2001). 

Organizational Characteristics 

Providers do not deliver services in isolation, but rather practice within a social 

context (Glisson & Schoenwald, 2005). Therefore, characteristics of the social setting 

(e.g., mental health service organizations) in which practices are delivered may have 

potent influence on providers’ implementation of EBT strategies within that organization 

(Rogers, 2010). Specifically, the organizational culture (i.e., the shared beliefs, norms, 

and expectations about how providers behave and how things are done within an 

organization) may influence the adoption and implementation of new practices (Glisson 

& Schoenwald, 2005; Hemmelgarn, Glisson, & James, 2006). Specifically, an 

organizational culture that focuses on quality care has been shown to predict the 

implementation of new practices with a strong evidence base. In a study of 100 youth-

serving community mental health centers in counties selected for the National Survey of 

Child and Adolescent Wellbeing, organizations with high expectations that providers (a) 

are competent, (b) prioritize the wellbeing of clients, and (c) have the most up-to-date 

knowledge on treatment practices sustained the implementation of a new treatment twice 
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as long as organizations that prioritized these expectations less (Glisson et al., 2008). 

Given the research documenting the positive outcomes of EBTs for youth mental health 

problems, organizations that value quality care may be more inclined to promote the use 

of EBTs, and providers working in organizations that place greater value on quality care 

may also use EBT strategies more frequently. 

Of course, although working within an organizational culture that values quality 

care may increase the likelihood that EBT strategies will be implemented, if practical 

resources and opportunities to do so are unavailable, implementation of these strategies 

may still be infrequent (Ajzen, 2005). Specifically, organizational resources that directly 

support the implementation of best practices may increase providers’ actual use of those 

practices (Greenhalgh et al., 2004). Implementation of EBTs requires training in the skills 

necessary to implement those EBTs, so it may not be surprising that providing training in 

evidence-based practices is one specific organizational support that shows promise 

(Becker & Stirman, 2011). Nelson and Steele (2007) found that taking a class on 

evidence-based practices predicts use of these practices. Cook et al. (2017) found that 

providers who received training in standardized assessment, a component of many EBTs, 

were more likely to use standardized assessment measures than those who did not receive 

such training. Providers who were trained in the Positive Parenting Program (Triple-P), 

an EBT for disruptive behavior problems, were more likely to use Triple-P six months 

after training than providers who were not trained (Sanders, Prinz, & Shapiro, 2009). 

Using the same sample of Philadelphia providers as Beidas et al. (2015a), Wolk et al. 

(2016) found that providers who participated in EBT trainings (for cognitive therapy, TF-

CBT, prolonged exposure, and dialectical behavior therapy) reported using more EBT 
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strategies. Harned et al. (2013) found that 88% of providers reported using at least one 

component of exposure therapy six weeks after training in exposure therapy. Among a 

national sample of clinical psychologists and clinical social workers with trauma 

expertise, specialized training in cognitive therapy and behavioral therapy predicted 

greater use of both treatment approaches (Craig & Sprang, 2010), and mental health 

providers trained in EBTs for child maltreatment were more likely to use EBTs with this 

population (Allen & Johnson, 2012). In qualitative work, providers also report that 

sufficient training is a facilitative condition to the implementation of EBTs (Gioia & 

Dziadosz, 2008). 

Just as training may be a necessary support for EBT implementation, lack of 

training is often cited as a barrier to EBT implementation. Providers endorsed limited 

training most frequently as a barrier to the implementation of imaginal exposure in the 

survey conducted by Becker, Zayfert, and Anderson (2004). In another study, among 

contracted agencies for the Washington State Department of Social and Health Services’ 

Mental Health Division, approximately 45% reported that a shortage of an appropriately 

trained workforce was a barrier to the implementation of evidence-based practices 

(Dotson et al., 2014). 

It is worth noting that not all studies support this trend for training to increase 

actual use of EBTs. For example, in another survey assessing providers’ use of six 

specific EBTs supported by the Los Angeles County Department of Mental Health 

(LACDMH) initiative, Reding et al. (2014) found that the number of EBTs providers 

were trained in did not predict providers’ reports of treatment use. In another study of a 

workshop-based training on TF-CBT, there was no difference in providers’ use of the 



 17 

nine components of TF-CBT prior to and after the training (Jensen-Doss, Cusack, & 

Arellano, 2008). As such, further research is needed to better understand the role of 

training in providers’ use of EBT strategies. 

Provider Characteristics 

Though providers may be influenced by the shared norms and expectations within 

their respective organizations, the individual provider must actively engage in the 

implementation process and make purposeful decisions to adopt and use EBTs in-session 

(Greenhalgh et al., 2004). Consequently, provider-level characteristics are also important 

factors to consider when predicting provider use of EBTs. Various provider 

characteristics have been examined, but typically in only one or two studies each. For 

example, providers who report a cognitive-behavioral or behavioral theoretical 

orientation versus other orientations (Becker, Smith, & Jensen-Doss, 2013; Nelson & 

Steele, 2007), have less versus more clinical experience (Brookman-Frazee et al., 2010), 

and who endorse a psychology background versus other disciplines (Higa-McMillan et 

al., 2015) have each been shown to report more frequent EBT use. 

Of particular interest among provider-level predictors has been provider attitudes 

toward EBTs. According to the Theory of Planned Behavior, theoretically, attitudes 

toward a behavior should predict performance of the actual behavior (Ajzen, 1991). 

Indeed, several studies suggest that attitudes toward evidence-based practices in general 

predict provider EBT use (Beidas et al., 2015a; Jensen-Doss et al., 2009; Nelson & 

Steele, 2007). Attitudes toward specific EBTs may also predict use of that specific EBT 

(Reding et al., 2014). These methods, however, may not be the best approaches for 

predicting use of discrete EBT strategies. As previously mentioned, several surveys 
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suggest that providers tend to harbor negative attitudes toward “manuals” (e.g., Aarons, 

2004; Addis & Krasnow, 2000; Jensen-Doss et al., 2009; Reding et al., 2014), with 

providers often reporting that manuals are not practical for use with youth seen in TAU 

(i.e., rigid structure, designed for one problem type). These negative attitudes, however, 

appear to be centered around the use of rigid structured manuals as opposed to the 

evidence supporting these treatments (Borntrager et al., 2009). On the other hand, asking 

providers about their attitudes toward “evidence-based practices” may not lead to 

accurate assessment of attitudes given the potential for social desirability bias and 

therefore, overestimates. An alternative approach is to assess for providers’ attitudes 

toward innovation and evidence. Support for this approach includes, first, that there have 

been recent efforts calling for the implementation of discrete EBT strategies as an 

innovative alternative to implementing specific treatment manuals for the reasons 

mentioned above (Chorpita, Daleiden, & Weisz, 2005; Garland et al., 2008). As such, 

providers with positive attitudes toward innovation may be more likely to use EBT 

strategies. Also, given the recency of the EBP movement and heightened efforts to 

increase provider and consumer awareness that some specific therapies have strong 

evidence, attitudes toward innovation and evidence may predict provider use of discrete 

EBT strategies. Second, one commonly reported barrier that interferes with the adoption 

of EBTs is the belief that research trials have limited applicability to clinical practice 

(Shafran et al., 2009). Therefore, providers who have more positive attitudes toward 

research in general may be more likely to use strategies from EBTs with research 

support. Third, a review of nurses’ research utilization found that positive attitudes 

toward research predict the incorporation of evidence into practice (Estabrooks et al., 
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2003), but whether this finding extends to youth mental health providers has yet to be 

examined. Therefore, in the context of this study, I will examine whether providers’ 

attitudes toward innovation and evidence (as opposed to evidence-based practice broadly 

or specific EBT manuals) predict their use of EBT strategies. 

Another provider-level predictor of EBT strategy use may be providers’ use of 

evidence-based assessment (EBA), a component of evidence-based practice (APA 

Presidential Task Force on Evidence-Based Practice, 2006). EBA is critical to accurate 

diagnosis which is necessary in treatment planning, and may be of heightened importance 

when implementing EBTs which typically target specific diagnostic problems (Beidas et 

al., 2015b). Structured diagnostic interviews, rating scales, and direct observations have 

been recommended for a range of clinical problems (Klein, Dougherty, & Olino, 2005; 

Mash & Hunsley, 2005; Pelham, Fabiano, & Masetti, 2005; Silverman & Ollendick, 

2005). There is also a growing literature demonstrating the positive outcomes associated 

with ongoing assessment and monitoring of treatment progress (Bickman et al., 2011; 

Boswell et al., 2015; Lambert et al., 2001, 2003). In line with recent calls for the 

integration of EBA into treatment (e.g., Christon, McLeod, & Jensen-Doss, 2015; 

Hunsley, 2015), providers who use EBA (including standardized assessment measures 

and ongoing assessment) may use these assessments to inform the treatment plan, and 

thus, more frequent EBA use may be associated with more frequent EBT strategy use. 

Case mix characteristics (i.e., the type or mix of cases typically seen by a 

provider) may also predict provider use of EBTs. Providers commonly cite concerns 

about using EBT protocols due to differences between youth treated in efficacy trials and 

those they typically see in everyday practice (Addis, Wade, & Hatgis, 1999; Nelson, 
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Steele, & Mize, 2006). Indeed, youth in community treatment settings often report lower 

family income, more stressful life events, and are more likely to be from racial and ethnic 

minority backgrounds than youth in research settings (Southam-Gerow et al., 2008; 

2012). Whether these concerns impact actual practice (i.e., infrequent use of EBTs) is 

largely unclear, and research is needed to examine whether providers whose cases are 

unlike those in typical efficacy samples (e.g., low income, racial/ethnic minority) use 

EBTs less frequently than those whose cases more closely approximate typical efficacy 

samples. 

Client Characteristics 

While provider and organizational characteristics have been the object of frequent 

investigation, client (i.e., youth and families) characteristics have not been frequently 

examined as potential predictors of providers’ EBT use (Chaudoir et al., 2013). Only 

several studies have examined whether providers implement EBTs more or less 

frequently when treating youth and families with certain characteristics. In the San Diego 

County study, Brookman-Frazee et al. (2010) found that providers use EBTs more 

frequently with youth whose parents report higher education and higher family income. 

Providers may also implement EBTs more or less frequently with youth and families with 

certain clinical characteristics (e.g., primary problem, comorbid problems). For example, 

Wolk et al. (2016) found that providers treating externalizing problems reported using 

more EBT strategies (i.e., behavioral and family techniques) than those treating 

internalizing problems. Youth in community mental health settings also tend to have 

multiple problems or diagnoses unlike youth in research settings with strict exclusion 

criteria (see, e.g., Angold, Costello, & Erkanli, 1999; Weisz et al., 2009), leading to 
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concerns about whether EBT manuals which are largely designed to address a single 

problem (e.g., Coping Cat is an EBT manual for youth anxiety) can meet the needs of 

multi-problem youth in TAU (Nelson, Steele, & Mize, 2006; Shafran et al., 2009). 

Indeed, among providers surveyed about their use of imaginal exposure to treat PTSD, 

37% reported that any comorbid diagnosis was a barrier to implementing imaginal 

exposure (Becker, Zayfert, & Anderson, 2004). Thus, the primary presenting problem 

and the presence of comorbid problems may be client characteristics that predict 

providers’ use of EBT strategies. 

The third aim of this study was to identify organization-, provider-, and client-

level characteristics that predict providers’ use of EBT strategies. Specifically, I 

hypothesized that providers working within organizations that place greater value on 

quality care and provide more training resources will report more frequent use of EBT 

strategies. With regards to provider-level factors, I hypothesized that learning theory 

orientation, positive attitudes toward innovation and evidence, shorter time since highest 

degree (i.e., less clinical experience), psychology discipline, greater use of standardized 

measures and ongoing assessment, and a caseload with fewer low income and 

racial/ethnic minority youths would be associated with greater reported use of EBT 

strategies. For youth and family characteristics, I hypothesized that providers would use 

EBT strategies more frequently with youth who have disruptive behavior problems and 

have fewer comorbid problems. 
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Method 

Participants 

 We surveyed a large national sample of youth-serving mental health providers for 

this study. United States providers were selected for inclusion from membership rosters 

of the five largest national practice guilds for youth-serving mental health providers: the 

American Counseling Association (ACA), the American Association for Marriage and 

Family Therapy (AAMFT), the American Academy of Child and Adolescent Psychiatry 

(AACAP), the American Psychological Association (APA), and the National Association 

of Social Workers (NASW). We randomly sampled 1,000 providers from each of the 

rosters for a total of 5,000 providers. 

Procedures 

We mailed the survey to the 5,000 providers who received up to five mailings. 

The first mailing, which included a personally addressed, hand-signed pre-notice letter 

that informed the provider about the survey, was sent to all 5,000 providers. The second 

mailing, which consisted of a personalized, hand-signed cover letter, a noncontingent $2 

bill, the survey, and a pre-addressed, stamped return envelope, was also sent to all 5,000 

providers. For the third mailing, providers who had completed and returned the survey 

received a personalized, signed thank you postcard while providers who had not returned 

a survey received a reminder to complete the survey. The fourth mailing, which included 

a second personalized cover letter, the survey, and a stamped return envelope, was sent 

only to providers who had not yet returned the survey. The fifth mailing, which consisted 

of a third personalized cover letter, the survey, and a business reply return envelope, was 

sent only to providers who had still not responded. Of the 5,000 surveys mailed, 347 
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(6.94%) were returned as undeliverable. Of the remaining 4,653 presumably delivered, 

2,863 (61.53%) completed the survey, 151 (3.25%) declined to participate, and 1,639 

(35.22%) did not respond. The unadjusted response rate by guild was as follows: 366 

psychiatrists (36.60%), 567 psychologists (56.70%), 609 marriage and family therapists 

(60.90%), 625 counselors (62.50%), and 696 social workers (69.60%) responded to the 

survey. Response rates differed significantly by guild, c2 (4, N = 5,000) = 253.40, p<.001. 

A series of post-hoc comparisons using a Bonferroni corrected P value of .005 indicated 

that psychiatrists responded at a lower rate than all other providers, and social workers 

responded at a higher rate than all other providers. Of the participants who completed the 

survey, 1,233 reported providing therapy and assessment services to youth. Three 

providers reported a bachelor’s degree as their highest degree and were excluded from 

the analyses and 135 did not provide valid data. This led to a final sample of 1,095 

master’s- and doctoral-level providers of therapy and assessment services to youth. 

Measures 

National Mental Health Provider Survey.  We developed the survey using the 

Tailored Design Method (Dillman, 2000) to minimize participant costs while maximizing 

participant response through strategies such as a noncontingent incentive and 

personalized, hand-signed mailings. The survey included items on provider demographic 

and professional characteristics, work setting characteristics, attitudes toward innovation 

and scientific evidence, and assessment and treatment strategies used in their practice. 

We adapted provider demographic and professional characteristic items from existing 

surveys of mental health care providers (e.g., Kazdin, Siegal, & Bass, 1990). We adapted 

items on work setting characteristics from the Children’s Services Organizational Culture 
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Survey (Glisson & James, 2002), and items on attitudes toward innovation and evidence 

from the Evidence-Based Practice Attitude Scale (Aarons, 2004). We generated items on 

assessment strategies based on a review of studies of provider attitudes toward evidence-

based assessment (Garland, Kruse, & Aarons, 2003; Gilbody, House, & Sheldon, 2002) 

and theories of provider use of such practices (Jensen-Doss, 2005). To develop treatment 

strategy items, we reviewed the treatment outcomes literature and manuals for the 

treatment of youth anxiety, depression, and disruptive behavior problems. We then 

compiled a list of treatment strategies (e.g., exposure for anxiety) that were common 

across multiple treatment manuals for each problem type, reached in-house consensus, 

and sent the list of strategies to youth treatment experts for review. Treatment strategies 

that were endorsed as “core and common” to the treatment of a particular problem type 

by the majority of experts were incorporated into the final survey as EBT strategies. To 

capture community practice, we also adapted items from the Therapy Procedures 

Checklist (Weersing, Weisz, & Donenberg, 2002) to incorporate treatment strategies that 

may be widely used but lack consistent empirical support. 

We piloted the resulting survey with 14 local mental health providers who 

completed the survey and provided feedback on content, effort required to complete the 

survey, and methods to increase likelihood of response to the survey. We revised the 

survey based on this feedback and then piloted the revised survey with 500 mental health 

providers (100 randomly selected from each of the five professional guild membership 

rosters) to further refine procedures, content, and determine the optimal level of 

incentive. We randomized providers to five incentive conditions: no incentive, $1 bill, $2 

bill, $5 bill, or a mood magnet. The noncontingent $2 bill proved to be the most cost-
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effective incentive, and we mailed all final surveys with a $2 bill (see Hawley, Cook, & 

Jensen-Doss, 2009 for details). 

The final 7-page survey included four sections: provider demographic and 

professional characteristics, organizational characteristics and provider attitudes toward 

innovation and evidence, assessment practices, and treatment practices. There were three 

versions of the survey, one for each youth problem type (i.e., anxiety, depression, 

disruptive behavior). These three versions differed only on the instructions on the 

treatment practices portion, where providers were asked to report how often they used 

each treatment strategy with a recent, representative youth case presenting with anxiety, 

depression, or disruptive behavior. Providers were randomized to receive one of the three 

versions. See copy of survey in Appendix B. 

Demographic and Professional Characteristics. Providers reported 

demographic characteristics including sex and age. They also reported professional 

characteristics (e.g., discipline, theoretical orientation) and case mix characteristics (e.g., 

youth race/ethnicity). Providers reported the percentage of their caseload from low 

income families and five racial/ethnic minority backgrounds (possible range of 0 to 100). 

The percentages reported for non-Caucasian clients were summed to indicate the 

percentage of the provider’s cases that were from racial/ethnic minority backgrounds. 

Providers reported their primary mental health discipline, which was dummy coded such 

that providers from psychology background were coded as one and those who were not 

were coded as zero. Providers also reported their theoretical orientation, which was 

dummy coded as learning theory-based (i.e., cognitive, behavioral, cognitive-behavioral 

were coded as one) or other (e.g., play therapy was coded as zero). Providers also 
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reported the year they received their highest degree, and this date was subtracted from the 

year the survey was administered (2008) to calculate time since highest degree. 

Client Characteristics. Providers reported whether a recent, representative youth 

client had any of nine secondary problems or diagnoses: anxiety or phobia, disruptive 

behavior or conduct, depression, Attention-Deficit/Hyperactivity Disorder, learning 

disorder, mental retardation/developmental disorder, eating disorder, substance 

use/abuse, and history of abuse or trauma. The number of comorbid problems was 

determined by summing the number of these nine secondary problems that were 

endorsed. The client’s primary problem was determined by the survey version (i.e., 

providers were prompted to report the treatment strategies they used with a recent, 

representative case with anxiety, depression, or disruptive behavior depending on the 

survey version). Primary problem was dummy coded into two variables with disruptive 

behavior as the reference group. 

Provider Attitudes Toward Innovation and Evidence (PATIE). Providers’ 

attitudes toward innovation and evidence was measured by three indicators about 

provider’s attitudes toward new practices and research-supported treatments. Each item 

was rated on a scale of one to five, and higher scores reflected more positive attitudes. 

Standardized Measure Use (SMU). Providers’ use of standardized assessments 

was measured by five indicators measuring the frequency with which five types of 

standardized assessments were used with a recent, representative case of youth anxiety, 

behavior, or depression: structured or standardized diagnostic interview, formal mental 

status exam, formal standardizing observational coding system, standardized checklists 

for symptoms or functioning, and formal clinician ratings of symptoms or functioning. 
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Each item was rated on a scale of one to five, where one indicated using the given 

assessment “never or almost never” and five indicated using the assessment “all or most 

of the time.” 

Ongoing Assessment. Providers reported their use of ongoing assessment on a 

scale of one to five, where one indicated “never to almost never” conducting ongoing 

assessment and five indicated doing ongoing assessment “all or most of the time.” 

Organizational Value of Quality Care (OVQC). Providers’ perceptions of how 

much their organizations valued quality care was measured by six indicators. Items were 

rated on a scale of one to five such that higher scores indicate higher value for quality 

care. Only providers who reported working in organizations answered these questions. 

Organizational Training Resources (OTR). Providers’ perceptions of the 

provision of training resources (e.g., in-house training, funding for outside workshops) by 

their organizations was measured by four indicators. Items were rated on a scale of one to 

five such that higher scores indicated more resources provided by the organization. Only 

providers who reported working in organizations answered these questions. 

Evidence-Based Treatment (EBT) Strategy Use. In the final section of the 

survey, providers were asked if they provide therapy services to youth (3-17 years old). 

Providers who responded in the affirmative were then prompted to report the frequency 

with which they used 74 treatment strategies during the course of treatment with a recent 

representative case of anxiety, depression, or disruptive behavior as specified by the 

survey version. Use of each strategy was rated on a scale of one to five (i.e., one = “never 

or almost never”, two = “rarely”, three = “sometimes”, four = “often”, five = “all or most 

of the time”). These 74 items were developed to represent (a) strategies common across 
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EBTs for anxiety, depression, and behavior problems (e.g., psychoeducation for anxiety, 

depression, and behavior problems); (b) strategies specific to EBTs for a given problem 

type (e.g., exposure for anxiety; behavioral activation for depression); and (c) other 

treatment strategies without strong research support for anxiety, depression or disruptive 

behavior (see Table 1). These other strategies included treatment strategies without strong 

research support across the three problem types (e.g., gaining insight) as well as problem-

specific EBT strategies used with a youth without the specific problem. For example, 

while behavioral activation is a problem-specific EBT for depression, it would be 

categorized as an other strategy if used for disruptive behavior. 

For Aim 3, we calculated use of EBT strategies by averaging the ratings for all the 

common EBT strategies and the specific EBT strategies (i.e., mean of total EBT strategy 

use), which depended on the youth’s clinical presentation. There were seven possible 

presentations: (1) anxiety only; (2) depression only; (3) behavior problems only; (4) 

anxiety and depression; (5) anxiety and behavior problems; (6) depression and behavior 

problems; and (7) anxiety, depression, and behavior problems. For example, the EBT 

strategy use score for a provider treating a youth with only anxiety would be the mean of 

all the common EBT strategies and the anxiety-specific EBT strategies. The score for a 

provider treating a youth with anxiety and depression would be the mean of all the 

common EBT strategies, the anxiety-specific EBT strategies, and the depression-specific 

EBT strategies. Finally, the score for a provider treating a youth with anxiety, depression, 

and behavior problems would be the mean of all the common EBT strategies, the anxiety-

specific EBT strategies, the depression-specific EBT strategies, and the behavior-specific 

EBT strategies. 
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Data Analysis and Goodness-of-Fit Criteria 

For all analyses, the three versions of the survey were treated as one survey due to 

the high prevalence of secondary problems among the client population as reported by 

the provider (M = 2.03, SD = 1.30). The assumptions of multivariate normality and 

linearity were evaluated. Based on an examination of log-likelihood and Mahalanobis 

distance values and factor score scatterplots, three cases were excluded from all analyses, 

resulting in a final sample of 1,092 providers (Nanxiety = 364; Ndepression = 402; Nbehavior = 

326). Examination of factor score histograms and loess regression plots did not suggest 

nonlinear trends were present in the data (see Appendix C). 

To address Aim 1, descriptive statistics for each type of treatment strategy are 

presented. Further, the frequency with which providers rated each strategy as a four (i.e., 

“often”) or five (i.e., “always or almost always”) are also reported. For Aim 2, I 

conducted a series of paired sample t-tests to compare the means of the three treatment 

types. To address Aim 3, I conducted a multi-group analysis to examine whether the 

hypothesized organization, provider, and client characteristics predicted provider EBT 

use. Data were missing by design (i.e., only providers working in organizations answered 

questions that formed the latent variables OVQC and OTR). In situations with planned 

missingness, a multi-group analysis can be conducted such that participants with each 

pattern of missing data are treated as separate groups and the parameters for the missing 

values in one group are fixed to be equal to the values observed in the group with the data 

values (Loehlin, 2004). Therefore, to address Aim 3, a multi-group analysis was 

conducted to estimate regression weights for each predictor variable and to examine 

invariance between the models for providers in private practice and within organizations. 
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As mentioned previously, for this analysis, common EBT and specific EBT strategies 

were combined to create a total EBT variable. Maximum likelihood estimation was used 

in all analyses. Model fit was estimated using the root mean square error of 

approximation (RMSEA; Steiger, 1990), the comparative fit index (CFI; Bentler, 1992), 

and the Tucker-Lewis Index (TLI; Bentler & Bonnett, 1980). RMSEA values of .05 or 

lower are considered indicative of close fit while values of .06 or less indicate good fit 

(Browne & Cudeck, 1993). CFI and TLI values of .90 or higher are indicative of 

adequate fit (Hu & Bentler, 1998). All analyses were conducted with MPlus 7.0 (Muthén 

& Muthén, 1998-2015). Nested models were compared using the Bayesian information 

criterion (BIC; Schwarz, 1978), the c2 Difference Test (Jöreskog & Sörbom, 1989), and 

the CFI difference test (Cheung & Rensvold, 2002). 
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Results 

Sample Description 

Participants were 1,092 youth mental health service providers who reported 

providing therapy services to youth in the mailed survey. Participants had a mean age of 

52.58 (SD = 9.81, range: 24-84), were majority female (62.64%) and predominantly 

Caucasian (92.22%), and split between doctoral-level (53.57%) or masters-level 

(46.43%) providers. Providers reported an average active caseload of 39.71 (SD = 82.94, 

range = 0-1,000) cases. Providers were of five disciplines: psychology (33.15%), 

counseling (24.27%), marriage and family therapy (22.16%), social work (21.98%), and 

psychiatry (16.12%). The majority of providers were employed in private practice 

(51.74%), and 39.93% reported a learning theory orientation (i.e., cognitive, behavioral, 

cognitive-behavioral). The average time since highest degree was 20.19 years (SD = 

10.16; range: 1-63). See Table 2 for provider demographic and professional 

characteristics and case mix characteristics. Based on a comparison with previous studies 

on youth mental health providers (Garland, Aarons, Hawley, & Hough, 2003; Jensen-

Doss et al., 2009) and data for from the 2006-2010 American Community Survey (U.S. 

Census Bureau, 2010), the current sample may somewhat underrepresent minority 

providers (see Jensen-Doss & Hawley, 2010 for details). 

Provider Use of EBT Strategies in TAU 

The most frequently implemented type of treatment strategy was common EBT 

(M = 3.86, SD = .58), followed by specific EBT (M = 3.75, SD = .76) and other treatment 

strategies (M = 3.36, SD = .65). To identify the most frequently used individual treatment 

strategies, we dichotomized ratings for all treatment strategies as “frequently used” and 
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“infrequently used.” The “frequently used” category included original ratings of four 

(“often”) and five (“all or most of the time”). The “infrequently used” category included 

original ratings of one (“never or almost never”), two (“rarely”), and three 

(“sometimes”). The five most frequently used strategies were “I established a positive 

working relation with the child or parent(s)” (99.18%; common EBT), “I educated the 

child or parent(s) about the child’s problem or disorder, its causes, and its symptoms” 

(93.50%; common EBT), “I listened reflectively and non-judgmentally to the child” 

(92.12%; other), “I encouraged the child to talk about their feelings” (90.38%; other), and 

“I explained how thoughts can influence feelings and behavior” (87.09%, common EBT) 

(see Table 1 for descriptive statistics on all strategies). 

The mean of common EBT strategies (M = 3.86, SD = .58) was significantly 

greater than the mean of specific EBT strategies (M = 3.75, SD = .55), t(1,091) = 7.35, 

p<.001, d = .24., and significantly greater than the mean of other strategies (M = 3.36, SD 

= .65), t(1,089) = 36.59, p<.001, d = 1.12. The mean of specific EBT strategies (M = 

3.75, SD = .76) was significantly greater than the mean of other strategies (M = 3.36, SD 

= .65), t(1,089) = 20.04, p<.001, d = .61. 

Predictors of EBT Strategy Use 

The Hypothesized Model. The hypothesized model was tested separately for the 

two groups (i.e., separate structural equation models for the private practice group and 

organization group) to establish the baseline model. Primary problem, psychology 

discipline, percent of cases that were low income, percent of cases that were racial/ethnic 

minority, learning theory orientation, number of comorbid problems, frequency of 

ongoing assessment, PATIE, SMU, OVQC, and OTR were hypothesized to predict EBT 
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strategy use. Covariances between all predictor variables were also estimated. The fit 

indices indicated that the hypothesized model had adequate fit for the organization group 

(RMSEA = .039, 90% CI [.033, .045], CFI = .922, TLI = .900) and for the private 

practice group (RMSEA = .047, 90% CI [.038, .057], CFI = .900, TLI = .852). However, 

the two dummy coded variables for primary problem, percent of cases that were 

racial/ethnic minority, number of comorbid problems and psychology discipline were not 

significant predictors of EBT strategy use for either group. Therefore, these predictors 

were not included in the multi-groups analysis; the multi-groups analysis presented below 

only included as predictors of EBT strategy use the percentage of cases that were low 

income, learning theory orientation, frequency of ongoing assessment, PATIE, SMU, 

OVQC, and OTR. Error terms were correlated for several manifest indicators within 

OVQC and OTR due to item similarity (see Table 5). 

Multi-groups Analysis. A multi-groups analysis tested for measurement and 

structural invariance between the providers in private practice and in organizations. The 

variances of all latent variables were fixed to one in both groups. Factor loadings, error 

variances, and indicator intercepts were constrained to equality across the two groups to 

test for measurement invariance. Covariances between all predictor variables and all 

regression coefficients were constrained to equality across the two groups to examine 

structural invariance. In addition, we estimated means to test for mean differences on the 

latent and observed predictor variables. In Model 1, we freely estimated all predictor 

means across the two groups. The fit indices indicated adequate fit of the model to the 

data. RMSEA was 0.045, and the 90% confidence interval [0.040, 0.050] was within the 

range for good fit. CFI and TLI were 0.910 and 0.906 respectively indicating adequate fit. 
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These results indicate that the means of the predictors may vary between groups, but that 

otherwise there is support for measurement and structural invariance between the two 

groups. In Model 2, we constrained the means to equality across the two groups, and the 

fit indices did not meet the criteria for adequate fit (RMSEA = .063, 90% CI [.059, .068], 

CFI = .821, TLI = .818), suggesting that there are mean differences across the two 

groups. 

Model Comparisons. We compared Model 1 and Model 2 to examine whether 

predictor means varied between the two groups. BIC, c2diff values and ΔCFI values for 

the two models are presented in Table 3. The c2 difference test suggests significant 

worsening of fit in the more constrained Model 2 (c2 (6) = 327.99, p<.001). The BIC value 

for Model 1 was also lower than for Model 2, and the difference in CFI was .089, which 

is greater than the .01 cutoff (Cheung & Rensvold, 2002), and suggested that Model 1 

was a better fit than Model 2 and that there were mean differences between the two 

groups. To identify which means were significantly different across the two groups, we 

ran a series of multi-group analyses with each model constraining the mean of one of the 

predictors across the two groups (see Table 3). The fit indices of the three models with 

equality constraints on the mean of PATIE, mean of ongoing assessment, and the mean of 

theoretical orientation did not suggest poorer fit than Model 1. Therefore, a final c2 

difference test compared a model where the means of PATIE, ongoing assessment, and 

theoretical orientation were all constrained to equality across the two groups to Model 1. 

Fit indices suggest that no significant change in fit compared to Model 1 (c2 (3) = 6.01, p 

= .111; ΔCFI = .002). In fact, the BIC for this model (BIC = 57,963.754) was lower than 

the BIC for Model 1 (BIC = 57,978.705). Based on these results, the model where the 
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means of PATIE, ongoing assessment, and theoretical orientation were constrained to 

equality across the two groups was determined to be the final model. 

 Final model. In the final model, the variance of all latent variables was fixed to 

one and all factor loadings, indicator error variances and intercepts were freely estimated 

for the organization group and constrained to equality across the two groups. Covariances 

between the predictors and regression weights were freely estimated in the organization 

group and constrained to equality in the private practice group. Means of all latent 

variables in the organization group were fixed to zero, and the means of OVQC and OTR 

were constrained to equality in the private practice group due to planned missingness. 

The means of PATIE, ongoing assessment, and theoretical orientation were constrained 

to equality across the two groups based on the previous model comparisons, while the 

means of SMU, low income, and time since degree were freely estimated. The fit indices 

suggested adequate fit to the data (RMSEA = .045, 90% CI [.040, .050], CFI = .908, TLI 

= .906) and were indicative of measurement and structural invariance. 

Higher scores on the OVQC (β = 0.21, p = .001), PATIE (βorg = 0.19, βprivate = .20, 

p<.001), and SMU (β = 0.23, p<.001); more frequent use of ongoing assessment (βorg = 

0.19, βprivate = .20, p<.001); and learning theory orientation (β = 0.12, p<.001) predicted 

more frequent EBT strategy use. Higher scores on the OTR (β = -0.14, porg = .013, pprivate 

= .015), more low income clients (βorg = -0.11, βprivate = -0.08, p = .001), and greater time 

since highest degree (β = -0.10, p = .002) predicted less frequent use of EBT strategies. 

The standardized factor loadings for OVQC ranged from .51 to .77, OTR from .50 to .85, 

PATIE from .51 to .68, and SMU from .40 to .66 (see Table 5). Correlations between 

predictors are reported in Table 6. OVQC was significantly correlated with OTR (r = .57, 
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p<.001) and PATIE (r = 0.32, p<.001). OTR was significantly correlated with PATIE (r 

= .18, p = .002), and PATIE was significantly correlated with SMU (r = .24, p<.001). 

However, SMU was not significantly correlated with OVQC (r = .01, p = .844) or OTR (r 

= .09, p = .104). 

 Means were estimated in this model to examine predictor mean differences across 

the two groups (see Table 6). The means of OVQC, OTR, and PATIE were constrained 

to equality across the two groups. The model comparisons reported above indicate that 

the means of the remaining predictors were different across the two groups. The mean for 

SMU was 0.25 standard units lower in the private practice group, and the percentage of 

low income clients in providers’ caseloads was higher in the organization group. 
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Discussion 

 The current study examined (1) whether and to what degree providers use EBT 

strategies in TAU, (2) how providers use EBT strategies in TAU, and (3) what factors 

predict providers’ use of EBT strategies in TAU in a national sample of psychologists, 

counselors, marriage and family therapists, social workers, and psychiatrists. As 

hypothesized, providers reported that they used EBT (both common and specific) and 

other strategies “sometimes” to “often.” However, there was variability in how frequently 

each individual strategy was used, with some strategies almost unanimously rated as used 

“often” or “all or most of the time” while others were used by less than 15% of providers. 

 In contrast to my hypothesis, providers reported that they use EBT strategies more 

frequently than other strategies. Providers reported using both common and specific EBT 

strategies significantly more frequently than other treatment strategies. The comparison 

between common EBT and other strategy use indicated a large effect, the comparison 

between specific EBT and other strategy use a medium effect, and the comparison 

between common EBT and specific EBT a small effect. These results suggest that 

providers may favor research-supported treatment strategies over treatment strategies 

without strong empirical support. However, the small effect for the comparison between 

common and specific EBT strategies suggests there may be room for improvement on 

how providers implement EBT strategies in TAU. In this study, providers most favored 

strategies that are present across multiple EBT manuals for a wide range of problems, but 

were less likely to implement problem-specific EBT strategies, such as exposure for 

anxiety and behavioral activation for depression. Inasmuch as the problem-specific 

components are essential for maximal treatment efficacy (e.g., Jacobson, Martell, & 



 38 

Dimidjian, 2001), this selective implementation may partially account for the decreased 

efficacy, or voltage drop, sometimes reported for EBTs in everyday practice (e.g., 

Henggeler et al., 1997). 

We also found support for the influence of provider- and organization-level 

factors on providers’ use of EBT strategies. The current finding that providers who 

worked in organizations placing more value on quality care use EBT strategies more 

frequently suggests that current efforts to change organizational culture and climate may 

well yield dividends in improved implementation of EBTs (e.g., Glisson et al., 2012). 

How much an organization values quality care and how much it invests in resources for 

provider training both significantly influenced providers’ EBT strategy use. While the 

two had a positive relationship with each other, higher organizational value of quality 

care was associated with more frequent EBT strategy use while the provision of more 

resources toward provider training was associated with less frequent use. This finding 

may be due to the fact that providers were not randomly assigned to organizations with 

different levels of value for quality care or resources. As such, while organizations that 

value quality care are more likely to provide resources, when how much an organization 

values quality care is held constant, the organizations where EBTs are not already being 

used may invest more resources toward provider training than organizations where EBTs 

are already being used. 

Perhaps unsurprising given that the individual provider ultimately decides 

whether and how to implement EBT strategies with a case, several provider-level factors 

were also found to predict EBT use. Specifically, providers with more positive attitudes 

toward innovation and evidence, providers who used standardized assessment measures 
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more frequently, providers who conducted ongoing assessment more frequently, 

providers who endorsed a learning theory-based orientation, providers who had fewer 

low income clients, and providers who completed their training more recently used EBT 

strategies more frequently. Although novelty and innovation may suggest a treatment 

strategy that is untested and experimental for some areas of healthcare (McCartney, 

2016), the evidence-based practice movement is still relatively new compared to the 

timeline for more historically established treatments lacking substantial empirical support 

for youth with anxiety, depression and conduct problems (e.g., psychoanalysis, 

nondirective play therapy). As such, we may see more acceptance and adoption of EBT 

strategies among those with more positive attitudes toward innovation and those trained 

since the advent of the evidence-based practice movement. Standardized measures and 

ongoing assessment are critical elements of evidence-based assessment, a component of 

evidence-based practice, and therefore, providers who value evidence and research may 

be more likely to use both evidence-based assessment and treatment strategies. The 

association between learning theory-based orientation and EBT strategy use is not 

surprising given that the majority of EBTs are based on cognitive and behavioral 

principles. However, another possible explanation may be that providers who endorse a 

learning-theory based orientation may have a deeper appreciation of empirically-

supported approaches and thus are more likely to use EBT strategies (Higa-McMillan et 

al., 2015). The case mix finding that providers treating more low income youth are less 

likely to use EBT strategies echoes previous research suggesting that low socioeconomic 

status predicts less frequent use of EBT strategies (Brookman-Frazee et al., 2010), and 

are in line with the literature documenting that low income individuals receive lower 
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quality mental health services (U.S. Department of Health and Human Services, 1999). 

These findings may be explained by the increased burden on mental health providers in 

serving low income families; additional resources are needed in order to serve low 

income youth and families due to barriers such as Medicaid billing (Goldman et al., 

2001) and the experience of frequent stressful life events that may impede the 

implementation of EBTs (Chorpita et al., 2014). The finding that providers who received 

their degrees more recently use EBT strategies more frequently replicates previous 

findings that providers with less clinical experience use EBT strategies more often 

(Brookman-Frazee et al., 2010), and may be due to the historical context of EBTs. The 

evidence-based practice movement began in the 1990s, and therefore, providers who 

received their degrees more recently may have received more training in EBTs during 

their graduate training and may use EBT strategies more frequently. 

The range of predictors, from training to attitudes to current case mix, suggests 

several avenues for intervention. Recency of degree suggests that as new providers are 

trained and others retire, we may see greater implementation of EBTs within TAU. Of 

course, as treatment research progresses, we may see an ever-moving finish line such that 

providers are continually behind the state of the science. If so, it would suggest a need to 

improve the science behind continuing education for mental health providers. 

Specifically, training in EBTs may be one particular avenue for continued research, and 

the current findings suggest several provider- and organization-level elements that if 

included into EBT training may make these efforts more fruitful. First, providers have 

reported concerns about the generalizability of EBTs with community youth (Addis, 

Wade, & Hatgis, 1999) and have generally reported negative attitudes toward EBT 
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manuals (Addis & Krasnow, 2000). Given that attitudes toward innovation and evidence 

predict use of EBTs, developers of trainings should consider incorporating information 

about the evidence surrounding EBTs. Further, researchers and policymakers undertaking 

efforts to provide training for EBTs should also consider the packaging of treatment in 

training; information about how the use of EBT strategies and modular treatments may 

address the previously voiced concerns about EBT manuals may increase providers’ use 

of EBTs. Indeed, Borntrager et al. (2009) found that providers’ negative attitudes toward 

EBTs were directed toward the rigid lock-step packaging, not the evidence supporting the 

efficacy of EBTs. In addition, the small effect seen in the comparison between strategies 

common across EBTs for multiple problems and strategies unique to EBTs for a given 

problem suggests that one means by which to close the gap between research and practice 

may be to train providers to use problem-specific treatment components considered to be 

critical to treatment for a specified problem. In addition to training of individual 

providers, the current study’s finding that organizations’ value of quality care predicted 

EBT strategy use warrants further research on organizational interventions that may 

increase EBT implementation. Previous studies examined providers’ change in attitudes 

toward EBTs after training in a modular treatment (Borntrager et al., 2009), changes in 

organizational culture and climate post-intervention (Glisson et al., 2012), and the 

association between different cultures and climates with sustainment of innovative 

practices (Glisson et al., 2008). However, there remains a paucity of research examining 

the effectiveness of such interventions on actual use of EBTs in TAU settings, and future 

research is needed to develop and test organizational interventions that may facilitate the 

successful implementation of EBTs in everyday care. 
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Contrary to previous research, we found that coming from a psychology 

background, serving more racial/ethnic minority youth, and youth with more comorbid 

problems did not influence use of EBT strategies. While psychology as a discipline has 

historically placed more emphasis on research and research-based treatments than other 

disciplines, the widespread call for evidence-based practice across disciplines may 

explain this non-significant finding. Concerning case mix characteristics, the 

generalizability of efficacy research on ethnic/racial minority and multi-problem youth 

has been a concern for providers (Addis, Wade, & Hatgis, 1999). However, research 

suggests that racial/ethnic minority youth respond similarly to EBTs as do White youth 

(Miranda et al., 2005), and furthermore, there have also been efforts to adapt EBTs to 

address the unique needs of minority youth (e.g., Lau, 2006). Consequently, 

race/ethnicity may be a less potent determinant of EBT strategy use than was originally 

conceptualized. Finally, the finding that providers do not use EBT strategies less with 

multi-problem youth runs contrary to commonly cited concerns that EBTs are designed to 

address a single diagnosis or problem and therefore do not address the needs of youth 

with comorbid problems (Addis, Wade, & Hatgis, 1999; Nelson, Steele, & Mize, 2006). 

The nonsignificant relationship between comorbidity and EBT strategy use suggests that 

the concerns with EBT manuals’ inability to address comorbidity may not be as 

prominent an issue when providers implement discrete EBT strategies as opposed to 

complete EBT manuals. As such, the use of EBT strategies may be a better suited 

approach to EBT implementation in TAU where comorbid problems are frequent. Indeed, 

recent findings indicate that among community providers implementing a modular 

treatment manual, deviations from the prescribed protocol tended to be changes in the 
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sequencing of modules, not the content (Park et al., 2015). These findings warrant future 

research on the utility of a strategy-level approach to implementing EBTs in community 

mental health settings. 

We also examined predictor means across groups and found several differences 

between providers working in private practice and within organizations. While providers 

in both groups reported similar attitudes toward innovation, providers working in 

organizations used standardized assessment measures more frequently and served more 

low income youth. Both findings may reflect the fact that organizations tend to be better 

equipped than are private practitioners to better serve low income youth given their 

relatively greater resources. These findings also complement previous findings that 

providers working in private practice have less positive attitudes toward standardized 

assessment and use such measures less frequently (Jensen-Doss & Hawley, 2011). 

While these results support a prior hypotheses and replicate some extant findings 

within a large national sample, the current study has several limitations. As with survey 

studies generally, there may have been sampling bias. As mentioned previously, the 

providers surveyed in this study may have underrepresented racial/ethnic minority 

providers as well as master’s-level clinicians who make up the majority of mental health 

providers in the community but comprised somewhat less than half of the current sample. 

Further, providers who use EBTs in their practice may have responded to our survey at a 

higher rate than providers who do not. In addition, the sample for the current study was 

recruited based on membership in professional guilds. Members of professional guilds 

have access to research findings, training opportunities, and clinical tools that facilitate 

the implementation of EBTs that non-guild members may lack, and therefore, surveying 
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only providers who have these memberships may lead to an overestimate of the true 

national population’s use of EBT strategies. In addition, we measured individual 

providers’ perceptions about organizational characteristics as the survey did not sample 

multiple providers within any one specific organization. As such, we did not aggregate 

individual ratings of organizational resources or value of quality care, and our 

organizational variables stand only as individual provider perceptions of their 

organization’s characteristics. Also, in our measure of providers’ attitudes toward 

innovation and evidence, we included items that incorporated both evidence and 

innovation (e.g., I like to try new types of practices that are supported by research). While 

innovation is not necessarily evidence-based (Chalkidou et al., 2008; McCartney, 2016), 

previous measures of attitude toward evidence-based mental health care such as the 

Evidence-Based Practice Attitudes Scale (Aarons, 2004) and the Modified Practice 

Attitudes Scale (Chorpita et al., unpublished measure) have not differentiated evidence 

from innovation. Future research should develop and use measures of attitude that 

distinguish evidence from innovation to examine the associations between the two 

constructs and to determine whether attitudes toward innovation, attitudes toward 

scientific evidence, or both are predictive of EBT implementation. Finally, providers self-

reported their use of EBT strategies. Given the increased calls for the use of EBTs (e.g., 

NAMHC, 2001), social desirability bias may have led to providers over-reporting their 

use of EBT strategies. However, we aimed to limit the influence of social desirability bias 

by asking providers about their use of a wide range of treatment strategies, none of which 

were labeled as “evidence-based” thereby making it less likely that a provider would 

endorse a given strategy simply as the “right” answer. Despite these limitations, the 
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current study has several strengths. First, using a large national sample, we extended the 

findings to counselors, marriage and family therapists, psychiatrists and social workers 

who have historically not been represented in the literature despite their increasing 

presence and work in TAU settings. Second, rather than assessing providers’ use of EBT 

manuals or “evidence-based practice” more broadly, which may lead to under-reporting 

and over-reporting respectively, we assessed providers’ use of specific treatment 

strategies which may better reflect how EBTs are implemented in TAU. Third, using a 

multi-groups method, we examined differences in how the different predictors functioned 

across providers working in private practice and within organizations and found that, 

while there are differences in means, these factors function similarly across groups. 

This study suggests that in contrast to previous research suggesting infrequent use 

of EBTs, providers often implement EBT strategies when treating youth with anxiety, 

depression, and disruptive behavior problems. Furthermore, they report using EBT 

strategies more frequently than other strategies without strong empirical support, 

suggesting that efforts to integrate EBTs into TAU have had at least some success. 

However, the apparent preference for common EBTs over problem-specific strategies 

suggests that future implementation efforts might benefit from greater focus on 

necessary, key ingredients to optimize treatment effects. Greater focus on key ingredients 

and treatment mechanisms is needed within the base efficacy research as well (Kazdin, 

2007). More broadly, implementation research should aim to better understand the factors 

that drive accurate EBT implementation. As such, future research evaluating whether the 

factors that predict EBT use also predict selective use of EBT strategies and identifying 
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other predictors that influence whether providers implement EBTs as intended may 

facilitate the closing of the gap between research and everyday practice.
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Table 1   

Summary of Provider Use of Individual Treatment Strategies   

Treatment Strategy Type % Rated 4 or 
5a 

I established a positive working relation with the child or parent(s). Common EBT 99.18% 
I educated the child or parent(s) about the child’s problem or disorder, its 
causes, and its symptoms. Common EBT 93.50% 

I listened reflectively and non-judgmentally to the child. Other strategy 92.12% 
I encouraged the child to talk about their feelings. Other strategy 90.38% 
I explained how thoughts can influence feelings and behavior. Common EBT 87.09% 
I helped the child to develop coping plans ahead of time for potentially stressful 
situations/events. 

Specific EBT 
(Anxiety) 87.09% 

I validated the child or parent by listening and restating or paraphrasing what 
they say. Other strategy 86.36% 

I helped the child recognize their own strengths. Other strategy 86.17% 
I discussed and consensused the specific goals of treatment with the child or 
parent(s) Common EBT 84.07% 

I taught the child to identify and label feelings (e.g., affect education). Common EBT 81.23% 
I taught the child problem solving skills (e.g., generating solutions, evaluating 
each one, considering consequences, self-rewarding). Common EBT 80.13% 

I praised or rewarded the child for appropriate behavior. Common EBT 79.95% 
I reinforced or rewarded the child for practicing new skills learned in treatment. Common EBT 79.58% 
I asked the parent(s) to reinforce the child for using the new behaviors/skills 
learned in treatment. Common EBT 79.30% 

I educated parent(s) about normal child development and age-appropriate 
expectations. Other strategy 78.02% 

I trained the child to use positive, coping self-talk to help them through 
situations provoking fear, sadness, or anger. Common EBT 77.56% 

I helped the child to reframe how they think about events to focus more on the 
positive than the negative. 

Specific EBT 
(Depression) 75.64% 

I helped the child to identify and challenge their unrealistic thinking.  Common EBT 75.37% 
I described the rationale for how and why the treatment works. Common EBT 75.18% 
I taught the child more appropriate, assertive ways of communicating with 
others to replace aggressive or passive behavior. Specific EBT 

(Depression) 75.09% 

I worked to improve the parent-child relationship (e.g., positive play, affection, 
avoiding criticism, listening, reflecting feelings). Specific EBT 

(Behavior) 73.35% 

I used the experience of the therapeutic relationship to understand child’s 
interpersonal styles. Other strategy 71.15% 

I followed a specific treatment plan that I developed or selected based on the 
presenting problems. Common EBT 70.42% 

I worked with family members to improve communication patterns. Specific EBT 
(Behavior) 69.96% 

I promoted the use of a positive social support network (e.g., build closer 
relationships, talk to a friend when upset). Specific EBT 

(Depression) 69.87% 

I observed family interactions and highlighted communication. Other strategy 69.32% 
I taught the parent(s) problem solving skills (e.g. generating solutions, 
evaluating each, considering consequences, self-rewarding). Other strategy 65.66% 
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I trained the child to stop, think, and plan before they act. Common EBT 64.84% 
I facilitated the child’s consideration of pros and cons for continuing their 
behavior. Other strategy 64.84% 

I helped the parent(s) to learn to reward their child’s appropriate behavior (e.g., 
strategic attention, labeled praise, rewards, shaping). Common EBT 64.74% 

I modeled, or demonstrated, new skills/behaviors. Common EBT 64.29% 
I helped plan ahead for setbacks and how to handle them. Common EBT 64.19% 
I coached the child in social skills to improve peer interactions. Specific EBT 

(Depression) 63.00% 

I normalized the child’s experiences by noting how other children have similar 
experiences. Other strategy 62.73% 

I taught the parent(s) to use effective discipline to decrease their child’s 
inappropriate or rule-breaking behavior (e.g., selective ignoring, natural or 
logical consequences). 

Specific EBT 
(Behavior) 61.90% 

I worked with family members to change family interaction patterns. Specific EBT 
(Behavior) 61.81% 

I helped the parent(s) learn to issue appropriate commands and set limits. Specific EBT 
(Behavior) 61.63% 

I had the child or parent(s) practice new skills in session. Common EBT 61.36% 
I encouraged the child to evaluate their own behavior and reward themselves for 
improvement and effort. Common EBT 61.08% 

I helped the child gain insight into personal feelings, motives, or conflicts. Other strategy 60.71% 
I worked with the child to increase the frequency of pleasant or fun activities. Specific EBT 

(Depression) 60.35% 

I trained the child to more realistically interpret others’ actions (e.g., not 
automatically see actions as threatening or negative). Common EBT 58.33% 

I taught the child how to use distraction to stop rumination (i.e., do something 
else to stop thinking about the same thing over and over). Specific EBT 

(Depression) 56.04% 

I helped family members to define developmentally appropriate family roles. Other strategy 55.95% 
I discussed past experiences and how they relate to current thoughts, feelings, or 
behavior styles. Other strategy 55.49% 

I helped improve the child’s perspective-taking abilities through practice and 
instruction. Common EBT 54.30% 

I encouraged the child to develop a new skill or hobby. Specific EBT 
(Depression) 54.21% 

I worked with the child to identify and gradually confront situations s/he is 
afraid of (i.e., exposure hierarchy, desensitization). Specific EBT 

(Anxiety) 52.66% 

I helped the parents decrease child’s undesirable behavior by ignoring it and 
removing any unintended reward for that behavior. Specific EBT 

(Behavior) 52.56% 

I taught the parent(s) to increase monitoring and supervision of child’s behavior. Specific EBT 
(Behavior) 48.99% 

I had family members share their version of their family strengths and 
problems. Other strategy 48.90% 

I tried to understand the child’s unconscious drives, feelings, or conflicts. Other strategy 48.81% 
I assigned and reviewed homework or out-of-session practice of new skills. Common EBT 48.81% 
I assisted the parent(s) with improving their anger management skills (e.g., 
perspective-taking, calming self-statements, relaxation). Specific EBT 

(Behavior) 47.62% 

I encouraged the child to journal his or her thoughts and feelings. Other strategy 47.16% 
I role-played alternate coping strategies to specific problem situations. Common EBT 46.79% 
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I interpreted the needs, thoughts, or feelings expressed in the child’s play, art, or 
behavior. Other strategy 46.25% 

I trained and practiced relaxation skills (e.g., deep muscle relaxation, controlled 
breathing). Common EBT 45.15% 

I shifted the focus from the individual child to the family system. Other strategy 44.96% 
I interpreted the child’s behavior in the session, including their relationship with 
me. Other strategy 44.78% 

I facilitated the child’s expression of feelings and conflicts through play or art. Other strategy 43.13% 
I provided case management and advocacy for the child and family (e.g. 
connect them with other needed services). Other strategy 41.67% 

I interpreted the underlying meaning of the child’s words or actions. Other strategy 40.48% 
I encouraged and supported the child to talk about past traumas. Other strategy 40.02% 
I practiced mindfulness with the child. Common EBT 39.65% 
I helped get the child involved in supervised, prosocial activities (e.g., after-
school program, scouts, sports team). Specific EBT 

(Depression) 39.10% 

I worked with other agencies to develop a plan for the child (e.g. school, 
juvenile justice). Other strategy 37.00% 

I taught the parent(s) how to administer time-out. Specific EBT 
(Behavior) 35.90% 

I made a contract for the child’s behavior. Other strategy 31.04% 
I related the child’s play or their drawing to themes in their own life. Other strategy 30.86% 
I had the child practice presenting themselves in a confident, upbeat manner to 
peers or adults. 

Specific EBT 
(Depression) 30.04% 

I encouraged the recall of early memories. Other strategy 17.03% 
I self-disclosed aspects of my own life. Other strategy 16.30% 
I coached the child in daily living skills (e.g. how to take a city bus, balancing 
checkbook, etc.). Other strategy 13.28% 

Note. aThe frequencies reported indicate the percentage of providers who reported using the given strategy "often" 
or "always or almost always." 
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Table 2 
Summary of Participant Characteristics 

Demographic Characteristics  
% (N) Female 62.64 (684) 

M (SD) Age 52.58 (9.81) 

Ethnicity % (N)a  
     White/Caucasian (non-Hispanic) 92.22 (1,007) 

     Hispanic/Latino(a) 2.93 (32) 

     Black/African American 2.01 (22) 

     Asian/Pacific Islander 1.92 (21) 

     Native American 0.64 (7) 

     Other 0.91 (10) 

Professional Characteristics % (N)  
Highest Degree Completed  
     Master's 46.43 (507) 

     Doctoral 53.57 (585) 

Time (Years) Since Highest Degree (SD) 20.19 (10.16) 

Professional Disciplinea  
     Psychology 33.15 (362) 

     Counseling 24.27 (265) 

     Marriage and Family Therapy 22.16 (242) 

     Social Work 21.98 (240) 

     Psychiatry 16.12 (176) 

     Other 3.85 (42) 

Theoretical Orientation  
     Learning Theory (i.e., Cognitive-behavioral, behavioral, cognitive) 39.93 (436) 

     Other (e.g., solution-focused, play therapy) 36.81 (402) 

Practice Characteristics  
Practice Settinga % (N)  
     Solely in Private Practice 51.74 (565) 

     Outpatient Clinic 18.86 (206) 

     Higher Education Setting 9.25 (101) 

     Elementary, Middle, or High School 9.07 (99) 

     Inpatient Hospital or Medical Clinic 5.40 (59) 

     Residential Facility or Group Home 4.49 (49) 

     Day Treatment Facility 1.83 (20) 

     Managed Other Care Organization 1.56 (17) 

     Other 13.92 (152) 

M (SD) Active caseload  39.71 (82.94) 
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Race/Ethnicity for M (SD) % of Caseload 

     Caucasian 68.71 (26.91) 

     African American 14.77 (19.19) 

     Hispanic/Latino(a) 10.96 (15.67) 

     Asian/Pacific Islander 2.75 (6.09) 

     Native American 1.91 (8.28) 

     Other 0.77 (5.47) 

Family Income for M (SD) % of Caseload  

     Low Income 34.05 (32.07) 

     Middle Income 46.49 (26.65) 

     High Income 19.31 (21.32) 

Comorbid Problems (SD) 2.02 (1.29) 

Note. aPercentages do not add up to 100 because providers could choose more than one answer choice. 
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Table 3           

Model Comparisons           

Description X2 df p BIC RMSEA 90%CI CFI TLI X2
diff Δ CFI 

Different means 629.84 298 0 57,978.705 .045 [.040, .050] .910 .906   

Equal means 957.83 304 0 58,264.773 .063 [.059, .068] .821 .818 327.99* .08 

PATIE mean equal 632.55 299 0 57,974.427 .045 [.040, .050] .909 .906 2.71 .001 

SMU mean equal 643.61 299 0 57,985.494 .046 [.041, .051] .906 .902 13.78* .004 
Time Since Degree 
mean equal 646.87 299 0 57,988.756 .046 [.041, .051] .905 .901 17.04* .005 

Low Income mean equal 941.71 299 0 58,283.592 .063 [.058, .068] .824 .818 311.88* .086 
Ongoing Assessment 
mean equal 631.14 299 0 57,973.020 .045 [.040, .050] .909 .906 1.30 .001 
Theoretical Orientation 
mean equal 638.40 299 0 58,207.282 .046 [.041, .051] .908 .905 2.27 .001 
PATIE, Ongoing 
Assessment, Theoretical 
Orientation equal 635.85 301 0 57,963.754 .045 [.040, .050] .908 .906 6.01 .002 
Note. Nonsignificant p-values for the X2

diff test and ΔCFI less than .01 indicate that fit is not significantly worsened in the 
more restricted model.  
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Table 4       

Regression Coefficients for Latent and Manifest Predictors of EBT Strategy Use     

 Unstandardized Standardized 
  Organization Private Practice 
Variable β p β p β p 

OVQC 0.12 .001 0.21 .001 0.21 .001 

OTR -0.08 .014 -0.14 .013 -0.14 .015 

PATIE 0.11 <.001 0.19 <.001 0.20 <.001 

SMU 0.14 <.001 0.23 <.001 0.23 <.001 

Time Since Degree -0.01 .002 -0.10 .002 -0.10 .002 

Low Income -0.002 .001 -0.11 .001 -0.08 .001 

Ongoing Assessment 0.13 <.001 0.20 <.001 0.19 <.001 

Learning Theory Orientation 0.14 <.001 0.12 <.001 0.12 <.001 
Note. Because variances for the predictor variables were not constrained to equality across the two groups, both 
unstandardized and standardized regression coefficients are reported. Due to differences in variance, the 
standardized regression coefficients for the organization and private practice groups differ. 
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Table 5      

Standardized Factor Loadings for Latent Variables     

Item 
Standardized Factor Loadings 

OVQC OTR PATIE SMU 

1. My workplace strives to improve the well being of each child. 0.77    

2. My agency really values attempts to improve care for children and families. 0.75    

3. My agency has high standards and expectations for the treatment children 
and families should receive. 0.75    

4. My agency expects me to be effective in serving children. 0.64    

5. We are encouraged to evaluate our work by how much we benefit children 
and their families. 0.53    

6. My agency expects me to be responsive to the needs of each child. 0.51    

7. My agency supports ongoing clinical training and education.  0.85   

8. There are supports in my agency for training in new practices.  0.82   

9. My agency provides numerous in-house opportunities for training (e.g., 
workshops, seminars, peer consultation or review).  0.56   
10. My agency pays for my fees or tuition to attend outside workshops, 
trainings or seminars.  0.50   

11. I am willing to try new practice strategies even if they are very different 
from what I normally do.   0.68  

12. I like to try new types of practices that have been supported by research.   0.65  

13. I enjoy learning new practices to help children and their families.   0.51  

14. How often do you use formal, standardized observational coding systems of 
child/family functioning?    0.66 
15. How often do you use structured or standardized diagnostic interview for 
child diagnosis?    0.65 

16. How often do you use formal mental status exam of child?    0.65 
17. How often do you use formal clinician ratings of child/family symptoms or 
functioning?    0.54 
18. How often do you use standardized checklists for child/family symptoms or 
functioning?       0.40 
Note. OVQC = Organizational Value of Quality Care; OTR = Organizational Training Resources; PATIE = Provider 
Attitudes Toward Innovation and Evidence; SMU = Standardized Measure Use. Errors are correlated for items 5 and 
2, 8 and 7, and 8 and 9. 
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Table 6          

Summary of Intercorrelations and Means for Latent and Manifest Predictor Variables       

 Variable 1 2 3 4 5 6 7 8 Means 

OVQC (1) 1.00 .57*** .32*** .01 .02 .04 .12* .002 .00 

OTR (2) .57*** 1.00 .18** .09 .11* -.11 .04 .06 .00 

PATIE (3) .32*** .18** 1.00 .24*** -.07 .06 .10* .13** -.12 

SMU (4) .01 .09 .24*** 1.00 .04 .14** .15*** .13** -.27 
Time Since 
Degree (5) .02 .11* -.06 .03 1.00 -.17*** .001 -.02 2.19 
Low Income 
(6) .03 -.08 .04 .10** -.11*** 1.00 .06 -.09* .79 
Ongoing 
Assessment 
(7) .11* .04 .09* .15*** .001 .04 1.00 -.06 5.04 
Theoretical 
Orientation (8) .002 .05 .13** .13** -.02 -.07* -.06 1 .99 

Means .00 .00 .00 .00 1.80 1.61 4.72 1.09  
Note. Intercorrelations for the organization group are presented below the diagonal and for the private practice group above the 
diagonal. * indicates p<.05. ** indicates p<.01. *** indicates p<.001. 
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National Mental Health Provider Survey 
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Influence Diagnostics 

Organization Group: Influence Diagnostics 
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Organization Group: Factor Score Scatterplots 
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Organization Group: Factor Score Histograms 
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Private Practice Group: Influence Diagnostics 
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Private Practice Group: Factor Score Scatterplot 
 

 
Private Practice Group: Factor Score Histograms 
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Loess Regression for Manifest Variables 
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