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A Therapist Survey of Evidence-Based Practices in Publicly Funded Youth Mental 

Health 

Siena K. Tugendrajch 

Dr. Kristin M. Hawley, Thesis Supervisor 

ABSTRACT 

Publicly funded services, such as Medicaid, account for close to half of all youth 

mental health (MH) services in the U.S. (Buck, 2003; Mark et al., 2007; Pires, 2013). 

Outcome studies of treatment as usual (TAU), particularly within publicly funded youth 

MH service systems, have demonstrated variable effects, with average effect sizes close 

to zero (Bickman et al., 2000; Garland, Bickman & Chorpita, 2010; Zima et al., 2005; 

Weisz et al., 2017). This contrasts with the medium to large average effect sizes in 

controlled clinical trials for evidence-based treatments (EBTs) for youth MH problems 

(Weisz, Jensen-Doss & Hawley, 2006). One potential reason for this discrepancy may be 

that therapists within TAU contexts are not implementing EBTs. To date, few studies 

have examined use of specific treatment strategies, whether evidence-based or not, in 

these settings. In a statewide survey of therapists providing youth MH care funded by 

Medicaid and the State Child Health Insurance Program (S-CHIP), 780 therapists 

reported on their use of treatment strategies with a recent, representative youth case 

presenting with primary anxiety, depression, or conduct problems. Therapists reported 

using a wide range of treatment strategies, but showed a preference for implementing 

transdiagnostic EBT strategies over both (a) EBT strategies specific to a particular patient 

presentation (e.g., exposure for anxiety) and (b) strategies without a strong evidence base 

(e.g., pleasant activity scheduling for conduct problems). We examined multiple therapist 
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(e.g., theoretical orientation, treatment manual use, discipline), organizational setting, and 

client level (e.g., age) predictors of EBT use. Provider treatment manual use, perceived 

efficacy in treatment, learning theory orientation, private practice setting, younger client 

age, and longer time since degree completion predicted more frequent implementation of 

EBT strategies. We discuss how such features may be targeted in future training and 

implementation efforts in order to increase EBT use within publicly funded youth MH 

service contexts.   

 

Keywords: Evidence-based practices, youth mental health, treatment as usual 
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Introduction 

Prevalence of youth mental health (MH) problems is high with approximately 15 

million of the 72 million U.S. youth (or around 20%) experiencing a significant MH 

concern in a given year (Brauner & Stephens, 2006; Kazak et al., 2010). Rates may be 

even higher for the 32 million low-income youth enrolled in public sectors of healthcare, 

including schools, juvenile justice, alcohol and drug services, and child welfare (Bronsard 

et al., 2016; Brown et al., 2012; Garland et al., 2001). Medicaid is the single largest 

funder of MH services (Buck, 2003; Howell & Teich, 2008; Mark et al., 2007) and, 

although less than 10% of youth enrolled in Medicaid receive behavioral (or MH) 

intervention, costs for these services make up nearly 40% of annual Medicaid spending 

for youth (Pires, 2013). Youth with MH problems place huge economic burden on these 

public systems as this population may access services at disproportionately higher rates 

(Kuo et al., 2015) with even higher costs for youth with more than one diagnosis 

(Costello et al. 2007).  

Despite the high utilization of services by those who access MH care, some 

research suggests that MH services for youth within the public system may be of low 

quality and fail to adequately address youth MH needs. Studies of youth who receive 

publicly funded MH services have demonstrated poor outcomes, whether administered 

through standard MH services (Zima et al., 2005; Garland et al., 2001) or through a 

coordinated system of care (Bickman et al., 1996; 1999; 2000), with average effects near 

zero. One reason for these poor outcomes may be the failure of MH providers to 

implement scientifically-supported strategies in these service systems (e.g., Weisz, Han, 

& Valeri, 1997).  



 

 

 2 

Over the past several decades, numerous reviews, syntheses, and meta-analyses 

have identified specific MH interventions with consistent positive outcomes for youths 

with the most common MH concerns: depression, anxiety, and conduct disorders (Eyberg 

et al., 2008; Brestan & Eyberg, 1998; Lonigan, Elbert, & Johnson, 1998; Silverman & 

Hinshaw, 2008). These research-supported MH interventions are commonly referred to as 

evidence-based treatments (EBTs). Although children in typical MH care settings may 

differ from children usually recruited for research trials (e.g., more diagnoses, lower 

income, more life stressors, more ethnically diverse; Ehrenreich-May et al., 2011; 

Southam-Gerow et al., 2008; Weisz et al., 1995), many of these EBTs have demonstrated 

success with clinically-referred youths, in genuine clinical settings, and have 

outperformed the usual treatment services provided (Chorpita et al., 2017; Weisz et al., 

2009). Furthermore, in two meta-analyses of randomized clinical trials comparing EBTs 

with treatment as usual (TAU), Weisz and colleagues (2006; 2013) found that EBTs 

consistently and significantly outperformed usual treatment services across various 

presenting problems and TAU settings.  

Further suggesting that TAU providers are not routinely providing EBTs, several 

surveys have found that clinicians rarely implement EBT manuals in TAU services 

(Becker et al., 2013; Karatekin, 2014; Sheehan, Walrath & Holden, 2007; Walrath et al., 

2006). Although the majority of clinical trials evidence relied on full EBT manuals, some 

growing evidence suggests that patients may receive benefit over and above TAU 

services when therapists simply integrate EBT strategies into their usual care, even 

without using the full treatment manual (e.g., Garland, Bickman, & Chorpita, 2010; 

Garland et al., 2014; Weisz & Gray, 2008). For example, Garland and colleagues (2012; 
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2014) examined TAU for disruptive youth in community MH and found that using more 

EBT strategies in practice improved both attendance and outcomes. Farmer et al. (2010) 

similarly found that efforts to integrate EBT strategies into services typically delivered to 

youth in foster care resulted in better outcomes for this population. EBTs may also 

achieve effects more cheaply and quickly than TAU (Weisz et al., 2009), and parents 

may perceive treatment as more effective when it includes EBT strategies (Haine-

Schlagel et al., 2014). However, it is largely unclear whether and to what extent EBT 

strategies are being implemented within publicly funded TAU MH services. 

Multi-contextual Model of MH Services 

A multitude of personal and contextual factors likely influence providers’ use of 

EBTs, including characteristics related to the service delivery system, the organization or 

agency, the clinician, and the individual client. Multi-contextual models reflect the 

dynamic relationships among these factors, and between these factors and EBT use 

(Bernfeld, Blasé, & Fixsen, 1990; Hohmann, 1999; Schoenwald & Hoagwood, 2001). 

The conceptual model guiding the current study includes several provider, client, and 

organizational factors that may help explain EBT use. The factors measured in the current 

study alongside others that, while not examined in the current study, may also help 

explain EBT use within usual clinical services are all described in more detail below.  

At the broadest level, the MH service delivery system influences therapy practice 

through a range of rules and regulations, including who can receive services, the cost of 

services, and what services are available to low-income clients. There are several features 

of publicly funded MH systems in particular that may act as barriers to widespread 

implementation of EBTs. For example, agencies relying largely on public funding of their 
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MH services often have high productivity requirements, large caseloads, limited 

supervision, little support for EBT implementation, and high staff turnover (Accurso et 

al., 2011; Dorsey et al., 2017; Ellett et al., 2007; Gioia & Dziadosz, 2008; Kerns et al., 

2014; Nadeem et al., 2013; Smith & Donovan, 2003). These circumstances may push 

providers to prioritize billing and productivity over client care or service quality. These 

high demands may also limit providers from pursuing additional training and continuing 

education in EBTs. In some situations, Medicaid payment for EBT services can be 

difficult and time consuming to obtain, adding to pressure on providers to take on 

additional cases and also leaving organizations unable to support the high time and 

financial costs of EBT implementation (Douglas-Hall et al, 2008; Stewart et al., 2016). 

Agencies and providers are typically only able to provide services for which they can get 

reimbursed and, at times, this regulation can act as a barrier to the provision of evidence-

based care. For example, a common funding requirement that the client be present in a 

session for a provider to be reimbursed could push for individual child-focused therapy 

instead of evidence-based behavioral parent training for a young child showing 

significant conduct problems. Similarly, reimbursement requirements may hinder EBT 

delivery if the EBT requires a longer session than is allowed for reimbursement (e.g., 

community MH parenting intervention; Asgary-Eden & Lee, 2011) or the EBT requires 

travel to off-site locations that is not reimbursable (e.g., in vivo exposures for anxiety; 

Harned et al., 2013).  

  The MH system can also facilitate implementation of EBTs by providing free 

training, ensuring reimbursement regulations fit with EBTs, or even mandating delivery 

of EBTs. For example, Hawaii and Texas legislators sought to enhance EBT use through 
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provision of free EBT trainings for providers alongside requirements that providers 

implement an EBT as the initial intervention provided to youth (e.g., Jensen-Doss, et al., 

2009). Further, the nationwide Affordable Care Act (2010) aimed to reimburse underused 

EBTs, in certain cases by providing a higher reimbursement rate for these services, and to 

directly address barriers to effective EBT implementation (Mechanic, 2012).  In these 

ways, the system may try to promote therapist implementation of EBTs with rules and 

regulations that shape how services can be provided.  

Characteristics of the specific organization or agency may also facilitate or 

impede implementation of EBTs. For example, positive administration-level attitudes 

towards EBT (e.g., the sense that the EBT is in line with the organization’s mission) have 

been positively related to adoption of these practices for youth MH providers (Aarons & 

Palinkas, 2007; Zazzali et al., 2008). Additional components of positive organizational 

climate (e.g., openness to change, staff cohesion, and open communication) may also 

promote EBT implementation (e.g., Beidas et al., 2014). Directing financial resources to 

support EBT training or implementation has also been positively related to adoption of 

these practices for community MH providers (Bonham et al., 2014; Williams et al., 

2017). At the same time, agencies with higher caseload requirements and limited access 

to EBT resources like ongoing supervision or consultation may struggle to implement 

EBT (Gioia & Dziadosz, 2008). Interestingly, in a study of 170 MH providers across 16 

states, Aarons, Sommerfeld, and Walrath-Greene (2009) found some evidence to suggest 

providers in private for-profit and non-profit agencies reported more organizational 

support for EBT use than providers in public MH organizations. Further, urban agencies 
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also have reported using more EBT than rural agencies (Dotson et al., 2014), perhaps due 

to increased access to EBT training and consultation.  

Of course, all system-level and organization-level efforts ultimately depend upon 

the provider to actually implement the practice in session. Even when payors have 

mandated use of specific EBTs, prior surveys of EBT use have indicated that providers 

may still not consistently implement these treatments. For example, following a mandate 

for all providers to implement specific manualized EBTs as the first-line intervention in 

Texas, 14.2% of providers still reported using the mandated EBTs with less than half of 

their clients (Jensen-Doss et al, 2009). This reluctance may stem, at least in part, from 

clinical inertia. In medical settings, clinical inertia refers to providers’ unwillingness to 

intensify therapeutic services when a problem has been diagnosed as (e.g., hypertension, 

diabetes; Phillips et al., 2001). A number of factors contribute to clinical inertia, 

including a provider’s reluctance or difficulty associated with change if they are 

unfamiliar with a certain EBT, sufficient knowledge of EBT, agreement with the 

applicability of EBT, ability to use EBT within their organizational setting, and clinical 

uncertainty about what strategies to use in a given context (Aujoulat et al., 2014).  

Another factor may be negative attitudes toward manuals (e.g., Addis, Wade & 

Hatgis, 1999; Stirman et al., 2013). Common concerns expressed about manualized 

protocols are that they are too rigid, they harm the therapist-client alliance, and they do 

not address unique needs of youths typically seen in TAU settings (e.g., Addis, Wade, & 

Hatgis, 1999; Dimeo, Moore, & Lichtenstein, 2012; Proctor et al., 2007). Unlike 

traditional psychotherapy, most EBTs are spelled out in manuals and several surveys of 

administrators and front-line providers indicate providers dislike manuals and are 
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reluctant to follow a manualized protocol for client care (e.g., Addis, Wade & Hatgis, 

1999; Becker et al., 2013; Karatekin, 2014; Sheehan, Walrath & Holden, 2007; Stirman 

et al., 2013; Walrath et al., 2006). Even when providers are told that EBTs will not 

decrease the alliance and may actually improve outcomes for clients, providers may still 

be skeptical that EBT manuals will work outside of controlled research settings (Nelson, 

Mize, & Steele, 2006). In a study of 616 providers from 28 organizations affiliated with 

the Comprehensive Community Mental Health Services for Children and their Families 

Program, Walrath and colleagues (2006) found that very few providers reported 

implementing an EBT manual with their youth clients (0-5% depending on the specific 

manual).  

Another reason for failure to implement EBTs may be providers’ perception that 

TAU strategies are as effective as EBTs (Brookman-Frazee et al. 2009; Dimeo, Moore, & 

Lichtenstein, 2012). Indeed, there is some evidence that MH providers struggle to 

identify which treatment strategies have research support for common youth referral 

problems (Allen et al., 2011; Izmirian et al., 2016). Perhaps not surprisingly, accurate 

knowledge of the evidence base regarding the effectiveness and feasibility of EBTs has 

been positively associated with provider attitudes and EBT use (Nakamura et al., 2011; 

Stephan et al., 2012). For example, providers of trauma therapy who reported more 

continuing education (CE) also reported using more trauma-focused CBT (an EBT for 

child trauma), than those with fewer CE hours (Czincz & Romano, 2013). Similarly, 

providers with more knowledge and better attitudes toward EBT may deliver them with 

higher intensity and greater fidelity (Durlak & Dupre, 2008; McMeel, Leathers, and 

Strand, 2017; Shapiro, Prinz, & Sanders, 2012). Interestingly, less clinical experience has 
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been associated with higher endorsement and use of EBT (Brookman et al., 2010), 

possibly because these providers have recently been trained in programs that encouraged 

EBT, unlike providers who completed their initial training years before the EBT 

emphasis.  

Of course, some of the most impactful knowledge and attitude-change may come 

only after personal experience with the practices. A qualitative study of 14 MH 

practitioners found that providers viewed EBT more positively after observing client 

progress resulting from EBT (Gioia & Dziadosz, 2008). This same study found that 

providers reported increased confidence in their ability to implement the EBT and 

achieve positive outcomes only after using the EBT (Gioia & Dziadosz, 2008). In a 

similar vein, Aarons & Palinkas (2007) found that child welfare providers were more 

positive about implementing an EBT when they perceived that EBT as fitting well with 

their existing practice approach. Jensen-Doss & Hawley (2011) found that psychologists, 

the discipline with arguably the most extensive focus on assessment in their training, 

were also the providers most likely to value evidence-based, standardized assessment. 

Finally, most of the current youth EBTs are based in learning theory and at least two 

studies have found providers who endorse a learning theory orientation (e.g., behavioral 

or cognitive) may more readily adopt EBTs (Brookman-Frazee et al., 2010; Higa-

McMillan et al., 2015).  

 Individual client factors have also been associated with use of EBT, including 

age, gender, co-occurring problems, and socioeconomic status. In a sample of community 

MH providers treating conduct problems in San Diego, Brookman-Frazee and colleagues 

(2010) found greater use of EBT strategies with older versus younger youth. Higa-
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McMillan and colleagues (2015) found the opposite in a Hawaii sample following an 

EBT initiative: greater use of EBT strategies with younger than older youth. Brookman-

Frazee and colleagues (2010) also found that providers used more EBT strategies with 

youth whose families had higher incomes and higher caregiver education. During an EBT 

implementation initiative within Philadelphia’s public MH system, Wolk and colleagues 

(2016) found greater use of EBT for youth with a primary externalizing versus 

internalizing disorder. Regarding youth diagnosis, providers may be more likely to use 

EBT for youth’s primary problem than for any co-occurring diagnoses (Park, 2016). In a 

small sample of 19 youth MH providers, Nelson, Steele, & Mize (2006) found that 

providers expressed frustration in trying to use specific EBT protocols with youth who 

presented with multiple diagnoses. However, Orimoto and colleagues (2012; 2014) found 

that providers were actually more likely to implement EBT with more severely impaired 

youths than youths with lower severity. Given that children in community clinics may be 

more ethnically diverse and have lower incomes than youth in controlled research 

settings (e.g., Ehrenreich-May et al., 2011), it is also important to consider whether these 

factors affect provider use of EBT with youth as newer research has emphasized cultural 

adaptation of existing EBTs (Lau, 2006).  

These findings suggest a multi-contextual model may help guide evaluation of 

EBT implementation in TAU (see Figure 1). Multiple system, organization, provider, and 

client-level characteristics have informed the current evaluation of provider EBT use. In 

the current study we were able to measure the following provider variables: provider 

learning theory orientation, confidence in treatment efficacy, use of treatment manuals, 

professional discipline, time since degree completion, influence of continuing education, 
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influence of manuals, willingness to join a practice-based research network; 

organizational variables: organizational setting (public or private), rural or urban 

location; client variables: client primary presenting problem, client age, client number of 

secondary diagnoses, and variables related to caseload diversity (see Figure 2). Although 

ability to bill for EBT, organizational culture and climate, provider knowledge of EBT, 

provider attitudes towards EBT, first-hand experience using EBT, and provider 

perception of EBT fit with current practice also inform the model, these variables were 

beyond the scope of the current project.  

Measurement of EBT Implementation 

Despite interest in, and concern about, the outcomes of TAU and the use of EBT 

within TAU, only a handful of studies have actually examined treatment practices within 

TAU settings. Deciding how to measure the EBT use is a challenging task (Garland et al., 

2010b). Several surveys of providers and administrators about have simply asked 

reporters whether, and to what extent, they employ ‘Empirically Supported” or 

“Evidence-Based” practices (e.g., Aarons & Palinkas, 2007; Berke et al., 2011; Bonham 

et al., 2004; Borntrager et al., 2009; Gioia & Dziadosz, 2008; Nelson & Steele, 2007; 

Stroobants et al., 2016). These surveys have generally found high rates of EBT 

implementation, which may be an over-representation of EBT used in practice. With the 

widespread focus on evidence-based practice and the push for implementation of EBT 

across healthcare (e.g., Bruns et al., 2008; Chambers, Ringeisen, & Hickman, 2005), 

asking providers in this way may lead to socially desirable over-reporting of EBT 

implementation as providers know the “correct” answer. Given the varying definitions of 

EBT (e.g., Chambless & Hollon, 1998; Sackett et al., 1999), it is also not entirely clear 
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whether those administering and those responding to the survey have the same definition 

of EBT in mind (Allen et al., 2011; Izmirian et al., 2016).  

Another widely used approach is to ask providers and administrators to report 

whether they use specific, brand-name EBT manuals (e.g., Aarons, Sommerfeld, & 

Walrath-Greene, 2009; Addis, Wade & Hatgis, 1999; Asgary-Eden & Lee, 2011; Becker 

et al., 2013; Dimeo, Moore, & Lichtenstein, 2012; Jensen-Doss et al., 2009; Reding et al., 

2013). Given provider concerns with manuals and reticence to implement lockstep, 

session-by-session manuals, this may result in an under-estimate of the true rate at which 

providers implement EBT strategies. In addition, given that there are often several 

different brand-name versions of EBT manuals by different authors, that share similar 

treatment content, a focus on just one of these manuals may underestimate 

implementation of that EBT (e.g., Coping Cat, The CAT Project, FRIENDS, Coping 

Koala, Coping Bear, all represent a very similar cognitive-behavioral approach to youth 

anxiety with graduate exposure to feared or avoided situations). Unlike surveys of 

“Empirically-Supported” or “Evidence-Based” practices, providers responding to surveys 

about specific manuals have found low rates of EBT implementation.  

Looking at how providers endorse specific EBT strategies, rather than “Evidence-

Based” practices or specific, name-brand manuals, may help us better understand the 

treatment provided in TAU. As noted above, providers may use EBT strategies without 

using the specific manual (Park et al., 2015; Garland et al., 2014). Indeed, coinciding 

with the evidence-based practice movement has been increasing recognition of the need 

to implement EBTs flexibly with real-world clinical populations (e.g., Garland et al., 

2013; Kendall & Beidas, 2007), with some evidence suggesting that implementing core 
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components of EBT manuals may also improve outcomes (e.g., Garland et al., 2012; 

2014; Farmer et al. 2010).  

However, to our knowledge, only three research groups have examined EBT 

implementation at the treatment strategy level. First, in a landmark study of TAU, 

Garland and colleagues (2010a) examined treatment practices of 96 providers treating 

children ages 4 to 13 and their parents for conduct problems. They found that providers 

delivered multiple EBT strategies for conduct problems alongside other strategies, with 

most at low frequencies. They also found that providers delivered certain EBT strategies 

(e.g., psychoeducation) much more than others (e.g., parental limit setting). Second, in a 

study of 278 providers in the Hawaii public MH system following a mandate to provide 

EBT, Orimoto and colleagues (2012) used the Monthly Treatment and Progress Summary 

(MTPS) to examine EBT strategies used with youth presenting with conduct problems, 

mood disorders, anxiety, substance use disorders, and adjustment disorders. While they 

found that certain provider and client characteristics influenced EBT use, their survey 

only included practices derived from the evidence base. In order to build a more 

comprehensive picture of the practices delivered in usual care, an updated version of the 

MTPS administered in Hawaii asked providers to also report on their use of practices 

with minimal empirical support (Higa-McMillan et al., 2015). Similar to Garland et al. 

(2010a), Higa-McMillan and colleagues (2015) found that providers implemented a wide 

range of EBT strategies alongside those without a strong evidence base for youth anxiety, 

depression, conduct, and trauma. Furthermore, in a later study of 616 therapists, Higa-

McMillan and colleagues (2016) noted that some key problem-specific evidence-based 
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strategies were among the least utilized; they found that providers use exposure for only 

15% of youth anxiety cases.  

Although the studies from the Hawaii research group provided a huge step 

forward in our understanding of what TAU may look like for the most common referral 

concerns, their survey was conducted in the context of a statewide EBT mandate, making 

it hard to generalize to the larger TAU. Cho and colleagues (under review) conducted a 

national survey of professional MH guild members (e.g., American Counseling 

Association, National Association of Social Workers) regarding their assessment and 

treatment practices. Similar to both Garland et al. (2010a) and Higa-McMillan et al. 

(2015), they found providers used a range of general, transdiagnostic EBT strategies 

alongside those without strong research support, and more limited use of problem-

specific EBT strategies (e.g., exposure for anxiety; behavioral activation for depression; 

Cho et al., under review). This sample was exclusively professional guild members, with 

more than half possessing a doctoral degree, and serving predominantly middle-income 

youths and families. Although this sample may be broadly reflective of youth TAU 

services nationally, it may not accurately reflect publicly-funded MH services for low 

income children and families. As such, the primary goal of the current study was to 

examine implementation of EBT strategies within publicly-funded TAU in order to 

examine whether and how clinicians are implementing EBT. A secondary goal was to 

examine predictors of EBT use to inform future dissemination and implementation 

efforts. 

 

 



 

 

 14 

Study Aims and Hypotheses 

As noted above, the purpose of this project is to examine EBT implementation 

within the public MH sector, independent of a specific EBT mandate or initiative. The 

first aim is to determine the extent to which Medicaid providers implemented common 

(or transdiagnostic) EBT strategies, problem-specific EBT strategies and other treatment 

strategies for the three most common referral problems in youth clients: anxiety 

(including trauma), depression, and conduct problems (Merikangas et al., 2010). 

Consistent with recent findings (Cho et al., under review; Higa-McMillan et al., 2017; 

Orimoto et al., 2012), we hypothesize that providers will report frequent use of common 

EBT strategies alongside other strategies without a consistent evidence base. We also 

hypothesize lower rates of problem-specific EBT strategies (e.g., exposure for anxiety, 

behavioral activation for depression, parental monitoring and limit setting for conduct).  

The second aim is to examine client, provider, and organizational characteristics 

that may be associated with more extensive use of specific EBT strategies. We 

hypothesize that the following provider characteristics will be associated with greater use 

of EBT strategies: learning theory orientation (Higa-McMillan et al., 2015), more 

confidence in treatment efficacy (Durlak & DuPre, 2008; McMeel, Leathers, & Strand, 

2017), use of treatment manuals (Becker et al., 2013), psychology discipline (Hawley & 

Jensen-Doss, 2011; Higa-McMillan et al., 2015), less time since degree completion 

(Brookman-Frazee et al., 2010), and more ongoing training (Czincz & Romano, 2013). 

We also hypothesize that provider willingness to participate in a practice-based research 

network would be associated with greater EBT use. We also expect that providers 

working in private individual or group practice will employ more EBT strategies than 
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those in public agency settings (e.g. Aarons, Sommerfeld & Walrath-Greene, 2009), as 

will providers in more urban than rural settings (Dotson et al., 2014). We will also 

examine whether providers endorse EBT use more for conduct problems than the other 

target problems (Park et al., 2016; Wolk et al., 2016). Given the conflicting findings 

regarding age and EBT use (Brookman-Frazee et al., 2015; Higa-McMillan et al., 2015), 

we do not have an a priori hypothesis for how client age will influence EBT use. We will 

also explore the potential associations between EBT use and the proportion of low 

income cases and ethnic or racial minority case-mix, and number of co-occurring 

diagnoses or problems (Nelson, Steele, & Mize, 2006; Orimoto et al., 2014). See Table 6 

for study hypotheses and results.  
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Method 

Participants 

We sampled youth MH providers in a Midwestern state who had submitted 

therapy claims to the state Medicaid or S-CHIP system. The state Medicaid program 

funds coverage for youth below 150% of the federal poverty line (Missouri Dept. Social 

Services, 2008) and S-CHIP provides low-cost coverage for youth in families up to 300% 

of the federal poverty line (Kaiser Family Foundation, 2017). Consistent with the national 

average for Medicaid and S-CHIP, approximately 87% of eligible youth are enrolled 

(Kenney, Anderson, & Lynch, 2013), with about 40% of the state’s youth enrolled in 

Medicaid or S-CHIP (Missouri Budget Project, 2017).  

Providers were selected based on billing records. Provider contact information for 

3084 individual providers was retrieved from the publicly available listing of Medicaid 

providers (https://apps.dss.mo.gov/fmsMedicaidProviderSearch/ downloaded in 2009). 

After removing 364 individuals whose surveys were returned as undeliverable, the 

adjusted response rate was 49.6% (1348/2720). Of these, 780/1348) reported providing 

youth MH treatment services in the past year and answered the necessary treatment 

strategy items to permit scoring of those scales (i.e., 2/3 of each scale). These provider 

respondents ranged between 25-75 years (M=48.0 years, SD=11.6), were majority female 

(69.6%) and predominantly Caucasian (92.0%). The majority was 76.7% master’s level, 

with 23.3% doctoral level. Provider disciplines included counseling (51.9%), social work 

(33.8%), psychology (27.3%), marriage/family therapy (15.6%), and psychiatry (0.9%). 

Based on their practice address, providers were 46.3% urban and 8.2% rural; the 

remaining 45.5% were considered suburban, neither urban nor rural. On average, 

https://apps.dss.mo.gov/fmsMedicaidProviderSearch/
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caseloads were 39.5% below federal poverty line, 33.0% low-income, 23.4% middle 

income, and 4.0% high-income. Just over half (52.8%) of their services were reimbursed 

by Medicaid or other public monies. Providers also reported that their caseloads were 

predominantly Caucasian (M=74.1%), followed by African American (M=20.7%), 

Hispanic/Latino (M=3.1%), and Native American and Asian/Pacific Islander (M=0.7% 

for both). See Table 1 for sample details.  

Procedure 

The mailed survey was developed and administered based on the Tailored Design 

Method (Dillman, 2000) and prior successful surveys by this research team (e.g., Hawley 

et al., 2009). The first mailing was sent to all 3,084 providers; it included a personally 

addressed and signed pre-notice to inform providers about the upcoming survey. The 

second mailing, also sent to all providers, included a personally addressed and signed 

cover letter, the survey itself, a $2 bill, and pre-addressed, stamped return envelope. The 

third mailing, sent to all providers, was a personally addressed postcard thanking 

responders for returning the survey and reminding nonresponders to return the survey. 

The fourth mailing was sent only to providers who had not responded to prior mailings; it 

included a second personalized cover letter, second copy of the survey, and a stamped, 

addressed return envelope. The fifth mailing was sent only to remaining nonresponders; it 

included a third personalized cover letter, third copy of the survey, and a stamped, 

addressed return envelope.  

Measures 

Provider Demographics. Providers self-reported demographic data regarding 

their age, gender, race/ethnicity, primary work setting, discipline, treatment influences, 
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income, typical hours worked, and time spent on different work obligations. Providers 

were also asked to report on their typical caseload size and presenting problems, age of 

clients seen, race of clients seen, and how their child cases are reimbursed. Finally, 

providers were asked to provide contact information if interested in becoming part of a 

statewide practice-based research network. 

Assessment Practices. Providers reported how often they assessed the following 

domains with children: psychiatric diagnosis, general functioning, abuse or trauma 

history, substance abuse or use, self-harm behaviors and suicidal ideation, and aggressive 

behaviors as well as family functioning, child and family strengths, parent symptoms or 

diagnosis, and neighborhood quality. Providers reported how often they used 

standardized assessment measures and how often they conduct assessments during 

treatment (e.g., at intake, throughout treatment, near the last session).  

Perceived Efficacy. Providers rated their overall effectiveness in treating children 

and adolescents presenting with anxiety, depression, conduct problems, attention-deficit 

hyperactivity, eating disorders, substance use disorders, and trauma. 

Evidence-Based Strategies Scale. Providers who had treated a recent youth case 

also completed the EBSS, a provider-report questionnaire wherein providers are asked to 

describe their treatment of a recent, representative youth case (EBSS; Marriott et al., in 

prep). There are three versions of the EBSS: one asks about the treatment of a recent 

youth whose primary presenting problem was anxiety-related, one about youths whose 

primary presenting problem was depression-related, and one about youths whose primary 

presenting problem was conduct-related. Providers were randomly assigned one of these 

three EBSS versions in their otherwise identical surveys: anxiety, depression or conduct 



 

 

 19 

problems. The EBSS includes additional descriptive information about the recent case, 

including youth age, gender, psychiatric medications, and co-occurring problems. The 

EBSS also includes information about the treatment of this recent case, including whether 

they used a treatment manual, their primary therapeutic approach (e.g., behavioral; family 

systems), who participated in sessions (e.g., youth, parents), the outcome for this case 

(i.e., how successful was treatment), and 74 child, adolescent and family treatment 

strategies rated on a Likert scale for how frequently they were implemented with the 

recent case (1 “Never or Almost Never” to 5 “All or Most of the Time”).  

The EBSS includes three subscales: (1) “common EBT” is the mean Likert rating 

for strategies that have an evidence base for youth anxiety, depression, and conduct (e.g., 

problem solving skills has evidence-based support for the treatment of all three problem 

types); (2) “problem-specific EBT” is the mean Likert rating for strategies that have an 

evidence base for the specific presenting problem(s) shown by the case (e.g., graduated 

exposure for anxiety; pleasant activities scheduling for depression; natural and logical 

consequences for conduct problems); (3) “other strategies” is the mean Likert rating for 

strategies without a consistent evidence base for the presenting problem(s) shown by the 

case (e.g., interpretation of underlying meaning of child’s words and actions for youth 

with any of the 3 problems; using pleasant activities scheduling for youth without 

depression). Youth’s primary and co-occurring problems (anxiety only; depression only; 

conduct problems only; anxiety and depression; anxiety and conduct; depression and 

conduct; and anxiety, depression, and conduct) determines scoring (i.e., whether a 

strategy is considered an EBT strategy). For example, using pleasant activities scheduling 

with a child with co-occurring depression and conduct problems would be considered a 
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problem-specific EBT strategy, but using exposure for this child would be considered an 

other (non-EBT) strategy. In this sample, only 7.1% of providers described their recent, 

representative case as having no co-occurring problems, 39.4% reported one, 21.3% 

reported two, 14.5% reported three, 10.6% reported four, and the remaining providers 

reported between five and eight co-occurring problems (M=2.07, SD=1.47). Co-occurring 

problems included anxiety, depression, conduct problems, attention deficit hyperactivity 

disorder, history of trauma or abuse, eating disorders, learning disorder, mental 

retardation, and substance abuse disorder. See Table 4 for case description. 
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Planned Analyses 

Aim 1. The first aim of this survey is to determine which EBT strategies and other 

treatment strategies Medicaid providers endorse in practice for the most common referral 

problems in youth clients: anxiety, depression, and conduct problems (Merikangas et al., 

2010). We present descriptive frequencies and t-tests comparing endorsement of common 

EBT, problem-specific EBT and other strategies. Based on prior research (Cho et al., 

under review; Garland et al., 2010a; Higa-McMillan et al., 2017), we hypothesize that (1) 

common EBT and other strategies will be used frequently, with no preference for EBT 

over other strategies, and that (2) problem-specific EBT strategies will be used 

significantly less often than common EBT and other strategies.  

Aim 2. The second aim is to examine client, provider, and organizational 

characteristics that may be associated with implementation of EBT (see Figure 2). We 

present two multiple regression models (one with common EBT strategy use as the 

dependent variable and one with EBT problem-specific strategy use as the dependent 

variable), and the following predictor variables: learning theory orientation, perceived 

treatment efficacy, use of treatment manual, psychology discipline, time since degree 

completion, influence of treatment manuals on practice, influence of ongoing training on 

practice, willingness to join the practice-based research network, private individual or 

group practice (vs public agency), urban location, proportion of low income cases, 

proportion of ethnic or racial minority case-mix, client age, primary presenting problem 

(i.e., anxiety, depression or conduct problems), and number of co-occurring problems. 

See Table 7 for model constructs and measured variables.  
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Results 

Data Preparation and Cleaning  

Prior to analysis, all variables were examined for accuracy of data entry, missing 

and outlying values, and fit between their distributions and the assumptions of the 

analytical approach. First, all data entry went through a double entry and verification 

process to ensure accuracy. Data from the 780 providers who had reported on a recent, 

representative case using the predictor variables identified above were included. Based on 

inspection of missing data patterns, data were assumed to be missing at random, with less 

than 5% missing data for most predictor variables. Time since degree was missing for 

5.8% of providers and proportion of low income cases was missing for 5.5%. Providers 

were asked to write in the year they received their highest degree and to write in their 

percentages working with clients from various income groups to add up to 100%. 

Providers were coded as missing if they failed to write in their responses or if their total 

percentage did not fall between 80 and 125%. We also examined the IVs and DVs for 

potential outliers.  

The assumptions of multiple linear regression include (a) linear relationship 

between the IVs and DV, (b) no multicollinearity among the IVs, (c) multivariate 

normality, and (d) homoscedasticity. A normal probability plot established a linear 

relationship between the IVs and DV for both common EBT use and problem-specific 

EBT use. All correlations among the IVs are shown in Table 5. Nearly all correlations 

among predictor variables were below r = 0.100 (what Cohen, 1988 describes as a small 

association), with the following exceptions: treatment manual use and higher reported 

influence of treatment manuals (r = .282, p < .001), higher proportion of ethnic and racial 
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minority clientele and more urban location (r = -.345, p < .001), higher proportion of low 

income clientele and more rural location (r = .208, p < .001), and conduct problem survey 

type with older client age (r = .300, p < .001).  

The DVs (common EBT use and problem-specific EBT use) were significantly 

positively correlated (r = .610, p < .001). While the Kolmogorov-Smirnov test of 

normality for the DVs indicated that these variables are not normally distributed (D(780) 

= .046, p = .001 and D(780) = .072, p < .001, respectively), the potential for 

underestimating the variance of these variables diminishes due to the large sample size 

(i.e., n >200). Scatterplots of the standardized residuals and predicted values indicated 

homogeneity of error variance.  Figures 3 and 4 show the distribution of the dependent 

variables.  

Aim 1: Provider Use of EBT Strategies in TAU 

Providers reported using a wide range of treatment strategies, including those with 

and without research support. The mean, median and modal rating of common EBT, 

problem-specific EBT, and other strategy use across providers are shown in Table 2. 

Table 2 also shows the percentage of providers who endorsed each strategy at low 

(ratings of 1), medium (ratings of 2-3) and high frequencies (ratings of 4-5 on the 5-point 

Likert scale).  

Across all three EBSS primary presenting problem versions (n=780), the mean 

rating for common EBT strategy use was 3.98 (SD = 0.51), the mean rating for problem-

specific EBT strategy use was 3.73 (SD = 0.79) and the mean rating for other strategy use 

was 3.55 (SD = 0.57) out of 5, which all corresponds with providers reporting using these 

strategies “Sometimes” to “Often.”  For primary anxiety (n=215), the mean rating for 
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common EBT strategy use was 4.03 (SD = 0.51), the mean rating for problem-specific 

EBT strategy use was 3.74 (SD = 0.80), and the mean rating for other was 3.57 (SD = 

0.58). For primary conduct problems (n=298), the mean rating for common was 3.98 (SD 

= 0.49), the mean rating for problem specific was 3.81 (SD = 0.86), and for other the 

mean rating was 3.57 (SD = 0.58). For primary depression (n=267) the mean rating for 

common was 3.93 (SD = 0.54), the mean rating for problem-specific was 3.62 (SD = 

0.67), and the mean rating for other was 3.52 (SD = .56). See Table 3. 

Consistent with hypotheses, providers were significantly more likely to 

implement common vs. problem specific EBT strategies (t (1,780) = 11.47, p < .001, d = 

0.38). Contrary to hypotheses, however, providers were more likely to report (1) common 

EBT over other strategies (t (1,772) = 30.28, p < .001, d = 0.78) and (2) problem-specific 

EBT over other strategies (t (1,772) = 7.20, p < .001, d = 0.25).   

Aim 2: Predictors of EBT Strategy Use 

We conducted a multiple regression with the following variables entered 

simultaneously as predictors of common EBT use: provider learning theory orientation, 

perceived treatment efficacy, use of treatment manual or practice guidelines with 

representative case, psychology discipline, time since degree completion, influence of 

treatment manuals on practice, influence of ongoing training on practice, willingness to 

join the practice-based research network, private individual or group practice (vs public 

agency), urban location, proportion of low income cases, proportion of ethnic or racial 

minority case-mix, client age, client primary presenting problem, and number of co-

occurring problems or diagnoses (see Table 8; R2 = 0.091). Provider treatment manual or 

practice guidelines use with representative case (β =.131, p = 0.002), confidence in 



 

 

 25 

treatment efficacy (β = 0.188, p < 0.01) and learning theory orientation (β = 0.143, p < 

0.01) were positively associated with more extensive use of common EBT strategies.  

Psychology discipline, time since degree completion, influence of treatment manuals on 

practice, influence of ongoing training on practice, willingness to join the practice-based 

research network, private individual or group practice (vs public agency), urban location, 

client age, proportion of low income cases, proportion of ethnic or racial minority case-

mix, client primary presenting problem, and number of co-occurring problems or 

diagnoses were not significantly associated with use of common EBT strategies. 

We also ran a multiple regression model predicting problem-specific EBT use 

from the same predictors used above (see Table 9; R2 = 0.091). We found significant 

associations with provider treatment manual or practice guidelines use with 

representative case (β = 0.132, p = 0.002), confidence in treatment efficacy (β = 0.117, p 

= 0.004), more years of clinical experience (β = 0.125, p = 0.003), private practice setting 

(β = 0.086, p = 0.036), and younger child age (β = -0.153, p < 0.001). Learning theory 

orientation, psychology discipline, influence of treatment manuals on practice, influence 

of ongoing training on practice, willingness to join the practice-based research network, 

urban location, proportion of low income cases, proportion of ethnic or racial minority 

case-mix, client primary presenting problem, and number of co-occurring problems or 

diagnoses were not significantly associated with use of problem-specific EBT strategies. 
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Discussion 

This study examined TAU provider use of EBT and other strategies and several 

provider, organization, client, and case-mix factors hypothesized to predict common and 

problem-specific EBT use (see Table 8 for specific hypotheses supported and not 

supported). Overall, providers endorsed frequently using a wide range of common and 

problem-specific EBT strategies and other strategies in their practice. Although not 

directly comparable given different measurement strategies, our findings appear similar 

to what Cho and colleagues (under review) found in a national sample and to what Higa-

McMillan and colleagues (2016) found in a publicly funded sample following a statewide 

EBT mandate; providers in the current study reported frequently implementing common 

EBT strategies (e.g., building rapport, establishing goals, and providing psychoeducation) 

alongside other strategies that do not have a strong evidence base for youths (e.g., helping 

the child recognize their own strengths, using the therapeutic relationship to understand 

the child’s interpersonal style).  

On the one hand, the high endorsement of both EBT and non-EBT strategies 

echoes previous findings suggesting providers may not distinguish between which 

treatment strategies have empirical support (Allen et al., 2011; Izmirian et al., 2016). On 

the other hand, providers in our sample reported using EBT (both common and problem-

specific) significantly more often than other strategies without a strong evidence-base for 

specific youth problems, suggesting that providers do favor strategies with research 

support. Also of interest is that some of the most strongly endorsed “other strategies” are 

widely practiced and taught as basic, entry-level counseling skills (e.g., listening 

reflectively and non-judgmentally to the child, encouraging the child to talk about their 
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feelings, validating the child or parent by listening/paraphrasing what they say). 

Furthermore, although these communication skills are not explicitly prescribed in the 

EBT manuals, they are also not proscribed in any of the EBT manuals. 

Compared to several prior surveys of specific EBT manuals which found very low 

rates of implementation (e.g., 7.8% clinicians reported frequent use of EBT manuals; 

Becker et al., 2013), we found 70.0% of clinicians reported frequent use of EBT 

strategies. Given the reticence to use complete manuals, this is not entirely surprising that 

providers seem more willing to endorse individual treatment strategies. Our rates were 

somewhat lower than a prior survey querying the use of “Evidence-Based Practices” per 

se (e.g., 2/3 of respondents characterized their services as between 70% and 100% EBT; 

Berke et al., 2011). Although we relied on provider-report, rather than actual session 

tapes, we attempted to reduce social desirability bias by asking about treatment strategies 

without any reference to evidence, research or any indication that any strategy should be 

preferred over any other. We also attempted to improve accurate recall by asking 

providers to think about a specific, recent case that was fairly typical or representative of 

their practice, and then asking them to specifically describe that case (e.g., client gender, 

age, presenting problems) to encourage recall of an individual client rather than querying 

about general therapeutic approach. As a whole, our findings suggest that mental health 

service providers who work with low-income youth are frequently implementing EBT 

strategies and are preferentially using them over other non-EBT strategies.  

With some recent research suggesting that clinicians may preferentially 

implement some EBT strategies over others (e.g., Garland et al., 2010b; Higa-McMillan 

et al., 2017), we also compared implementation of common, or transdiagnostic, EBT 
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strategies (e.g., psychoeducation; cognitive restructuring) versus problem-specific EBT 

strategies (e.g., behavioral activation for depression). As expected, providers reported 

using problem-specific EBT strategies significantly less than common EBT strategies. 

The relatively lower intensity implementation of problem-specific EBT strategies 

reported here mirrors these recent findings (e.g., Borntrager et al., 2013; Higa-McMillan 

et al., 2017). It also suggests that although providers may be aware of, and actively 

implementing, strategies empirically demonstrated to help across a range of problems, 

they are less apt to implement the very strategies that treatment developers believe are 

key to treatment success. For example, while cognitive and behavioral coping skills are 

included in most EBTs for anxiety, they are largely viewed as stepping stones on the way 

to the critical ingredient – exposure – without which youths will experience only modest 

improvement (see, e.g., Kendall 1994; Kendall et al., 1997). To the extent that these 

problem-specific strategies (i.e., exposure for anxiety; behavioral activation for 

depression; parental monitoring and reinforcement for conduct problems) are critical for 

maximizing youth outcomes as treatment developers propose, it will be important to 

advance training and implementation beyond just common EBT strategies to ensure 

therapist knowledge and comfort with these problem-specific components of EBT as 

well. 

As noted above, we were able to test several, but not all of the constructs 

proposed by our multi-contextual model across system, organization, therapist, and client 

level variables (see Figure 1). Our findings both aligned and conflicted with previous 

research in attempting to predict common and problem-specific EBT use. At the system 

level, all providers in the current study had billed Medicaid in the last year and had 
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therefore treated at least one client who received publicly funded services. Although 

providers were not asked directly about their ability to bill for EBT or other MH services, 

we can still reasonably draw some conclusions about their interaction with the Medicaid 

system. Somewhat surprisingly, the current sample showed somewhat higher rates of 

EBT strategy use than what was seen in the national survey of guild members (Cho et al., 

under review), which may possibly indicate that providers treating youth in low income 

settings may face somewhat greater external or organizational pressure to use EBT in 

order to bill insurance or be reimbursed for services through Medicaid.  

At the organizational level, in contrast with at least one prior survey (Aarons, 

Sommerfeld, & Walrath-Greene, 2009), private practice setting positively influenced 

problem-specific EBT use compared to providers in public settings. This finding may 

reflect that providers in private individual or group practice are able to afford the time 

and financial costs of EBT training whereas those in public organizations may not. Of 

note, nearly half of the providers surveyed reported being in private settings and those 

providers may have had more choice of what kind of clients they wanted to treat and 

possibly been able to see clients with less severe clinical presentations. We found no 

associations between rural or urban setting and EBT use, possibly suggesting that the 

resources available in these settings were not substantially different.  

The current survey best lent itself to examining a number of therapist-level 

variables hypothesized to predict EBT use. Not surprisingly, the use of a treatment 

manual with the case was positively related to implementation of both common and 

problem-specific EBT strategies (Becker et al., 2013). We also found a positive 

association between provider learning theory orientation and their use of common EBT 
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strategies (Higa-McMillan et al., 2015). Many of the current EBTs are based on learning 

theory (e.g., cognitive, behavioral, or cognitive-behavioral principles), so this was not 

unexpected. What was unexpected was that a learning theory orientation did not predict 

use of problem-specific EBT strategies. It may be that many providers who endorse a 

general learning theory approach have experience and comfort with general, 

transdiagnostic CBT skills (e.g., psychoeducation, challenging unhelpful thoughts, 

reinforcing positive behaviors, problem-solving skills) but still lack specialized training 

in problem-specific strategies (e.g., exposure; behavior activation; parent training). 

In contrast to at least one study—Brookman-Frazee and colleagues (2010) found 

less experienced clinicians implemented more EBT—we found providers with more 

years of clinical experience reported using problem-specific EBT strategies more than did 

those with less experience.  Similar to above, while basic training in common EBT 

strategies like cognitive restructuring or goal-setting may occur for all clinicians during 

their coursework and initial clinical work, it takes extended training or experience to 

develop comfort with problem-specific EBT strategies like exposure or behavioral 

activation.   

Related to training and experience, we did not find psychology discipline 

predictive of either common or problem-specific EBT use. Certainly, the efforts to 

integrate EBT into clinical practice cross all mental health disciplines (e.g., Bruns et al., 

2008; Chambers, Ringeisen, & Hickman, 2005; Cooper & Aratani, 2009). While 

psychologists receive more training in research and assessment (Cook et al., 2017), they 

may not have more training or experience in the clinical implementation of EBT 

strategies than other disciplines. There was also no association between ongoing training 
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and EBT use, but given the poor quality of ongoing continuing education and its lack of 

influence on clinician behavior (e.g., Davis et al., 1999; Herschell et al., 2010), this may 

not be unexpected.  

Finally, therapist confidence in treatment efficacy was positively associated with 

both common and problem-specific EBT strategy use, suggesting that providers perceive 

greater benefit when they implement EBT strategies (Durlak & DuPre, 2008; McMeel, 

Leathers, & Strand, 2017). This finding is reminiscent of the Gioia & Dziadosz (2008) 

study showing positive changes in clinicians’ attitudes toward, and intended use of, EBTs 

after implementing EBTs with cases. Therapist perceptions of greater efficacy with more 

EBT use bodes well for continued, lasting implementation of EBT strategies once 

therapists take the first step and try the strategies in their practice. This finding also 

suggests that EBT implementation may have some staying power once clinicians give it a 

try. 

At the client level, child age did not predict common EBT use, but younger client 

age predicted problem-specific EBT use. As noted above, prior surveys have found 

conflicting results about whether older or younger clients are more likely to receive EBT 

(Brookman-Frazee et al., 2015; Higa-McMillan et al., 2015). It is possible that some 

problem-specific EBT may seem more appropriate for younger clients (e.g., teaching 

parents how to administer time outs for youth with conduct problems). Unlike at least one 

prior survey that found that providers were more likely to use EBT with youth presenting 

with externalizing problems (Wolk et al., 2016), we did not find an association between 

EBT use and primary conduct problems. 
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Limitations 

This study had several limitations worth noting. First, this survey relied 

exclusively on provider’s retrospective self-reports of session content, client 

characteristics, and client outcomes. Some previous research has found both low and high 

correlations between therapist-report and observer ratings of EBT (Hurlburt et al., 2010; 

Hogue et al., 2014) with therapists potentially overestimating their EBT use compared to 

observers (Hogue et al., 2015). Still, our findings are largely consistent with the only 

observational study to date of EBT use in TAU (Garland et al., 2014).  

Second, the EBSS scoring is dependent on youth presenting problem. As such, it 

assumes that providers have correctly identified the presenting problems of their clients. 

However, some data suggest that providers in TAU may not accurately identify 

presenting problems (e.g., Hoffman et al, 2016; Jensen-Doss & Weisz, 2008; Rettew et 

al., 2009).   

Finally, the current survey was designed to estimate provider EBT strategy use, 

not to test a comprehensive, multi-contextual model of treatment strategy 

implementation. For brevity sake, the survey did not include an exhaustive list of 

treatment strategies that may be used in TAU, nor did it include other potentially 

important measures of system, organization, provider, and client-level factors that have 

been hypothesized or included in existing theoretical models (e.g., organizational culture, 

attitudes toward research; Bernfeld, Blasé, & Fixsen, 1990; Hohmann, 1999; Schoenwald 

& Hoagwood, 2001; Williams et al., 2017).  
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Implications: Future Directions for Research and Training 

While largely a descriptive study of TAU in one state, this study provides an 

opportunity to assess the therapeutic strategies used by a sample of majority masters-level 

MH providers who treat low-income youth. There was no EBT initiative underway at the 

time of the survey, which means this sample includes providers from true TAU settings. 

By breaking EBT into common, problem-specific, and other strategies, we are also able 

to compare multiple EBTs and strategies that are often not included in studies of TAU.  

One future research direction might be to consider a person-centered approach 

(e.g., latent profile or latent class analysis) to determine whether there are profiles of 

providers who use a strictly evidence-based approach in their everyday clinical work, 

similar to Cook and colleagues (2017) who examined profiles of therapist use of 

standardized assessments with youth clients. This analytic method would ideally result in 

distinct profiles of therapist use of strategies in order to see if variables such as provider 

treatment manual use or endorsement of continuing education associate with certain 

patterns of EBT and other strategy use.  

In terms of predicting EBT use, the models we examined only accounted for 

about 10% of the variance in EBT implementation. Therefore, we need more research 

tailored to assess different, possibly more comprehensive theoretical models in order to 

better understand what key factors drive EBT implementation. 

Our findings have multiple implications for EBT training and implementation. Of 

course, while system-level policies that mandate EBT use and allow organizations and 

providers to bill EBT through insurance encourage providers to use EBT in practice, the 

way we train providers may also be improved upon to facilitate EBT use. Considering 



 

 

 34 

that some professional training programs do not require or even encourage use of EBTs, 

many providers encounter EBTs first as part of continuing education or other 

implementation efforts separate from educational training. Accredited training 

institutions should strive to incorporate EBT into their curricula to help providers 

understand the importance and benefits of using treatments that have demonstrated 

empirical success with their clients. Given that many implementation efforts do not 

change provider behavior (Herschell et al., 2010) and also that providers still may not 

provide EBT to all clients even after EBT has been mandated (Jensen-Doss et al., 2009), 

researchers and implementation scientists may need to design EBT training efforts to be 

accessible and persuasive for organizations and providers. Several implementation 

frameworks have been proposed to best support clinician adoption of EBT (e.g., 

Damschroder et al., 2009; Glisson & Schoenwald, 2005).  

We can offer a number of recommendations based on what we found in the 

current study. First, considering both the positive association we found between manual 

use and EBT strategy implementation, and how negatively manuals have been perceived 

by providers (Addis, Wade & Hatgis, 1999; Stirman et al., 2013), future EBT 

implementation efforts could emphasize making manuals more user-friendly or palatable 

in community-based settings, especially as provider confidence may improve after 

gaining personal experience with an EBT (Gioia & Dziadosz, 2008). Moreover, these 

efforts could also target provider confidence through supervision to provide support and 

reinforcement for using EBT (Torrey et al., 2001).  

Although using common EBT strategies has been shown to be beneficial for 

reducing provider burden in learning multiple overlapping EBT protocols (Chorpita, 
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Bernstein, & Daleiden, 2011), incorporating problem-specific EBT can accelerate the 

course of treatment and lead to substantial improved outcomes for common youth MH 

problems (e.g., exposure for anxiety; Peris et al., 2015). Therefore, future implementation 

efforts must highlight the need to incorporate problem-specific EBT alongside common 

EBT that can be used for multiple clinical presentations (e.g., countering false beliefs 

about exposure; Becker-Haimes et al., 2017). Moreover, these efforts should also help 

convince providers that incorporating problem-specific strategies have empirically 

demonstrated better outcomes for clients.    

Although we found no association between continuing education and EBT use, 

previous studies suggest that increased provider knowledge increases provider use of 

EBT in practice (e.g., Nakamura et al., 2011; Stephan et al., 2012). Therefore, continuing 

education and training opportunities should specifically target provider knowledge about 

the effectiveness and potential benefit of using problem-specific EBT strategies for their 

clients. From a multi-contextual perspective, future EBT dissemination efforts should 

also consider organizational needs to facilitate these implementation efforts in publicly 

funded settings (e.g., increased number of staff available, reimbursing EBTs, improving 

inter-agency communication; Kolko et al., 2009). In these ways, knowing more about 

service delivery in TAU will help future EBT implementation efforts with the goal of 

expanding access to both common and problem-specific EBTs in publicly funded MH 

services.  
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Table 1 

Summary of Participant Characteristics  

Demographic Characteristics   

Age (M±SD)  (48.0±11.6)  

Years of Experience (M±SD) (13.9±9.5)  

  N % 

Gender  Female 543 69.6% 

Race Caucasian 710 92.0% 

 African American 40  5.2% 

 Hispanic or Latino(a) 9 1.2% 

 Asian/Pacific Islander 6 0.8% 

 Native American 6 0.8% 

 Other 10 1.3% 

Professional Characteristics   

Academic Degree Masters 598 76.7% 

 Doctorate 182 23.3% 

Academic Discipline Counseling 405 51.9% 

 Social Work 264 33.8% 

 Psychology 213 27.3% 

 Marriage/Family  122 15.6% 

 Psychiatry 7 0.9% 

Practice Characteristics   

Current Employer Private Individual 353 46.0% 

 Outpatient Clinic or 

Community Mental Health 

Center 

204 26.6% 

 Private Group Practice 140 18.3% 

 Residential Treatment 

Facility of Group Home 

81 10.6% 



 

 

 58 

 Inpatient Hospital or 

Medical Clinic 

58 7.6% 

 Elementary, Middle, or 

High School 

51 6.6% 

 College, University, 

Medical, or Professional 

School 

35 4.6% 

 Day Treatment Facility or 

Partial Day Hospital  

13 1.7% 

 Jail or Correctional 

Facility 

9 1.2% 

 HMO, PPO, or Other 

Managed Care 

Organization 

9 1.2% 

 Other 41 45.3% 

Case-Mix Characteristics 

  M SD 

Race Caucasian 74.1% 27.5% 

 African American 20.7% 26.7% 

 Hispanic or Latino(a) 3.1% 6.5% 

 Asian/Pacific Islander 0.7% 2.8% 

 Native American 0.7% 2.0% 

 Other 0.6% 2.5% 

Income Below Poverty 39.5% 31.3% 

 Low Income 33.0% 23.5% 

 Middle Income 23.4% 24.4% 

 High Income 4.0% 7.8% 

Reimbursement Self-Pay 7.5% 15.4% 

 HMO/Insurance 30.8% 31.3% 

 Medicaid 52.8% 34.0% 

 Other 8.7% 20.6% 
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Table 2 

Provider Use of Individual Treatment Strategies on the EBSS 

 

Treatment Strategy Type Mean Median Range SD 

% Rated 

1 

(Never) 

% Rated 2 

or 3 

(Sometimes) 

% Rated 4 

or 5 (Often) 

I established a positive working 

relationship with the child or parent(s). Common EBT 4.82 5.00 3.00-5.00 0.42 0.00 1.41 98.59 

I listened reflectively and non-

judgmentally to the child. Other strategy 4.69 5.00 2.00-5.00 0.54 0.00 3.62 96.38 

I encouraged the child to talk about their 

feelings. Other strategy 4.65 5.00 1.00-5.00 0.61 0.26 5.03 94.72 

I validated the child or parent by listening 

and restating or paraphrasing what they 

say. Other strategy 4.56 5.00 1.00-5.00 0.66 0.39 5.55 94.06 

I educated the child or parent(s) about the 

child's problem or disorder, its causes, 

and its symptoms. Common EBT 4.48 5.00 1.00-5.00 0.72 0.39 8.60 91.01 

I praised or rewarded the child for 

appropriate behavior. Common EBT 4.40 5.00 1.00-5.00 0.82 1.17 11.31 87.52 

I explained how thoughts can influence 

feelings and behavior. Common EBT 4.38 5.00 1.00-5.00 0.79 0.77 10.65 88.58 

I helped the child recognize their own 

strengths. Other strategy 4.35 4.00 1.00-5.00 0.73 0.78 9.23 89.99 

I helped the child to develop coping plans 

ahead of time for potentially stressful 

situations/events. Common EBT 4.35 4.00 1.00-5.00 0.76 0.51 11.70 87.79 
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I discussed and consensused the specific 

goals of treatment with the child or 

parent(s). Common EBT 4.32 5.00 1.00-5.00 0.83 0.90 14.65 84.45 

I taught the child to identify and label 

feelings (e.g., affect education). Common EBT 4.29 4.00 1.00-5.00 0.82 0.90 13.81 85.29 

I reinforced or rewarded the child for 

practicing new skills learned in 

treatment. Common EBT 4.22 4.00 1.00-5.00 0.88 1.28 18.10 80.62 

I asked the parent(s) to reinforce the child 

for using the new behaviors/skills learned 

in treatment. Common EBT 4.21 4.00 1.00-5.00 1.00 3.72 13.97 82.31 

I taught the child problem solving skills 

(e.g., generating solutions, evaluating 

each one, considering consequences, Common EBT 4.20 4.00 1.00-5.00 0.87 1.16 17.46 81.39 

I trained the child to use positive, coping 

self-talk to help them through situations 

provoking fear, sadness, or anger. Common EBT 4.12 4.00 1.00-5.00 0.89 1.29 20.16 78.55 

I taught the child more appropriate, 

assertive ways of communicating with 

others to replace aggressive or passive 

behavior.  

Specific EBT -- 

Depression 4.11 4.00 1.00-5.00 0.90 2.07 17.59 80.34 

I followed a specific treatment plan that I 

developed or selected based on the 

presenting problems. Common EBT 4.11 4.00 1.00-5.00 0.94 1.54 21.72 76.74 

I helped the child to reframe how they 

think about events to focus more on the 

positive than the negative. 

Problem-Specific 

EBT -- Depression 4.08 4.00 1.00-5.00 0.89 1.56 19.46 78.99 
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I used the experience of the therapeutic 

relationship to understand child's 

interpersonal styles. Other strategy 4.06 4.00 1.00-5.00 0.88 1.03 23.20 75.77 

I promoted the use of a positive social 

support network (e.g., build closer 

relationships, talk to a friend when upset. 

Problem-Specific 

EBT -- Depression 4.03 4.00 1.00-5.00 0.87 1.29 21.39 77.32 

I helped the child to identify and 

challenge their unrealistic thinking. Common EBT 4.03 4.00 1.00-5.00 0.95 2.05 24.13 73.81 

I modeled, or demonstrated, new 

skills/behaviors. Common EBT 4.02 4.00 1.00-5.00 0.86 0.51 26.54 72.95 

I worked to improve the parent-child 

relationship (e.g., positive play, affection, 

avoiding criticism, listening, ref 

Problem-Specific 

EBT -- Behavior 4.01 4.00 1.00-5.00 1.04 4.40 18.24 77.36 

I trained the child to stop, think, and plan 

before they act. Common EBT 3.98 4.00 1.00-5.00 0.98 2.20 24.03 73.77 

I educated parent(s) about normal child 

development and age-appropriate 

expectations. Other strategy 3.93 4.00 1.00-5.00 1.06 4.39 22.87 72.74 

I had the child or parent(s) practice new 

skills in session. Common EBT 3.92 4.00 1.00-5.00 0.89 1.03 29.46 69.51 

I facilitated the child's consideration of 

pros and cons for continuing their 

behavior. Other strategy 3.91 4.00 1.00-5.00 1.00 3.23 25.10 71.67 

I described the rationale for how and why 

the treatment works. Common EBT 3.89 4.00 1.00-5.00 0.99 1.54 31.49 66.97 

I worked with family members to 

improve communication patterns. 

Problem-Specific 

EBT -- Behavior 3.88 4.00 1.00-5.00 1.05 4.27 25.78 69.95 
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I observed family interactions and 

highlighted communication patterns. Other strategy 3.87 4.00 1.00-5.00 1.06 4.76 24.55 70.69 

I helped the child gain insight into 

personal feelings, motives, or conflicts. Other strategy 3.85 4.00 1.00-5.00 0.99 2.85 29.11 68.05 

I taught the parent(s) problem solving 

skills (e.g., generating solutions, 

evaluating each, considering 

consequences).  Other strategy 3.79 4.00 1.00-5.00 1.14 6.04 26.86 67.10 

I coached the child in social skills to 

improve peer interactions. 

Problem-Specific 

EBT -- Depression 3.79 4.00 1.00-5.00 1.00 3.10 31.35 65.55 

 I taught the parent(s) to use effective 

discipline to decrease their child's 

inappropriate or rule-breaking behavior. 

Problem-Specific 

EBT -- Behavior 3.77 4.00 1.00-5.00 1.20 8.39 24.00 67.61 

I helped the parent(s) to learn to reward 

their child's appropriate behavior (e.g., 

strategic attention, labeled praise).  Common EBT 3.77 4.00 1.00-5.00 1.13 6.71 26.45 66.84 

I trained the child to more realistically 

interpret other's actions (e.g., not 

automatically see actions as threatening. Common EBT 3.74 4.00 1.00-5.00 0.97 2.98 32.17 64.85 

I normalized the child's experiences by 

noting how other children have similar 

experiences. Other strategy 3.72 4.00 1.00-5.00 0.97 2.75 34.64 62.61 

I helped plan ahead for setbacks and how 

to can handle them. Common EBT 3.70 4.00 1.00-5.00 0.96 2.71 36.26 61.03 

I helped the parent(s) learn to issue 

appropriate commands and set limits. 

Problem-Specific 

EBT -- Behavior 3.70 4.00 1.00-5.00 1.16 7.74 27.74 64.52 

I worked with family members to change 

family interaction patterns. 

Problem-Specific 

EBT -- Behavior 3.70 4.00 1.00-5.00 1.07 5.31 31.09 63.60 
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I discussed past experiences and how 

they relate to current thoughts, feelings, 

or behavior styles. Other strategy 3.69 4.00 1.00-5.00 1.04 2.86 38.10 59.04 

I tried to understand the child's 

unconscious drives, feelings, or conflicts. Other strategy 3.67 4.00 1.00-5.00 1.24 7.99 31.06 60.95 

I worked with the child to increase the 

frequency of pleasant or fun activities. 

Problem-Specific 

EBT -- Depression 3.67 4.00 1.00-5.00 0.97 2.45 37.08 60.47 

I encouraged the child to evaluate their 

own behavior and reward themselves for 

improvement and effort. Common EBT 3.66 4.00 1.00-5.00 1.01 3.23 34.80 61.97 

I assigned and reviewed homework or 

out-of-session practice of new skills. Common EBT 3.57 4.00 1.00-5.00 1.07 4.40 40.88 54.72 

I shifted the focus from the individual 

child to the family system. Other strategy 3.53 4.00 1.00-5.00 1.02 4.65 42.58 52.77 

I encouraged the child to develop a new 

skill or hobby. 

Problem-Specific 

EBT -- Depression 3.53 4.00 1.00-5.00 1.08 5.32 41.37 53.31 

I interpreted the child's behavior in the 

session, including their relationship with 

me. Other strategy 3.53 4.00 1.00-5.00 1.14 5.68 40.31 54.01 

I encouraged and supported the child to 

talk about past traumas. Other strategy 3.52 4.00 1.00-5.00 1.16 6.36 41.04 52.60 

I helped the parents decrease child's 

undesirable behavior by ignoring it and 

removing any unintended reward for that 

Problem-Specific 

EBT -- Behavior 3.52 4.00 1.00-5.00 1.21 9.70 33.38 56.92 

I taught the child how to use distraction 

to stop rumination (i.e., do something 

else to stop thinking about the same 

thing).  

Problem-Specific 

EBT -- Depression 3.51 4.00 1.00-5.00 1.15 7.35 36.90 55.74 
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I had family members share their version 

of their family's strengths and problems. Other strategy 3.46 4.00 1.00-5.00 1.20 8.93 37.52 53.56 

I interpreted the underlying meaning of 

the child's words or actions. Other strategy 3.43 3.00 1.00-5.00 1.14 6.63 43.43 49.93 

I helped improve the child's perspective-

taking abilities through practice and 

instruction. Common EBT 3.43 4.00 1.00-5.00 1.04 5.08 44.14 50.78 

I encouraged the child to journal his or 

her thoughts and feelings. Other strategy 3.42 4.00 1.00-5.00 1.25 9.92 38.40 51.68 

I interpreted the needs, thoughts, or 

feelings expressed in the child's play, art, 

or behavior. Other strategy 3.42 4.00 1.00-5.00 1.21 9.18 40.10 50.71 

I role-played alternate coping strategies 

to specific problem situations. Common EBT 3.41 3.00 1.00-5.00 1.09 6.62 44.68 48.70 

I helped family members to define 

developmentally appropriate family 

roles. Other strategy 3.40 4.00 1.00-5.00 1.16 8.95 38.65 52.40 

I taught the parent(s) to increase 

monitoring and supervision of child's 

behavior. 

Problem-Specific 

EBT -- Behavior 3.40 4.00 1.00-5.00 1.21 10.61 36.22 53.17 

I worked with the child to identify and 

gradually confront situations s/he is 

afraid of (i.e., exposure hierarchy, de 

Problem-Specific 

EBT -- Anxiety 3.36 3.00 1.00-5.00 1.14 7.91 44.36 47.73 

I trained and practiced relaxation skills 

(e.g., deep muscle relaxation, controlled 

breathing). Common EBT 3.35 3.00 1.00-5.00 1.11 6.98 47.29 45.74 

I assisted the parent(s) with improving 

their anger management skills (e.g., 

Problem-Specific 

EBT – Behavior 3.34 4.00 1.00-5.00 1.24 11.10 38.45 50.45 
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perspective-taking, calming self-

statements. 

I facilitated the child's expression of 

feelings and conflicts through play or art. Other strategy 3.25 3.00 1.00-5.00 1.32 13.73 40.93 45.34 

I provided case management and 

advocacy for the child and family (e.g., 

connect them with other needed 

services). Other strategy 3.24 3.00 1.00-5.00 1.28 13.23 41.63 45.14 

I worked with other agencies to develop a 

plan for the child (e.g., school, juvenile 

justice). Other strategy 3.17 3.00 1.00-5.00 1.33 17.82 37.32 44.86 

I taught the parent(s) how to administer 

time-out. 

Problem-Specific 

EBT -- Behavior 3.04 3.00 1.00-5.00 1.36 19.46 37.48 43.06 

I practiced mindfulness with the child. Common EBT 3.02 3.00 1.00-5.00 1.18 13.18 50.07 36.75 

I helped get the child involved in 

supervised, prosocial activities (e.g., 

after-school program, scouts, sports 

team). 

Problem-Specific 

EBT -- Depression 3.01 3.00 1.00-5.00 1.26 15.86 48.63 35.50 

I had the child practice presenting 

themselves in a confident, upbeat manner 

to peers or adults. 

Problem-Specific 

EBT -- Depression 2.97 3.00 1.00-5.00 1.14 12.14 54.65 33.20 

I related the child's play or their drawing 

to themes in their own life. Other strategy 2.94 3.00 1.00-5.00 1.28 18.29 47.47 34.24 

I made a contract for the child's behavior. Other strategy 2.75 3.00 1.00-5.00 1.28 21.55 49.68 28.77 

I encouraged the recall of early 

memories. Other strategy 2.70 3.00 1.00-5.00 1.09 16.21 62.13 21.66 

I self-disclosed aspects of my own life. Other strategy 2.44 2.00 1.00-5.00 0.98 16.99 71.43 11.58 
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Table 3 

Mean Provider Strategy Use 

 

All Surveys (n=780)   

 M  SD 

Common EBT  3.98 0.51 

Problem-Specific EBT  3.73 0.79 

Other/Non-EBT 3.55 0.57 

   

Primary Anxiety (n=215)   

   

Common EBT  4.03 0.51 

Problem-Specific EBT  3.74 0.80 

Other/Non-EBT 3.57 0.55 

   

Primary Conduct (n=298)   

   

Common EBT  3.98 0.49 

Problem-Specific EBT  3.81 0.86 

Other/Non-EBT 3.57 0.58 

   

Primary Depression (n=267)   

   

Common EBT  3.93 0.54 

Problem-Specific EBT  3.62 0.67 

Other/Non-EBT 3.52 0.56 
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Table 4  

Case Description by Survey 

 

All Surveys (n=780)   

 n % 

Child Age 3-6 57 7.39 

Child Age 7-10 225 29.18 

Child Age 11-13 208 26.98 

Child Age 14-17 281 36.45 

   

 n % 

Only Survey Primary Problem Endorsed 55 7.05 

Any Secondary Problems Endorsed 725 92.95 

   

One Secondary Problem Endorsed 307 39.36 

Two Secondary Problems Endorsed 166 21.28 

Three Secondary Problems Endorsed 113 14.49 

Four Secondary Problems Endorsed 83 10.64 

Five or More Secondary Problems Endorsed 56 7.18 

   

Mean Number of Secondary Problems 2.07 SD =1.47 

   

Primary Anxiety (n=215)   

   

Primary Anxiety Only  17 7.91 

Any Secondary Problems Endorsed 198 92.09 

   

Mean Number of Secondary Problems 1.96 SD =1.47 

   

Primary Conduct (n=298)   

   

Primary Conduct Only  14 4.70 

Any Secondary Problems Endorsed 284 95.30 

   

Mean Number of Secondary Problems 2.28 SD =1.52 

   

Primary Depression (n=267)   

   

Primary Depression Only  24 8.99 

Any Secondary Problems Endorsed 243 91.01 

   

Mean Number of Secondary Problems 1.94 SD =1.39 
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Table 5 Predictor Correlation Matrix 

 

Note. * indicates p<.05. ** indicates p<.01. + indicates positive direction. +% indicates higher percent. 

CEBT-Common Evidence-Based Treatment (+), PSEBT-Problem-Specific Evidence-Based Treatment (+), PSY-Psychology Discipline (N = 0, Y = 1), LTO- 

Learning Theory Orientation (N = 0, Y = 1), PTE- Perceived Treatment Effectiveness (Not at all = 1, Extremely = 5), TMU- Treatment Manual Use (N = 0, Y = 

1), TMI- Treatment Manual Influence (+%), CEI-Continuing Education Influence (+%), TSDC-Time Since Degree Completion (+), PPS-Private Practice Setting 

(N = 0, Y = 1), RUS-Rural or Urban Setting (urban = 1, between = 2, rural = 3), CA-Child Age (3-6 = 1, 7-10 = 2, 11-13 = 3, 14-17 = 4),  PLI- Proportion of 

Low Income Clientele (+%), PREM- Proportion of Racial or Ethnic Minority Clientele (+%), PPP-Primary Presenting Problem ((anxiety = 0, depression = 0, 

conduct = 1), NSCD- Number of Comorbid Secondary Diagnoses (+), WJRN-Willingness to Join Research Network (N = 0, Y = 1).

  CEBT PSEBT PSY LTO PTE TMU TMI CEI TSDC PPS RUS CA PLIC PREM PPP NSCD WJRN 

CEBT r 1.000 .621** -.071* .139** .220** .176** .100** .052 -.003 .031 .030 .006 .009 .033 -.068 .080* .052 

 p  <.001 .048 <.001 <.001 <.001 .006 .152 .936 .387 .409 .859 .798 .357 .056 .026 .153 

PSEBT r .621** 1.000 -.039 .036 .152** .115** .033 -.017 .098** .102** .001 -.185** -.024 -.013 -.099** .020 -.002 

 p <.001  .279 .309 <.001 .002 .358 .637 .008 .005 .967 <.001 .517 .712 .006 .584 .965 

PSY r -.071* -.039 1.000 .050 .013 -.008 -.003 -.066 .079* .025 -.108** -.004 -.126** -.049 -.012 -.034 -.076* 

 p .048 .279  .161 .710 .818 .930 .069 .032 .496 .003 .910 .001 .175 .747 .337 .037 

LTO r .139** .036 .050 1.000 -.044 .041 .065 -.101** -.115** -.061 .039 .112** -.025 -.064 .008 .042 -.007 

 p <.001 .309 .161  .226 .258 .074 .005 .002 .089 .289 .002 .504 .080 .830 .238 .854 

PTE r .220** .152** .013 -.044 1.000 .096** .054 .041 .042 .117** .001 -.097** -.105** -.004 .081* -.057 .051 

 p <.001 <.001 .710 .226  .008 .135 .263 .264 .001 .970 .007 .005 .913 .024 .114 .167 

TMU r .176** .115** -.008 .041 .096** 1.000 .282** -.019 -.141** -.069 .007 -.051 .016 .076* -.012 .014 .104** 

 p <.001 .002 .818 .258 .008  <.001 .604 <.001 .063 .861 .162 .664 .041 .747 .707 .005 

TMI r .100** .033 -.003 .065 .054 .282** 1.000 .053 -.116** -.054 .039 -.017 .012 .013 -.022 -.009 .101** 

 p .006 .358 .930 .074 .135 <.001  .141 .002 .137 .295 .646 .752 .721 .552 .797 .006 

CEI r .052 -.017 -.066 -.101** .041 -.019 .053 1.000 .187** .072* .015 .002 .008 .046 .051 -.007 -.045 

 p .152 .637 .069 .005 .263 .604 .141  <.001 .046 .691 .947 .822 .205 .159 .837 .223 

TSDC r -.003 .098** .079* -.115** .042 -.141** -.116** .187** 1.000 .076* -.126** -.006 -.178** .057 -.032 -.004 -.173** 

 p .936 .008 .032 .002 .264 <.001 .002 <.001  .039 .001 .862 <.001 .129 .391 .905 <.001 

PPS r .031 .102** .025 -.061 .117** -.069 -.054 .072* .076* 1.000 .082* -.067 -.169** -.107** -.032 -.113** .008 

 p .387 .005 .496 .089 .001 .063 .137 .046 .039  .026 .065 <.001 .003 .373 .002 .831 

RUS r .030 .001 -.108** .039 .001 .007 .039 .015 -.126** .082* 1.000 .017 .208** -.345** .095** .003 .084* 

 p .409 .967 .003 .289 .970 .861 .295 .691 .001 .026  .637 <.001 <.001 .009 .936 .025 

CA r .006 -.185** -.004 .112** -.097** -.051 -.017 .002 -.006 -.067 .017 1.000 .031 .044 .300** .131** .008 

 p .859 <.001 .910 .002 .007 .162 .646 .947 .862 .065 .637  .396 .233 <.001 <.001 .826 

PLIC r .009 -.024 -.126** -.025 -.105** .016 .012 .008 -.178** -.169** .208** .031 1.000 .198** -.048 .156** .075* 

 p .798 .517 .001 .504 .005 .664 .752 .822 <.001 <.001 <.001 .396  <.001 .192 <.001 .048 

PREM r .033 -.013 -.049 -.064 -.004 .076* .013 .046 .057 -.107** -.345** .044 .198** 1.000 -.043 .101** .073* 

 p .357 .712 .175 .080 .913 .041 .721 .205 .129 .003 <.001 .233 <.001  .238 .005 .048 

PPP r -.068 -.099** -.012 .008 .081* -.012 -.022 .051 -.032 -.032 .095** .300** -.048 -.043 1.000 -.067 -.013 

 p .056 .006 .747 .830 .024 .747 .552 .159 .391 .373 .009 <.001 .192 .238  .061 .728 

NSCD r .080* .020 -.034 .042 -.057 .014 -.009 -.007 -.004 -.113** .003 .131** .156** .101** -.067 1.000 -.006 

 p .026 .584 .337 .238 .114 .707 .797 .837 .905 .002 .936 <.001 <.001 .005 .061  .872 

WJRN r .052 -.002 -.076* -.007 .051 .104** .101** -.045 -.173** .008 .084* .008 .075* .073* -.013 -.006 1.000 

 p .153 .965 .037 .854 .167 .005 .006 .223 <.001 .831 .025 .826 .048 .048 .728 .872  
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Table 6 

List of Study Hypotheses 

 Hypothesis Supported? Results 

Aim 1:  Common EBT and other strategies will be 

used frequently. 

Supported Providers used common EBT and 

other strategies frequently. 

 
Problem-specific EBT strategies will be used 

significantly less often than common EBT 

and other strategies. 

Partially Supported Problem-specific were endorsed 

less frequently than common 

EBT, but more frequently than 

other strategies. 

Aim 2: The following variables will be associated with Common EBT or Problem EBT use: 

Provider 
Greater perceived treatment effectiveness  

Supported Associated with common and 

problem-specific EBT use.  

 
Learning theory orientation endorsed 

Partially Supported Associated only with common 

EBT use. 

 
Treatment manual use with case endorsed 

Supported Associated with common and 

problem-specific EBT use. 

 
Psychology discipline endorsed 

Not Supported No association with common or 

problem-specific EBT. 

 
Greater influence of continuing education 

Not Supported No association with common or 

problem-specific EBT. 

 
Willingness to join research network 

Not Supported No association with common or 

problem-specific EBT. 

 
Greater influence of treatment manuals 

Not Supported No association with common or 

problem-specific EBT. 

 

Less time since degree completion 

Opposite Partially 

Supported 

Greater time since degree 

completion associated only with 

problem-specific EBT use. 

Client Primary presenting problem (conduct) 

endorsed 

Not Supported No association with common or 

problem-specific EBT. 

 Number of comorbid secondary diagnoses 

(no a priori)  

Not Supported No association with common or 

problem-specific EBT. 

 
Child age (no a priori) 

Partially Supported Younger age associated only with 

problem-specific EBT use. 

Setting 
Private practice setting over public/agency 

Partially Supported Associated only with problem-

specific EBT use. 

 
More urban than rural setting 

Not Supported No association with common or 

problem-specific EBT. 

Case-

mix 

Proportion of racial or ethnic minority 

clientele (no a priori) 

Not Supported No association with common or 

problem-specific EBT. 

 Proportion of low income clientele (no a 

priori) 

Not Supported No association with common or 

problem-specific EBT. 
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Table 7 

List of Study Constructs and Corresponding Variables 

Level Construct Variable 

Provider 
Perceived Treatment Effectiveness 

How confident are you about your effectiveness in treating 

this child?  (Likert scale 1-Not at All to 5-Extremely)  

 

Learning Theory Orientation 

What was the primary theoretical orientation (if known)? 

Write-in response coded as learning theory if provider 

indicated cognitive or behavioral orientation 

 
Treatment Manual Use with Case 

Did you use a treatment manual, or practice guidelines, with 

this child? (Yes/No) 

 
Psychology Discipline 

Endorsed psychology discipline and could have endorsed 

additional disciplines 

 
Influence of Continuing Education 

My treatment is most influenced by: (marked continuing 

education in their top 3) 

 
Willingness to Join Research 

Network 

Would you be interested in participating in future research 

about what helps children most in real world practice? 

(Yes/No) 

 
Influence of Treatment Manuals 

My treatment is most influenced by: (marked treatment 

manuals or practice guidelines in their top 3) 

 
Time Since Degree Completion 

Calculated in years from the year they completed their 

highest degree 

Client Primary Presenting Problem 

(Conduct) 

Provider randomly received survey with conduct problems 

as primary presenting problem type 

 Number of Comorbid Secondary 

Diagnoses 

Calculated from the number of secondary diagnoses in 

addition to primary problem 

 Child Age This child’s age: (3-6 = 1, 7-10 = 2, 11-13 = 3, 14-17 = 4) 

Setting 
Private Practice Setting 

Endorsed working in a private group or private individual 

setting 

 
Rural or Urban Setting 

Zip code of provider’s mailing address coded as 1-urban, 2-

between, or 3-rural 

Case-mix 
Proportion of Racial or Ethnic 

Minority Clientele 

Percent of non-Caucasian clientele (African-American, 

Hispanic/Latino, Native American, Asian or Pacific Islander 

or Other) 

 Proportion of Low Income 

Clientele 

Percent of clientele identified as low-income or below the 

poverty line 
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Table 8 

Regression Predicting Common EBT Use  

Level Variable B SE B β t p 

 (Constant) 3.219 0.162   19.857 <.001 

Provider Perceived Treatment Effectiveness 0.124 0.027 0.188 4.636 <.001 

 Learning Theory Orientation 0.141 0.040 0.143 3.533 <.001 

 Treatment Manual Use with Case 0.150 0.048 0.131 3.128 0.002 

 Psychology Discipline -0.070 0.045 -0.063 -1.572 0.117 

 Influence of Continuing Education 0.046 0.046 0.041 0.998 0.319 

 Willingness to Join Research Network 0.027 0.049 0.023 0.558 0.577 

 Influence of Treatment Manuals 0.024 0.045 0.022 0.535 0.593 

 Time Since Degree Completion 0.000 0.002 0.008 0.181 0.856 

       

Client Primary Presenting Problem (Conduct) -0.063 0.043 -0.062 -1.456 0.146 

 Number of Comorbid Secondary Diagnoses 0.018 0.014 0.052 1.285 0.199 

 Child Age 0.018 0.021 0.037 0.861 0.389 

       

Setting Private Practice Setting 0.029 0.041 0.029 0.708 0.479 

 Rural or Urban Setting 0.001 0.034 0.002 0.044 0.965 

       

Case-mix Proportion of Racial or Ethnic Minority 

Clientele 

0.000 0.001 0.019 0.437 0.662 

 Proportion of Low Income Clientele 0.000 0.001 0.004 0.091 0.928 

Note. (R2 = 0.091) 
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Table 9 

Regression Predicting Problem-Specific EBT Use  

Level Variable B SE B β t p 

 (Constant) 3.416 0.253   13.514 <.001 

Provider Treatment Manual Use with Case 0.236 0.075 0.132 3.155 0.002 

 Time Since Degree Completion 0.010 0.003 0.125 2.958 0.003 

 Perceived Treatment Effectiveness 0.120 0.042 0.117 2.884 0.004 

 Learning Theory Orientation 0.103 0.062 0.067 1.662 0.097 

 Influence of Continuing Education -0.088 0.071 -0.050 -1.229 0.219 

 Psychology Discipline -0.058 0.069 -0.033 -0.832 0.406 

 Willingness to Join Research Network -0.044 0.076 -0.024 -0.582 0.561 

 Influence of Treatment Manuals 0.017 0.071 0.010 0.244 0.807 

       

Client Child Age -0.119 0.033 -0.153 -3.578 <.001 

 Primary Presenting Problem (Conduct) -0.061 0.067 -0.039 -0.911 0.363 

 Number of Comorbid Secondary Diagnoses 0.005 0.022 0.010 0.242 0.808 

       

Setting Private Practice Setting 0.135 0.064 0.086 2.101 0.036 

 Rural or Urban Setting -0.044 0.053 -0.038 -0.841 0.401 

       

Case-mix Proportion of Racial or Ethnic Minority 

Clientele 

-0.001 0.001 -0.044 -1.000 0.318 

 Proportion of Low Income Clientele 0.001 0.001 0.040 0.927 0.354 

Note. (R2 = 0.091) 
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Figure 1 

Conceptual Model 
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Figure 2 

Proposed Model 
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Figure 3 

Mean Common EBT Use Distribution 
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Figure 4 

Problem-Specific EBT Use Distribution 
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