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Abstract 
 

Although significant progress has been made in the identification of youth 

evidence-based practices, the adoption of these interventions into community-based 

mental health care is limited. Dissemination and implementation research may facilitate 

the bridging of this gap between the science and practice of clinical psychology. The 

Theory of Planned Behavior (TPB) offers a useful conceptualization of individual 

behavior change that includes the constructs of behavioral intention, attitudes, subjective 

norms, and perceived behavioral control related to innovation implementation. Although 

applying the TPB to youth evidence-based practice dissemination and implementation 

efforts seems fruitful, a lack of measurement tools has slowed research progress in this 

area. The current paper describes the content validation procedure for a TPB instrument 

for direct service providers working in children’s mental health. Item content was 

generated from semi-structured interviews with members of the target population and 

experts in the field of youth mental health. Items underwent multiple stages of evaluation 

by direct service providers and university- and community-based experts before the 

finalization of the instrument. Results supported previous literature regarding barriers to 

the adoption of youth evidence-based practices. The final item set is presented and 

considered in relation to measures of provider attitudes. Implications for the field of 

children’s mental health dissemination and implementation research and future directions 

are discussed. 
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Assessing Behavioral Intention Towards Using Evidence-Based Practices Among 

Community Clinicians Serving Children and Families 

 
General Background 

 
Since the formation of the American Psychological Association Division 12 Task 

Force on the Promotion and Dissemination of Psychological Procedures in 1992, 

significant efforts have been made towards developing, validating, and disseminating 

empirically-supported treatments (ESTs) (APA, 2006). Early work from the Division 12 

Task Force focused on the generation of a template for identifying and labeling 

psychosocial interventions as “empirically-validated.” This seminal work has since been 

used to guide the creation of a working list of ESTs for specific mental health concerns 

(APA, 1995; Chambless & Hollon, 1998). Although the criteria for what qualifies as an 

EST has evolved over time and across organizations, most often the label refers to 

interventions that have been scientifically evaluated through one or more randomized 

controlled trials that meet the efficacy standards delineated in Chambless and Hollon 

(1998). The criteria of Chambless and Hollon (1998) were initially developed to evaluate 

psychosocial interventions targeting adult mental health concerns; however, the 

guidelines have also been used over the past two decades as the basis for the dynamic 

process of identifying ESTs in children’s mental health. A large body of research in the 

area of youth mental health has demonstrated significant improvement in symptoms as a 

result of using ESTs (e.g., New Freedom Commission on Mental Health, 2003; 

Silverman & Hinshaw, 2008; Weisz, Jensen-Doss, & Hawley, 2005, 2006). Further, the 

use of specific ESTs has been incorporated into the broader term of “evidence-based 

practice” (EBP), which was defined by the APA as “the integration of best available 

research with clinical expertise in the context of patient characteristics, culture and 
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preferences” (APA Task Force, 2006, p. 5). In other words, the term “EBP” has been 

used to describe clinical practice strategies that incorporate both empirical evidence and 

clinician expertise, while “EST” refers to specific, brand-name, empirically supported 

treatment interventions (Herschell, Kolko, Baumann, & Davis, 2010). For the purposes of 

this paper, the term EBP will be used from this point on to describe all treatment 

practices that have been demonstrated to be efficacious through clinical research. 

The terms dissemination and implementation refer generally to efforts aimed at 

promoting the use of EBPs by direct service providers. Despite their frequent appearance 

in the literature, there has yet to be a consensus as to their definition. Dissemination has 

been implicitly defined as the delivery of empirically-based, efficacious interventions 

into clinical practice (Andrews & Titov, 2009; Chorpita & Regan, 2009). Fixsen and 

colleagues (2005) provided the following definition of implementation that will be 

accepted for the purposes of this paper: “A specified set of activities designed to put into 

practice an activity or program of known dimensions” (p. 5). Broadly, the dual term 

dissemination and implementation (DI) describes the activities involved in transporting 

EBPs from research to community settings while maintaining treatment fidelity. Despite 

research supporting the efficacy of EBPs and the APA’s endorsement for the 

dissemination of EBPs into clinical practice, implementation of these interventions in 

community settings has been slow (Hoagwood & Olin, 2002; Riemer, Rosof-Williams, & 

Bickman, 2005; United States Surgeon General, 1999). In fact, research suggests that the 

majority of clinicians do not consistently use EBPs (Aarons, 2004; Baumann, Kolko, 

Collins, & Herschell, 2006; New Freedom Commission on Mental Health, 2003; 

Sanderson, 2002; Walrath, Sheehan, Holden, Hernandez, & Blau, 2006). Despite efforts 
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to increase EBP usage by clinicians, a significant gap remains between the research and 

practice of clinical psychology. 

Research suggests that multiple barriers impede the dissemination and 

implementation of EBPs into community settings (Fixsen, Naoom, Blasé, Friedman, & 

Wallace, 2005; Hoagwood & Olin, 2002). Organizational level barriers, including 

insufficient institutional support (e.g., organizational policies do not facilitate use, few 

resources for EBPs, lack of supervision for EBPs), reimbursement priorities, and lack of 

time and funding for training can slow dissemination and implementation efforts by 

impacting a clinician’s ability to choose EBPs for their practice (Fixsen et al., 2005 & 

Walrath et al., 2006). On an individual level, direct service providers have cited 

challenges related to knowledge (e.g., lack of training and familiarity with EBPs) and 

attitudes (e.g., protocols are ineffective, too rigid, do not address comorbidity, will not 

generalize to their client population) as primary reasons for their decision not to adopt 

EBPs (Gray, Elhai, & Schmidt, 2007; Shafran et al., 2009; Walrath et al., 2006). These 

barriers represent only a few of the factors impacting the dissemination and 

implementation of EBP into community settings and help to illustrate the 

multidimensional nature of this process. Currently, research on identifying effective 

interventions for youth has far out-paced the field’s scientific understanding of how to 

implement these practices (Fixsen et al., 2005). As Drake, Gorman and Torrey (2002) 

suggest, it seems that the field is currently using non-evidence-based implementation 

strategies to disseminate evidence-based mental health interventions. 

Clinical psychology as a field has begun to recognize the need to develop research 

addressing this science-practice gap. The lack of literature in this area led the National 

Institute of Mental Health to call for “scientific studies to be undertaken to better 
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understand factors that influence the transportability, sustainability, and usability of 

interventions for real-world conditions” (Hoagwood & Olin, 2002). In response, 

researchers in the burgeoning field of Dissemination and Implementation Science (DIS) 

have endeavored to identify factors important to the adoption of novel innovations, and 

develop and test models of dissemination and implementation. Chorpita and Regan 

(2009) recently conceptualized the goal of DIS as the management of practitioners’ 

attitudes and behavioral intention towards using EBPs, such that their subsequent 

behaviors have maximal impact on clinical outcomes. Due to the relatively inchoate 

nature of the literature in this area, theories specific to the dissemination and 

implementation of youth EBPs, or the field of clinical psychology more broadly, have yet 

to be fully developed. Therefore, youth DIS researchers have been guided by broader 

theories of dissemination and implementation stemming from multiple fields within 

psychology. 

Theories of Dissemination and Implementation 
 

Although DIS within the area of youth EBP is underdeveloped, several prominent 

theories of dissemination and implementation have emerged across other areas of 

research. Tabak and colleagues (2012) demonstrated the interdisciplinary nature of DIS 

in their compilation of 61 theories of dissemination and implementation across more than 

seven fields. Factors incorporated into such DIS models can be broadly categorized as 

containing individual-level (e.g., attitudes, beliefs) and/or organizational-level (e.g., 

agency policy and resources) characteristics. Stemming from social psychology, the 

Theory of Planned Behavior (TPB) uses individual level characteristics to describe the 

adoption of novel practices (Ajzen & Fishbein, 1970). The model explains behavior 

change through a change in self-reported behavioral intention, which is predicted by (a) 
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an individual’s attitude towards the behavior (i.e., “attitudes”), (b) perception of the 

social expectations to engage in the behavior (i.e., “subjective norms”), and (c) perceived 

ability to perform the behavior (i.e., “perceived behavioral control”) (see Figure 1). 

According to the TPB, attitudes, subjective norms, and perceived behavioral control are 

each affected by corresponding beliefs and the influence of those beliefs on the 

individual. For example, an individual’s attitudes are predicted by their belief in the 

outcomes of a certain behavior (“Behavioral Beliefs”) along with the value placed on 

those outcomes. This relationship between outcome beliefs and attitudes is delineated in 

Fishbein and Ajzen’s (1975) Expectancy-value Model, which states that attitudes are 

affected by outcome beliefs in direct proportion to the strength and valence of those 

beliefs (Armitage & Conner, 2001). Similarly, subjective norms are influenced by beliefs 

about the opinions of important social groups (“Normative Beliefs”) along with the 

motivation to conform to the perceived social norm. Lastly, perceived behavioral control 

is composed of beliefs related to situational factors that inhibit or facilitate engagement in 

the behavior (“Control Beliefs”) and the perceived impact of these factors on an 

individual’s ability to perform the behavior. Many decades of research across multiple 

fields have garnered significant amounts of empirical support for the TPB, and it 

continues to be a fixture in the field of DIS research (Ajzen, 2011; Ajzen & Fishbein, 

1969, 1970, 1972, 1991; Armitage & Conner, 2001; Carlson, 1968; Darroch, 1971; 

McEachan, Conner, Taylor, & Lawton, 2011). 

Although originally developed and tested within the context of social psychology, the 

TPB has more recently been used by researchers in health psychology. A recent review 

paper by Perkins and colleagues (2007) found 20 studies using the TPB to describe the 

innovation adoption of health care professionals, including two studies focusing on 
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mental health workers (Klaybor, 1998; Meissen, Mason & Gleason, 1991). In a study of 

249 social workers’ intention to use the Diagnostic and Statistical Manual, Fourth Edition 

(DSM-IV) for assessment and treatment purposes, Klaybor (1998) found that attitudes, 

perceived behavioral control and social norms were significant predictors of behavioral 

intention. Further, findings indicated that social workers’ self-reported behavioral 

intention to use the DSM-IV accounted for 91% of the variance in their observed 

behavior. Similarly, results from Meissen and colleagues (1991) demonstrated that 

attitudes toward self-help groups were the most significant predictor of intention-to-refer 

clients to self-help groups for 168 clinical psychology and social work graduate students. 

The results of these initial studies, along with the robustness of TPB research across 

various fields, suggests that additional research applying the TPB to EBP use by direct 

service providers may be beneficial. 

One recent study by Jensen-Doss and colleagues (2009) incorporated several TPB 

components into an investigation of EBT use for a sample of 197 children’s mental health 

care providers (Jensen-Doss, Hawley, Lopez, & Osterberg, 2009). An instrument was 

constructed for the study that contained questions assessing: (a) provider attitudes 

towards EBTs (e.g., attitudes), (b) colleague attitudes towards EBTs (e.g., subjective 

norms), (c) agency support for implementation (e.g., subjective norms and perceived 

behavioral control), (d) barriers to implementation (e.g., perceived behavioral control), 

and (e) quality of training in EBTs (e.g., perceived behavioral control). Participants were 

also asked to indicate the percentage of clients for which they used EBTs. Jensen-Doss 

and colleagues (2009) found that positive provider attitudes towards EBTs were predicted 

by higher ratings of perceived colleague support, higher ratings of perceived agency 

support, higher ratings of the quality of prior EBT training, and lower ratings of 



14  
 
 

institutional barriers. These factors were found to influence provider attitudes above and 

beyond the variance accounted for by provider demographic characteristics such as 

highest degree earned (i.e., high school, associate’s, bachelor’s, master’s, and doctoral) 

and type of clinical position (i.e., therapist and skills trainer). Further, results indicated 

that positive attitudes significantly predicted higher self-reported EBT use. Although not 

intentionally framed within the context of the TPB, this study by Jensen-Doss and 

colleagues suggests that the TPB may have utility in describing patterns of innovation 

adoption among children’s mental health care providers. 

A second example of a potentially useful DIS model is Rogers’ (2003) innovation 

decision process, part of his larger innovation diffusion theory, which specifies five 

stages necessary for the successful adoption of a new practice: (a) knowledge – gathering 

information about the practice, (b) persuasion – developing positive attitudes towards the 

practice, (c) decision – the choice to use the practice, (d) implementation – the process of 

utilizing the practice, and (e) confirmation – the accumulation of positive outcomes from 

using the practice. Of these five steps, the first three are the most heavily supported and 

have come to be known as the knowledge-attitudes-practice process (K-A-P; Rogers, 

2003). 

The K-A-P relationship has been investigated as a means of describing EBP usage by 

community-based direct service providers (Nelson & Steele, 2007). Nelson & Steele 

(2007) surveyed 214 providers across 15 states regarding their attitudes towards, 

knowledge of, and use of EBPs. Results indicated that practitioners’ history of training in 

EBP and their level of openness towards treatment research predicted their likelihood to 

use EBPs. Both positive and negative attitudes towards EBPs significantly contributed to 

the prediction of EBP use. Of note, negative practitioner attitudes mediated the 
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relationship between practitioner training and use of EBPs. Similarly, positive and 

negative attitudes mediated the relationship between how open the clinician perceived 

their environment to be towards EBPs and EBP use by the clinician. That is, training in 

EBPs and working in a setting that is open to EBPs may impact attitudes towards EBPs, 

thereby increasing EBP usage. 

Recent work by Jensen-Doss and Hawley (2011) also supported the relationship 

between attitudes and practice in a multidisciplinary (e.g., psychiatry, psychology, social 

work, counseling, and marriage and family therapy) sample of 1,678 clinicians providing 

mental health services to youth and families. Their Diagnosis Attitudes Scale was used to 

evaluate these direct service providers’ attitudes towards using standardized assessment 

tools within the context of diagnosis and treatment. The participants were also queried as 

to the frequency with which they used standardized diagnostic interviews and symptom 

checklists in their practices. Results indicated that positive attitudes significantly 

predicted self-reported use of standardized assessment tools above and beyond the 

variance accounted for by the direct service providers’ personal, professional, and 

practice characteristics. Although this investigation used self-report to assess behavior, 

the findings suggest that there may be a meaningful relationship between provider 

attitudes towards and use of a given innovation. 

The TPB and K-A-P models are only two examples of prominent theories within the 

broader field of dissemination and implementation research; numerous theories related to 

individual behavior change have been proposed. Although DIS literature related to youth 

EBP is growing, one challenge that has been faced by researchers is the lack of a unified, 

guiding theory. Rather than selecting a single preexisting theory, such as TPB or K-A-P, 

one strategy used by researchers has been to find common constructs used across 
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theories, thereby creating a unified theoretical foundation. Focusing on individual level 

factors related to innovation adoption, Michie and colleagues (2005) used a 

multidisciplinary group of researchers to identify 12 DIS-related domains synthesized 

from 33 previously proposed behavior change theories. The domains included (a) 

knowledge, (b) skills, (c) self-standards, (d) self-efficacy, (e) anticipated 

outcomes/attitudes, (f) intentions, (g) memory, attention and decision processes, (h) 

environmental constraints, (i) norms, (j) emotion, (k) behavioral regulation, and (l) nature 

of the behaviors. After a survey of health care professionals based on the 12 domains 

identified by Michie and colleagues (2005), a study by Francis et al. (2009) identified the 

following factors as having the most influence over clinician’s practice: knowledge of the 

evidence base, beliefs about their ability to perform the practice, beliefs about 

consequences of using the practice, social influences (how colleagues would react to their 

using the practice), and behavioral regulation (how they would change their practice). 

Notably, the latter four of these five factors appear to reflect the perceived behavioral 

control, attitudes, social norms and behavioral intention factors of the TPB. 

Recently, Damschroder and colleagues (2009) used this common factors approach to 

propose the comprehensive Consolidated Framework for Implementation Research 

(CFIR). This model includes both individual and organizational level variables, an 

approach that is gaining popularity in the literature (Fixsen et al., 2005; Tabak, Khoong, 

Chambers, & Brownson, 2012). After extracting and collapsing constructs from over 500 

published dissemination and implementation studies, the authors developed a 

comprehensive list of factors related to innovation diffusion including eight related to the 

intervention itself (e.g., cost), four related to the outer setting (e.g., 

urbanism/cosmopolitanism), 12 related to the inner setting (e.g., networks and 
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communications), five related to individual characteristics (e.g., self-efficacy) and eight 

related to process (e.g., planning). By utilizing comprehensive theoretical frameworks 

such as the CFIR, DIS researchers may be able to achieve greater continuity and 

encourage the linear progression of the field. 

Although organizational-level research is growing, the DIS literature related to 

individual behavior change continues to be the strongest. In order to maintain as strong a 

theoretical foundation as possible, the present investigation will focus on individual-level 

characteristics. Returning to the CFIR, Damschroder and colleagues (2009) determined 

that the five individual-level characteristics common across the field were knowledge and 

beliefs about the intervention, self-efficacy, individual stage of change, individual 

identification with organization, and personal attributes such as motivation, values, 

competence, capacity and tenure. Interestingly, Michie et al. (2005) also highlighted 

similar constructs as common to DIS research. Specifically, these two papers found that 

constructs related to (a) actual or perceived individual competence (e.g., perceived 

behavioral control), (b) social or organizational pressure to conform (e.g., subjective 

norms), and (c) knowledge or beliefs about the intervention (e.g., attitudes) were 

important across studies in determining the likelihood of an individual to adopt a new 

practice. These constructs are also the central components of the TPB described above, 

an early, foundational theory that has guided research in this field for over 40 years 

(Armitage & Conner, 2001). Due to the relative strength of the DIS literature on 

individual factors and the seemingly ubiquitous nature of these constructs, the present 

investigation will focus on the individual-level variables of attitudes, self-efficacy, social 

norms, and behavioral intention related to adopting novel innovations. Further, the strong 

support for the relationship between behavioral intention and observed behavior found 
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using the TPB, along with the frequent use of this theory in health care related research, 

suggests that the TPB may prove to be a viable and useful model in the context of youth 

EBP DIS research. 

Measurement 
 

Another challenge faced by EBP DIS researchers is the lack of standardized 

assessment tools for constructs commonly proposed by theories of innovation diffusion. 

In the individual characteristics domain, only two measures of clinicians’ general 

attitudes towards EBPs exist. These include the Evidence-Based Practice Attitude Scale 

(EBPAS; Aarons, 2004; Aarons et al., 2010) and the Modified Attitudes Practice Scale 

(MPAS; Borntrager, Chorpita, Higa-McMillan, & Weisz, 2009). Aarons (2004) 

developed the EBPAS to explore the contexts in which EBPs were likely to be 

successfully disseminated. According to the author, the measure assesses (a) intuitive 

appeal of EBP (“appeal”), (b) likelihood to adopt EBP given organizational requirements 

to do so (“requirements”), (c) openness to new treatment practices (“openness”), and (d) 

perceived divergence between EBP and current practice (“divergence”). Aarons and 

colleagues (2010) recently published the psychometric properties and national norms of 

the instrument, increasing the utility of the EBPAS as a standardized measure of DIS 

related constructs. Further underscoring the demand for research tools in this area, the 

authors reported receiving requests for the measure from over 50 research groups in more 

than eight countries (Aarons et al., 2010). 

The development of the EBPAS was a positive step towards standardizing DIS 

measurement; however, the content validity of the EBPAS as a measure of clinician 

attitudes towards EBPs is questionable. For example, several of the EBPAS items ask 

about the likelihood of using a new treatment if it were required by the respondent’s 
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supervisor, agency or state. These items seem out of the scope of individual attitudes 

towards EBPs, and move towards organizational level variables. Another item of the 

EBPAS queries the respondent about their intent to use a new treatment given adequate 

training, a question that likely taps behavioral intention rather than attitudes. Further, nine 

of the 15 EBPAS items ask the respondent about their attitudes towards “new” therapies 

rather than treatments that are supported by research. This may be assessing a clinician’s 

attitudes towards change rather than EBPs specifically, and the items may become 

outdated as EBPs cease to be new treatments. These issues may be avoided by 

developing a measure under the rigors of content validation. 

A second measure of individual clinician attitudes towards EBPs was developed  

using a different approach (Borntrager, Chorpita, Higa-McMillan, & Weisz, 2009). 

Borntrager and colleagues (2009) proposed that measurement of clinician attitudes 

towards EBP, and research-based treatment approaches generally, may be conflated with 

their attitudes towards specific ESTs, in particular treatment manuals. In numerous 

investigations on the topic, clinicians have reported the perception that treatment manuals 

are rigid and do not allow for clinician judgment in treatment planning and intervention 

delivery (Addis & Krasnow, 2000; Addis, Wade, & Hatgis, 1999; Shafran et al., 2009; 

Walrath et al., 2006). In an attempt to remove the bias resulting from negative 

perceptions of treatment manuals, Borntrager and colleagues (2009) created the MPAS, 

which assesses a clinician’s attitudes towards EBP without using the term “manual.” In 

the development study, clinicians’ attitudes towards EBP were evaluated with the EBPAS 

and MPAS before and after trainings in standard manualized therapy and modular 

manualized therapy. The modular training condition focused on applying techniques 

common to many EBPs (e.g., exposure, problem solving, time out, etc.) in a structured 
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way that was flexibly guided by clinician input. Compared to the standard manualized 

training group, the attitudes of clinicians in the modular training condition significantly 

improved as measured by the MPAS but not the EBPAS, suggesting that clinicians’ 

maintained their opinions about treatment manuals, but changed their attitudes toward 

research-based practices in general. These results imply that questionnaire items not 

specifically using the term “manual” may be more directly assessing attitudes towards 

EBPs while avoiding the effects of a negative perception of treatment manuals. The 

MPAS may also have better content validity related to the measurement of clinician 

attitudes towards EBPs specifically. All eight items ask direct questions about the 

clinician’s individual attitudes without referencing organizational factors, peer influences 

or practical barriers such as a lack of resources. Preliminary psychometric data is also 

presented in the development article (Borntrager, Chorpita, Higa-McMillan, & Weisz, 

2009). 

Unfortunately, only a small minority of researchers have used psychometrically 

investigated DIS-related instruments in their studies. Overall, the field has become 

dependent on the creation of idiographic, study-specific questionnaires (Beidas & 

Kendall, 2010; Glasman & Albarracín, 2006; Jensen-Doss & Hawley, 2011; Klaybor, 

1998; Nelson & Steele, 2007). These questionnaires typically consist of relatively few 

items for assessing individual factors related to the adoption of a novel innovation, and 

have not undergone the rigors of content validation. This method appears to be the mode 

amongst investigators in this new area of research, especially for assessing the constructs 

of attitudes and behavioral intention. In a review of the EBP training literature, Beidas 

and Kendall (2010) found that measurement inconsistency posed a major challenge for 

synthesizing research findings. As Beidas and Kendall (2010) suggest, the construction of 
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validated, standardized measures is an essential next step for research into the 

dissemination and implementation of EBPs. Given the previously described potential 

value of the TPB for this type of research, the development of a theoretically driven, 

standardized measure of TPB constructs may be one step towards this goal. 

Although no measures of behavioral intention, subjective norms or perceived 

behavioral control exist in the area of youth mental health, TPB questionnaires have been 

frequently developed and utilized for DIS research across other fields of study. In the 

area of substance use prevention, Zemore and Kaskutas (2009) developed the Alcoholics 

Anonymous Intention Measure to assess individuals’ intention to participate in the 12- 

step Alcoholics Anonymous program. The attitudes, perceived behavioral control and 

subjective norms subscale scores predicted 31% of the variance in behavioral intention 

scores, and the behavioral intention subscale predicted 41% of the variance in 12-step 

program participation one year following the administration of the instrument. In another 

example, Ghazanfari and colleagues (2010) used a content validation procedure to 

develop the Physical Activity Questionnaire for Diabetic Patients, a TPB measure that 

successfully predicted 60.3% of the variance in physical activity among diabetic patients 

(Ghazanfari, Niknami, Ghofranipour, Hajizadeh, & Montazeri, 2010). Items for the Fogg 

Intent-to-Screen HIV Questionnaire were developed using information gathered from 

interviews with the target population followed by expert ratings of their relevance (Fogg, 

Mawn, & Porell, 2011). This content-validated TPB measure demonstrated strong 

psychometric properties when evaluated in two pilot studies and a field test. Finally, a 

recent study by Boyko and colleagues (2011) used a manual for developing TPB 

questionnaires for health providers to investigate intention to use empirical research for 

health care policymaking (Boyko, Lavis, Dobbins, & Souza, 2011; Francis et al., 2004). 
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The measure was created using a panel of experts and demonstrated sensitivity to change 

after an intervention meant to increase positive attitudes towards science-driven health 

care policy. This study provided preliminary evidence for the reliability of such a tool to 

measure behavioral intention towards evidence-based decision making in health care 

settings. Although not directly related to youth mental health, these examples highlight 

the potential utility of a TPB measure in predicting individual behavior based on 

attitudes, perceived behavioral control, subjective norms and behavioral intention. 

Present Study 

Research in the area of dissemination and implementation is critical to the successful 

adoption of youth EBPs into community mental health care. The current investigation 

contributes to this effort through the content validation of a clinician self-report measure 

based on the TPB. The central constructs of this theory (see Figure 1; attitudes, perceived 

behavioral control, subjective norms, and behavioral intention) have appeared 

consistently across DIS theories over the past several decades; therefore, a measure 

assessing these constructs may be valuable to DIS researchers using a variety of 

theoretical frameworks. The study included four phases: (a) construct definition (e.g., 

specification of precise construct definitions), (b) item generation (e.g., item content and 

wording generation based on informant interviews), (c) item modification (e.g., item 

content review and wording refinement by an expert panel), and (d) item evaluation (e.g., 

quantitative and qualitative item review by the target population and key stakeholders) 

(Haynes, Richard, & Kubany, 1995). This multi-method approach to measure 

development capitalized upon expertise from university-based researchers, community 

stakeholders, and direct service providers working within the field of children’s mental 

health. It is hoped that the development and validation of this type of measure will 
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facilitate dissemination and implementation research by assessing the impact of 

dissemination efforts (e.g., trainings), illuminating the most commonly perceived barriers 

to innovation adoption, and promoting the synthesis of findings across research groups. 

 

 
 
 
 
 

Methods 

Participants 

Capitalizing on the many sources of expertise related to the treatment of children’s 

mental health, diverse groups of informants were asked to participate during the course of 

this study (see Table 1). During various phases of the investigation, participants were 

recruited through the University of Hawaiʻi at Mānoa (UH) Department of Psychology, 

the Hawaiʻi Department of Education (DOE), and the Hawaiʻi Department of Health 

(DOH) Child and Adolescent Mental Health Division (CAMHD). First, a panel of three 

experts (i.e., the “expert panel”) was recruited to assist in the construct definition and 

item modification phases of measure development (see Table 1 and Figure 2). These 

individuals were recruited from UH and the state’s Evidence-Based Services (EBS) 

Committee. The EBS Committee works to promote EBP across the state of Hawaiʻi 

through varying initiatives and demonstration projects. The committee is composed of a 

wide diversity of individuals with a wealth of experience and expertise related to 

children’s mental health concerns and issues related to the dissemination and 

implementation of youth EBP. Individuals selected were Ph.D. level clinical 

psychologists with experience providing mental health services for youth. Beyond having 

direct treatment experience, these individuals had also served in prominent leadership 

roles within the state-wide system of care. These experts therefore had extensive 
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expertise related to the complex issues surrounding youth mental health services 

provision (e.g., supervisory experience, experience guiding system-wide policy making). 

The expert panel participated during the construct definition and item modification 

stages. Next, four graduate students were recruited to assist in the construct definition and 

item generation phases (see Figure 2). These individuals (a) had directly provided mental 

health services to youth, (b) had been trained in and used EBPs with youth, and (c) had 

conducted research in the area of DIS. Through their clinical and research experiences, 

the members of this “graduate student panel” were well suited to assist in the 

development and refinement of construct definitions and item content. 

Two groups of participants, the “community-based experts” and the “direct service 

providers,” were recruited to assist in the development of item content during the item 

generation phase and in the quantitative and qualitative evaluation of the items during the 

item evaluation phase (see Table 1 and Figure 2). “Community-based experts” (n = 8) 

included individuals working in a variety of capacities within the children’s mental health 

system who were familiar with issues related to the provision of mental health services 

for youth. The community-based experts chosen for participation had graduate degrees in 

mental health related fields and had experience with supervising, facilitating, and/or 

coordinating service provision with families seeking mental health treatment. Although 

they did not all have extensive direct service experience, these individuals had expertise 

related to wide array of individual- and systems-level factors that affect treatment 

selection, therapist adherence, and family engagement in treatment. These participants 

were recruited from DOH’s Honolulu Family Guidance Center (HOFGC; DOH regional 

center that coordinates the provision of mental health services to qualifying youth within 

the Honolulu district) and the DOE (see Table 1). The community-based experts recruited 
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from the HOFGC included individuals working within the mental health care system as 

Care Coordinators or Mental Health Supervisors. Care Coordinators at the HOFGC 

primarily engage in case management, treatment planning, service coordination, and 

ongoing service monitoring for youth, while Mental Health Supervisors direct and review 

this work. These individuals have experience handling the complexities of service 

selection and delivery. Clinical psychologists and Student Services Coordinators from the 

DOE were also recruited. Clinical psychologists supervise school-based direct-service 

providers across multiple schools and have experience related to treatment selection and 

intervention in the school setting. Student Services Coordinators are responsible for 

managing mental health services provision for the youth within their schools that qualify 

under either the Individuals with Disabilities Education Act or Section 504 of the 

Rehabilitation Act. Student Services Coordinators have experience selecting services for 

youth, working within a treatment team, and monitoring youths’ response to intervention 

within the school setting. In order to obtain as representative a sample as possible, efforts 

were made to ensure diversity across demographic characteristics such as gender (50% 

female), age (M = 44.75 years, range: 39-51 years), and ethnicity. Ethnicities represented 

in the current sample included Japanese, Chinese, Korean, Filipino, Hawaiian, Okinawan, 

and Caucasian. Of the eight community-based experts recruited throughout the course of 

the study, three participated in the item generation phase only, two participated in the 

item evaluation phase only, and three participated in both phases. During the item 

generation phase, data gathered in part from interviews with these community-based 

experts were used as the basis for the development of item content. This participant group 

was also enlisted to quantitatively and qualitatively review instrument items during the 

item evaluation phase (see Figure 2). 
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The last group of participants represents the target population for the final measure, 

and consisted of mental health providers working directly with children through the 

DOE, CAMHD, and CAMHD-contracted agencies (e.g., “direct service providers”) (see 

Table 1). The individuals recruited (n = 10) had direct experience with a variety of 

clinical activities including selecting treatment strategies for youth, creating treatment 

plans, and providing youth mental health therapy. The direct-service provider group 

included participants working within the most common settings and levels of care 

through which youth in Hawaiʻi receive services (e.g., in-home services, clinic-based 

outpatient, community-based outpatient, school-based counseling). These participants 

were recruited through the DOE, HOFGC, and CAMHD-contracted agencies, and 

reported holding the following clinical positions: clinical psychologist, behavioral health 

specialist, educational assistant, intensive-in-home therapist, intensive support worker, 

skills trainer, and counselor. Specific CAMHD-contracted agencies represented included 

Alaka’i Na Keiki, The Institute for Family Enrichment, Project Kealahou, Family Peace 

Center, and Catholic Charities. An outpatient mental health clinician from Kaiser 

Permanente also participated (see Table 1). During the item generation phase of the 

study, the ground-level expertise of these direct service providers was utilized for the 

creation of item content. Subsequently, direct service providers participated in the item 

evaluation phase by quantitatively and qualitatively assessing groups of items (see Figure 

2). 

The target population for the instrument was intended to be direct service providers 

working within the field of children’s mental health. Direct service providers are 

typically diverse across multiple factors that may directly impact the present constructs of 

interest, including educational background, treatment setting, agency supervisory 
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structure, and experience levels related to EBP. Thus, the final instrument was 

hypothesized to be most useful if developed to be generalizable across these features. The 

recruited community-based experts and direct service providers reflected the desired 

diversity. The participants represented a range of educational backgrounds, with terminal 

degrees ranging from bachelors to doctoral level (degrees included: Bachelors of Arts, 

Masters in Social Work, Masters of Science in Counseling, Masters in Public Health, 

Doctor of Psychology, and Doctor of Philosophy in Psychology). The participants had 

experience working within a variety of treatment settings (e.g., school, home, 

community, traditional clinic outpatient), and were diverse with respect to their 

knowledge of EBPs. For example, some participants reported receiving training in 

specific EBPs (e.g., Coping Cat: Kendall & Hedtke, 2006a, MATCH: Chorpita, 2007), 

while another participant had never heard the term prior to participation in the present 

study. Efforts were also made to increase diversity across demographic characteristics 

such as age (M = 33.50, range: 22-52 years), gender (8 of 10 were female), and ethnicity. 

Ethnicities represented in the current sample included Japanese, Chinese, Korean, 

Filipino, and Caucasian. Of the 10 members of the target population recruited throughout 

the course of the study, three participated in the item generation phase only, four 

participated in the item evaluation phase only, and three participated in both phases. 

Procedures 

Prior to data collection, all policies and procedures were approved by UH’s 

Committee on Human Studies. All participants provided consent using a pre-approved 

consent form before engaging in any phase of the study. Participants were contacted via 

phone or email to (a) schedule an interview, (b) schedule participation on a panel, or (c) 

be provided with the questionnaire for item review. 
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Measures 
 

Item Generation Questionnaire (IGQ). The IGQ was constructed for the present 

investigation based on guidelines established within Francis and colleagues’ (2004) 

manual for constructing TPB questionnaires. This set of guidelines has been used 

numerous times within a variety of fields to investigate factors related to the adoption of 

novel behavior. Prior studies have demonstrated strong psychometric qualities for 

instruments developed using this manual (Fogg, Mawn, & Porrell, 2011; Gonzalez, 

Lopez, Marcos, & Rodriguez-Marin, 2012; Knowlden, Sharma, & Bernard, 2012). The 

IGQ is a semi-structured interview designed to elicit beliefs related to the constructs of 

attitudes, subjective norms and perceived behavioral control within the context of 

provider adoption of youth EBPs (See Appendix A). The IGQ questions are open-ended 

to facilitate a discussion about these topics as opposed to encouraging short, simple 

answers. Reflections, summaries and follow-up questions were often used by the 

interviewer to expand upon responses. One additional question was added to the IGQ for 

the purpose of assessing the interviewees’ understanding of the term “EBP.” The IGQ 

was evaluated by the graduate student and expert panels to minimize the impact of 

experimenter bias; several edits were made as a result of this review. Further, the 

interviewer asked the first several interviewees whether they believed the questions were 

clear and relevant to them. Feedback from these interviewees was uniformly positive. 

Study Design 

Instrument development consisted of a multi-method, qualitative and quantitative 

process guided by the principles of content validation (see Figure 2). Content validation 

is a process by which the relevance and representativeness of each instrument element is 

evaluated in relation to the targeted construct, population, and instrument purpose 
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(Haynes et al., 1995). The elements of the instrument include, but are not limited to, the 

definitions of constructs, instructions, item content, response formats, scoring, and 

function-instrument match. The four broad phases of the current study, enumerated 

below, included construct definition, item generation, item modification, and item 

evaluation (see Figure 2). 

Phase 1: Construct Definition. Content validation is conditional upon the target 

construct, target population, and intended instrument purpose; therefore, these instrument 

elements were carefully defined prior to item generation (Haynes et al., 1995). The 

precise and exhaustive definition of the constructs of interest was particularly important 

to facilitate all later stages of measure development (Suen, 1990). Constructs of interest 

for the present study included behavioral intention, attitudes, subjective norms, and 

perceived behavioral control, along with their corresponding behavioral, normative and 

control beliefs, respectively. Attitudes, subjective norms and perceived behavioral control 

were considered to be facets of behavioral intention (see Figure 1). From this point 

forward, these constructs (e.g., attitudes, subjective norms, and perceived behavioral 

control) will be referred to as subscales of the larger TPB instrument. A definition of 

“evidence-based practices” appropriate for the target population was also established and 

used to guide item content generation. 

Participants with the highest level of expertise related to EBP and the TPB (i.e. the 

expert and graduate student panels) were utilized during the construct definition phase. 

The construct definition procedure began with a consultation of the theoretical and 

empirical literature, from which an exhaustive listing of construct descriptions was 

drawn. The primary investigator synthesized from this review one proposed definition per 

construct. To prepare the graduate students to meaningfully contribute to the panel, each 
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individual was asked to read “Constructing Questionnaires Based on the Theory of 

Planned Behavior: A Manual for Health Services Researchers” (Francis et al., 2004) and 

“The Theory of Planned Behavior” (Ajzen, 1991). The initial definition list was then 

presented to the panel of graduate students who iteratively and collaboratively re-wrote 

each definition until one mutually agreed-upon definition emerged. Through this process, 

the panel critically analyzed the following within the context of youth EBP use: (a) each 

construct’s domain (e.g., what types of thoughts and beliefs should be included and 

excluded as part of the construct), and (b) each construct’s dimensions (e.g., the relevant 

factors, dimensions, and situations applicable to the construct) (Messick, 1995) (see 

Appendix B). This thorough exploration and critical evaluation resulted in a list of 

construct definitions that was presented to the expert panel. The modifications to each 

definition that occurred through this process are available in Table 2. 

The expert panel used their collective knowledge and experience to review the 

appropriateness of each construct definition within the context of children’s mental health 

services provision. The expert panel was also asked to critically evaluate each construct’s 

domain and dimensions when reaching a consensus on the final definition (Appendix C). 

Given the lack of prior research in this area, the range of dimensions (e.g., particular 

beliefs/attitudes) for each of these constructs was unknown. However, dimensions 

unidentified by the graduate student and expert panels were revealed through the item 

generation phase (Haynes et al., 1995). The final definition for each construct (see Table 

2, “Expert Panel Modification” rows) was used as a guide for the determination of item 

content validity during the item modification and evaluation phases (see Figure 2). Prior 

to their participation, the primary investigator gave a brief didactic training related to the 
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TPB and the methods of the present investigation for the graduate student and expert 

panels. 

At this stage, the target population and intended use of the instrument were also 

collaboratively specified by the primary investigator, graduate student panel and expert 

panel (Ebel & Frisbie, 1991; Hartmann, 1982). An instrument with high content validity 

should have a close match between its purpose and measurement method (Haynes et al., 

1995; DeVellis, 1991). The target population and intended instrument use were precisely 

defined through an iterative process by the graduate student panel in the manner 

described above. The product of this process was given to the expert panel for refinement 

and final approval (see Appendix D). 

Phase 2: Item Generation. The central goal of this phase was to develop a large 

number of possible instrument items representing all aspects of the constructs of interest 

to be pruned during subsequent stages of instrument development (DeVellis, 1991) (see 

Figure 2). The proposed instrument contains items covering four subscales (behavioral 

intention, attitudes, subjective norms, perceived behavioral control). Consistent with the 

theoretical foundation for the instrument, the TPB, the subscales of attitudes, subjective 

norms, and perceived behavioral control each contain the two sub-factors of beliefs and 

their influence on the individual (see Figures 1 and 3). Items were generated from data 

gathered during one-on-one semi-structured interviews with direct service providers (n = 

6) and community-based experts (n = 6) (Haynes et al., 1995; cf. Wolfe, Brown, Furey, & 

Levin, 1993). These participant groups were utilized due to their extensive knowledge 

and experience related to the provision of EBP in children’s mental health. Both 

individual interviews and focus groups have merit in eliciting qualitative data (Stokes & 

Bergin, 2006); however, one-to-one interviews were used for several reasons. First, 
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individual interviews were more advantageous given the practical concerns of scheduling 

multiple working professionals. Second, the transcription of audio-taped material may 

have been increasingly difficult as the number of individuals speaking increased. In other 

words, the inevitability of multiple individuals speaking at once may have been an 

impediment to successful transcription. Lastly, guidelines for both conducting individual 

interviews and determining the point of data saturation have been specified for individual 

but not group interview formats (Francis et al., 2004; Francis et al., 2010; Guest, Bunce 

& Johnson, 2006). The construction of semi-structured interview questions was guided 

by “Constructing Questionnaires Based on the Theory of Planned Behavior: A Manual 

for Health Services Researchers,” and was designed to elicit responses related to 

attitudes, subjective norms, and perceived behavioral control (Francis et al., 2004). 

Efforts were made to ensure that questions within the IGQ were open-ended, neutral, 

singular, and clear (Patton, 2002). To avoid interviewer bias, the IGQ was reviewed by 

the graduate student panel and the expert panel before the first interviews began (see 

Appendix A). 

Each semi-structured interview was audio-taped and transcribed. This data underwent 

a content analysis, which has been described as a “qualitative data reduction and sense- 

making effort that takes a volume of qualitative material and attempts to identify core 

consistencies and meanings” (Patton, 2002, p.453). For an illustrative example, see 

Figure 4 for the development of an item beginning with transcribed text from a semi- 

structured interview. The primary investigator and one additional member of the graduate 

student panel, each of whom had prior experience generating themes from qualitative 

data within the TPB framework, separately reviewed the text and used rational deduction 

to identify themes (cf. Fogg et al., 2011, McKenna et al., 2011). These two reviewers 
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extracted themes related to attitudes, subjective norms, and perceived behavioral control, 

and used the construct definitions developed in the first phase (see Table 2) to categorize 

each theme according the constructs of the TPB. As semi-structured interviews were 

held, transcribed, and reviewed, the primary investigator compiled a comprehensive list 

of themes organized by construct (See Table 3 for an example of the tracking system 

utilized in the current study). Themes were included on the list if they were generated by 

either or both reviewers. New themes were added to this list as they arose, and frequency 

counts for each theme were tracked to represent how commonly certain ideas appeared 

(See Table 4). The goal of this phase was to glean as many ideas as possible from the 

transcripts; thus, reaching an agreement between reviewers related to the presence of 

themes in each portion of text was not deemed necessary or appropriate. 

Grounded Theory (GT) is a research methodology that aims to derive knowledge 

“grounded” in the complexities of lived experience through an iterative, concurrent 

process of data collection, coding and synthesis (Fassinger, 2005). Although the current 

project is beginning with a strong theoretical basis, some principles of GT are applicable. 

The theory stipulates that data collection should proceed until the attainment of thematic 

saturation, or the point at which no novel themes, categories or relationships are being 

discovered. In accordance with the principles of this theory, interviews continued until 

data saturation occurred. Francis and colleagues (2010) proposed the first set of 

structured guidelines for determining data saturation. Consistent with their suggestion, a 

minimum of ten interviews were conducted during the course of data collection, after 

which interviews continued until three respondents in a row failed to produce novel 

responses. The dynamic list of themes developed (see Table 3 for example) and expanded 

upon throughout data collection assisted in the identification of the point of data 
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saturation. New interview participants were no longer recruited after three consecutively 

reviewed transcripts failed to produce new themes to be added to the list (See Figure 5). 

Supplementary to the information gathered from interviews, additional item content was 

generated through a review of the relevant literature, rational deduction and clinical 

experience on the part of the researchers. 

Following the completion of interviews and the generation of themes, items were 

created to measure each subscale (e.g., attitudes, subjective norms, perceived behavioral 

control, and behavioral and intention) and its corresponding belief sub-factors when 

appropriate (e.g., attitudes: behavioral beliefs and outcome evaluations; subjective norms: 

normative beliefs and motivation to comply; and perceived behavioral control: control 

beliefs and the influence of control beliefs). Per the TPB, behavioral intention does not 

have underlying belief sub-factors but is instead predicted by the other three constructs of 

the TPB (see Figure 1). Two types of items, “direct measurement” and “indirect 

measurement,” were created to measure the constructs of the TPB (see Figure 3). This 

strategy was adopted per the suggestion of Francis and colleagues (2004) to reflect the 

structure of the TPB. First, “direct measurement” questions were developed. This type of 

item was written to plainly and candidly measure the four subscales of the TPB. These 

face valid questions query clinicians directly about their behavioral intention, attitudes, 

subjective norms, and perceived behavioral control without utilizing the information 

gathered during the interviews. Unlike the other three subscales, behavioral intention is 

only assessed using direct measurement items because this construct is believed to be 

predicted by attitudes, subjective norms, and perceived behavioral control, not by belief 

sub-factors (Francis et al., 2004). 
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Next, “indirect measurement” item were generated to assess the six belief sub-factors 

(e.g., behavioral beliefs and outcome evaluations, normative beliefs and motivation to 

comply, and control beliefs and control beliefs and the influence of control beliefs) (see 

Figures 1 and 3). A minimum of two potential measure items were created from each 

theme, one assessing the belief, and one assessing the influence of that belief (Francis et 

al., 2004; cf. Schomerus, Matschinger & Angermeyer, 2009). These belief items will be 

referred to as “item pairs.” These item pairs were based on the themes appearing from the 

informant interviews (see Figure 4), and incorporated specific behavioral, normative, and 

control beliefs mentioned during informant interviews. Multiple semantically disparate 

belief/influence item pairs were created for a single theme if participants used 

substantively different wording in their discussion of the theme. Items were designed to 

be short, unambiguous questions reflecting a single idea (McKenna et al., 2011). 

Unlike the constructs of attitudes and perceived behavioral control, two types of 

indirect measurement item pairs were created for the construct of subjective norms (see 

Figure 3). Francis and colleagues (2004) recommended this strategy to assess perceptions 

of which innovations should be used and which innovations are used. “Injunctive” items 

were used to assess beliefs related to the opinions of important groups about the use 

EBPs (e.g., “My clients approve of my using EBPs”) and the motivation to comply with 

those opinions (e.g., “My clients' approval of my treatment choices is important to me”), 

while “descriptive” items were written to assess perceived use of EBPs by others (e.g., 

“My colleagues use EBPs with their clients”) and the motivation to conform to these 

perceived social norms (e.g., “Doing what my colleagues do is important to me”) (See 

Appendix E). Both types of subjective norms indirect measurement items went through 

all phases of item review (see Figure 2). 
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As a first round of evaluation, the themes and corresponding instrument items were 

presented to the graduate student panel for feedback (Appendix F). First, the panel 

determined whether each theme represented a unitary, unambiguous idea. Next, the 

construct classification of each theme was evaluated. Differences in proposed construct 

classifications were solved through critical thinking and discussion until a unanimous 

group consensus was reached. Lastly, the graduate student panel evaluated the proposed 

theme-based items and instrument instructions. The panel considered both clarity of 

wording and response format and scoring of each item. All direct measurement items and 

indirect measurement item pairs were presented to the graduate student panel. If any 

member of the panel believed that an item should be modified, the item was discussed 

and edited until a group consensus emerged. As a general guide, the initial item pool may 

have three to four times more items than the final instrument (DeVellis, 1991). The total 

number of items at this stage was not pre-determined, but rather was based on the number 

of themes arising from the interviews. An abundance of excess items was deemed 

preferable for the facilitation of item pruning during later phases (Carmines & Zeller, 

1979). 

Phase 3: Item Modification. During this phase of the study, the primary objective 

was the expert review of the initial item pool for relevance and representativeness related 

to the constructs of interest (see Figure 2). Within the context of content validation, the 

item pool is considered to be a random sample of the entire universe of items 

representing the construct of interest (DeVellis, 1991). Therefore, the item set used for 

any given instrument should represent all aspects of the construct, and not represent 

elements outside the construct. Following their initial development and assortment into 

construct domains by the primary investigator and graduate student panel, items were 
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evaluated to determine whether adequate coverage had been achieved (Anastasi, 1988; 

Haynes et al., 1995). Items were organized into grids arranged by subscale as a visual 

representation of the coverage of items to facilitate evaluation (Franzen, 1989; Lynn, 

1986; Messick, 1995) (see Appendix G). 

The expert panel was presented with the items along with a schematic of the TPB and 

a list of the construct definitions developed during phase one (see Table 2, Figure 1, and 

Appendix G). The panel used these materials to rate the relevance of each item to the 

designated construct on a five point Likert scale (1 = poor, 2 = fair, 3 = average, 4 = 

good, 5 = excellent). A five-point scale was adopted because (a) research has 

demonstrated that the ideal number of response choices lies between 3 and 9, and (b) an 

odd number of choices is recommended when the respondent can reasonably adopt a 

neutral position, as is the case here (Cox, 1980). Items for which any member of the 

panel gave a rating of “3” or lower were brought to the attention of the panel and 

considered for reassignment, modification, or removal to ensure their appropriateness for 

the selected subscale. The rationale for the modification of a particular item was 

discussed until a group consensus was reached. After items were reviewed for relevance, 

the expert panel was invited to suggest changes to the item wording to enhance clarity 

and specificity (see Appendix G). 

Next, item sets in their entirety were evaluated for representativeness. Ideally, item 

sets should contain questions assessing every aspect of the particular construct and not 

contain questions assessing any thought, feeling, or behavior outside the domain of the 

facet. Although this principle is eventually balanced against instrument length, during 

this phase maximal representativeness was sought. Once the expert panel had given a 

relevance score and reviewed the wording of items belonging to a particular subscale, the 
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participants were asked to consider the item set as a whole and determine whether any 

important dimensions were missing (see Appendix G). In considering the 

representativeness of each item set, members of the expert panel were asked to remove 

items outside the domain of the subscale and/or suggest additional items to measure 

underrepresented aspects of the subscale’s domain (cf. Stice, Telch, & Rizvi, 2000). 

Lastly, the expert panel was asked to evaluate the item response formats and the 

instrument directions (see Appendix G). The expert panel was asked to make 

modifications to all aspects of the instrument in light of the function and target population 

of the measurement device to ensure that the instrument elements matched its purpose 

and potential uses (see Appendix D). At this point, each facet had an excess of highly 

relevant and well worded items. Experts were also given the opportunity to suggest 

additional items at this stage given that excessively large numbers of items were pruned 

during the item evaluation phase (DeVellis, 1991). 

Phase 4: Item Evaluation. The central goal of the item evaluation phase was the 

vetting of potential items by direct service providers and community-based experts (see 

Figure 2). To facilitate this process, participants were provided with the construct 

definitions from phase one (see Table 2, “Expert Panel Modification” rows), the item 

arranged into grids by construct, and a verbal and written explanation of the concepts of 

relevance and representativeness (Appendix H). First, community-based experts and 

direct service providers were asked to quantitatively evaluate the modified items for 

construct relevance and clarity of wording on a five point Likert scale (1 = poor, 2 = fair, 

3 = average, 4 = good, 5 = excellent) (Haynes et al., 1995; Lynn, 1986; cf. Kubany et al., 

2000). The primary investigator met with each participant in-person to ensure their 

understanding of the instrument purpose and target population, the definitions of the 
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subscales (e.g., attitudes, subjective norms, perceived behavioral control, and behavioral 

intention), and the evaluation directions (see Appendix H). Items with relevance or 

wording scores of “1” or “2” were discussed with the judge in order to determine the 

participant’s rationale for the low score. This process sometimes illuminated a 

misunderstanding of the item, indicating that the item wording rather than content 

required modification. Judges were then asked to evaluate the representativeness of item 

sets in their entirety (see Appendix H). In order to allow participants to provide 

qualitative feedback regarding the representativeness of item sets, judges were provided 

with all items belonging to a particular subscale. 

Practical considerations in participant recruitment at this stage were weighed against 

incremental benefit gained with each additional judge (Haynes et al. 1995). Judges were 

provided with the items from one or more subscales depending on their time constraints 

and rater fatigue (M = 2.3 subscale item sets). Evaluation meetings at this stage ranged 

from 20 minutes to complete one subscale, to one hour to complete all four subscales. 

Each item was scored by seven judges to facilitate the detection of unusual ratings by 

particular judges (Lynn, 1986). Further, each subscale was evaluated by at least three 

participants from both direct service provider and community-based expert groups. This 

was done to reduce potential bias that may have resulted from one participant group 

being responsible for all feedback regarding a particular subscale. Along with the 

quantitative ratings, judges were also asked to qualitatively evaluate the items by 

suggesting wording changes, response format edits, and additional items to be included in 

the instrument (Hambleton & Rogers, 1991; cf. Stephenson, 2000) (see Appendix H). 

The instrument instructions were also qualitatively evaluated by the participants. Given 
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that only one additional item was added after the first round of item evaluation, a second 

round was deemed unnecessary. 

During the final stage of item evaluation, the primary investigator edited and/or 

removed based on participant feedback and additional items were considered for 

inclusion in the instrument. This later stage also addressed issues related to instrument 

length and item redundancy. Although higher number of items per subscale is associated 

with higher reliability, this concern must be balanced against the practical considerations 

of final test length (DeVellis, 1991). Items were removed due to a combination of low 

judge ratings, semantic similarity to other items, and frequency of the original theme 

presentation. The frequency counts kept during the item generation phase were used as a 

proxy for the relative importance of each theme to the construct of interest (see Table 4). 

The length of the final item list was balanced against the relative theme importance, with 

the goal of maintaining important themes and removing relatively unimportant themes. 

By the end of the item evaluation phase, each subscale had a group of highly relevant, 

clearly worded, and well formatted items. 

Results 

Phase 1: Construct Definition. 

First, the target population, instrument purpose, and construct definitions were 

carefully outlined by the primary investigator (see Appendix D). Initial construct 

definitions were then created by combining common elements drawn from numerous 

definitions within the literature (see Table 2, “Examples of Source Definitions” rows). 

Definitions for the constructs of behavioral intention, attitudes, subjective norms, and 

perceived behavioral control were gathered from literature stemming from a variety of 

disciplines. None of these definitions could be accepted in their entirety as they were not 
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specifically related to the use of youth EBPs by direct service providers. Definitions for 

the construct of evidence-based practices were drawn from the seminal work of 

Chambless and Hollon (1998) and from the established definitions of both the APA’s 

Presidential Task Force on Evidence-Based Practice and the Association of Behavioral 

and Cognitive Therapies (ABCT) (see Table 2, “Examples of Source Definitions” under 

“Evidence-Based Practices” heading). These definitions were not accepted in their 

original forms for a variety of reasons. The Chambless and Hollon (1998) definition was 

too comprehensive for the purposes of the present study. The definition from ABCT 

contained a significant amount of jargon particular only to the field of clinical 

psychology, which shed doubt on its readability for the more diverse target population. 

Lastly, the APA definition was not accepted because it contained references to both 

empirical literature and clinical expertise. Because interventions based on scientific 

clinical outcome research were the focus of the current study, the definition of EBPs 

reflected only this component in order to reduce confusion over which practices should 

be considered “evidence-based.” A new definition for EBPs was created by the primary 

investigator that contained the essential elements found across source definitions (see 

Table 2, “Proposed Definition” under “Evidence-Based Practices” heading). 

During the first graduate student panel meeting, the target population and 

intended instrument purpose were reviewed by the graduate student panel with two goals. 

First, the explanation of these important instrument elements facilitated the graduate 

panel’s thorough understanding of the project and enhanced their ability to contribute 

meaningfully in later stages (see Figure 2). Second, the graduate student panel was given 

the opportunity to provide feedback about these aspects of the instrument, and no 

modifications were made (see Appendix D). The definitions prepared by the primary 
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investigator were also evaluated (see Appendix B), and minor changes were made to the 

wording of each definition to enhance clarity (see Table 2, “Graduate Panel 

Modification” rows). Lastly, the graduate student panel critically evaluated the item 

generation questionnaire for researcher bias (see Appendix A). The panel suggested that 

participants in phase two might be asked to define “EBPs” in their own words before the 

PI provided them with a definition. The rationale for this suggestion was twofold. First, 

asking the participants to define “EBPs” may provide a means of assessing their 

understanding of the construct. Further, data may be gathered related to the words 

commonly used by direct service providers to describe EBPs. This change was 

incorporated into the IGQ (see Appendix A). 

Next, the modified definitions were reviewed by the expert panel (see Appendix 

C). The expert panel made edits to the wording of all but one construct definition in order 

to increase clarity (see Table 2, “Expert Panel Modification” rows). The final EBP 

definition was incorporated into the IGQ and instrument instructions (see Appendices A 

and I), while the final definitions for the TPB constructs were used during the item 

modification and item evaluation phases to guide relevance and representativeness ratings 

(see Appendices G and H). The expert panel also provided feedback regarding the target 

population and intended instrument purpose (see Appendix D). The target population was 

identified as mental health providers working directly with children and families in the 

most common settings (e.g., schools, in-home, outpatient clinics etc.). The instrument is 

designed to be used with the modal direct service provider, which includes individuals 

working with children having difficulties in the areas of anxiety, depression, 

inattention/hyperactivity, trauma, and/or disruptive behavior. The instrument is intended 

to be used to facilitate DIS research by evaluating the readiness of individuals for change 
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and evaluating the efficacy of interventions meant to increase the adoption of EBPs (e.g., 

continuing education trainings). As the instrument is intended to assess latent constructs 

related to attitudes and beliefs (i.e. precursors to observable behavior), it was agreed that 

the self-report method is most appropriate. Lastly, the expert panel reviewed the IGQ, 

made several minor modifications, and approved it for use with the community-based 

experts and direct service providers (see Appendix A). 

Phase 2: Item Generation. 
 

Semi-structured interviews were conducted with 12 participants from the 

community-based expert (n = 6) and direct services provider (n = 6) participant groups. 

When direct service providers were asked to define EBPs at the beginning of the 

interview in their own words, they emphasized that (a) the interventions were efficacious, 

(b) repeated investigations were needed to demonstrate that positive outcomes could be 

replicated, and (c) interventions were classified as evidence-based for specific disorders 

and/or populations. Demonstrating the diversity of the current sample, one participant 

had not heard the term “EBP” prior to the interview, and two participants were able to list 

some of the Chambless and Hollon (1998) criteria. The IGQ was used to guide each 

interview, and summaries with follow-up questions were frequently used to clarify the 

interviewee’s meaning (see Appendix A). Each interview was transcribed and reviewed 

for themes by two independent readers. The second reviewer was provided with the 

construct definitions developed during phase one (see Table 2, “Expert Panel 

Modifications” rows), and ongoing feedback was provided to avoid reviewer drift. The 

reviewers independently both (a) identified the theme that was being discussed (e.g., 

flexibility of EBPs), and (b) labeled each identified theme with the appropriate construct. 
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The themes extracted were related to the constructs of attitudes, subjective norms, and 

perceived behavioral control. 

As interviews were transcribed and reviewed, a dynamic list of themes was 

generated and expanded upon in order to identify the point of data saturation (See Table 3 

for example). Themes identified by either reviewer were included in the list. Themes 

were named using a variety of strategies with the overarching goal of achieving short, 

succinct theme statements. First, the words used by the interviewees often served as 

starting points for theme names. For example, the theme “Structure (scripts, outlines, 

handouts)” was originally labeled “Structured” based on the first participant’s statement: 

“… they’re very structured so there’s actually protocols for them.” As the interviews 

proceeded, participants often spoke about similar topics using different words; 

occasionally these words were incorporated into themes. Continuing with the previous 

example, “scripts, outlines, handouts” was added following additional interviews in 

which these specific examples of structure were identified. If ideas were raised that could 

not succinctly be labeled using words derived from a participant’s statements, the 

primary investigator or secondary reviewer created a theme label. For example, one 

interviewee stated: “But especially if you are going into meeting a new client that you 

have maybe never worked with or either that disability before especially because I’ve 

only been in this position for a little over a year. So being new, that sort of research 

already done by other people helps a lot. And I’m not going to necessarily go exactly, if 

someone were to give me a program and say ‘here this works,’ I wouldn’t necessarily 

follow it page by page but it definitely gives me a more solid foundation and it helps me 

feel a little more confident going into working with a student who has issues that I have 
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never encountered before.” This statement led to the creation of the theme “Assists with 

addressing  novel  problems.” 

Out of the 237 instances of a theme arising (across both reviewers, all themes, and 

all transcripts), 186 were identified by both reviewers. There were 27 instances in which 

the primary investigator alone identified a theme, and 24 instances in which the second 

reviewer alone identified a theme. Across all transcripts, a total of 53 unique themes were 

identified across the two reviewers. The primary investigator and additional text reviewer 

initially identified 25 themes for attitudes, 15 themes for subjective norms, and 13 themes 

for perceived behavioral control. Of these 53 unique themes, two themes were identified 

only by the primary reviewer, and five themes were identified only by the second 

reviewer. Frequency counts were tracked for all themes (see Table 4). Data saturation 

was reached for the constructs of attitudes and subjective norms by the 9
th 

interview, and 
 

reached for the construct of perceived behavioral control by the 8
th 

interview (See Figure 

5). Information related to the number of themes and items at each stage is presented in 

Figures 6 and 7. Indirect measurement question pairs were then developed for each theme 

(see Figure 4). Due to multiple semantically disparate items being created for some 

themes, 32 attitudes item pairs, 19 subjective norms item pairs, and 18 item pairs 

measuring perceived behavioral control were created (See Figure 6, column 1). 

Additionally, face valid direct measurement items were created for each subscale based 

on the recommendations of Francis and colleagues (2004). Four behavioral intention 

items, five attitudes items, four subjective norms items, and four perceived behavioral 

control items were generated for direct measurement (See Figure 7, column 1). 

Interviewees generated themes unrelated to the TPB; however, these themes 

described concepts that could be broadly applied to using any type of treatment approach, 
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and were thus considered to be general treatment factors rather than beliefs about the use 

of youth EBPs. For example, when asked about the disadvantages of EBPs, interviewees 

suggested that individuals are reticent to use EBPs because they are different from their 

current practices. This is not a belief specifically related to EBPs, as the idea of changing 

treatment modalities could apply to any provider switching between any two types of 

treatment practices. Similarly, when asked about individuals or groups of people who 

would disapprove of EBP use, interviewees stated that individuals of particular 

theoretical orientations would disapprove of the use of EBPs which were derived from 

differing theoretical orientations. Again, this logic could be applied to any type of 

treatment practice being evaluated by a provider of any differing theoretical orientation, 

and thus was not considered to be directly relevant to subjective norms related to youth 

EBPs specifically. All statements directly related to provider use of EBPs were 

categorized into one of the TPB constructs (e.g., attitudes, subjective norms, and 

perceived behavioral control) by one of the two reviewers. These construct classifications 

were later evaluated by the graduate student panel. 

The Francis and colleagues’ (2004) manual for creating TPB questionnaires was 

initially used to guide the creation of the item scoring scheme. For the direct 

measurement items, 7 point Likert scales anchored from “Strongly Disagree” to 

“Strongly Agree” were proposed to measure subjective norms, perceived behavioral 

control, and behavioral intention (See Appendix E). A 7 point Likert scale with bipolar 

adjectives for anchors (e.g., good-bad) was suggested for the direct measurement of 

attitudes (See Appendix E). For the indirect measurement items, the proposed scoring 

involved a 7 point agreement Likert scale for the belief items (e.g., behavioral beliefs, 

normative beliefs, control beliefs), followed by a 7 point influence Likert scale for the 
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impact of those beliefs (e.g., outcome evaluation, motivation to comply, influence of 

control beliefs) (Francis et al. 2004) (see Figure 8). The response format anchors for the 

belief items were “Strongly Disagree” to “Strongly Agree,” while the response format 

anchors for the belief impact items varied given the wording of the item sets (See 

Appendix E; Very Undesirable to Very Desirable, Strongly Disagree to Strongly Agree, 

and Less Likely to More Likely). Importantly, the Likert scale for the belief items was 

proposed to have values of 1 through 7, while the Likert scale for the items reflecting the 

influence of those beliefs was proposed to have values of -3 through 3. Francis and 

colleagues’ manualized scoring scheme proposed that these two scores would then be 

multiplied to achieve a total score for the item pair. Negative scores were associated with 

negative beliefs (e.g., negative attitudes, perceived negative social norm related to the 

behavior, low perceived personal control over the behavior), and positive scores were 

associated with positive beliefs (e.g., positive attitudes, positive social norms related to 

the behavior, and a high level of perceived behavioral control related to the behavior) 

(see Figure 8). For example, if an individual strongly agreed (score: 7) with a belief 

statement such as “EBPs are flexible” and found this outcome highly desirable (e.g., 

score 3 on the item “Using flexible treatment practices is…”), their score for the item 

would be 21 (7*3), which is indicative of strong positive attitudes (see Figure 8, example 

1). Given this scoring, each item pair had a possible score range of -21 (strong negative 

attitude) to 21 (strong positive attitude). All multiplied item pair scores would then be 

summed to achieve a total score for the indirect measurement items of a given construct. 

However, in evaluating all possible responses to the questionnaire items, it was 

observed that this scoring scheme unevenly weighted scores according to agreement with 

the belief statement. For example, if the respondent strongly agreed with the belief 
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“EBPs are flexible” (score: 7), they would receive a stronger attitude score whether or not 

they found flexibility desirable (total scores: 7*3 = 21; 7*-3 = -21) (see Figure 8, 

examples 1 and 2). If a respondent strongly disagreed with the statement that “EBPs are 

flexible” (score: 1), they would receive a weaker attitude score regardless of their 

perception of the value of that belief (total scores: 1*3 = 3; 1*-3 = -3) (see Figure 8, 

examples 3 and 4). Further, this scoring scheme at times produced negative scores when 

positive beliefs towards EBPs were expressed. For example, if a respondent endorsed that 

EBPs are not flexible (score: 1), and endorsed that they do not like flexible treatments 

(score: -3), they received a negative score (total score: 1*-3 = -3) despite expressing 

positive sentiments about EBPs (see Figure 8, example 3). Similarly, if a respondent 

indicated that EBPs were not flexible (score: 1) and endorsed that they liked flexible 

treatments (score: 3), the resulting score was positive (total score: 1*3 = 3) despite the 

expression of a negative view of EBPs (see Figure 8, example 4). 

As a result of these inconsistencies, the scoring scheme from the Francis et al. 

(2004) manual was modified. After investigating multiple similar scoring schemes, one 

was devised in which all possible negative and/or positive responses related to a pair of 

belief and influence statements were equally weighted (See Figure 8). Consistent with the 

originally proposed scoring, the belief impact items were scored on a -3 to +3 Likert 

scale; however, the scoring for belief items was modified to reflect the same -3 to +3 

Likert scale. This scoring scheme had a range of -9 to 9 for all indirect measurement item 

pairs, with positive scores again indicating positive beliefs (e.g., positive attitudes, 

positive social norms related to the behavior, and a high level of perceived behavioral 

control related to the behavior) and negative scores indicating negative beliefs (e.g., 

negative attitudes, perceived negative social norm related to the behavior, low perceived 
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personal control over the behavior). Using the previous example, if a respondent strongly 

agreed with the belief “EBPs are flexible” (score: 3), they would receive an equally 

strong attitude score whether or not they found this property of EBPs desirable (total 

scores: 3*3 = 9; 3*-3 = -9) (see Figure 8, examples 5 and 6). If they strongly disagreed 

with the statement that “EBPs are flexible” (score: -3), they would again receive an 

equally strong attitude score regardless of their perception of the value of that belief (total 

score: -3*3 = -9; -3*-3 = 9) (see Figure 8, examples 7 and 8). With this revised scoring 

scheme, the qualitative description of an individual’s preferences is accurately captured 

by the multiplied item pair score. Reverse scoring was needed for six indirect 

measurement item pairs. For these items, the belief and belief impact items were not 

worded in the same direction (e.g., “EBPs interfere with the development of therapeutic 

alliance” and “Strong therapeutic alliance during treatment is…”). By reverse scoring one 

of the items within each of these six pairs, the resulting score was consistent with the 

opinion being expressed. For the direct measurement items, the Francis et al. (2004) 

proposed scoring was used. Of note, Appendix E displays the scoring scheme of the items 

while Appendix I displays the items as they will appear in the final instrument. The items 

were randomly assorted according to response format rather than grouped by construct in 

the final instrument (Francis et al., 2004). 

The list of themes, indirect measurement item pairs, and direct measurement 

items were presented to the graduate student panel (see Appendix F). The panel was first 

asked to evaluate the themes for relevance to their proposed construct. It was agreed that 

all of the proposed subjective norms and perceived behavioral control themes were 

appropriate for their targeted constructs. However, through critical discussion a group 

consensus emerged that six of the attitudes themes were better captured by themes 
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already present within the perceived behavioral control subscale (e.g., “Using EBPs 

makes my job easier”). These six themes and their associated item pairs were removed 

from the item pool (see Figure 6, column 2). All themes were determined to be singular, 

unambiguous and clear. The graduate student panel also reviewed the direct measurement 

items for relevance and elected not to make any modifications (see Figure 3). 

The graduate student panel was then asked to consider each subscale in its 

entirety and suggest additional items to enhance representativeness. Direct and indirect 

measurement items were considered to determine representativeness of a subscale. Newly 

proposed indirect measurement item pairs included four pairs derived from EBPAS 

themes and one pair originating from the experience of the graduate student panel. The 

indirect measurement item changes that occurred during the graduate student panel 

meeting resulted in a final total of 32 attitudes item pairs, 25 perceived behavioral control 

item pairs, and 23 item pairs for subjective norms (See Figure 6, column 2). To enhance 

the clarity of item wording, items were modified as needed based on group consensus. 

Twelve indirect measurement item pairs were added to offer increased semantic variation 

for the third and fourth phases. The graduate student panel reviewed the response format 

and scoring scheme of all items and chose not to make changes. Lastly, the instrument 

instructions were evaluated by the graduate student panel. A small wording edit was 

made to increase clarity. 

Phase 3: Item Modification. 
 

The expert panel was convened to review the items generated during phase two. 

The panel was provided with a brief update of the project through phase two, and was 

presented with a schematic of the TPB (see Figure 1) along with the list of the construct 

definitions produced during phase one (see Table 2) to assist them in their evaluation of 
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the items. The direct measurement items along with the indirect measurement item pairs 

were arranged by subscale and presented to the expert panel (see Appendix G). The panel 

was asked to rate the relevance of each individual item on a five point Likert scale (1 = 

poor, 2 = fair, 3 = average, 4 = good, 5 = excellent). Items receiving a score of “3” or less 

from any member of the panel were discussed by the group and most often modified or 

removed based on group consensus regarding their relevance to the target population (see 

Figures 6 and 7, column 3). Regarding direct measurement items, six items were added 

and two items were removed from the attitudes subscale. One item was removed from the 

perceived behavioral control subscale. Among the indirect measurement item pairs, five 

pairs were removed from the attitudes subscale, six were removed from the subjective 

norms subscale, and five were removed from the perceived behavioral control subscale. 

Across both direct and indirect measurement items, the average ratings for removed items 

(attitudes: 4.00, subjective norms: 4.27, perceived behavioral control: 4.15) were lower 

than the average ratings for retained items (attitudes: 4.43, subjective norms: 4.87, 

perceived behavioral control: 4.65). The average rating for the retained behavioral 

intention items was 4.83, with no items being removed. 

Following the assignment of relevance ratings for each item, the expert panel was 

enlisted to qualitatively evaluate the response format, scoring scheme, and clarity of 

wording for all items. No concerns were raised regarding the response format or scoring 

scheme, and the evaluation of item wording resulted in several small edits. The expert 

panel was concerned that printing a -3 to 3 scale on the instrument would be visually 

cluttered and confusing, and suggested that a simple 1 to 7 Likert scale be used when 

displaying the items. Therefore, the measure will be scored using the scheme described 

above, but will be displayed using Likert scales containing only positive numbers (see 
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Appendices E and I). Next, the expert panel was asked to consider the subscales in their 

entirety to evaluate for representativeness. As a result of this review, one direct 

measurement item was added to the subjective norms subscale, and one indirect 

measurement item pair was added to the perceived behavioral control subscale. 

Following the expert panel’s modifications, there were 26 indirect measurement item 

pairs for the attitudes subscale, 15 item pairs for the subjective norms subscale, and 18 

item pairs for the perceived behavioral control subscale at the end of phase three (see 

Figure 6, column 3). In addition, there were four direct measurement items for the 

behavioral intention subscale, nine items for attitudes, five items for subjective norms, 

and three items for perceived behavioral control (See Figure 7, column 3). Finally, the 

expert panel was asked to provide feedback regarding the instrument instructions. The 

panel was concerned about participants having difficulty responding to the instrument 

items due to the wide range of clinical settings and knowledge levels about EBPs. To 

address this issue, the panel formulated and added the last sentence to the instrument 

instructions: “Although there are a variety of EBPs, please respond to the questions 

below by reflecting on your general knowledge and ability to use practices applicable to 

your setting” (See Appendix I). 

Phase 4: Item Evaluation. 
 

During the item evaluation phase, items were judged by 12 participants from the 

community based expert (n = 5) and direct service provider (n = 7) groups. Out of the 

original 12 participants for the item generation phase, 50% participated again during the 

item evaluation phase (see Figure 2). Another six participants were recruited to replace 

the six phase two participants who were unavailable for the item evaluation phase. 

Participants met with the primary investigator in person, which facilitated their 
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understanding of the evaluation tasks. Participants were presented with evaluation 

instructions (see Appendix H), construct definitions (see Table 2), and all the items for 

one or more subscales in order enable the determination of representativeness (see 

Appendix H). Participants evaluated between one and four subscales (M = 2.3) depending 

on time constraints and fatigue. 

Participants were asked to evaluate five aspects of each item set. First, 

participants judged the relevance of each individual item related to the proposed construct 

on a 5 point Likert scale (1 = poor, 2 = fair, 3 = average, 4 = good, 5 = excellent). 

Relevance scores ranged from 3.57 to 5, with an average score of 4.59 for all items, 

suggesting that the items were perceived as highly relevant by the participants. Next, 

participants evaluated the clarity of wording on a 5 five point Likert scale, with scores 

ranging from 4 to 5 (M = 4.79). Again, these high scores suggest that the participants 

judged the items to be well worded. Third, the representativeness of each subscale for the 

specified construct was evaluated. Participants were allowed to suggest additional items 

that captured important dimensions of each construct. Only one item was suggested by 

the 12 participants across all subscales, suggesting that the initial item sets were fairly 

representative of the constructs. The participants then provided feedback on the item 

response formats; no changes were suggested. Lastly, the instrument instructions were 

evaluated, and again no modifications were recommended by the participants. 

Average item ratings were typically very high (Range: 3.57 to 5.00), so a more 

stringent criterion than the originally proposed  average rating of “3” or lower was 

applied in order to consider items for removal. There were likely a number of reasons for 

the high ratings and resultantly truncated rating range, including the items being well- 

constructed and participant demand characteristics (e.g., desire to please the researcher). 
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To ameliorate the effects of the latter, average item relevance and wording scores were 

transformed to Z scores (See Table 5). Those items whose Z score rating for relevance 

was two standard deviations or more below zero (n = 37 of 139 items) were considered 

for removal. Items whose wording Z score was two standard deviations or more below 

zero (n = 34 of 139 items) were considered for wording modification. Of the items with 

low relevance or wording scores, 18 items had low scores for both criteria. During the 

item evaluation meetings, participants were queried about items with relevance or 

wording scores of “1” or “2” so that their rationale might be explored. Concerns were 

raised by more than one judge regarding four attitudes items, two subjective norms items, 

three perceived behavioral control items, and zero behavioral intention items. 

Regarding the attitudes subscale, concerns were raised by judges for two direct 

measurement items and two indirect measurement item pairs. The direct measurement 

items of “Cold/Warm” and “Constrained/Free” consistently received lower ratings and 

were noted by two judges to be disjointed with their thoughts related to the use of EBPs. 

These items also received low relevance and ratings scores, and were thus removed from 

the item pool. The item “EBPs don't fit real clinical settings” was modified to “EBPs 

don’t fit non-university based settings” based on feedback from two judges and low 

relevance and wording scores. Two judges stated that they did not understand the item 

“EBPs are regimented” due to the word “regimented.” This item also received below 

average relevance and wording scores, and was considered to be captured by the attitudes 

items related to flexibility and structure. Thus, this item was removed in the interest of 

lowering the number of total items. Eleven additional item pairs were removed due to a 

combination of: (a) low relevance and wording scores, (b) low frequency of theme 

presentation during the semi-structured interviews, and (c) conceptual similarity to other 



55  
 
 

items with higher relevance and wording scores (See Table 5). Lastly, minor wording 

adjustments were made to three other attitudes items based on rater feedback. Average 

relevance and wording Z score ratings were higher for retained items (Mean Zrelevance = 

0.39; Mean Zwording = 0.13) in comparison to removed items (Mean Zrelevance = -0.33; 

Mean Zwording = -0.63). These modifications resulted in a total of 14 indirect measurement 

item pairs and six direct measurement questions (see Figures 6 and 7, column 4); the final 

item set organized by construct appears in Appendix E. 

Within the subjective norms subscale, concerns were raised about the direct 

measurement items “I feel under social pressure to use EBPs with my clients,” “I feel 

under pressure from society to use EBPs with my clients,” and “Society…of my using EBPs” 

because these items brought to mind the general community rather than individuals 

within the field of children’s mental health. These items also had low relevance and 

wording scores, and were therefore removed from the item pool. For the descriptive 

items, such as “Doing what my colleagues do is important to me,” judges suggested that 

the wording might be changed to “Using the same practices my colleagues use is 

important to me” to prevent confusion related to the target behavior. An additional four 

indirect measurement item pairs were removed due to a combination of: (a) low 

relevance and wording scores, (b) low frequency of theme presentation during the semi- 

structured interviews, and (c) conceptual similarity to other items with higher relevance 

and wording scores (See Table 5). Minor wording changes were made to an additional 

two items. Average relevance and wording Z score ratings were higher for retained items 

(Mean Zrelevance = 0.15; Mean Zwording = -0.04) in comparison to removed items (Mean 

Zrelevance = -0.97; Mean Zwording = -0.47). These changes resulted in a total of three direct 
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measurement items and 10 indirect measurement item pairs (see Figures 6 and 7, column 

4); the final item set organized by construct appears in Appendix E. 

Concerns were raised regarding three of the indirect measurement item pairs for 

the perceived behavioral control subscale. Several providers indicated that the item “I am 

required by state mandate to use EBPs” was not relevant because state mandates affect 

providers at the agency level rather than individual level. This item also had a low 

relevance rating, and was therefore removed from the item set. Next, the item “EBPs 

require significant coordination (e.g., daily report card) across multiple settings” was 

modified to “EBPs require significant coordination across members of a treatment team 

and/or multiple settings.” The item in its original wording was not judged to be 

applicable to many of the providers given their job positions, and the example of “daily 

report card” was not perceived to be a helpful clarification because several providers 

were not aware of its meaning. As would be expected, this item had low relevance and 

wording scores because of the common misunderstanding of the item meaning. Lastly, 

the item “Training for EBPs is expensive” was removed because it was considered to be 

repetitive and less appropriate than the item “My agency provides me with funding to 

become trained on EBPs.” The former item had a low relevance score in part because 

providers reported that they rarely pay for the trainings they receive in any treatment 

practice. An additional six item pairs were removed due to a combination of: (a) low 

relevance and wording scores, (b) low frequency of theme presentation during the semi- 

structured interviews, and (c) conceptual similarity to other items with higher relevance 

and wording scores (See Table 5). Lastly, one direct measurement item was added to the 

set based on provider feedback: “I have the autonomy to choose the treatment practices I 

use.” Average relevance and wording Z score ratings were higher for retained items 
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(Mean Zrelevance = 0.20; Mean Zwording = 0.34) in comparison to removed items (Mean 

Zrelevance = -0.54; Mean Zwording = 0.25). These changes resulted in a total of four direct 

measurement items and nine indirect measurement item pairs (see Figures 6 and 7, 

column 4); the final item set organized by construct appears in Appendix E. 

No modifications were made to the behavioral intention direct measurement 

items. Several providers raised concerns related to the item “Out of the next 10 clients 

you see, for how many of them will you use EBPs?” due to their perceived inability to 

control which practices they select for their sessions. However, this item was relevant to 

those providers working in settings in which they had the ability to choose their treatment 

practices. Further, this item was suggested by Francis and colleagues as a measure of 

behavioral intention. An investigation of the relationship between the perceived 

behavioral control subscale and this item will help clarify whether the item has utility 

within the behavioral intention subscale or functions as a measure of perceived 

behavioral control. No changes were made to this subscale; four items remained at the 

end of phase four (see Figure 7, column 4). After the completion of all modifications, 83 

items remained in the instrument (See Appendix E). Once the final item pool was 

developed, the questions were subjected to the Flesch-Kincaid Grade Level Test to given 

an estimation of readability (M score = 5.89 grade level). 

Discussion 
 

Researchers within the field of DIS strive to develop effective strategies for 

increasing the use of EBPs by direct service providers working with children. However, 

as a consequence of the field’s youth there are relatively few measurement devices 

available to facilitate such research endeavors. The present investigation addressed this 

need through the development and content validation of a set of items measuring the 
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constructs of the TPB as they relate to the adoption of youth EBPs by direct service 

providers. A comprehensive content validation procedure was employed to define the 

constructs of interest, generate item content, and modify and evaluate instrument items. 

The process resulted in 83 relevant and well worded items, collectively named the 

“Intention Scale for Providers” (ISP), which measure the constructs of behavioral 

intention, attitudes, subjective norms, and perceived behavioral control. These individual- 

level constructs have and will likely continue to be important targets for dissemination 

and implementation efforts in children’s mental health. 

Through the process of the current investigations, information accumulated 

related to perceived barriers of provider use of youth EBPs (Gray, Elhai, & Schmidt, 

2007; Shafran et al., 2009; Walrath et al., 2006). Providers reported that using EBPs 

interfered with their ability to build therapeutic rapport and use clinical judgment to  

select treatment practices. The perception of a lack of fit between EBPs and the 

providers’ clinical populations and settings were also frequently mentioned as 

disadvantages for using EBPs. Further, providers suggested that prior knowledge, 

continuing education trainings, and ongoing supervision were some of the most important 

factors leading to their ability or inability to use EBPs with their clients. These barriers 

were consistent with those cited in previous studies, lending some support to the notion 

that the present sample may be reflective of direct service providers nationwide. Future 

studies may use the current instrument to identify important barriers to the 

implementation of youth EBPs for specific organizations or groups of providers. 

Once the final item set was determined, the primary investigator compared the 

ISP to the MPAS and EBPAS, two other instruments purported to measure provider 

attitudes towards EBPs. The majority of the MPAS items had conceptual overlap with 
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ISP attitudes items. Specifically, items on the MPAS also query respondents about beliefs 

related to flexibility, structure, efficacy, use of clinical judgment, and fit for diverse 

clients, comorbid clients, and “real world” clinical settings. One theme present in the 

MPAS (that using EBPs prevents providers from responding to “important events in 

therapy as they come up”) is not represented in the ISP. However, this may be captured 

by the items related to structure and flexibility for EBPs. Overall, it appears that the 

themes within the MPAS are also present in the current attitudes item set, and that the 

current item pool contains additional specific beliefs related to the outcomes of EBPs. 

A comparison of the EBPAS and ISP items by the primary investigator revealed 

both similarities and differences between the item sets. The EBPAS contains multiple 

items that are conceptually similar to items within the ISP attitudes (e.g., efficacy, use of 

clinical expertise), subjective norms (e.g., colleagues’ opinions), and perceived 

behavioral control (e.g., supervisor and agency requirements for use) subscales. 

Interestingly, themes overlapping with nearly all TPB constructs were present in the 

EBPAS, an instrument that is intended to only measure attitudes. Beyond these 

overlapping items, the ISP assesses for additional specific dimensions of these constructs 

and also offers items measuring behavioral intention. The EBPAS contains additional 

items measuring general attitudes towards manualized treatments (e.g., “I would not use 

manualized therapy/interventions”), attitudes towards change (e.g., “I like to use new 

types of therapy/interventions to help my clients”), and attitudes towards selecting new 

practices generally (e.g., “If you received training in a therapy or intervention that was 

new to you, how likely would you be to adopt it if it was intuitively appealing?”). 

The ISP appears to incorporate and build upon measurement strategies present 

within the MPAS and EBPAS. The MPAS seems to differ from the EBPAS in two ways. 
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First, the MPAS contains items assessing specific beliefs about EBPs (e.g., “I like using 

evidence-based treatments because of the structure they provide”), rather than general 

feelings towards treatments (e.g., “I am willing to use new and different types of therapy/ 

interventions developed by researchers”). Further, the MPAS item set appears to have 

higher content validity related to the construct of attitudes specifically. The ISP seems to 

continue this trajectory by incorporating many specific beliefs related to the use of EBPs. 

Moreover, the ISP includes subscales assessing attitudes, subjective norms, perceived 

behavioral control, and behavioral intention, and underwent a thorough content validation 

process to increase the likelihood that items are relevant to their intended construct. 

Aarons and colleagues (2012) recently expanded the 15 item EBPAS to the 

EBPAS50, a version of the instrument containing 50 items. The EBPAS50 items were 

generated through qualitative data collection with two focus groups (n = 6 and 8, 

respectively). No a priori theoretical foundation was specified, and items were not 

evaluated prior to psychometric analysis. In comparing the ISP to the EBPAS50, it 

appears that the latter measurement device continues to contain conceptually overlapping 

items across the constructs of attitudes (e.g., interference with rapport building, lack of fit 

with comorbid clients), subjective norms (e.g., consumer preference), and perceived 

behavioral control (e.g., training, adequate supervision). Interestingly, 13 of the 35 new 

EBPAS items do not relate specifically to the use of EBPs (e.g., “My work does not need 

to be monitored,” “I can’t meet my other obligations,” “Getting supervision helps me to 

be a better therapist/ case manager,” and “I am satisfied with my skills as a therapist/case 

manager,” etc.), but instead query about general factors related to the provision of mental 

health services. Many specific beliefs associated with using EBPs appear in both the 

EBPAS50 and the ISP. The presence of similar themes across both the EBPAS50 and the 
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current items may indicate that the field is converging on the important constructs of 

attitudes, subjective norms, and perceived behavioral control. The EBPAS50 may be 

investigated in conjunction with the ISP to determine whether items within the EBPAS50 

are in fact measuring constructs outside of attitudes. In addition, the EBPAS, EBPAS50, 

and MPAS may be useful in providing evidence of convergent validity for later 

psychometric investigations of the current item set. 

The items developed during the present study may be useful in addressing specific 

DI research questions. First, the relationship between the TPB constructs may be 

investigated to determine the potential utility of this model for DI research related to 

youth EBPs. Although the TPB, which focuses only on individual-level factors, cannot 

function as a comprehensive model for dissemination and implementation research, it 

may be incorporated into a consolidated model, such as the CFIR, to guide research in 

this area. Such investigations might illuminate which constructs are the most significant 

in predicting behavioral intention, thereby suggesting targets for DI efforts. For example, 

limited resources might be allocated to target local opinion leaders if survey results 

indicate that subjective norms are the most significant predictor of behavioral intention to 

use EBPs for a particular group of providers. Alternatively, if responses indicate that a 

group of providers lacks guides or resources outlining which interventions are EBPs, 

focus may shift to disseminating such materials (e.g., the Blue Menu: American  

Academy of Pediatrics, 2011). 

Currently, DI interventions target both individual- (e.g., continuing education 

training) and organizational-level (e.g., advocating for insurance to cover only specific 

practices) factors. However, due to the lack of research in this area, a consensus as to the 

impact of organizational- and individual-level variables on innovation adoption has yet to 
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emerge (Beidas & Kendall, 2010). A recent study by Aarons and colleagues (2012) 

explored the relationship between organizational social context and attitudes towards 

using EBPs for community-based direct service providers. Results suggested that positive 

attitudes towards EBPs were associated with proficient (i.e., expectation for clinicians to 

be competent, have up-to-date knowledge, and put the well-being of the client first), 

engaged (e.g., feeling of personal accomplishment in reaching worthwhile objectives), 

and less stressful organizational climates (Aarons, Cafri, Lugo, & Sawitzky, 2012). 

Alternatively, an investigation by Beidas and colleagues (2012) found that individual- 

level but not organizational-level characteristics were related to therapist adherence to a 

child anxiety treatment protocol in the school setting (Beidas et al., 2012). Borrowing 

from the field of medicine, another recent investigation found that for doctors and nurses 

implementing a new protocol with veterans, certain organizational characteristics, such as 

staff engagement, were associated with better knowledge and attitudes, while others, such 

as stress, were related to poorer attitudes (Sinkowitz-Cochran et al., 2012). This literature 

has only recently begun to emerge, and similar investigations would benefit from the use 

of a rigorously developed measure of individual-level characteristics. Specifically, using 

the present item set may facilitate the understanding of which factors (individual- or 

organizational-level) are most impacted by DI interventions along with the relationships 

between these factors and behavior change. Illuminating the relationship between 

perceived behavioral control and organizational factors may also be useful in 

understanding the adoption of novel innovations. For example, it is yet unknown whether 

organizational factors such as an agency’s mission statement (Organizational Readiness 

of Change: Lehman, Greener, & Simpson, 2002) are inherently related to a clinician’s 
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decision to use EBPs, or whether this relationship may be mediated by perceived 

behavioral control. 

Importantly, instruments such as the ISP may be used to evaluate the effects of DI 

interventions aimed at increasing provider use of EBPs. Within the Hawaiʻi system of 

care, the Monthly Treatment Progress Summary (MTPS: CAMHD, 2008) has been used 

to track self-reported use of specific treatment practices. This instrument is completed by 

each provider working for or contracted by the DOH on a monthly basis for each client 

they serve (e.g., a provider with a caseload of 20 clients completes 20 MTPSs per  

month). The collection of MTPSs from all DOH direct service providers has enabled the 

evaluation of system-wide use of EBPs (Borntrager, Chorpita, Higa-McMillan, & 

Daleiden, 2013). The MTPS and ISP could be used in conjunction to assess for the 

impact of DI interventions on behavioral intention and self-reported practice use. Because 

directly observing provider behavior change is costly and time-intensive (e.g., recording 

and behavioral coding), using self-report forms that have predictive power related to 

actual behavior change may be beneficial. Further, the ISP may be used to investigate in  

a more detailed manner how a given intervention impacts a group of providers. For 

example, an intervention may have a large impact on provider’s perceived behavioral 

control but not alter their attitudes, reducing the overall influence on behavioral intention 

and, subsequently, behavior. 

The results should be considered within the context of the following limitations. 

First, it is unknown the extent to which the present sample of community-based experts 

and direct service providers is representative nationwide. The Hawaiʻi state system of 

care is unique. In 1993, a class action lawsuit was filed against the state of Hawaiʻi with 

the aim of addressing significant gaps in the education and youth mental health care 
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systems. Following the settlement of this suit, also known as the Felix Consent Decree, 

the Hawaiʻi youth mental health care system underwent a dramatic transformation that 

resulted in the development of a comprehensive, coordinated system of care with a 

commitment to providing effective and efficient treatment for youth (Hawaiʻi Department 

of Education and Health, 2002). Due to this intensified level of focus and funding from 

1993 to 2005, the providers working within this system of care may not be representative 

of the United States generally. Future studies may investigate the psychometric properties 

of the ISP within a more geographically diverse sample to address this question. 

Second, social desirability may impact the usefulness of data gathered using the 

ISP. It has been suggested that self-report instruments over estimate ratings of self- 

efficacy and knowledge related to particular treatment practices due to social desirability 

(Eliason, Arndt, & Schut, 2005; Manuel, Hagedorn, & Finney, 2011). Armitage and 

Conner (1999) investigated the role of social desirability on responses to a TPB 

questionnaire targeting eating a low fat diet. The amount of variance in behavioral 

intention (61%) and behavior (57%) accounted for by attitudes, subjective norms, and 

perceived behavioral control remained consistent across those who were high and those 

who were low in social desirability. Interestingly, behavioral intention was the most 

significant predictor of behavior in the low social desirability group, while perceived 

behavioral control was the most significant predictor of behavior within the high social 

desirability group. These results indicate that although social desirability may not be 

influencing the overall prediction of behavioral intention, it may have a significant 

impact on TPB relationships. Further, the notion of social desirability as a participant 

demand characteristic has been raised related to change in individual-level characteristics 

following a DI intervention (Hartzler, Baer, Dunn, Rosengren, & Wells, 2007). A 
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measure of social desirability, such as the Marlowe-Crowne Social Desirability Scale 

Form C (Crowne & Marlowe, 1960; Reynolds, 1982) may be administered concurrently 

with the ISP in order to facilitate the identification of variance attributable to this 

construct rather than the constructs of interest. 

Although the items presented in this manuscript have undergone a rigorous 

content validation process, evaluation of the ISP’s psychometric properties and factor 

structure is needed. The ISP contains items assessing a variety of beliefs that measure the 

same construct but may not necessarily be highly inter-related. Individuals who complete 

the ISP will likely endorse some but not all of the items within each subscale’s indirect 

measurement item sets. For example, an individual may be highly influenced by the 

opinion of referral sources but not be motivated to comply with the norms they perceive 

among their colleagues. This is a strength of the instrument in that it will facilitate the 

identification of particular targets for DI interventions; however, the subscales of the 

present measure will likely have poor internal consistency. As a result, reliability for the 

indirect measurement items may be better evaluated through a test-retest methodology 

(Francis et al., 2004). Internal consistency between the direct measurement items is 

expected to be high. 

Future studies may aim to confirm the ISP’s factor structure. Because the 

instrument was developed using the theoretical foundation of the TPB, it is expected that 

the items will reflect this factor structure. It will be important to verify this claim with a 

variety of diverse samples. Concurrent validity may be difficult to determine give that 

there are no other measures of behavioral intention, subjective norms, or perceived 

behavioral control related to youth EBP use. However, the MPAS and EBPAS may be 

used as indicators of concurrent validity for the attitudes subscale. Further, the strength of 
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the relationships between the subscales of this instrument and between the subscales of 

other TPB-based instruments may be compared. For example, a meta-analysis of TPB 

literature found that attitudes, subjective norms, and perceived behavioral control account 

for approximately 39% of the variance in behavioral intention (Armitage & Conner, 

2001). As a test of validity, the performance of the ISP subscales may be compared to 

this standard. Further, the function of the subscales in comparison to the purported 

relationships of the TPB should be evaluated. Within the TPB, attitudes, subjective 

norms, and perceived behavioral control are hypothesized to predict behavioral intention. 

Whether this purported relationship holds true for the ISP within the context of youth 

EBP should be empirically determined. 

Lastly, it will be important to establish the ISP’s ability to predict observable 

behavior. To achieve this goal, providers may be given the present instrument and 

subsequently have their treatment sessions videotaped and behaviorally coded for the use 

of EBPs to determine the level of predictive validity for the instrument. Prior studies have 

indicated that approximately 30% (self-reported) to 21% (observed) of behavior is 

predicted by the TPB constructs (Armitage & Conner, 2001). The current items should be 

evaluated in comparison to this standard. The item pool’s sensitivity to change following 

DI interventions may also be investigated. Items that are able to detect the impact of 

interventions designed to affect the constructs of the TPB may be more useful for guiding 

DI research. Once the ISP has undergone these psychometric investigations, additional 

items may be removed in the interest of instrument length. 

In summary, DI research efforts towards youth EBPs may be facilitated by the 

regular use of standardized instruments that assess important constructs related to 

innovation adoption. The present investigation involved a multi-phase qualitative and 
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quantitative content validation procedure with the goal of creating such an instrument. 

Eighty-three highly relevant and well worded items were generated to representatively 

assess the constructs of the TPB as they relate to the use of EBPs within the context of 

children’s mental health. Specifically, the constructs measured were attitudes, subjective 

norms, perceived behavioral control, and behavioral intention. Items were designed and 

evaluated with guidance of university- and community-based experts along with 

members of the target population, which included community-based mental health care 

providers working in the most common settings in which youth receive services (e.g., in- 

school, in-home, outpatient clinics). It is hoped that the persistent gap between the 

science and practice of psychology may be addressed through DI research employing 

carefully designed and validated measurement devices such as the ISP. 
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Table 1 
Participants Across all Four Phases of Instrument Development 

 

Expert Panel UH Manoa Faculty (1); CSO Leadership/EBS Committee (2) 
 

 
 

Graduate Student 

Panel 

Graduate Students (3) 

 

 
 

Community-Based 

Experts 

Clinical Psychologists (3); Student Services Coordinator (1); CAMHD Care 

Coordinators (2); Mental Health Supervisors (2) 
 

 
 

Direct Service 

Providers 

Behavioral Health Specialists (2); Educational Assistant (1); TIFFE Intensive 

In-Home Therapist (1); PK Intensive Support Worker (1); Alaka’i Na Keiki 

Skills Trainer (1); FPC Counselors (2); Catholic Charities Therapist (1); 

Kaiser Permanente Psychotherapist (1) 

 

Note UH = University of Hawaiʻi, DOE = Department of Education; DOH = Department 

of Health; CSO = Clinical Services Office; CAMHD: Child and Adolescent Mental 

Health Division; TIFFE = The Institute for Family Enrichment; PK = Project Kealahou; 

FPC = Family Peace Center 
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Table 2 
 

Phase One: Evolution of Construct Definitions 
 

 
Evidence-Based Practices 

Examples of 

Source 

Definitions 

Adherence to psychological approaches and techniques that are based on 

scientific evidence is referred to as Evidence-based 

Practice…Empirically-supported treatments (ESTs) [are] treatments 

whose demonstrated efficacy meets a standard of empirical investigation 

as gauged by various methodological criteria (ABCT). 
 

The integration of the best available research with clinical expertise in 

the context of patient characteristics, culture and preferences (APA, 

2006). 

Proposed 

Definition 

Evidence-based practices are defined as therapeutic techniques that have 

been empirically shown to be efficacious for particular populations 

through clinical outcome research. 

Graduate 

Panel 

Modification 

Evidence-based practices are defined as therapeutic techniques that have 

been empirically shown to be efficacious for particular populations 

through clinical outcome research. 

Expert Panel 

Modification 

Evidence-based practices are defined as psychosocial therapeutic 

methods that have been shown to be efficacious for particular 

populations through clinical research. 

 

Behavioral Intention 

Examples of 

Source 

Definitions 

The extent to which an individual intends to perform a specific behavior 

(Francis et al., 2004). 

Proposed 

Definition 

“Behavioral Intention” refers to an individual’s direct decision to use 

evidence-based practices in the future. 

Graduate 

Panel 

Modification 

“Behavioral Intention” refers to a clinician’s direct decision to use 

evidence-based practices with clients in future youth- or family-focused 

outpatient therapeutic sessions. 

Expert Panel 

Modification 

“Behavioral Intention” refers to a clinician’s explicit decision to use 

evidence-based practices with clients in upcoming youth- or family- 

focused therapeutic sessions. 
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Table 2 (Continued) Phase One: Evolution of Construct Definitions 

 

Attitudes 

Examples of 

Source 

Definitions 

Beliefs about the outcome of the behavior (Dunn, Mohr, Wilson, & 

Wittert, 2011). 
 

Attitudes reflect positive or negative feelings about the behavior and are 

determined by the perceived consequences arising from engaging in the 

behavior (Obrusnikova, Dillon, & Block, 2010). 

Proposed 

Definition 

“Attitudes” refers to a practitioner’s positive or negative thoughts and 

feelings related to the use of evidence-based practices. “Attitudes” is 

based on “behavioral beliefs,” which refers to thoughts about the likely 

outcomes and/or consequences of using evidence-based practices along 

with the personal perceived desirability and importance of those 

outcomes. 

Graduate 

Panel 

Modification 

“Attitudes” refers to a practitioner’s positive or negative thoughts and 

feelings related to the use of evidence-based practices. “Attitudes” is 

based on “behavioral beliefs,” which refers to thoughts about the likely 

outcomes and/or consequences of using evidence-based practices, and is 

impacted by “outcome evaluations,” or the personal perceived 

desirability and importance of those outcomes. 

Expert Panel 

Modification 

“Attitudes” refers to a practitioner’s positive or negative thoughts and 

feelings related to the use of evidence-based practices. “Attitudes” is 

based on “behavioral beliefs,” which refers to thoughts about the likely 

outcomes and/or consequences of using evidence-based practices, and is 

impacted by “outcome evaluations,” or the personal perceived 

desirability and importance of those outcomes. 

 
Subjective Norms 

Examples of 

Source 

Definitions 

The degree to which the participant reports subjective pressure to engage 

in the behavior (Kelly, Deane, & Lovett, 2012). 
 

Beliefs an individual holds regarding the expectations of others, as well 

as the individual's motivation to comply with these expectations (Dunn et 

al., 2011). 

Proposed 

Definition 

“Subjective Norms” is based on “Normative Beliefs,” which refers to 

beliefs about the expectations of other individuals/groups related to the 

use of evidence-based practices, and the importance of those 

individuals/groups in influencing the decision to use evidence-based 

practices. 
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Table 2 (Continued) Phase One: Evolution of Construct Definitions 
 

Graduate 

Panel 

Modification 
 

 
Expert Panel 

Modification 

“Subjective Norms” is based on “Normative Beliefs,” which refers to 

beliefs about the expectations of other individuals/groups related to the 

use of evidence-based practices, and the “motivation to comply” with the 

expectations of those individuals/groups. 
 

“Subjective Norms” refers to the perception of social standards of 

behavior related to the use of evidence-based practices. “Subjective 

Norms” is based on “Normative Beliefs,” which refers to beliefs about 

the expectations of specific other individuals/groups (e.g., supervisor, 

colleague, client) related to the use of evidence-based practices, and the 

“motivation to comply” with the expectations of those 

individuals/groups. 
 

 
Perceived Behavioral Control 

 

Examples of 

Source 

Definitions 
 
 
 
 
 
 

 
Proposed 

Definition 
 
 
 
 
 

Graduate 

Panel 

Modification 
 

 
 
 

Expert Panel 

Modification 

The individual's perception of the difficulty or ease of performing the 

task; individuals who believe that they can master a certain skill or an 

activity tend to have higher intention to perform the skill or activity 

(Cheon, Lee, Crooks, & Song, 2012). 
 

Beliefs about the presence of factors that may facilitate or impede 

performance of the behavior and the perceived power of these factors 

(Van de Linden, 2011). 
 

“Perceived Behavioral Control” refers to the factors impacting a 

practitioner’s ability to select and use evidence-based practices. 

“Perceived Behavioral Control” is based on “control beliefs,” which 

refers to factors inhibiting or facilitating use of evidence-based practices, 

and the impact of these factors. 
 

“Perceived Behavioral Control” refers a practitioner’s perceived ability 

to select and use evidence-based practices. “Perceived Behavioral 

Control” is based on “control beliefs,” which refers to factors inhibiting 

or facilitating use of evidence-based practices, and the influence of these 

control beliefs on the individual. 
 

“Perceived Behavioral Control” refers a practitioner’s perceived ability 

to select and use evidence-based practices. “Perceived Behavioral 

Control” is based on “control beliefs,” which refers to the individual’s 

ideas about the factors that inhibit or facilitate the use of evidence-based 

practices, and the perceived impact of these factors on the individual’s 

ability to use the practice. 
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Table 3 
 

Example Theme Generation List 
 

Theme      Interview Number     

 1 2 3 4 5 6 7 8 9 10 11 12 

Improved clinical outcomes/ no efficacy 1,2 1,2 1,2 1,2 1,2 1,2 1,2 1,2 1,2 1,2 1,2 1,2 

Structure (scripts, outlines, handouts) 1,2 1,2 1,2  1,2  1,2   1   

Confidence when using 1,2 1,2  1,2   1  1,2   1,2 

Flexible/rigid 1,2 1,2 1,2  1,2    1,2    

Interferes with building rapport 2 1,2 2 1,2      1,2   

Facilitates training new clinicians 2 1,2 1,2 2      1   

Trust/respect/value of research/data  2 2    1,2 1,2 1  1  

Enhanced credibility/ professionalism  1,2 1,2 1,2     1,2  1  

Assists with addressing novel problems    1,2         

Note. Tracking system used while generating themes from transcribed interview text. “1” indicates that the theme was 
identified by the primary investigator alone; “2” indicates that the theme was identified by the second reviewer alone; “1,2” 

indicates that the theme was identified by both reviewers. For example, the theme “Assists with addressing novel problems” 

was identified by both reviewers from the transcription of the interview with participant number four. 
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Table 4 
 

Frequency Count for all Themes 
 

Theme Frequency Count 

Attitudes 

Improved clinical outcomes/ no efficacy 12 

Structure (scripts, outlines, handouts) 6 

Confidence when using 6 

Trust/respect/value of research/data 6 

Flexible/rigid 5 

Interferes with building rapport 5 

Limits therapists' control over treatment selection 5 

Facilitates training of new clinicians 5 

Enhanced credibility/professionalism 5 

Creates measurable client progress 4 

Doesn't fit all clients/populations 4 

Works quickly/slowly 3 

Doesn't fit real clinical settings 3 

Doesn't fit all cultures 3 

Makes my job easier/more difficult 3 

Consistency between providers 2 

Not enjoyable for the clinician 2 

Are not profitable (client turnover) 2 

Increases chance of treatment success 1 

Doesn't fit complex/comorbid cases 1 

Works with a wide range of clients 1 

Using helps the field to overcome stigma 1 

Using EBPs only is boring 1 

Assists with addressing novel problems 1 

Expensive 1 

Subjective Norms 

Supervisors/boss/employer 9 

Clients/consumers (parents/children) 8 

Administrators in agency/department 7 

Colleagues 7 

Agency (district as a whole) 5 

Society 5 

Teachers (students') 5 

Funding bodies/agencies 3 

Insurance companies 3 

State government 3 

APA 1 
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Table 4 (Continued) Frequency Count for all Themes 

 

Researchers 
 

1 

Private sector 1 

Pediatrician 1 

School administrators 1 

Perceived Behavioral Control 

Prior training/knowledge 11 

Continuing education 9 

Helpful (active) supervision 8 

Guides showing what is EBP/accessibility 6 

Increased accountability 4 

Mandates 4 

Independent research 3 

Organizational support 3 

Requires cross-setting/adult coordination 3 

Funding for protocols/manuals 1 

Colleagues knowledge/help 1 

Training for EBP is too expensive 1 

No time to prep 1 

Note. Frequency count indicates the number of times a theme arose 
during the 12 semi-structured interviews. 
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Table 5 

 
Item Evaluation: Z Scores for Item Relevance and Wording Ratings 

 

Item Relevance Wording 

Behavioral Intention: Direct Measurement 

I want to use EBPs with my clients 0.36 0.78 

I intend to use EBPs with my clients 1.18 0.78 

I expect to use EBPs with my clients 0.77 0.25 

Out of the next 10 clients you see, for how many of them 

will you use EBPs? 
-1.29 -1.34 

Attitudes: Direct Measurement 

Enjoyable -1.29* 0.78* 

Useful 1.18 -0.28 

Challenging 0.77 0.25 

Harmful -0.47 0.25 

Flexible -0.47 0.78 

Genuine -0.05 0.25 

Engaged -0.05 -0.28 

Cold -2.94* -2.92* 

Constrained -2.53* -2.92* 

Attitudes: Indirect Measurement – Behavioral Beliefs 

EBPs are effective 1.18 0.78 

Using EBPs results in measurable client progress 0.77* 0.25* 

Using EBPs increases the chance of treatment success 1.18 0.78 

EBPs don't fit real clinical settings -0.88 -1.86 

EBPs don't fit for comorbid clients -0.88* -1.86* 

EBPs are not compatible with the cultural backgrounds of 

some of my clients 

0.77 0.78 

EBPs work for a wide range of clients 0.77 -0.81 

EBPs don’t fit for complex cases -0.47 0.25 
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Table 5 (Continued) Item Evaluation: Z Scores for Item Relevance and Wording Ratings 

 

EBPs are flexible 

EBPs are regimented 

EBPs provide structure for treatment sessions 

-0.47 
 

-0.05* 
 

-0.05 

0.78 

-0.28* 

0.25 

Using EBPs interferes with the development of therapeutic 

rapport 

-1.29* 0.78* 

EBPs interfere with the development of therapeutic alliance -0.47 -0.81 

Using EBPs increases my credibility as a treatment provider 0.36* -0.81* 

Using EBPs indicates my professionalism as a treatment 

provider 

0.77 -0.28 

Using EBPs helps overcome negative stereotypes about 

therapy 

0.36* -0.81* 

Using EBPs promotes consistency between treatment 

providers 

1.18* 0.78* 

Using EBPs increases my confidence during treatment 0.77 0.78 

Using only EBPs in clinical practice is boring for me -0.05* 0.78* 

Using EBPs requires significant effort on my part during 

session 

0.77 0.78 

EBPs require me to be more engaged during treatment 

sessions 

0.36* 0.78* 

Using EBPs shows that I am guided by clinical research 1.18 0.78 

Using EBPs inhibits my ability to use clinical judgment to 

guide treatment 

-0.05 0.78 

EBPs assist me in addressing treatment issues I've never 

encountered before 

-0.47* -1.86* 

Using EBPs is not profitable financially for my practice -1.29* -1.34* 

EBPs result in high successful case closure rates 0.36* -1.86* 
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Table 5 (Continued) Item Evaluation: Z Scores for Item Relevance and Wording Ratings 

Attitudes: Indirect Measurement – Outcome Evaluation 

Providing effective treatments is… 0.36 0.78 

Measurable client progress during treatment is… 1.18* 0.78* 

Treatment success is… 1.18 -0.28 

Using treatments that fit real clinical settings is… -0.88 -1.86 

Using treatments that fit for comorbid clients is… 0.77* -1.34* 

Using treatments that are compatible with my clients' 

cultural backgrounds is… 

0.77 0.78 

Using treatments that work for a wide range of clients is… 1.18 0.78 

Using treatments that fit for complex cases is… 0.77 0.25 

Using flexible treatment practices is… 0.77 -0.28 

Treatments that are regimented are… -1.29* -1.34* 

Structured treatment sessions are… -1.29 0.25 

Strong therapeutic rapport during treatment is… 1.18* 0.78* 

Strong therapeutic alliance during treatment is… 1.18 -0.28 

My being perceived as credible is… -0.05* -0.81* 

My being perceived as professional is… 1.18 -0.28 

Overcoming negative stereotypes about therapy is… 0.36* -0.28* 

Consistency between treatment providers is… 1.18* -0.81* 

My feeling confident during treatment is… 1.18 -1.86 

Clinical practice being boring for me is... -1.29* -1.86* 

Treatments that require significant effort on my part during 

session are… 

-0.05 0.78 

Being more engaged during treatment is… 0.36* -0.81* 

Being guided by clinical research is… 1.18 0.78 

Using clinical judgment to guide treatment is… 1.18 0.78 

Having a resource that assists me in addressing treatment 

issues I've never encountered before is… 

0.77* 0.78* 
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Table 5 (Continued) Item Evaluation: Z Scores for Item Relevance and Wording Ratings 
 

Having a financially profitable practice is… 
 

Having high successful case closure rates is… 

-0.05* 
 

1.18* 

0.78* 
 

0.78* 

Subjective Norms: Direct Measurement   

I am expected to use EBPs with my clients 0.77 0.78 

People who are important to me want me to use EBPs with 

my clients 

-0.05 -2.92 

I feel under social pressure to use EBPs with my clients -1.70* -1.34* 

I feel under pressure from society to use EBPs with my 

clients 

-1.70* -0.28* 

My profession pressures me to use EBPs with my clients -0.05 0.78 

Subjective Norms: Indirect Measurement – Normative 

Beliefs 

  

Insurance companies…of my using EBPs 1.18 0.78 

My supervisors…of my using EBPs 1.18 0.78 

Funders…of my using EBPs -0.47 -1.34 

My clients…of my using EBPs -0.05 -0.81 

The parents of clients…of my using EBPs 0.36 0.78 

Youth I work with…of my using EBPs -0.47* 0.78* 

The state government…of my using EBPs -0.88* -1.86* 

The federal government…of my using EBPs -0.88* -0.28* 

Society…of my using EBPs -1.29* -1.86* 

My colleagues…of my using EBPs 0.77 0.78 

Referral sources…of my using EBPs -0.05 0.78 

Psychiatrists…of my using EBPs 0.36* 0.78* 

My colleagues…use EBPs with their clients 0.36 0.78 

My supervisors…use EBPs with their clients 0.36 -0.28 

Providers at other agencies…use EBPs with their clients 0.77 0.78 
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Table 5 (Continued) Item Evaluation: Z Scores for Item Relevance and Wording Ratings 

Subjective Norms: Indirect Measurement – Motivation to Comply 

What insurance companies think of my treatment choices is 

important to me 

-0.05 0.78 

My supervisors' approval of my treatment choices is 

important to me 

1.18 0.78 

What funders think of my treatment choices is important to 

me 

-0.88 0.78 

My clients' approval of my treatment choices is important to 

me 

0.77 0.78 

What the parents of my clients think of my treatment choices 

is important to me 

1.18 0.78 

What the youth I work with think of my treatment choices is 

important to me 

-0.05* 0.78* 

What the state government thinks of my treatment choices is 

important to me 

-0.88* -1.86* 

What the federal government thinks of my treatment choices 

is important to me 

-0.88* -0.28* 

What society thinks of my treatment choices is important to 

me 

-1.70* -0.28* 

My colleagues' approval of my treatment choices is 

important to me 

0.36 0.78 

What referral sources think of my treatment choices is 

important to me 

0.36 0.78 

What psychiatrists think of my treatment choices is 

important to me 

-0.05* 0.78* 

Doing what my colleagues do is important to me -1.70 -1.86 

Doing what my supervisors do is important to me -1.70 -2.92 

Doing what providers at other agencies do is important to me -1.29 -1.86 

Perceived Behavioral Control: Direct Measurement 

I am confident in my ability to use EBPs with my clients 1.18 0.78 

I have the power to decide whether or not to use EBPs with 

my clients 

0.77 -0.28 
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Table 5 (Continued) Item Evaluation: Z Scores for Item Relevance and Wording Ratings 

The decision to use EBPs with my clients is out my control -0.05 -0.28 

Perceived Behavioral Control: Indirect Measurement – Control Beliefs 

My agency provides me with funding to become trained on 

EBPs 

1.18 0.25 

 

My agency purchases EBP protocols for me -0.05* -0.81* 
 

I have the knowledge necessary to implement EBPs with my 

clients 

1.18* 0.78* 

 

I have been trained in the use of EBPs 1.18 0.78 

I receive ongoing training in EBPs 0.77 0.25 

I have access to guides that indicate what is and is not an 

EBP 

-0.05 0.78 

I am aware of which practices are evidence-based 0.77 0.78 

To use EBPs, I have to seek out new information on my own -0.88* 0.78* 

Knowledgeable colleagues help me to use EBPs  -0.47  0.25 

My supervisor uses active learning strategies (e.g., modeling, 

role play) to help me use EBPs 

My treatment sessions are recorded and reviewed for EBP 

fidelity 

0.36* 0.25* 

-2.11* 0.78* 

I am required by my supervisor to use EBPs 0.36 0.25 

I am required by state mandate to use EBPs -0.88* -0.28* 

EBPs require significant coordination (e.g., daily report card) 

across multiple settings 

-2.53 -1.34 

Training for EBPs is expensive -1.29* 0.78* 

Prepping to use an EBP is time intensive -0.47 0.78 

EBPs require a lot of prep time -1.29* 0.25* 

EBPs are not applicable to my client population -0.88* 0.78* 

Perceived Behavioral Control: Indirect Measurement – Influence of Control Beliefs 

If I received funding for trainings related to EBPs, I would 

be…to use them 

1.77 0.78 
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Table 5 (Continued) Item Evaluation: Z Scores for Item Relevance and Wording Ratings 

If EBP protocols were purchased for me, I would be…to use 

them 

-0.47* -0.81* 

If I have the necessary knowledge to implement an EBP, I 

would be…to use it 

0.77* -0.28* 

If I have been trained to implement an EBP, I would be…to 

use it 

1.18 0.78 

If I had ongoing trainings in EBPs, I would be…to use them 0.36 0.78 

If I had access to guides clarifying what practices are 

evidence-based, I would be…to use EBPs 

0.36 -0.28 

If I am aware of which practices are evidence-based I 

am…to use them 

1.18 0.78 

If I needed to seek out new information to use an EBP, I 

would be…to use it 

-0.88* -0.81* 

If I had EBP knowledgeable colleagues, I would be…to use 

EBPs 

-0.47 0.78 

If my supervisor used active learning strategies (e.g., 

modeling, role play) to help me use EBPs, I would be…to 

use them 

0.36* 0.25* 

If my treatment sessions were recorded and reviewed for 

EBP fidelity, I would be…to use EBPs 

-1.29* 0.78* 

If I was required by my supervisor to use EBPs, I would 

be…to use them 

0.36 0.78 

If I was required by state mandate to use EBPs, I would 

be…to use them 

-0.47* -0.28* 

If an EBP requires that I coordinate across multiple settings, 

I am…to use it 

-2.53 -0.28 

If I have to pay for an expensive training for an EBP, I 

am…to use it 

-1.29* 0.78* 

If prepping to use an EBP is time intensive, I am…to use it -0.88 0.78 

If an EBP requires a lot of prep time, I am…to use it -1.70* 0.78* 

Treatments being applicable to my client population is… 1.18* 0.78* 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note. Items removed following the Item Evaluation phase are marked with an *. 
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Figure 1. Schematic of the Theory of Planned Behavior. 
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Figure 2. Four Phases with Participant Involvement for Instrument Content Validation 
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Figure 3. Item Types per Instrument Subscale 
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Figure 4. Example Item Development from Semi-structured Interview Questions 
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Figure 5. Data Saturation for Themes over the 12 Interviews 
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Figure 6. Theme and Item Consort Flow Chart Indirect Measurement Items 



88  
 
 

 
 

Figure 7. Theme and Item Consort Flow Chart Direct Measurement Items 
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Figure 8. Proposed and Modified Scoring Schemes for the Indirect Measurement Items. The item pair used above is an example 

from the attitudes subscale. This scoring applies equally to all indirect measurement items. The response format for “EBPs are 

flexible” ranges from “Strongly Disagree” to “Strongly Agree,” while the response format for “Using flexible treatment 

practices is…” ranges from “Highly Undesirable” to “Highly Desirable.” 



90  
 
 

Appendix A: Semi-Structured Interview for Item Content Generation 

 
Item Generation Questionnaire 

 
Today we’ll be discussing the use of evidence-based practices for children with 

difficulties in the areas of anxiety, trauma, depression, inattention or hyperactivity and 

disruptive behavior. 

 
How do you define EBP? 

 

 
For the purpose of this discussion, evidence-based practices will be defined as 

therapeutic techniques that have been empirically shown to be efficacious for particular 

populations through clinical outcome research. (The term “evidence-based practices 

(EBPs)” refers to treatment interventions that have been shown to ‘work’ based on the 

best available and most up to date scientific research.) 

 
1. What, if any, are the advantages of using an EBP with your clients? 

 
2. What, if any, are the disadvantages of using an EBP with your clients? 

 
3. What else do you associate with the decision to use EBPs? 

 
4. Which individuals or groups, if any, would approve of your use of EBPs with 

your clients? 

5. Which individuals or groups, if any, would disapprove of your use of EBPs with 

your clients? 

6. What other individuals or groups would have an opinion about your use of EBPs? 

 
7. What are the factors or circumstances, if any, that would enable you to use EBPs 

with your clients? 

8. What are the factors or circumstances, if any, that would make it difficult or 

impossible for you to use EBPs with your clients? 

9. What other issues come to mind when thinking about your ability to use EBPs? 



91  
 
 

Appendix B: Construct Definition Handout for First Graduate Student Panel Meeting 
 
 

Construct Definition Phase: Graduate Student Panel Meeting 
 

Definitions: 
 

APA: American Psychological Association (2006, p. 273) defines EBP as "the 

integration of the best available research with clinical expertise in the context of patient 

characteristics, culture and preferences." 
 

ABCT: “Adherence to psychological approaches and techniques that are based on 

scientific evidence is referred to as "Evidence-based Practice.” “…empirically-supported 

treatments (ESTs), treatments whose demonstrated efficacy meets a standard of 

empirical investigation as gauged by various methodological criteria.” 

 
Chambless: 

 

I. At least two good between group design experiments demonstrating efficacy in one or 

more of the following ways: 
 

A. Superior (statistically significantly so) to pill or psychological placebo or to 

another treatment. 

B. Equivalent to an already established treatment in experiments with adequate 

sample sizes. 
 

II. A large series of single case design experiments (n >9) demonstrating efficacy. 

These experiments must have: 
 

A. Used good experimental designs and 

B. Compared the intervention to another treatment as in IA. 

FURTHER CRITERIA FOR BOTH I AND II: 

III. Experiments must be conducted with treatment manuals. 
 

IV. haracteristics of the client samples must be clearly specified. 
 

V. Effects must have been demonstrated by at least two different investigators or 

investigating teams. 
 
 
 

Extracted Components: 
 

 Clinical efficacy (positive treatment outcomes) 

 Tested/evaluated/investigated in the context of: 

 Empirical, clinical, treatment outcome research 

o Large studies/ study series (one case study would not suffice) 
 

Proposed: Evidence-based practices are defined as therapeutic techniques that have been 

empirically shown to be efficacious for particular populations through clinical outcome 

research. 
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Please review the following questions and answers: 
 

1. What is captured by this construct? 

a. Practices that have been shown to produce positive treatment outcomes 

through empirical clinical research 

b. Empirical clinical research: at least one treatment study with a large sample 

2. What is outside the domain of this construct? 

a. Client specific evidence 

b. Local Aggregate evidence 

c. Clinical experience 

d. Clinical intuition 

e. Patient’s preference 

3. Does this construct apply only to particular individuals? 

a. Applies to practitioners directly providing services to youth and families 

b. May apply to supervisors choosing treatment practices for use with their 

therapists’ clients 

4. Does this construct apply only to certain situations, settings or contextual factors? 

a. Applies to all clinical treatment situations/settings 

b. Targeting modal settings: IIH, BHS, outpatient clinic 

5. Does this construct apply only to certain times, or is it limited by temporal factors? 

a. Applies to the period of treatment planning and intervention selection 

b. Applies to the use of interventions throughout treatment 
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Appendix C: Construct Definition Handout for First Expert Panel Meeting 
 

 
 

Construct Definition Phase: Expert Panel Meeting 
 

Instructions: Review the definitions for each construct of interest. Consider the 

following questions, and suggest changes to the definitions if needed. 
 

1. Are the thoughts and/or beliefs captured by this construct adequately described? 

Does this definition leave out any important aspects of the construct’s domain? 

2. Are there thoughts and/or beliefs included in this definition that do not fall under the 

domain of the construct (i.e., should be removed)? 

3. Does the definition adequately identify the particular individuals to whom this 

construct applies? 

4. Does the definition adequately identify the situations, settings or contextual factors 

to which this construct applies? 

5. Does this definition adequately identify the temporal factors associated with the 

construct? 

6. Is the list of construct factors adequate? Are there any factors missing? Are there any 

factors that do not belong? 
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Appendix D. Target Population and Instrument Purpose 
 

 
 

Targeted Population 
 

 Mental health providers working directly with children and families 

 Most typical settings (e.g., school based, intensive in-home therapists, outpatient 

providers, Multi-Systemic Therapy providers) 

 Working with children who have difficulties in the areas of anxiety, trauma, 

depression, inattention/hyperactivity, or disruptive behavior 

o Rationale: most common difficulties, variety of treatment options/modalities 

that might be chosen from 

 Diverse across educational background (B.A. to Ph.D.), treatment setting, agency 

supervisory structure, and experience levels related to EBP 
 

Instrument Purpose 
 

 Facilitate DIS research: 

o Investigate the efficacy of D&I interventions targeting treatment providers 

o Evaluate likelihood/readiness of individuals to adopt EBP 
 Investigate related factors 
 Impact of organizational variables 

 Impact of training 

 As the instrument is measuring latent constructs related to attitudes and beliefs (i.e. 

precursors to observable behavior), the self-report method is most appropriate. 
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Useful 1 2 3 4 5 6 7 Useless 

Challenging 1 2 3 4 5 6 7 Easy 

Harmful 1 2 3 4 5 6 7 Beneficial 

Flexible 1 2 3 4 5 6 7 Rigid 

Genuine 1 2 3 4 5 6 7 Insincere 

Engaged 1 2 3 4 5 6 7 Detached 

 

 
 

Appendix E. Final Instrument Items with Scoring by Domain 

 

Attitudes 
Direct Measurement Items 

 

1-6. Using EBPs with my clients feels…(for me): 
 

 
 
 
 
 
 
 
 
 
 

Indirect Measurement Items: Behavioral Beliefs 
 

Strongly Disagree Neutral Strongly Agree 

7. EBPs are effective. -3 -2 -1 0 1 2 3 

8. Using EBPs increases the chance of treatment success. -3 -2 -1 0 1 2 3 

9. EBPs don't fit non-university based clinical settings. -3 -2 -1 0 1 2 3 

10. EBPs are not compatible with the cultural backgrounds of some of my 

clients. 
-3 -2 -1 0 1 2 3 

11. EBPs work for a wide range of clients. -3 -2 -1 0 1 2 3 

12. EBPs don’t fit for complex cases. -3 -2 -1 0 1 2 3 

13. EBPs are flexible. -3 -2 -1 0 1 2 3 

14. EBPs provide structure for treatment sessions. -3 -2 -1 0 1 2 3 

15. EBPs interfere with the development of therapeutic alliance. -3 -2 -1 0 1 2 3 

16. Using EBPs indicates my professionalism as a treatment provider. -3 -2 -1 0 1 2 3 

17. Using EBPs increases my confidence during treatment. -3 -2 -1 0 1 2 3 

18. Using EBPs requires significant effort on my part during session. -3 -2 -1 0 1 2 3 

19. Using EBPs shows that I am guided by clinical research. -3 -2 -1 0 1 2 3 

20. Using EBPs inhibits my ability to use clinical judgment to guide treatment. -3 -2 -1 0 1 2 3 
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Indirect Measurement Items: Outcome Evaluation 

 

Very Undesirable Neutral Very Desirable 

21. Providing effective treatments is… -3 -2 -1 0 1 2 3 

22. Treatment success is… -3 -2 -1 0 1 2 3 

23. Using treatments that fit non-university based clinical settings is… -3 -2 -1 0 1 2 3 

24. Using treatments that are compatible with my clients' cultural 

backgrounds is… 
-3 -2 -1 0 1 2 3 

25. Using treatments that work for a wide range of clients is… -3 -2 -1 0 1 2 3 

26. Using treatments that fit for complex cases is… -3 -2 -1 0 1 2 3 

27. Using flexible treatment practices is… -3 -2 -1 0 1 2 3 

28. Structured treatment sessions are… -3 -2 -1 0 1 2 3 

29. Strong therapeutic alliance during treatment is… -3 -2 -1 0 1 2 3 

30. My being perceived as professional is… -3 -2 -1 0 1 2 3 

31. My feeling confident during treatment is… -3 -2 -1 0 1 2 3 

32. Treatments that require significant effort on my part during session are… -3 -2 -1 0 1 2 3 

33. Being guided by clinical research is… -3 -2 -1 0 1 2 3 

34. Using clinical judgment to guide treatment is… -3 -2 -1 0 1 2 3 

 

Subjective Norms 
Direct Measurement Items 

 
Strongly Disagree Strongly Agree 

35. I am expected to use EBPs with my clients. 1 2 3 4 5 6 7 
36. People in my field who are important to me want me to use EBPs 

with my clients. 

37. My profession pressures me to use EBPs with my clients. 

1 

 
1 

2 

 
2 

3 

 
3 

4 

 
4 

5 

 
5 

6 

 
6 

7 

 
7 
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Indirect Measurement Items: Injunctive Normative Beliefs 

 

Strongly Disapprove Neutral Strongly 

Approve 

38. Insurance companies…of my using EBPs. -3 -2 -1 0 1 2 3 

39. My supervisors…of my using EBPs. -3 -2 -1 0 1 2 3 

40. Granting agencies…of my using EBPs. -3 -2 -1 0 1 2 3 

41. My clients…of my using EBPs. -3 -2 -1 0 1 2 3 

42. The parents of clients…of my using EBPs. -3 -2 -1 0 1 2 3 

43. My colleagues…of my using EBPs. -3 -2 -1 0 1 2 3 

44. Referral sources…of my using EBPs. -3 -2 -1 0 1 2 3 

 

Indirect Measurement Items: Descriptive Normative Beliefs 

 

Do Not Do 

45. My colleagues…use EBPs with their clients. -3 -2 -1 0 1 2 3 

46. My supervisors…use EBPs with their clients. -3 -2 -1 0 1 2 3 

47. Providers at other agencies…use EBPs with their clients. -3 -2 -1 0 1 2 3 

 

Indirect Measurement Items: Motivation to Comply 

 

Strongly Disagree Neutral Strongly Agree 

48. What insurance companies think of my treatment choices is important to 

me. 
-3 -2 -1 0 1 2 3 

49. My supervisors' approval of my treatment choices is important to me. -3 -2 -1 0 1 2 3 

50. What granting agencies think of my treatment choices is important to me. -3 -2 -1 0 1 2 3 

51. My clients' approval of my treatment choices is important to me. -3 -2 -1 0 1 2 3 

52. What the parents of my clients think of my treatment choices is important 

to me. 
-3 -2 -1 0 1 2 3 

53. My colleagues' approval of my treatment choices is important to me. -3 -2 -1 0 1 2 3 

54. What referral sources think of my treatment choices is important to me. -3 -2 -1 0 1 2 3 

55. Using the practices my colleagues use is important to me. -3 -2 -1 0 1 2 3 
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56. Using the practices my supervisors use is important to me. -3 -2 -1 0 1 2 3 

57. Using the practices that providers at other agencies use is important to me. -3 -2 -1 0 1 2 3 

 

Perceived Behavioral Control 
Direct Measurement Items 

 

Strongly Disagree Neutral Strongly Agree 

58. I am confident in my ability to use EBPs with my clients. 1 2 3 4 5 6 7 

59. I have the power to decide whether or not to use EBPs with my clients. 1 2 3 4 5 6 7 

60. The decision to use EBPs with my clients is out my control. 1 2 3 4 5 6 7 

61. I have the autonomy to choose the treatment practices I use. 1 2 3 4 5 6 7 

 

Indirect Measurement Items: Control Beliefs 

 

Strongly Disagree Neutral Strongly Agree 

62. My agency provides me with funding to become trained on EBPs. -3 -2 -1 0 1 2 3 

63. I have been trained in the use of EBPs. -3 -2 -1 0 1 2 3 

64. I receive ongoing training in EBPs. -3 -2 -1 0 1 2 3 

65. I have access to guides that indicate what is and is not an EBP. -3 -2 -1 0 1 2 3 

66. I am aware of which practices are evidence-based. -3 -2 -1 0 1 2 3 

67. Knowledgeable colleagues help me to use EBPs. -3 -2 -1 0 1 2 3 

68. I am required by my supervisor to use EBPs. -3 -2 -1 0 1 2 3 

69. EBPs require significant coordination across members of a treatment team 

and/or multiple settings. 
-3 -2 -1 0 1 2 3 

70. Prepping to use an EBP is time intensive. -3 -2 -1 0 1 2 3 

Indirect Measurement Items: Influence of Control Beliefs 

Less Likely Neutral More Likely 

71. If I received funding for trainings related to EBPs, I would be…to use them. -3 -2 -1 0 1 2 3 

72. If I have been trained to implement an EBP, I would be…to use it. -3 -2 -1 0 1 2 3 

73. If I had ongoing trainings in EBPs, I would be…to use them. -3 -2 -1 0 1 2 3 
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Strongly Disagree Strongly Agree 

80. I want to use EBPs with my clients. 1 2 3 4 5 6 7 

81. I intend to use EBPs with my clients. 1 2 3 4 5 6 7 

82. I expect to use EBPs with my clients. 1 2 3 4 5 6 7 

83. Out of the next 10 clients you see, for how many of them will you use EBPs? 1 2 3 4 5 6 7 8 9 10 

 

 

 

74. If I had access to guides clarifying what practices are evidence-based, I would 

be…to use EBPs. 
-3 -2 -1 0 1 2 3 

75. If I am aware of which practices are evidence-based I am…to use them. -3 -2 -1 0 1 2 3 

76. If I had EBP knowledgeable colleagues, I would be…to use EBPs. -3 -2 -1 0 1 2 3 

77. If I was required by my supervisor to use EBPs, I would be…to use them. -3 -2 -1 0 1 2 3 

78. If an EBP requires that I coordination across members of a treatment team 

and/or multiple settings, I am…to use it 
-3 -2 -1 0 1 2 3 

79. If prepping to use an EBP is time intensive, I am…to use it -3 -2 -1 0 1 2 3 

 

Behavioral Intention 
Direct Measurement Items 
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Appendix F: Item Generation Handouts for Second Graduate Student Panel Meeting 

 

Item Generation Phase: Graduate Student Panel Meeting 
 

Consider the following for each theme: 

1. Is the theme relevant to the assigned construct? 

2. Does the theme identify an unambiguous, singular idea? 

Are there any themes you would add to this list? 

Consider the following for each item: 

1. Is the item clearly worded? Could the item be interpreted in multiple ways? 

2. Is the item response format appropriate? Would there be another, better way to 

format this item? 

 
Are there any items you feel are missing? 

 
Are the instructions clear? Would you change them in any way? 

 
Measure Instructions:  Please answer the following questions about the provision of 

psychosocial treatments to youth and families. Please consider the following definition 

of evidence-based practices (EBPs): Evidence-based practices are defined as 

psychosocial therapeutic methods that have been shown to be efficacious for particular 

populations through clinical research. 
 
 

 
ATTITUDES: DIRECT MEASUREMENT 

 

 
Using EBPs with my clients is…(for me): 

 

Pleasant 1 2 3 4 5 6 7 Unpleasant 

Useful 1 2 3 4 5 6 7 Worthless 

Challenging 1 2 3 4 5 6 7 Easy 

Harmful 1 2 3 4 5 6 7 Beneficial 

Good 1 2 3 4 5 6 7 Bad 
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ATTITUDES: INDIRECT MEASUREMENT 

Theme Item: Behavioral Belief Response 

Format 
Item: Outcome Evaluation Response 

Format 
Improved clinical 

outcomes/ no efficacy 
EBPs are effective -3 to +3 

Agreement 
Providing effective treatments is… -3 to +3 

Desirable 
Works 

quickly/slowly 
EBPs work quickly -3 to +3 

Agreement 
Treatments that work quickly are… -3 to +3 

Desirable 
Create measurable 

client progress 
Using EBPs results in measurable 

client progress 
-3 to +3 

Agreement 
Observing measurable client progress 

during treatment is… 
-3 to +3 

Desirable 
Increases chance of 

treatment success 
Using EBPs increases the change of 

treatment success 
-3 to +3 

Agreement 
Treatment success is… -3 to +3 

Desirable 
Doesn't fit all clients/ 

populations 
EBPs are not applicable to my 

client population 
-3 to +3 

Agreement 
Treatments being applicable to my client 

population is… 
-3 to +3 

Desirable 
Doesn't fit real 

clinical settings 
EBPs don't fit real clinical settings -3 to +3 

Agreement 
Using treatments that fit real clinical 

settings is… 
-3 to +3 

Desirable 
Doesn't fit 

complex/comorbid 

cases 

EBPs don't fit for comorbid clients -3 to +3 

Agreement 
Using treatments that fit for comorbid 

clients is… 
-3 to +3 

Desirable 

Doesn't fit all cultures EBPs do not fit with the cultural 

backgrounds of some of my clients 
-3 to +3 

Agreement 
Using treatments that fit with my clients' 

cultural backgrounds is… 
-3 to +3 

Desirable 
Works with a wide 

range of clients 
EBPs work for a wide range of 

clients 
-3 to +3 

Agreement 
Using treatments that work for a wide range 

of clients is… 
-3 to +3 

Desirable 

 EBPs don’t fit for complex cases -3 to +3 

Agreement 
Using treatments that fit for complex cases 

is… 
-3 to +3 

Desirable 
Flexible/rigid EBPs are flexible -3 to +3 

Agreement 
Using flexible treatment practices is… -3 to +3 

Desirable 

 EBPs are regimented -3 to +3 

Agreement 
Treatments that are regimented are… -3 to +3 

Desirable 
Structure (scripts, 

outlines, handouts) 
EBPs provide structure for 

treatment sessions 
-3 to +3 

Agreement 
Structured treatment sessions are… -3 to +3 

Desirable 
Interferes with 

building rapport 
Using EBPs interferes with the 

development of therapeutic rapport 
-3 to +3 

Agreement 
Strong therapeutic rapport during treatment 

is… 
-3 to +3 

Desirable 

 EBPs interfere with the 

development of therapeutic alliance 
-3 to +3 

Agreement 
Therapeutic alliance during treatment is… -3 to +3 

Desirable 
Limits therapists' My treatment choices are limited if -3 to +3 Having limited treatment choices is… -3 to +3 
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control over 

treatment selection 
I use EBPs only Agreement  Desirable 

 Using EBPs only limits my control 

over treatment selection 
-3 to +3 

Agreement 
Having full control over treatment selection 

is… 
-3 to +3 

Desirable 
Facilitates training 

new clinicians 
Using EBPs makes training new 

treatment providers easier 
-3 to +3 

Agreement 
Making training for new treatment 

providers easier is… 
-3 to +3 

Desirable 
Enhanced credibility/ 

professionalism 
Using EBPs increases my 

credibility as a treatment provider 
-3 to +3 

Agreement 
Being perceived as credible by my clients 

is… 
-3 to +3 

Desirable 

 Using EBPs indicates 

professionalism in a treatment 

provider 

-3 to +3 

Agreement 
Treatment providers being perceived as 

professional is… 
-3 to +3 

Desirable 

Using helps the field 

to overcome stigma 
Using EBPs helps the field of 

psychology overcome stigma 
-3 to +3 

Agreement 
Overcoming stigma for the field of 

psychology is… 
-3 to +3 

Desirable 
Consistency between 

providers 
Using EBPs promote consistency 

between treatment providers 
-3 to +3 

Agreement 
Consistency between treatment providers 

is… 
-3 to +3 

Desirable 
Confidence when 

using 
Using EBPs increases my 

confidence during treatment 
-3 to +3 

Agreement 
Feeling confident during treatment is… -3 to +3 

Desirable 
Not enjoyable for the 

clinician 
Using EBPs is not enjoyable for me -3 to +3 

Agreement 
Using treatments that are enjoyable for me 

is… 
-3 to +3 

Desirable 
Using EBPs only is 

boring 
Using only EBPs in my clinical 

practice is boring 
-3 to +3 

Agreement 
My clinical practice being boring for me 

is... 
-3 to +3 

Desirable 
Trust/respect/value of 

research/data 
Using EBPs indicates a trust in the 

results of clinical research 
-3 to +3 

Agreement 
Basing treatment selection on the results of 

clinical research is… 
-3 to +3 

Desirable 

 EBPs facilitate data driven clinical 

decision making 
-3 to +3 

Agreement 
Relying on data to make clinical decisions 

is… 
-3 to +3 

Desirable 
Assists with 

addressing novel 

problems 

EBPs assist me in addressing novel 

problems in treatment 
-3 to +3 

Agreement 
Having a resource to assist me with novel 

problems in treatment is… 
-3 to +3 

Desirable 

Are not profitable 

(client turnover) 
Using EBPs is not profitable for my 

practice 
-3 to +3 

Agreement 
Having a profitable practice is… -3 to +3 

Desirable 

 EBPs result in high successful case 

closure rates 
-3 to +3 

Agreement 
Having high successful case closure rates 

is… 
-3 to +3 

Desirable 
Expensive EBPs are affordable for me -3 to +3 

  Agreement   
Using affordable treatments in my clinical 

practiceis…   
-3 to +3 

Desirable   
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SUBJECTIVE NORMS: DIRECT MEASUREMENT 
 

It is expected of me to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

People who are important to me want me to use EBPs with my 

clients 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I feel under social pressure to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

Most people who are important to me use EBPs Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I feel under societal pressure to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
 

 

SUBJECTIVE NORMS: INDIRECT MEASUREMENT 

Theme Item: Normative Belief Response 

Format 
Item: Motivation to Comply Response 

Format 
Injunctive: 

Insurance companies Insurance companies…of my 

using EBPs 
-3 to +3 

Approve 
What insurance companies think I 

should do is important to me 
0 to +3 Not at 

all-Very much 
Supervisors/Boss/Employer My supervisors…of my using 

EBPs 
-3 to +3 

Approve 
My supervisors' approval of my 

treatment choices is important to me 
0 to +3 Not at 

all-Very much 

 My employer…of my using EBPs -3 to +3 

Approve 
My employer's approval of my 

treatment choices is important to me 
0 to +3 Not at 

all-Very much 
Funding bodies/agencies Funding bodies…of my using 

EBPs 
-3 to +3 

Approve 
What funding bodies think I should 

do is important to me 
0 to +3 Not at 

all-Very much 
Clients/ Consumers 

(Parents/Children) 
Clients…of my using EBPs -3 to +3 

Approve 
My clients' approval of my treatment 

choices is important to me 
0 to +3 Not at 

all-Very much 
Agency (District as a 

whole) 
My agency…of my using EBPs -3 to +3 

Approve 
What my agency thinks I should do is 

important to me 
0 to +3 Not at 

all-Very much 
State government The state government…of my 

using EBPs 
-3 to +3 

Approve 
What the state government thinks I 

should do is important to me 
0 to +3 Not at 

all-Very much 

 The federal government…of my 

  using EBPs   
-3 to +3 

Approve   
What the federal government thinks I 

should do is important to me   
0 to +3 Not at 

all-Very much   



104  
 

 
 

Society Society…of my using EBPs -3 to +3 

Approve 
What society thinks I should do is 

important to me 
0 to +3 Not at 

all-Very much 
APA The American Psychological 

Association…of my using EBPs 
-3 to +3 

Approve 
What APA thinks I should do is 

important to me 
0 to +3 Not at 

all-Very much 
Administrators in 

agency/department 
Administrators within my 

agency…of my using EBPs 
-3 to +3 

Approve 
The approval of the administrators 

within my agency is important to me 
0 to +3 Not at 

all-Very much 
Colleagues My colleagues…of my using 

EBPs 
-3 to +3 

Approve 
My colleagues' approval of my 

treatment choices is important to me 
0 to +3 Not at 

all-Very much 
Researchers Clinical researchers…of my using 

EBPs 
-3 to +3 

Approve 
What clinical researchers think I 

should do is important to me 
0 to +3 Not at 

all-Very much 
Teachers (students') My clients' classroom 

teachers…of my using EBPs 
-3 to +3 

Approve 
The approval of my clients' classroom 

teachers is important to me 
0 to +3 Not at 

all-Very much 
Private sector Providers in the private 

sector…of my using EBPs 
-3 to +3 

Approve 
What private sector providers think I 

should do is important to me 
0 to +3 Not at 

all-Very much 
Pediatrician Pediatricians…of my using EBPs -3 to +3 

Approve 
Pediatricians' approval of my 

treatment choices is important to me 
0 to +3 Not at 

all-Very much 
School administrators School administrators…of my 

using EBPs 
-3 to +3 

Approve 
School administrators' approval of my 

treatment choices is important to me 
0 to +3 Not at 

all-Very much 
Descriptive: 

 My colleagues…use EBPs with 

their clients 
-3 to +3 

Do not-Do 
Doing what my colleagues do is 

important to me 
0 to +3 Not at 

all-Very much 

 My supervisors…use EBPs with 

  their clients   
-3 to +3 

Do not-Do   
Doing what my supervisors do is 

important to me   
0 to +3 Not at 

all-Very much   
 

PERCEIVED BEHAVIORAL CONTROL: DIRECT MEASUREMENT 
 

I am confident in my ability to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 

I have the power to decide whether or not to use EBPs with my 

clients 

 

Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

The decision to use EBPs with my clients is not entirely up to me Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

It is easy for me to use EBPs with my clients if I want to. Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
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PERCEIVED BEHAVIORAL CONTROL: INDIRECT MEASUREMENT 

Theme Item: Control Belief Response 

Format 
Item: Influence of Control Belief Response 

Format 
Organizational support My agency provides me with 

funding to become trained on EBPs 
-3 to +3 

Agree 
If I received funding for trainings related to 

EBPs, I would be…to use them 
-3 to +3 

Likelihood 
Funding for 

protocols/manuals 
My agency provides me with 

funding for EBP protocols 
-3 to +3 

Agree 
If I received funding for EBP protocols, I 

would be…to use them 
-3 to +3 

Likelihood 
Prior 

Training/Knowledge 
I have the knowledge necessary to 

implement EBPs with my clients 
-3 to +3 

Agree 
If I have the necessary knowledge to 

implement an EBP, I am…to use it 
-3 to +3 

Likelihood 

 I have been trained in the use of 

EBPs 
-3 to +3 

Agree 
If I have prior training in an EBP, I am…to 

use it 
-3 to +3 

Likelihood 
Continuing Ed I receive ongoing training in EBPs -3 to +3 

Agree 
Ongoing trainings on EBPs would make 

me…to use them 
-3 to +3 

Likelihood 
Guides showing what 

is EBP/Accessibility 
I have access to guides that indicate 

what is and is not an EBP 
-3 to +3 

Agree 
Access to guides clarifying what practices 

are evidence-based would make me…to 

use EBPs 

-3 to +3 

Likelihood 

 I am able to easily determine which 

practices are evidence-based for my 

clients 

-3 to +3 

Agree 
Being able to easily determine what 

practices are evidence-based would make 

me…to use EBPs 

-3 to +3 

Likelihood 

Independent Research To use EBPs, I have to seek out new 

information on my own 
-3 to +3 

Agree 
Seeking out new information about an EBP 

makes me…to use it 
-3 to +3 

Likelihood 
Colleagues 

knowledge/help 
My colleagues help me to use EBPs -3 to +3 

Agree 
Help from my collages makes me…to use 

EBPs 
-3 to +3 

Likelihood 
Helpful (active) 

supervision 
Demonstrations during supervision 

help me to use EBPs with my clients 
-3 to +3 

Agree 
If my supervisor demonstrated EBPs for 

me, I would be…to use them 
-3 to +3 

Likelihood 
Increased 

accountability 
I must tell my supervisor what 

treatment practices I use with my 

clients 

-3 to +3 

Agree 
If I had to tell my supervisor what practices 

I use with my clients, I would be…to use 

EBPs 

-3 to +3 

Likelihood 

 My treatment sessions are recorded 

and reviewed 
-3 to +3 

Agree 
If my treatment sessions were recorded and 

reviewed, I would be…to use EBPs 
-3 to +3 

Likelihood 
Mandates I am required by my supervisor to 

use EBPs 
-3 to +3 

Agree 
If I was required by my supervisor to use 

EBPs, I would be…to use them 
-3 to +3 

Likelihood 
Requires cross- 

setting/adult 

  coordination   

EBPs require a lot of cross-setting 

coordination 
-3 to +3 

Agree 
If an EBP requires that I coordinate across 

multiple settings, I am…to use it 
-3 to +3 

Likelihood 
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 EBPs require a lot of coordination 

between members of a treatment 

team 

-3 to +3 

Agree 
If an EBP requires that I coordinate with 

multiple members of a treatment team, I 

am…to use it 

-3 to +3 

Likelihood 

Training for EBP is 

too expensive 
Training for EBPs is expensive -3 to +3 

Agree 
If I have to pay for an expensive training 

for an EBP, I am…to use it 
-3 to +3 

Likelihood 
No time to prep Prepping to use an EBP is time 

intensive 
-3 to +3 

Agree 
If prepping to use an EBP is time intensive, 

I am…to use it 
-3 to +3 

Likelihood 

 EBPs require a lot of prep time -3 to +3 If an EBP requires a lot of prep time, I -3 to +3 
  Agree am…touseit Likelihood   

 
 
 
 

BEHAVIORAL INTENTION: DIRECT MEASUREMENT 
 

I want to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I intend to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I expect to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

Out of the next 10 clients you see, for how many of them will 

you use EBPs? 
1 2 3 4 5 6 7 8 9 10 
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Appendix G. Item Modification Instructions Handouts for Second Expert Panel Meeting 

 
Item Modification Phase: Expert Panel Meeting 

 
Please consider the following questions. Keep in mind the target population (e.g., the 

modal clinician) and intended instrument purpose (e.g., evaluating intention towards 

using EBPs). 

 
Relevance: 

 On a rating scale from 1 to 5 (1 = poor, 2 = fair, 3 = average, 4 = good, 5 = 

excellent), evaluate the relevance of each item to its targeted construct. In other 

words, to what extent does each item truly measure the construct of interest? 

Consistency and clarity of wording for items 

 Evaluate the consistency and clarity of wording for these items. Is each item 

unambiguous and succinct? Would you change the wording of any of the items to 

enhance clarity? 

Response formats for items 

 Evaluate the response format for each of the items. Would you suggest any changes? 

Representativeness 

 Consider the representativeness of each item set in its entirety for the targeted 

construct. Are there any aspects of the constructs that are missing? 

Clarity of the instructions 

 Evaluate the clarity of the instructions. Would you suggest any edits to the 

instructions to make them clearer? 

 
Measure Instructions:  Please answer the following questions about your experience 

providing psychosocial treatments to youth and families. Please consider the following 

definition of evidence-based practices (EBPs): Evidence-based practices are defined as 

psychosocial therapeutic methods that have been shown to be efficacious for particular 

populations through clinical research. 
 
 

 

ATTITUDES: DIRECT MEASUREMENT 
 

Using EBPs with my clients is…(for me): 
 

Pleasant 1 2 3 4 5 6 7 Unpleasant 

Useful 1 2 3 4 5 6 7 Worthless 

Challenging 1 2 3 4 5 6 7 Easy 

Harmful 1 2 3 4 5 6 7 Beneficial 

Good 1 2 3 4 5 6 7 Bad 
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ATTITUDES: INDIRECT MEASUREMENT 

Item: Behavioral Belief Response 

Format 
Item: Outcome Evaluation Response 

Format 
EBPs are effective -3 to +3 

Agreement 
Providing effective treatments is… -3 to +3 

Desirable 
EBPs produce outcomes quickly -3 to +3 

Agreement 
Treatments that produce outcomes quickly are… -3 to +3 

Desirable 
Using EBPs results in measurable 

client progress 
-3 to +3 

Agreement 
Observing measurable client progress during treatment 

is… 
-3 to +3 

Desirable 
Using EBPs increases the chance of 

treatment success 
-3 to +3 

Agreement 
Treatment success is… -3 to +3 

Desirable 
EBPs are not applicable to my client 

population 
-3 to +3 

Agreement 
Treatments being applicable to my client population is… -3 to +3 

Desirable 
EBPs don't fit real clinical settings -3 to +3 

Agreement 
Using treatments that fit real clinical settings is… -3 to +3 

Desirable 
EBPs don't fit for comorbid clients -3 to +3 

Agreement 
Using treatments that fit for comorbid clients is… -3 to +3 

Desirable 
EBPs are not compatible with the 

cultural backgrounds of some of my 

clients 

-3 to +3 

Agreement 
Using treatment that are compatible with my clients' 

cultural backgrounds is… 
-3 to +3 

Desirable 

EBPs work for a wide range of clients -3 to +3 

Agreement 
Using treatments that work for a wide range of clients 

is… 
-3 to +3 

Desirable 
EBPs don’t fit for complex cases -3 to +3 

Agreement 
Using treatments that fit for complex cases is… -3 to +3 

Desirable 
EBPs are flexible -3 to +3 

Agreement 
Using flexible treatment practices is… -3 to +3 

Desirable 
EBPs are regimented -3 to +3 

Agreement 
Treatments that are regimented are… -3 to +3 

Desirable 
EBPs provide structure for treatment 

sessions 
-3 to +3 

Agreement 
Structured treatment sessions are… -3 to +3 

Desirable 
EBPs provide scripts for treatment 

sessions 
-3 to +3 

Agreement 
Scripts for treatment sessions are… -3 to +3 

Desirable 
EBPs provide handouts for clients 

during treatment sessions 
-3 to +3 

Agreement 
Providing handouts for clients during treatment sessions 

is… 
-3 to +3 

Desirable 
Using EBPs interferes with the -3 to +3 Strong therapeutic rapport during treatment is… -3 to +3 
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development of therapeutic rapport Agreement  Desirable 

EBPs interfere with the development 

of therapeutic alliance 
-3 to +3 

Agreement 
Strong therapeutic alliance during treatment is… -3 to +3 

Desirable 
Using EBPs increases my credibility 

as a treatment provider 
-3 to +3 

Agreement 
My Being perceived as credible is… -3 to +3 

Desirable 
Using EBPs indicates my 

professionalism as a treatment 

provider 

-3 to +3 

Agreement 
My being perceived as professional is… -3 to +3 

Desirable 

Using EBPs helps the field of 

psychology overcome stigma 
-3 to +3 

Agreement 
Overcoming stigma for the field of psychology is… -3 to +3 

Desirable 
Using EBPs promotes consistency 

between treatment providers 
-3 to +3 

Agreement 
Consistency between treatment providers is… -3 to +3 

Desirable 
Using EBPs increases my confidence 

during treatment 
-3 to +3 

Agreement 
My feeling confident during treatment is… -3 to +3 

Desirable 
Using EBPs is not enjoyable for me -3 to +3 

Agreement 
Using treatments that are enjoyable for me is… -3 to +3 

Desirable 
Using only EBPs in clinical practice is 

boring for me 
-3 to +3 

Agreement 
Clinical practice being boring for me is... -3 to +3 

Desirable 
EBPs require me to pay more attention 

during treatment sessions 
-3 to +3 

Agreement 
Having to pay more attention during treatment sessions 

is… 
-3 to +3 

Desirable 
EBPs require me to be more engaged 

during treatment sessions 
-3 to +3 

Agreement 
Being more engaged during treatment is… -3 to +3 

Desirable 
Using EBPs indicates my trust in the 

results of clinical research 
-3 to +3 

Agreement 
Trusting clinical research is… -3 to +3 

Desirable 
Using EBPs inhibits my ability to use 

clinical judgment to guide treatment 
-3 to +3 

Agreement 
Using clinical judgment to guide treatment is… -3 to +3 

Desirable 
EBPs assist me in addressing 

treatment issues I've never 

encountered before 

-3 to +3 

Agreement 
Having a resource that assists me in addressing treatment 

issues I've never encountered before is… 
-3 to +3 

Desirable 

Using EBPs is not profitable 

financially for my practice 
-3 to +3 

Agreement 
Having a financially profitable practice is… -3 to +3 

Desirable 
EBPs result in high successful case 

  closure rates   
-3 to +3 

Agreement   
Having high successful case closure rates is… -3 to +3 

Desirable   
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SUBJECTIVE NORMS: DIRECT MEASUREMENT 
 

It is expected of me to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

People who are important to me want me to use EBPs with 

my clients 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I feel under social pressure to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

Most people who are important to me use EBPs Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I feel under societal pressure to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
 

 

SUBJECTIVE NORMS: INDIRECT MEASUREMENT 

Item: Normative Belief Response 

Format 
Item: Motivation to Comply Response 

Format 
Injunctive Items: 

Insurance companies…of my 

using EBPs 
-3 to +3 

Approve 
What insurance companies think of my treatment 

choices is important to me 
0 to +3 Not at 

all-Very much 
My supervisors…of my using 

EBPs 
-3 to +3 

Approve 
My supervisors' approval of my treatment choices is 

important to me 
0 to +3 Not at 

all-Very much 
My employer…of my using EBPs -3 to +3 

Approve 
My employer's approval of my treatment choices is 

important to me 
0 to +3 Not at 

all-Very much 
Funding bodies…of my using 

EBPs 
-3 to +3 

Approve 
What funding bodies think of my treatment choices is 

important to me 
0 to +3 Not at 

all-Very much 
Funding agencies…of my use of 

EBPs 
-3 to +3 

Approve 
What funding agencies think of my treatment choices 

is important to me 
0 to +3 Not at 

all-Very much 
My clients…of my using EBPs -3 to +3 

Approve 
My clients' approval of my treatment choices is 

important to me 
0 to +3 Not at 

all-Very much 
The parents of clients…of my 

using EBPs 
-3 to +3 

Approve 
What the parents of my clients think of my treatment 

choices is important to me 
0 to +3 Not at 

all-Very much 
Youth I work with…of my using 

EBPs 
-3 to +3 

Approve 
What the youth I work with think of my treatment 

choices is important to me 
0 to +3 Not at 

all-Very much 
My agency…of my using EBPs -3 to +3 My agency's approval of my treatment choices is 0 to +3 Not at 
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Approve important to me all-Very much 

The state government…of my 

using EBPs 

The federal government…of my 

using EBPs 

-3 to +3 

Approve 

-3 to +3 

Approve 

What the state government thinks of my treatment 

choices is important to me 

What the federal government thinks of my treatment 

choices is important to me 

0 to +3 Not at 

all-Very much 

0 to +3 Not at 

all-Very much 

Society…of my using EBPs  -3 to +3 

Approve 

What society thinks of my treatment choices is 

important to me 

0 to +3 Not at all-

Very much 

The American Psychological 

Association…of my using EBPs 

Administrators within my 

agency…of my using EBPs 

-3 to +3 

Approve 

-3 to +3 

Approve 

What APA thinks of my treatment choices is 

important to me 

What the administrators within my agency think of 

my treatment choices is important to me 

0 to +3 Not at 

all-Very much 

0 to +3 Not at 

all-Very much 

My colleagues…of my using EBPs -3 to +3 

Approve 

My colleagues' approval of my treatment choices is 

important to me 

0 to +3 Not at 

all-Very much 

Clinical researchers…of my using 

EBPs 

My clients' classroom teachers…of 

my using EBPs 

Providers in the private sector…of 

my using EBPs 

-3 to +3 

Approve 

-3 to +3 

Approve 

-3 to +3 

Approve 

What clinical researchers think of my treatment 

choices is important to me 

The approval of my clients' classroom teachers is 

important to me 

What private sector providers think of my treatment 

choices is important to me 

0 to +3 Not at 

all-Very much 

0 to +3 Not at 

all-Very much 

0 to +3 Not at 

all-Very much 

Pediatricians…of my using EBPs -3 to +3 

Approve 

What pediatricians think of my treatment choices is 

important to me 

0 to +3 Not at all-

Very much 

School administrators…of my 

using EBPs 

-3 to +3 

Approve 

What school administrators think of my treatment 

choices is important to me 

0 to +3 Not at all-

Very much 

Psychiatrists…of my using EBPs -3 to +3 

Approve 

What psychiatrists think of my treatment choices is 

important to me 

0 to +3 Not at all-

Very much 

School counselors…or my using 

EBPs 

Descriptive Items: 

-3 to +3 

Approve 

What school counselors think of my treatment choices 

is important to me 

0 to +3 Not at 

all-Very much 

My colleagues…use EBPs with 

their clients 

My supervisors…use EBPs with 

their clients 

-3 to +3 Do 

not-Do 

-3 to +3 Do 

not-Do 

Doing what my colleagues do is important to me 0 to +3 Not at 

all-Very much 

Doing what my supervisors do is important to me 0 to +3 Not at 

all-Very much 

Providers at other agencies…use -3 to +3 Do Doing what providers at other agencies do is 0 to +3 Not at 

  EBPs with their clients not-Do important to me all-Very much   



112  
 

 

PERCEIVED BEHAVIORAL CONTROL: DIRECT MEASUREMENT 
 

I am confident in my ability to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I have the power to decide whether or not to use EBPs with my 

clients 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

The decision to use EBPs with my clients is not entirely up to 

me 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

It is easy for me to use EBPs with my clients if I want to. Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 
 
 

 

PERCEIVED BEHAVIORAL CONTROL: INDIRECT MEASUREMENT 

Item: Control Belief Response 

Format 
Item: Influence of Control Belief Response 

Format 
My agency provides me with funding to 

become trained on EBPs 
-3 to +3 Agree If I received funding for trainings related to EBPs, I 

would be…to use them 
-3 to +3 

Likelihood 
My agency purchases EBP protocols for me -3 to +3 Agree If EBP protocols were purchased for me, I would 

be…to use them 
-3 to +3 

Likelihood 
I have the knowledge necessary to implement 

EBPs with my clients 
-3 to +3 Agree If I have the necessary knowledge to implement an 

EBP, I would be…to use it 
-3 to +3 

Likelihood 
I have been trained in the use of EBPs -3 to +3 Agree If I have been trained to implement an EBP, I would 

be…to use it 
-3 to +3 

Likelihood 
I receive ongoing training in EBPs -3 to +3 Agree If I had ongoing trainings in EBPs, I would be…to 

use them 
-3 to +3 

Likelihood 
I have access to guides that indicate what is 

and is not an EBP 
-3 to +3 Agree If I had access to guides clarifying what practices 

are evidence-based, I would be…to use EBPs 
-3 to +3 

Likelihood 
I am able to easily determine which practices 

are evidence-based for my clients 
-3 to +3 Agree If I were able to easily determine what practices are 

evidence-based, I would be…to use EBPs 
-3 to +3 

Likelihood 
To use EBPs, I have to seek out new 

information on my own 
-3 to +3 Agree If I needed to seek out new information to use an 

EBP, I would be…to use it 
-3 to +3 

Likelihood 
Knowledgeable colleagues help me to use 

EBPs 
-3 to +3 Agree If I had EBP knowledgeable colleagues, I would 

be…to use EBPs 
-3 to +3 

Likelihood 
My supervisor modeling EBPs help me to use -3 to +3 Agree If my supervisor demonstrated EBPs for me, I -3 to +3 
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these practices with my clients  would be…to use them Likelihood 

Role-playing EBPs with my supervisor helps 

me to use these practices with my clients 
-3 to +3 Agree If I role-played EBPs with my supervisor, I would 

be…to use them 
-3 to +3 

Likelihood 
Receiving feedback about my EBP skills helps 

me to use these practices with my clients 
-3 to +3 Agree If I received feedback about my EBP skills, I would 

be…to use them 
-3 to +3 

Likelihood 
I must tell my supervisor whether or not I use 

EBPs with my clients 
-3 to +3 Agree If I had to tell my supervisor what practices I use 

with my clients, I would be…to use EBPs 
-3 to +3 

Likelihood 
My treatment sessions are recorded and 

reviewed for EBP fidelity 
-3 to +3 Agree If my treatment sessions were recorded and 

reviewed for EBP fidelity, I would be…to use EBPs 
-3 to +3 

Likelihood 
I am required by my supervisor to use EBPs -3 to +3 Agree If I was required by my supervisor to use EBPs, I 

would be…to use them 
-3 to +3 

Likelihood 
I am required by state mandate to use EBPs -3 to +3 Agree If I was required by state mandate to use EBPs, I 

would be…to use them 
-3 to +3 

Likelihood 
EBPs require a lot of coordination across 

multiple settings (e.g., school, home…) 
-3 to +3 Agree If an EBP requires that I coordinate across multiple 

settings, I am…to use it 
-3 to +3 

Likelihood 
EBPs require a lot of coordination between 

members of a treatment team 
-3 to +3 Agree If an EBP requires that I coordinate with multiple 

members of a treatment team, I am…to use it 
-3 to +3 

Likelihood 
Training for EBPs is expensive -3 to +3 Agree If I have to pay for an expensive training for an 

EBP, I am…to use it 
-3 to +3 

Likelihood 
Prepping to use an EBP is time intensive -3 to +3 Agree If prepping to use an EBP is time intensive, I 

am…to use it 
-3 to +3 

Likelihood 
EBPs require a lot of prep time -3 to +3 Agree If an EBP requires a lot of prep time, I am…to use it -3 to +3 

Likelihood 
I do not have access to the facilities I need to 

use EBPs 
-3 to +3 Agree If I had access to the facilities I need to use EBPs, I 

would be…to use EBPs 
-3 to +3 

Likelihood 
EBP research is difficult for me to understand 

   
-3 to +3 Agree If I could understand EBP research more easily, I 

wouldbe…touseEBPs   
-3 to +3 

Likelihood   
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BEHAVIORAL INTENTION: DIRECT MEASUREMENT 
 

I want to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I intend to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

I expect to use EBPs with my clients Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree 

Out of the next 10 clients you see, for how many of them 

will you use EBPs? 
1 2 3 4 5 6 7 8 9 10 



 

115 
 

 
Appendix H. Item Evaluation Handouts for Target Population and Community-Based 

Experts 
 
 

 
 

Relevance: 

Item Evaluation Phase: Evaluation Instructions 

 On a rating scale from 1 to 5 (1 = poor, 2 = fair, 3 = average, 4 = good, 5 = 

excellent), evaluate the relevance of each item to its targeted construct. Consider the 

extent to which each item truly measures/taps the construct of interest. 

 
Consistency and clarity of wording for items 

 Evaluate the consistency and clarity of wording for these items on a scale from 1 to 5 

(1 = poor, 2 = fair, 3 = average, 4 = good, 5 = excellent). Is each item unambiguous 

and succinct? 

 Would you change the wording of any of the items to enhance clarity? 

 
Response formats for items 

 Evaluate the response format for each of the items. Would you suggest any changes? 

 
Representativeness 

 Does this set of questions represent all the important aspects of the construct? Are 

there any aspects missing? Should any be added? 
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Attitudes Items 
 

Measure Instructions:  Please answer the following questions about your experience providing psychosocial treatments to youth and 

families. Please consider the following definition of evidence-based practices (EBPs): Evidence-based practices are defined as 

psychosocial therapeutic methods that have been shown to be efficacious for particular populations through clinical research. Although 

there are a variety of EBPs, please respond to the questions below by reflecting on your general knowledge and ability to use practices 

applicable to your setting. 

 
“Attitudes” refers to a practitioner’s positive or negative thoughts and feelings related to the use of evidence-based practices. “Attitudes” 

is based on “behavioral beliefs”, which refers to thoughts about the likely outcomes and/or consequences of using evidence-based 

practices, and is impacted by “outcome evaluations,” or the personal perceived desirability and importance of those outcomes. 

 
Direct Measurement Items: 

 
 Using EBPs with my clients feels…(for me): 

 Relevance Wording 
Enjoyable 1 2 3 4 5 6 7 Not enjoyable   

Useful 1 2 3 4 5 6 7 Worthless   

Challenging 1 2 3 4 5 6 7 Easy   

Harmful 1 2 3 4 5 6 7 Beneficial   

Flexible 1 2 3 4 5 6 7 Rigid   

Genuine 1 2 3 4 5 6 7 Insincere   

Engaged 1 2 3 4 5 6 7 Detached   

Cold 1 2 3 4 5 6 7 Warm   

Constrained 1 2 3 4 5 6 7 Free   
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Item: Behavioral Belief Response Format Relevance Wording 

EBPs are effective Strongly Disagree 1-7 Strongly Agree   

Using EBPs results in measurable client progress Strongly Disagree 1-7 Strongly Agree   

Using EBPs increases the chance of treatment success Strongly Disagree 1-7 Strongly Agree   

EBPs don't fit real clinical settings Strongly Disagree 1-7 Strongly Agree   

EBPs don't fit for comorbid clients Strongly Disagree 1-7 Strongly Agree   

EBPs are not compatible with the cultural backgrounds of some of 

my clients 
Strongly Disagree 1-7 Strongly Agree   

EBPs work for a wide range of clients Strongly Disagree 1-7 Strongly Agree   

EBPs don’t fit for complex cases Strongly Disagree 1-7 Strongly Agree   

EBPs are flexible Strongly Disagree 1-7 Strongly Agree   

EBPs are regimented Strongly Disagree 1-7 Strongly Agree   

EBPs provide structure for treatment sessions Strongly Disagree 1-7 Strongly Agree   

Using EBPs interferes with the development of therapeutic rapport Strongly Disagree 1-7 Strongly Agree   

EBPs interfere with the development of therapeutic alliance Strongly Disagree 1-7 Strongly Agree   

Using EBPs increases my credibility as a treatment provider Strongly Disagree 1-7 Strongly Agree   

Using EBPs indicates my professionalism as a treatment provider Strongly Disagree 1-7 Strongly Agree   

Using EBPs helps overcome negative stereotypes about therapy Strongly Disagree 1-7 Strongly Agree   

Using EBPs promotes consistency between treatment providers Strongly Disagree 1-7 Strongly Agree   

Using EBPs increases my confidence during treatment Strongly Disagree 1-7 Strongly Agree   

Using only EBPs in clinical practice is boring for me Strongly Disagree 1-7 Strongly Agree   

Using EBPs requires significant effort on my part during session Strongly Disagree 1-7 Strongly Agree   

EBPs require me to be more engaged during treatment sessions Strongly Disagree 1-7 Strongly Agree   

Using EBPs shows that I am guided by clinical research Strongly Disagree 1-7 Strongly Agree   

Using EBPs inhibits my ability to use clinical judgment to guide 

treatment 
Strongly Disagree 1-7 Strongly Agree   

EBPs assist me in addressing treatment issues I've never 

encountered before 
Strongly Disagree 1-7 Strongly Agree   

Using EBPs is not profitable financially for my practice Strongly Disagree 1-7 Strongly Agree   

EBPs result in high successful case closure rates Strongly Disagree 1-7 Strongly Agree   
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Item: Outcome Evaluation Response Format Relevance Wording 

Providing effective treatments is… Very Undesirable 1-7 Very Desirable   

Measurable client progress during treatment is… Very Undesirable 1-7 Very Desirable   

Treatment success is… Very Undesirable 1-7 Very Desirable   

Using treatments that fit real clinical settings is… Very Undesirable 1-7 Very Desirable   

Using treatments that fit for comorbid clients is… Very Undesirable 1-7 Very Desirable   

Using treatments that are compatible with my clients' cultural 

backgrounds is… 
Very Undesirable 1-7 Very Desirable   

Using treatments that work for a wide range of clients is… Very Undesirable 1-7 Very Desirable   

Using treatments that fit for complex cases is… Very Undesirable 1-7 Very Desirable   

Using flexible treatment practices is… Very Undesirable 1-7 Very Desirable   

Treatments that are regimented are… Very Undesirable 1-7 Very Desirable   

Structured treatment sessions are… Very Undesirable 1-7 Very Desirable   

Strong therapeutic rapport during treatment is… Very Undesirable 1-7 Very Desirable   

Strong therapeutic alliance during treatment is… Very Undesirable 1-7 Very Desirable   

My being perceived as credible is… Very Undesirable 1-7 Very Desirable   

My being perceived as professional is… Very Undesirable 1-7 Very Desirable   

Overcoming negative stereotypes about therapy is… Very Undesirable 1-7 Very Desirable   

Consistency between treatment providers is… Very Undesirable 1-7 Very Desirable   

My feeling confident during treatment is… Very Undesirable 1-7 Very Desirable   

Clinical practice being boring for me is... Very Undesirable 1-7 Very Desirable   

Treatments that require significant effort on my part during session 

are… 
Very Undesirable 1-7 Very Desirable   

Being more engaged during treatment is… Very Undesirable 1-7 Very Desirable   

Being guided by clinical research is… Very Undesirable 1-7 Very Desirable   

Using clinical judgment to guide treatment is… Very Undesirable 1-7 Very Desirable   

Having a resource that assists me in addressing treatment issues 

I've never encountered before is… 
Very Undesirable 1-7 Very Desirable   

Having a financially profitable practice is… Very Undesirable 1-7 Very Desirable   

Having high successful case closure rates is… Very Undesirable 1-7 Very Desirable   
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Subjective Norms Items 
 

Measure Instructions:  Please answer the following questions about your experience providing psychosocial treatments to youth and 

families. Please consider the following definition of evidence-based practices (EBPs): Evidence-based practices are defined as 

psychosocial therapeutic methods that have been shown to be efficacious for particular populations through clinical research. Although 

there are a variety of EBPs, please respond to the questions below by reflecting on your general knowledge and ability to use practices 

applicable to your setting 

 
“SubjectiveNorms” refers to the perception of social standards of behavior related to the use of evidence-based practices. “Subjective 

Norms” is based on “Normative Beliefs,” which refers to beliefs about the expectations of specific other individuals/groups (e.g., 

supervisor, colleague, client) related to the use of evidence-based practice, and the “motivation to comply” with the expectations of those 

individuals/groups. 

 
Direct Measurement Items: 

 

 Relevance Wording 
I am expected to use EBPs with my clients Strongly Disagree  1-7 Strongly Agree   
People who are important to me want me to use EBPs with my 

clients 
Strongly Disagree  1-7 Strongly Agree   

I feel under social pressure to use EBPs with my clients Strongly Disagree  1-7 Strongly Agree   
I feel under pressure from society to use EBPs with my clients Strongly Disagree  1-7 Strongly Agree   
My profession pressures me to use EBPs with my clients Strongly Disagree 1-7 Strongly Agree   
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Item: Normative Belief Response Format Relevance Wording 

Insurance companies…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

My supervisors…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

Funders…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

My clients…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

The parents of clients…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

Youth I work with…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

The state government…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

The federal government…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

Society…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

My colleagues…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

Referral sources…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

Psychiatrists…of my using EBPs Strongly Disapprove 1-7 Strongly Approve   

My colleagues…use EBPs with their clients Strongly Disapprove 1-7 Strongly Approve   

My supervisors…use EBPs with their clients Strongly Disapprove 1-7 Strongly Approve   

Providers at other agencies…use EBPs with their clients Strongly Disapprove 1-7 Strongly Approve   
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Item: Motivation to Comply Response Format Relevance Wording 

What insurance companies think of my treatment choices is 

important to me 
Not At All  1-4   Very Much   

My supervisors' approval of my treatment choices is important to me Not At All  1-4   Very Much   

What funders think of my treatment choices is important to me Not At All  1-4  Very Much   

My clients' approval of my treatment choices is important to me Not At All  1-4   Very Much   

What the parents of my clients think of my treatment choices is 

important to me 
Not At All  1-4   Very Much   

What the youth I work with think of my treatment choices is 

important to me 
Not At All  1-4  Very Much   

What the state government thinks of my treatment choices is 

important to me 
Not At All  1-4   Very Much   

What the federal government thinks of my treatment choices is 

important to me 
Not At All  1-4   Very Much   

What society thinks of my treatment choices is important to me Not At All  1-4  Very Much   

My colleagues' approval of my treatment choices is important to me Not At All  1-4   Very Much   

What referral sources think of my treatment choices is important to 

me 
Not At All  1-4   Very Much   

What psychiatrists think of my treatment choices is important to me Not At All  1-4  Very Much   

Doing what my colleagues do is important to me Not At All  1-4   Very Much   

Doing what my supervisors do is important to me Not At All  1-4   Very Much   

Doing what providers at other agencies do is important to me Not At All  1-4  Very Much   
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Perceived Behavioral Control Items 
 

Measure Instructions:  Please answer the following questions about your experience providing psychosocial treatments to youth and 

families. Please consider the following definition of evidence-based practices (EBPs): Evidence-based practices are defined as 

psychosocial therapeutic methods that have been shown to be efficacious for particular populations through clinical research. Although 

there are a variety of EBPs, please respond to the questions below by reflecting on your general knowledge and ability to use practices 

applicable to your setting 

 
“PerceivedBehavioralControl” refers a practitioner’s perceived ability to select and use evidence-based practices. “Perceived Behavioral 

Control” is based on “control beliefs,” which refers to the individual’s ideas about the factors that inhibit or facilitate the use of evidence- 

based practices, and the perceived impact of these factors on the individual’s ability to use the practice. 
 

Direct Measurement Items: 
 

 Relevance Wording 
I am confident in my ability to use EBPs with my clients Strongly Disagree  1-7  Strongly Agree   
I have the power to decide whether or not to use EBPs with my 

clients 
Strongly Disagree  1-7  Strongly Agree   

The decision to use EBPs with my clients is out my control Strongly Disagree  1-7  Strongly Agree   
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Item: Control Belief Response Format Relevance Wording 

My agency provides me with funding to become trained on EBPs Strongly Disagree 1-7 Strongly Agree   

My agency purchases EBP protocols for me Strongly Disagree  1-7 Strongly Agree   

I have the knowledge necessary to implement EBPs with my clients Strongly Disagree  1-7 Strongly Agree   

I have been trained in the use of EBPs Strongly Disagree  1-7 Strongly Agree   

I receive ongoing training in EBPs Strongly Disagree  1-7 Strongly Agree   

I have access to guides that indicate what is and is not an EBP Strongly Disagree  1-7 Strongly Agree   

I am aware of which practices are evidence-based Strongly Disagree  1-7 Strongly Agree   

To use EBPs, I have to seek out new information on my own Strongly Disagree  1-7 Strongly Agree   

Knowledgeable colleagues help me to use EBPs Strongly Disagree  1-7 Strongly Agree   

My supervisor uses active learning strategies (e.g., modeling, role 

play) to help me use EBPs 
Strongly Disagree  1-7 Strongly Agree   

My treatment sessions are recorded and reviewed for EBP fidelity Strongly Disagree  1-7 Strongly Agree   

I am required by my supervisor to use EBPs Strongly Disagree  1-7 Strongly Agree   

I am required by state mandate to use EBPs Strongly Disagree  1-7 Strongly Agree   

EBPs require significant coordination (e.g., daily report card) across 

multiple settings 
Strongly Disagree  1-7 Strongly Agree   

Training for EBPs is expensive Strongly Disagree  1-7 Strongly Agree   

Prepping to use an EBP is time intensive Strongly Disagree  1-7 Strongly Agree   

EBPs require a lot of prep time Strongly Disagree  1-7 Strongly Agree   

EBPs are not applicable to my client population Strongly Disagree  1-7 Strongly Agree   
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Item: Influence of Control Belief Response Format Relevance Wording 

If I received funding for trainings related to EBPs, I would be…to use them Less Likely 1-7 More Likely   

If EBP protocols were purchased for me, I would be…to use them Less Likely 1-7 More Likely   

If I have the necessary knowledge to implement an EBP, I would be…to 

use it 
Less Likely 1-7 More Likely   

If I have been trained to implement an EBP, I would be…to use it Less Likely 1-7 More Likely   

If I had ongoing trainings in EBPs, I would be…to use them Less Likely 1-7 More Likely   

If I had access to guides clarifying what practices are evidence-based, I 

would be…to use EBPs 
Less Likely 1-7 More Likely   

If I am aware of which practices are evidence-based I am…to use them Less Likely 1-7 More Likely   

If I needed to seek out new information to use an EBP, I would be…to use 

it 
Less Likely 1-7 More Likely   

If I had EBP knowledgeable colleagues, I would be…to use EBPs Less Likely 1-7 More Likely   

If my supervisor used active learning strategies (e.g., modeling, role play) 

to help me use EBPs, I would be…to use them 
Less Likely 1-7 More Likely   

If my treatment sessions were recorded and reviewed for EBP fidelity, I 

would be…to use EBPs 
Less Likely 1-7 More Likely   

If I was required by my supervisor to use EBPs, I would be…to use them Less Likely 1-7 More Likely   

If I was required by state mandate to use EBPs, I would be…to use them Less Likely 1-7 More Likely   

If an EBP requires that I coordinate across multiple settings, I am…to use it Less Likely 1-7 More Likely   

If I have to pay for an expensive training for an EBP, I am…to use it Less Likely 1-7 More Likely   

If prepping to use an EBP is time intensive, I am…to use it Less Likely 1-7 More Likely   

If an EBP requires a lot of prep time, I am…to use it Less Likely 1-7 More Likely   

If an EBP is applicable to my client population, I am…to use it Less Likely 1-7 More Likely   
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Behavioral Intention Items 
 

Measure Instructions:  Please answer the following questions about your experience providing psychosocial treatments to youth and 

families. Please consider the following definition of evidence-based practices (EBPs): Evidence-based practices are defined as 

psychosocial therapeutic methods that have been shown to be efficacious for particular populations through clinical research. Although 

there are a variety of EBPs, please respond to the questions below by reflecting on your general knowledge and ability to use practices 

applicable to your setting 

 
“BehavioralIntention” refers to a clinician’s explicit decision to use evidence-based practices with clients in upcoming youth- or family- 

focused therapeutic sessions. 

 
Direct Measurement Items: 

 Relevance Wording 
I want to use EBPs with my clients Strongly Disagree  1-7 Strongly Agree   
I intend to use EBPs with my clients Strongly Disagree  1-7 Strongly Agree   
I expect to use EBPs with my clients Strongly Disagree  1-7 Strongly Agree   
Out of the next 10 clients you see, for how many of them will 

you use EBPs? 
1  2  3  4  5 6 7 8 9 10   
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Useful 1 2 3 4 5 6 7 Useless 

Challenging 1 2 3 4 5 6 7 Easy 

Harmful 1 2 3 4 5 6 7 Beneficial 

Flexible 1 2 3 4 5 6 7 Rigid 

Genuine 1 2 3 4 5 6 7 Insincere 

Engaged 1 2 3 4 5 6 7 Detached 

 

 
 

Appendix I. Final Questionnaire with Instructions (Grouped by Response Format) 

 
Measure Instructions:  Please answer the following questions about your experience providing psychosocial treatments to youth and 

families. Please consider the following definition of evidence-based practices (EBPs): Evidence-based practices are defined as 

psychosocial therapeutic methods that have been shown to be efficacious for particular populations through clinical research. Although 

there are a variety of EBPs, please respond to the questions below by reflecting on your general knowledge and ability to use practices 

applicable to your setting. 
 

1-6. Using EBPs with my clients feels…(for me): 
 
 
 
 
 
 
 
 
 
 

 
Strongly Disapprove Neutral Strongly Approve 

7. Insurance companies…of my using EBPs. 1 2 3 4 5 6 7 

8. My supervisors…of my using EBPs. 1 2 3 4 5 6 7 

9. Granting agencies…of my using EBPs. 1 2 3 4 5 6 7 

10. My clients…of my using EBPs. 1 2 3 4 5 6 7 

11. The parents of clients…of my using EBPs. 1 2 3 4 5 6 7 

12. My colleagues…of my using EBPs. 1 2 3 4 5 6 7 

13. Referral sources…of my using EBPs. 1 2 3 4 5 6 7 

Strongly Disagree Neutral Strongly Agree 

14. People in my field who are important to me want me to use EBPs with 

my clients. 
1 2 3 4 5 6 7 

15. Using the practices my supervisors use is important to me. 1 2 3 4 5 6 7 

16. I have been trained in the use of EBPs. 1 2 3 4 5 6 7 

17. What insurance companies think of my treatment choices is important 

to me. 
1 2 3 4 5 6 7 

18. The decision to use EBPs with my clients is out my control 1 2 3 4 5 6 7 
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19. EBPs are effective. 1 2 3 4 5 6 7 

20. My supervisors' approval of my treatment choices is important to me. 1 2 3 4 5 6 7 

21. Knowledgeable colleagues help me to use EBPs. 1 2 3 4 5 6 7 

22. EBPs don't fit non-university based clinical settings. 1 2 3 4 5 6 7 

23. I receive ongoing training in EBPs. 1 2 3 4 5 6 7 

24. I have access to guides that indicate what is and is not an EBP. 1 2 3 4 5 6 7 

25. EBPs are not compatible with the cultural backgrounds of some of my 

clients. 
1 2 3 4 5 6 7 

26. What the parents of my clients think of my treatment choices is 

important to me. 
1 2 3 4 5 6 7 

27. I want to use EBPs with my clients. 1 2 3 4 5 6 7 

28. What granting agencies think of my treatment choices is important to 

me. 
1 2 3 4 5 6 7 

29. I am confident in my ability to use EBPs with my clients 1 2 3 4 5 6 7 

30. I am expected to use EBPs with my clients. 1 2 3 4 5 6 7 

31. EBPs are flexible. 1 2 3 4 5 6 7 

32. My clients' approval of my treatment choices is important to me. 1 2 3 4 5 6 7 

33. I am required by my supervisor to use EBPs. 1 2 3 4 5 6 7 

34. EBPs provide structure for treatment sessions. 1 2 3 4 5 6 7 

35. I am aware of which practices are evidence-based. 1 2 3 4 5 6 7 

36. EBPs don’t fit for complex cases. 1 2 3 4 5 6 7 

37. EBPs interfere with the development of therapeutic alliance. 1 2 3 4 5 6 7 

38. Using EBPs indicates my professionalism as a treatment provider. 1 2 3 4 5 6 7 

39. I intend to use EBPs with my clients. 1 2 3 4 5 6 7 

40. What referral sources think of my treatment choices is important to me. 1 2 3 4 5 6 7 

41. Using EBPs increases my confidence during treatment. 1 2 3 4 5 6 7 

42. My profession pressures me to use EBPs with my clients. 1 2 3 4 5 6 7 

43. Using EBPs requires significant effort on my part during session. 1 2 3 4 5 6 7 

44. I have the power to decide whether or not to use EBPs with my clients 1 2 3 4 5 6 7 

45. Using EBPs increases the chance of treatment success. 1 2 3 4 5 6 7 
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46. EBPs require significant coordination across members of a treatment 

team and/or multiple settings. 
1 2 3 4 5 6 7 

47. I expect to use EBPs with my clients. 1 2 3 4 5 6 7 

48. Using EBPs shows that I am guided by clinical research. 1 2 3 4 5 6 7 

49. My agency provides me with funding to become trained on EBPs. 1 2 3 4 5 6 7 

50. Using the practices my colleagues use is important to me. 1 2 3 4 5 6 7 

51. EBPs work for a wide range of clients. 1 2 3 4 5 6 7 

52. I have the autonomy to choose the treatment practices I use. 1 2 3 4 5 6 7 

53. Using the practices that providers at other agencies use is important to 

me. 
1 2 3 4 5 6 7 

54. Prepping to use an EBP is time intensive. 1 2 3 4 5 6 7 

55. Using EBPs inhibits my ability to use clinical judgment to guide 

treatment. 
1 2 3 4 5 6 7 

56. My colleagues' approval of my treatment choices is important to me. 1 2 3 4 5 6 7 

Do Not Do 

57. My colleagues…use EBPs with their clients. 1 2 3 4 5 6 7 

58. My supervisors…use EBPs with their clients. 1 2 3 4 5 6 7 

59. Providers at other agencies…use EBPs with their clients. 1 2 3 4 5 6 7 

Very Undesirable Neutral Very Desirable 

60. Providing effective treatments is… 1 2 3 4 5 6 7 

61. Treatment success is… 1 2 3 4 5 6 7 

62. Using treatments that fit non-university based clinical settings is… 1 2 3 4 5 6 7 

63. Using treatments that are compatible with my clients' cultural 

backgrounds is… 
1 2 3 4 5 6 7 

64. Using treatments that work for a wide range of clients is… 1 2 3 4 5 6 7 

65. Using treatments that fit for complex cases is… 1 2 3 4 5 6 7 

66. Using flexible treatment practices is… 1 2 3 4 5 6 7 

67. Structured treatment sessions are… 1 2 3 4 5 6 7 

68. Strong therapeutic alliance during treatment is… 1 2 3 4 5 6 7 

69. My being perceived as professional is… 1 2 3 4 5 6 7 

70. My feeling confident during treatment is… 1 2 3 4 5 6 7 
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71. Treatments that require significant effort on my part during session 

are… 
1 2 3 4 5 6 7 

72. Being guided by clinical research is… 1 2 3 4 5 6 7 

73. Using clinical judgment to guide treatment is… 1 2 3 4 5 6 7 

Less Likely Neutral More Likely 

74. If I received funding for trainings related to EBPs, I would be…to use 

them. 
1 2 3 4 5 6 7 

75. If I have been trained to implement an EBP, I would be…to use it. 1 2 3 4 5 6 7 

76. If I had ongoing trainings in EBPs, I would be…to use them. 1 2 3 4 5 6 7 

77. If I had access to guides clarifying what practices are evidence-based, I 

would be…to use EBPs. 

1 2 3 4 5 6 7 

78. If I am aware of which practices are evidence-based I am…to use them. 1 2 3 4 5 6 7 

79. If I had EBP knowledgeable colleagues, I would be…to use EBPs. 1 2 3 4 5 6 7 

80. If I was required by my supervisor to use EBPs, I would be…to use 

them. 
1 2 3 4 5 6 7 

81. If an EBP requires that I coordination across members of a treatment 

team and/or multiple settings, I am…to use it 

1 2 3 4 5 6 7 

82.If prepping to use an EBP is time intensive, I am…to use it 1 2 3 4 5 6 7 

83. Out of the next 10 clients you see, for how many of them will you 

use EBPs? 
1 2 3 4 5 6 7 8 9 10 
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