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Abstract

The objective of this paper was to compare attitudes towards evidence-based practice (EBP) of
substance use disorder treatment (SUDT) center employees’ serving American Indian and Alaskan
Native (AIAN) populations to those serving non-AIAN populations. Survey data on the openness
and divergence subscales of the Evidence-Based Practice Attitude Scale (EBPAS) were collected
and analyzed. Independent samples T tests were performed to compare the two samples. For all
comparisons, except the divergence subscale between counselors, the SUDT employees serving
AIANs had significantly lower mean openness scores and higher mean divergence scores than
those serving non-AIANs. This study suggests that employees of SUDT centers serving AIAN
population hold less positive attitudes towards the adoption and use of EBP than non-AIAN.
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INTRODUCTION

There is an increasing pressure in substance use disorder treatment (SUDT) settings to
implement evidence-based practices (EBPs) as a requirement for receiving government funding'-*
and to promote quality of care. Consequently, challenges in implementation are being felt across
the sector.® Practitioners’ and/or providers’ attitudes towards evidence-based practice (EBP) are
thought to be one factor that may mediate the EBP implementation process and as such could be a
target for implementation strategies.* Appropriate tailoring of implementation strategies may be
facilitated by knowledge of a SUDT program’s staff openness to EBP and the degree EBP diverges
that current practice (divergence), and these may be associated with the service population.

Problematic substance use is an issue for both American Indian and Alaskan Native (AIAN) and
non-AIAN populations.” However, there are many unique factors at play that may influence the
attitudes towards EBP of providers in SUDT programs serving AIAN populations. For example,
there is a resurgence of traditional healing practices and a strong desire for culturally adaptable
treatments.® As such, it is hypothesized that providers’ of programs serving American Indian and
Alaskan Native (AIAN) populations may be less open to EBP and feel that there is a greater
divergence in EBP from their current practice than those programs serving non-AIAN populations.

From the onset, EBP has had its critics.” One concern is that excessive emphasis has been placed
on scientific evidence, which has encouraged a rigid application of evidence, rather than a skilled
interpretation and adaptation in a contextually and clinically appropriate manner.®* Moreover, such
application and reliance on scientific evidence alone has the potential to marginalize indigenous
and non-Western populations as research that meets modern experimental samples have largely
been conducted with samples drawn from Western populations.®

Assessment of attitudes towards EBP is important to inform the development, adaptation, and
implementation of EBPs.” There are a number of developed EBPs,'® and attitudes towards EBP
have been assessed in multiple settings, by multiple respondent types,'''* for example, mental
health providers in community health centers,'? medical doctors in Greek hospitals,'' and licensed
clinical social workers.'? However, the attitudes towards EBP of providers in SUDT agencies
serving AIAN communities is largely unknown.

An improved understanding of the complexities of AIAN SUDT context is essential to moving
EBPs into practice. Research related to the health of the AIAN people has been set as a priority by
the NIH indicated by the establishment of a NIH Tribal Health Research Office."* Although
provider attitudes towards EBPs vary generally, the overall attitudes of those serving indigenous
populations towards “Western” EBPs may be less positive and this may subsequently affect EBP
implementation.'> As a precursor and benchmark to such work, this study sought to determine and
compare SUDT center employees’ openness towards EBP and the divergence of EBP from the
current practice of those serving the AIAN population to those of SUDT center employees’ serving
non-AIAN populations. It was hypothesized that attitudes of employees serving AIAN
communities would be less positive towards EBPs than those serving non-AIAN communities.

METHODS
Data Collection Procedures

Data for the AIAN provider sample was drawn from a larger study on factors affecting the use of
EBP in SUDT agencies serving AIAN communities.'® Data collection was conducted in 2011—
2012 using a stratified sampling approach, dividing programs into five strata based on: the 20
largest AIAN tribes, urban AIAN health clinics, substance abuse services operated by Alaska
Native Health Corporations, other tribes (federally recognized minus the 20 largest), and other
local and regional programs who serve non-AIAN and AIAN people (independent nonprofit or for
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profit). Our selections were influenced by existing tribal, organizational, and substance abuse
program listings; consultation with IHS and state substance abuse treatment and administrative
staff; and analysis of publically available information online. We contacted each program to
determine whether it provided substance abuse treatment services to AIAN communities. If the
program confirmed providing such services, we described the project and asked whether there was
a senior staff member whom we could ask to participate.

We identified 445 specific treatment programs that had the potential to provide substance
abuse services to AIAN communities and determined that 307 of these were eligible to
participate. One participant from each program, ideally in a clinical leadership/supervisory
role, was invited to participate. We contacted each program to determine whether it provided
substance abuse treatment services to AIAN communities. If the program confirmed
providing such services, we described the project and asked whether there was a staff
member whom we could ask to participate. Ultimately, 22 counselors and 170 supervisors/
clinical directions from 192 programs responded, yielding an overall participation rate of
63%. 7 For a more detailed description of the sampling see Novins et al.'"® and Rieckmann
et al.'” Participants in this study received a $40 Walmart gift card to compensate for their
time.

The non-AIAN sample were participants in a study of the implementation and
organizational measures, such as implementation leadership and implementation climate
conducted in 2013-2015." For the non-AIAN sample, the research team contacted agency
executives and described the study as focusing on developing measures to better understand
organizational context factors that might affect the implementation and sustainment of EBPs.
Once agency executives agreed, researchers proceeded to use email and phone to recruit
supervisors and providers for participation. In order to be eligible for the study, it was
required that participants had prior experience with one or more EPBs and had been working
with their supervisor for at least 3 months. Once teams were recruited, a telephone orientation
meeting was conducted. A project overview was provided and questions were answered
including those pertaining to definitions of EBP. In these agencies, 364 SUDT program
employees were approached to participate and 329 completed the surveys (90.4% participation
rate). Three cases were excluded due to the missing data resulting in an analytic sample of
275 counselors and 51 supervisors. Participants in this study received a $15 gift certificate for
their participation.

Participants

Participants were employees of SUDT programs from two different samples as described
above. Sample demographics for those serving AIAN SUDT programs were 60.4% female,
50.5% AIAN, 50.5% had a masters degree and 9.4% had a doctoral degree, 65.6% were
licensed counseling professionals (including a licensed addictions counselor, licensed clinical
social worker, licensed clinical psychologist, licensed physician, etc.), and 66.7% had been
employed in the SUDT field for more than 10 years. Sample demographics for the non-AIAN
SUDT programs were 55.4% Caucasian, 16.8% African-American, 2.6% Asian-American or
Pacific Islander, 1.4% Native-American, and 14.2% others. In addition, 25.6% of the
participants identified as Hispanic/Latino, 59.1% were female and 27.7% had a masters, while
1.9% had a doctoral degree. See Table 1 for a summary of respondent characteristics.

Of the 192 SUDT programs represented in the AIAN sample, 26.0% were located in a suburban
or urban location and 73.9% in a rural location. On average, there were 5.6 (SD =7.6) frontline
staff per program with an average of 5.6 (SD =3.5) years of service for staff at these programs. In
total, 16.7% of programs had no AIAN staff, 44.8% had between 1 and 50% of AIAN staff, and
43.2% had over 50%. The percentage of staff in recovery from alcohol or drug use disorders was
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Table 1

Respondent characteristics

AITAN data National X2 or T test P
(non-AIAN) data

Nor mean % or N or mean % or

+ sd sd + sd sd

AIAN 97 50.52% 5 1.57% (1, N=510)=179.27 <.0001

Sex (n=519): % 116 60.42% 208 63.61% (1, N=519)=.5255 .4685
female

Education 4.44 0.97 3.82 0.99 1.04 (DF =317) <.0001
(n=510)

Tenure at present  7.17 6.07 4.16 4.81 5.87 (DF =332) <.0001
agency (n =518)

Tenure working in  13.69 6.41 8.09 7.30 8.84 (DF=514) <.0001
mental health
services
(n=516)

Employee location 142 73.96% 40 11.43% (1, N=542)=217.35 <.0001

(rural) (n =542)

Education, present agency, and mental health services—Satterthwaite

14.6% with no staff in recovery, 53.1% with 1-50% of staff, and 29.7% with over 50% in recovery.
The non-AIAN participants were employed at four agencies in 29 programs: 310 (88.6%) operated
in an urban location and 40 (11.4%) operated in a rural location. On average, participants had been
at their current agency for 4.2 (SD =4.8) years and worked in SUDT services for 8.1 (SD=7.3)
years. Their average caseload per month was 13.2 (SD =17.0) clients.

While some AIAN individuals may receive services from the public sector community-based
programs, that proportion of clients is generally quite low and the focus is on providing SUDT
services for a diverse population. In contrast, the AIAN programs provide services primarily for
AIAN individuals, with only a small percentage of clients coming from other backgrounds.

Measures

The Evidence-Based Practice Attitudes Scale (EBPAS) assesses individuals’ attitudes towards
the adoption and use of EBP.?>*' The EBPAS is comprised of 15 items scored on a 5-point Likert
scale indicating the degree to which respondents agree to each item (0 “not at all” to 4 “to a very
great extent”). The items form four subscales representing individuals’ attitudes towards adopting
EBP as a function of (1) the appeal of the EBP, (2) requirements to adopt the EBP, (3) their
openness to new practices, and (4) their perception of divergence between EBP and their usual
practice. The EBPAS was originally developed with child and adolescent mental health service
providers and managers in one California county®; the reliability (Cronbach’s alpha range =
.66—91, overall alpha=.76) and validity of the scale has subsequently been supported across
studies in community organizations in 17 states’® and later a further 26 states and 100 mental
health programs.?' The scale has also been used in diverse SUDT settings and has shown a good
internal consistency reliability (Cronbach’s alpha =.82).% >
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The openness and divergence subscales of the EBPAS were included as part of wider data
collection procedures of the aforementioned studies [Table 2]. The two subscales were selected in
the AIAN program surveys in order to assess and compare the SUDT employees’ general openness
to the use of new practices (i.e., openness subscale) and the degree to which respondents perceive
EBP to be incongruent with their usual practice (i.e., divergence subscale). The divergence
subscale required reverse scoring before being analyzed. As noted in Table 2, the term Evidence-
Based Treatment (EBT) was used as the introduction to the EBPAS survey questions in the AIAN
settings, while EBP was used as the introduction in the non-AIAN programs. Despite debated
differences in terminology,”® in practice, these terms are often used interchangeably. Importantly,
the same description/instructions immediately prior to the EBPAS subscales was provided to both
samples.

ANALYSES

Six independent samples 7 tests were performed to compare the openness and divergence to
EBP between the sample serving an AIAN population to the sample of providers serving a non-
AIAN population from SUDT centers. For each subscale, the T tests were performed three times
comparing AIAN to non-AIAN for all respondents, supervisors only, and counselors only. The
Bonferroni correction was applied to each test to adjust for multiple comparisons.

Multiple linear regression analyses were conducted to examine associations between EBPAS
Openness and Divergence scores and respondent characteristics. Characteristics included in the
analyses were: AIAN heritage, gender, education, years employed in a current position, years
employed in mental health services, program location (urban/rural), data source (AIAN dataset vs.

Table 2

EBPAS openness and divergence subscales

Openness

1. I like to use new types of therapy/interventions to help my clients.

2. I am willing to try new types of therapy/interventions even if I have to follow a treatment
manual.

3. I know better than academic researchers how to care for my clients.

4. I am willing to use new and different types of therapy/interventions developed by researchers.
Divergence

5. Research based treatments/interventions are not clinically useful.

6. Clinical experience is more important than using manualized therapy/interventions.

7. 1 would not use manualized therapy/interventions.

8. I would try a new therapy/intervention even if it were very different from what I am used to
doing
Note:
(A) Instructions provided to AIAN study participants introducing the section where the EBPAS
subscales were included, “The next section of the survey is about Evidence-Based Treatments. We
will be using the following definition of evidence-based treatment: any practice that has been
established as effective through scientific research... (Drake et al., 2001).”

(B) Instructions provided prior to EBPAS subscales for both surveys, “The following questions
ask about your feelings about using new types of therapy, interventions, or treatments. Manualized
therapy refers to any intervention that has a manual with specific steps that need to be followed.”
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non-AIAN source), and position (supervisor/counselor). First, we tested interactions between each
of the aforementioned characteristics and data source to evaluate for biases unique to each data
source. Next, each saturated model was trimmed using a backward stepwise selection.

RESULTS

As shown in Tables 3 and 4, for all comparisons, with the exception of the divergence subscale
between counselors only, the AIAN SUDT employees had significantly lower mean openness
scores and higher mean divergence scores than non-AIAN SUDT employees [see Tables 3 and 4].

This confirmed respondents serving AIANs as being less open (M =2.260) than those serving
non-AIAN clients (M =2.828), t (516)=8.64, p<.005 [see Table 3]. These results held also when
calculated for counselors and supervisors separately. The hypothesis also confirmed higher
divergence scores for the AIAN-serving population, with respondents serving AIANs seeing EBP
as diverging—to a greater extent—from their current practice (M = 1.466) than those serving non-
AIAN clients (M=1.280), ¢ (516)=2.88, p<.005 [see Table 4]. However, the variation in
divergence scores was only statistically different for supervisors and not for counselors.

The multiple linear regression analysis on the EBPAS openness score indicated no interactions between
the data source and respondent characteristics were significantly associated with respondent openness to
EBP [See Table 5]. The trimmed model found a significant regression result (' (2, 505) =41.13, p < 0.0001),
with an R* of .1401. EBPAS openness score increased by .0651 points for each increase in the level of
education, and openness scores were .6190 points greater in the non-AIAN dataset than in the AIAN dataset.

The multiple linear regression analysis on EBPAS divergence scores indicated a significant
interaction between the data source and respondent education attainment, thus this term was
included in the saturated model [See Table 6]. The trimmed model found a significant result (¥ (4,
499)=17.69, p <0.0001), with an R* of .0581. This indicates that EBPAS divergence score
increased by .0110 points for each 1-year increase in the number of years worked in the SUDT
field. Divergence scores were .7656 points greater in the AIAN dataset than in the non-AIAN
dataset. However, in Figure 1, note that as education level increased in the AIAN sample,
divergence increased as well. The opposite effect was found for the non-AIAN sample.

Table 4

Divergence analyses

n Mean 95% CL mean Std dev T test Variances DF f value P
method

Counselors
AT/AN (gl) 22 1.239 0.950 1.528 0.652
Non-AI/AN 275  1.303 1.220 1.387 0.706

(g2)

Dift (gl-g2) —0.065 —-0.371 0.242 0.702 Pooled Equal 295 —0.42 0.6778
Supervisors

AI/AN 170 1.496 1.386  1.605 0.725

Non-AVAN 51 1.152 0.952 1.352 0.713

Diff (gl-g2) 0.344 0.116  0.571 0.723 Pooled Equal 219 2.98 0.0192
Combined

AI/AN 192 1.466 1.364 1.569 0.721

Non-AVAN 326  1.280 1.203 1.357 0.708

Diff (gl-g2) 0.1865  0.0591 0.314 0.713 Pooled Equal 516 2.88 0.0252
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Table 5

Multiple linear regression on openness—trimmed model

Covariates Est SE P

Education 0.0651 0.0321 0.0434

Data source (AIAN vs. national) 0.6190 0.0685 <.0001
DISCUSSION

This study demonstrated that counselors and supervisors of SUDT agencies serving an AIAN
population are less positive towards the adoption and use of EBP compared to non-AIAN-specific
SUDT agencies. This was the case for both general openness to new practices and also for the
higher perceived divergence of EBP with usual treatment approaches. There may be cultural and
contextual differences in service settings and client populations that led to these findings. For
example, most EBPs were not developed with consideration of AIAN cultural norms and
preferences. There could be a number of different interpretations of such differences. For example,
it could be that EBPs lack sufficient cultural fit that is a critical element of the tripartite definition of
EBP. Specifically, the tripartite definition of EBP involves the three elements of the best research
evidence, clinical judgment and expertise, and consumer choice, preference, and culture.?”~%°
Alternatively, such differences could stem from more or less exposure and use of EBPs.
Nevertheless, despite differences to openness to EBP, almost all programs surveyed in the AIAN
study were using at least one EBP, and as indicated by no significant differences in divergence
subscale seen between the two groups.®® This is likely to be, in part, related to mandates to use
EBPs in order to receive a federal and or local governmental funding. Yet, these results suggest that
investigation into the long-term consequences of such directives, and initiatives that foster a more
culturally sensitive policy and EBP adaptation, is warranted.

Assessment of associations between demographic characteristics and EBPAS openness and
divergence scores are worthy of discussion. Our results indicate that the greater the level of
education, the more open SUDT providers were to EBP. This supports our previous anecdotal
understandings, where we have noticed newer counselors receive EBP training as part of their
education, increasing their openness to EBP. An interesting result was an interaction between
AIAN and non-AIAN groups and education for divergence. This indicates that although

Table 6
Multiple linear regression on divergence—trimmed model
Covariate Est SE P
Years worked in mental health service 0.0110 0.0045 0.0149
Education 0.0669 0.0521 0.1996%*
Data Source (AIAN vs. non-AIAN) 0.7656 0.2856 0.0177
Data source *education -0.2201 0.0654 0.0008

Education is retained because of the significant interaction with data source
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Figure 1

Divergence: interaction between data source and education level
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education increased openness to EBP in both AIAN and non-AIAN-serving groups, education
did not have the same universal impact on divergence. Overall, the longer providers have been
working in the field, the greater their practice diverges from EBP, indicating the more
experienced counselors are often more resistant to EBP implementation. However, this
relationship was dependent on the providers’ level of education with AIAN providers’
divergence from EBP increasing with higher levels of education while non-AIAN providers’
divergence decreases. This may be related to our finding that the participants from programs
serving AIAN communities had longer working tenures and higher educational attainment than
participants serving non-AIAN communities, which makes it likely that more AIAN participants
completed their education in the more distant past when the use of EBP would not have been
emphasized in school curricula. Alternatively, it may be that with greater educational attainment,
participants from programs serving AIAN communities become more aware of the limitations in
applying EBP to work with AIAN (e.g., that the research to support EBP comes from non-AIAN
programs), and thus more skeptical regarding its value.

The study builds upon qualitative research on the perception and use of EBP in SUDT
programs serving AIAN." Consistent with the current study results regarding perceived
divergence, these qualitative findings suggest that there may be concerns among AIAN
SUDT providers regarding the fit of EBP in their service setting. Such differences may be
related to the cultural relevance of EBP and the emergence of the concept of EBP from
Western cultural perspectives.’’ The results presented here add additional support that the
implementation of EBP into AIAN SUDT service systems may face many challenges and
require appropriate adaptations while maintaining the core elements of EBPs that are critical
in attaining outcomes.
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There are many complexities to conducting research in AIAN SUDT that limit the ease of
overcoming intervention development and implementation barriers.’® Lines of tension exist
around substance use disorder services for AIAN communities as well as the use of EBP in
programs serving AIAN communities. Furthermore, even if attitudes towards EBP may be
improved, there are many structural, process, and organizational challenges to implementation.*?
These include, but are not limited to, lack of human resources and lack of infrastructure for
implementation and evaluation. On the other hand, there are EBP concerns and implementation
challenges across SUDT generally and other health and service sectors. For example, there are
concerns regarding the quality, volume, applicability, and utility of evidence that have been
voiced in the academic literature.® In addition, studies of the roles of support and attitudes about
the adoption of an EBP approach in health and social services are mixed.>****

As a potential promising direction, recent developments and perspectives promote broader
EBP definitions that include three pillars: (1) best research evidence, (2) applied using clinical
judgment and expertise, (3) and informed by patient preference, culture, and values.*>>® As the
EBP movement progresses, it is becoming increasingly clear that the second and third pillars
covering practitioners’ and/or providers’ interpretation of the evidence and the culture and
contextual fit are critical.® Moreover, practitioners’ understanding and interpretation of these
EBP components may affect their attitudes towards EBP generally towards specific EBPs, and
may influence their subsequent adoption and use of EBPs. It has been argued that EBP needs to
become more useable for both clinicians and patients, “refocusing on providing useable
evidence that can be combined with context and professional expertise so that individual
patients get optimal treatment”.® It may be reasoned that this includes EBP being adapted to be
more relevant, appropriate, and accessible for non-Western cultures and ideologies. Community-
academic partnerships and methods such as intervention mapping and participatory action
research are examples of approaches that may improve both the development and adaptation of
SUDT interventions, as well as informing implementation and sustainment strategies.

Limitations

The different demographics of the two samples is both a strength and limitation of the paper.
Interactions between demographic characteristics were assessed and accounted for in the
analyses. In addition, we feel the samples are representative of the non-AIAN and AIAN serving
SUDT providers, as described in the data collection procedures. It is worth noting, however, that
there is a wide individual variability in attitudes towards EBP.**

The survey for AIAN SUDT included a list of EBPs as examples; however, the questions
assessed employees’ attitudes about EBP in general rather than a specific EBP. It may be that
some EBPs are more or less appealing to particular people and populations. For example, one
study in mental health showed a greater effect of attitudes towards a specific EBP than attitudes
towards EBP in general.®* In response to this concern, some SUDT settings serving AIAN
populations have adopted and/or adapted Western culture—developed practices, such as the 12-
step approaches with traditional healing.® Second, the instructions were slightly different in the
two surveys; however, the EBPAS questions were identical in both samples and Likert scale
categories were the same in both surveys.

IMPLICATIONS for BEHAVIORAL HEALTH

There is a need to improve the relevance, fit, and quality of EBPs and subsequent provider
attitudes towards EBP. Further research to evaluate the determinants of attitudes towards EBP
across cultures and settings is warranted, so that appropriate intervention development and
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adaptation methods and implementation strategies may be utilized to improve behavioral health
service outcomes.
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