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ABSTRACT

In the three decades since its introduction, Evidence-Based Practice (EBP) has become standard clinical
practice and the subject of targeted interventions at all levels of the health system. Despite its prevalence,
EBP is frequently challenged on philosophical, practical, empirical, and normative grounds. And EBP is
often underused in practice relative to the considerable investment in training and sophisticated
organizational interventions to implement EBP.

In this dissertation, | identify what the concept of EBP means to health system stakeholders as a partial
explanation for this persistent gap in EBP use and implementation outcomes. Through interviews with
clinicians and healthcare administrators, | identify how providers and organizations use EBP in practice to
clinical ends and in inter-professional relationships.

First, | find that in contrast to the theoretical model, stakeholders vary in how they operationalize EBP for
individual-level clinical use. Stakeholders endorse a range of what | call implicit mental models of EBP that
imply different approaches to clinical decision-making. Respondents’ implicit mental models of EBP each
emphasize an incomplete aspect of the full EBP model: Resource-Based EBP emphasizes specific evidence
artifacts, Decision-Making EBP emphasizes the decision-making process, and EBT-Based EBP emphasizes
specific Evidence-Based Treatments. These implicit models represent the decision inputs, process, and
outputs, respectively.

Second, | describe how and why healthcare organizations conduct EBP interventions, despite its initial
design as an individual-level clinical decision-making model. | document a range of different organizational
EBP activities and interventions, including disseminating resources, training providers, and implementing
local standards. These organizational EBP activities both support individual EBP use and address broader
organizational ends, which may conflict.

Finally, EBP takes on social and inter-professional meanings beyond its intended scope as a clinical
decision-making model, which emerge in context and affect how providers understand and use EBP.
Specifically, providers may renounce their standing to evaluate evidence, demonstratively use EBP, and
administrators claim standing to evaluate evidence.

This dissertation therefore demonstrates the varied uses of EBP that emerge in practice, contributing to
our understanding of the challenges and contradictions that arise in applying general knowledge to
individual cases and systematizing strategies for the same at the organization level.
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Chapter 1 - Introduction

When Evidence-Based Practice (EBP) was introduced in 1992, its developers, a group of clinical
scholars and medical school faculty, described it as “a new paradigm” for the practice of medicine
(Evidence-Based Medicine Working Group 1992:2420) based on “the conscientious, explicit, and judicious
use of current best evidence in making decisions about the care of individual patients” (Sackett et al.
1996:71). In the three decades since, it has become standard practice for many doctors and has reached
all levels of the health system, with targeted interventions conducted by clinical and hospital managers,
health system administrations, professional societies, and medical schools (e.g., Institute of Medicine
2008), frequent criticism notwithstanding (Cohen, Stavri, and Hersh 2004). EBP has been challenged for
its use in standardizing medicine, especially when used by organizations, which is at tension with the
emphasis on individual clinical decision-making in the initial definition above. Why has this concept
generated so much activity, discussion, and controversy, and where does it stand today?

1. Evidence-Based Practice at the individual level: A
paradigm with varied interpretations

To begin, let’s consider three clinicians’ experiences with EBP.

* % %

Dr. Andrews (all names are pseudonyms) is a third year Family Medicine resident at an urban
academic medical center with a diverse patient population. She recently began conducting 20-minute
clinical sessions, to become adept at the pace of real-world clinical visits. She finds that with many of her
patients, she spends up to half the session translating patients’ accounts and medical information, via
telephone interpreters. She and her colleagues regularly exchange strategies to deal with these logistical
challenges, for example using Google Translate to translate patient instructions back and forth between
English and the patient’s language until it converges, a process that she estimates she can do in three of
the twenty minutes in the session and greatly improves patient understanding of clinical instructions.

Despite these time constraints, she regularly conducts EBP and believes EBP is an important part
of what it means to be a physician. Especially in her department, EBP is integral to clinical practice. She
says “I think we're very proud here that we use Evidence-Based Medicine [EBM]%,” thanks in particular to
the guidance and leadership of an expert in the field located at their center.

She incorporates EBP into her clinical workflow in most cases. She does so by regularly consulting
clinical reference software during the clinical session—it is important enough to spend some of the limited
number of minutes she has available in the clinical session on such consultation. She frequently consults
Dynamed, one such tool featuring a database of systematic reviews, national guidelines and individual

! Evidence-Based Practice (EBP) was later introduced as a multi-disciplinary application of the Evidence-Based
Medicine (EBM) concepts to other fields of healthcare, including psychology and social work. | use the later, more
comprehensive term of EBP for all but references to historical EBM documents and direct citations.



articles to dig deeper when necessary. She says she would rarely consult individual research articles
directly, though she has been thoroughly trained in evaluating research in both medical school and
residency. As one of her colleagues explained:

But ... these individual studies that | sometimes will look at, don't affect the way that | practice as
much. Because | find that | can find an article that can support whatever decision | make, as long
as it's medical reasonable, but there are very few studies that really fit our criteria for changing
our practice.

This process of consulting evidence databases is so integral to Dr. Andrews’ practice that she says
that she would not prescribe medication for any patient without looking at Lexicomp, one of the clinical
reference tools she uses regularly. She says:

| would never want my doc to just prescribe a med off the top of their head. | don't care how many
times they've prescribed it.

She says that she and her preceptors would regularly pull up the evidence together while making
clinical decisions. There are also occasions where this process of regularly looking at evidence in Dynamed
or Lexicomp has led her to suggest a new course of clinical action to her attending physicians, and after
going over the evidence together, they agree to proceed accordingly.

To Dr. Andrews, EBP sets the bounds for how she can adjust treatments in the interest of the
patient, where she can "[bend] that [guideline] a little bit if the intervention causes no harm.” She says
that, for example:

Something | think about a lot is patients who want to use, like guaifenesin for a cough. There's not
a lot of great evidence behind it, that comes down to patient centered decision making, where I'l
say to them, not a lot of great evidence, but if you're the kind of patient that wants to use this
medication to make yourself feel better via placebo effect — | don't say it like that — then it's fine,
because it's not going to cause harm. And that's a different way that | take the Evidence-Based
Medicine into account, where we're discussing it still, and I'm making it clear that what I'm about
to do doesn't really have any evidence behind it, but anecdotally some people say it helps them.

She jokes that “You know | find myself having dreams about Evidence-Based Medicine,” but then
concludes “it's like the heart of this place.”

% %k %k

Dr. Bertrand is an Internal Medicine resident, also in his third year, at a different urban academic
medical center. He thinks it is important to use EBP, regularly does so, and says he is highly “pro-evidence.”
He views EBP as an indication of a new generational shift: he comes from a family of doctors and his
grandfather certainly would not have agreed with an external source dictating how to practice. As he
explains:

You know, I'm pro-evidence. There’s a generational thing, at times. I'm a third generation MD and
my grandfather would have just been so insulted that anyone else would have told him anything
else to do about how to practice medicine [laughs]. So it's just this very macho-ish idea of what it
meant to be a doctor.
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For Dr. Bertrand, individual research studies hold significant weight. He enjoys knowing about the
history of the research and understanding the specific research papers that merit tidal shifts in clinical
practice, saying:

| love knowing why we think things are facts, you know ... that we can cite, like this is the study
that this is why we think that we should be doing this versus that. (emphasis added)”

For him, individual research studies are particularly weighty and hold a lot of power in interactions
with other providers, particularly attending physicians. He describes how as a medical student, he would
occasionally “drop a citation” into clinical notes to make the case for a clinical decision he favored, to
demonstrate to attending physicians that he was reading the literature and able to support his argument.
His residency training emphasizes interaction with the research. He says they frequently have journal club
meetings, where residents read and discuss primary research articles.

He rarely has time to read all the evidence he would like to, but occasionally will spend weekends
trying to catch up on journal articles. However, when he doesn’t know what to do in a clinical case, he will
try to spend a little bit of his personal time looking up primary articles. He says there are limitations to the
application of research evidence, saying:

You know there's always limitations to what evidence can show you, it's not that there's going to
be great randomized trials for everything out there, but, whatever degree of certainty can be
ascertained by studying it...

Of course, interacting with the literature is not practical for most clinical questions, and there are
many routine clinical activities that providers are familiar with and do not require looking up the evidence.
He says:

And certainly, if there's a real question that people don't know the answer to, they'll go and find
an article that supports what you are trying to, the case that you're trying to make for one course
of action. That happens with some frequency. But there's also just lots of things where you just
need a quick reference and you don't need to go spending an hour deep diving into the literature
or something like that.

Instead, for most clinical questions, he will use clinical reference tools like UpToDate, though he
thinks that using secondary sources is not as thorough as looking up the literature yourself. He would
consult specific research articles on his own time only for particularly complicated cases. He says:

| mean you can't do that for everything, it would be unnecessary. But certainly, if you've got a
puzzling case or just something that's different, you know, always got to be reading up on things,
and certainly that's more like you've got half an hour kind of in the afternoon to look things up, or
go home at night and find some evidence and search a little more deeply...

He describes UpToDate as a repository of “in depth articles on, and pretty good literature-heavy
articles on pretty much any topic that you can come up with,” and explained how he could click through
to eventually find the underlying evidence for whatever issue he was reading about, “it links to the articles
that it's citing, it's all very easy to just keep going further and further down the rabbit hole.”

One challenge he describes in applying evidence is that even in a relatively straightforward case,
such as colorectal cancer screening, with clear guidelines that are, “quotable by most everyone,” the ways
they apply that information in practice:

probably does end up varying a lot more than you'd imagine ... And then again after you’re out of
med school, you don’t have a lot of opportunity to see how other people do business in their room
with their patients.

11



Besides the occasional opportunities for sharing individual citations and other resources with
colleagues, many aspects of EBP are highly individualized for Dr. Bertrand, with limited opportunity to
exchange in detail with colleagues about strategies for conducting EBP.

* % %

Dr. Carter is a clinical psychologist, who trained in a program that focused strongly on Evidence-
Based Treatment. He describes EBP as an important part of care for any clinical psychologist, particularly
those who are PhD-trained, because they are expected to have research inform practice and vice versa.
He describes his clinical psychology program as an intensive one that emphasized research. This program
emphasized the importance of using Evidence-Based Treatments, specific psychotherapies that have been
arranged into treatment manuals and tested empirically. Evidence-Based Practice has been very
important to him since that time. Evidence-Based Practice was synonymous with conducting specific
treatments. As he described “my program as | said was very ... research heavy. Like it was [a] very into
teaching only Evidence-Based program.”

For him, EBP depends on the confidence associated with knowing that a treatment has been
studied empirically. As he describes:

So for any given condition, in treating it, we should try and at least use a treatment that has been
subject to some empirical investigation, and has been tested and showed to work, essentially, to
be efficacious. And obviously anyone would want that treatment, if there was something [else]
that's never been examined or never been tested, or hasn't been shown to work. And so the idea
that all good providers should be aware of what's been tested and use those treatments
preferentially, makes a ton of sense.

However, as a student he never interacted with the evidence himself, and did not know any
colleagues who did. As he describes:

No one is like oh on my Saturday night I'm going to pull up all these articles and print them out and
read the fine print, no one's doing that, no one ever does that. [laughs] I didn't do that in grad
school, no one does that. You're like oh the treatment guidelines say this. And so therefore clearly
someone has read it at some point or someone has done the work, and therefore I'll just take their
word for it. Which makes sense in a way.

His approach to EBP changed when he began conducting research during his program, partnering
with an adviser who needed assistance on a research project. This was his first exposure to the evidence
underlying the treatments he was using, and he was not satisfied with what he was observing. He began
guestioning the evidence for those treatments he encountered. He says:

| had to, for that reason, go into the literature for the first time, and actually start reading some of
these studies. And this is important because until then I'd had the same kind of narrative that
everyone else had had. Because as a grad student, | mean who has time right to read the synthesis
of all these studies? | didn't, and I'm guessing of course no one else does unless they have a job
such as a postdoc requiring them to do it. And so | myself had been carrying this real narrative of
okay we've cracked the code, even though I'm not really seeing it in practice, but it seems like
maybe I'm just too young or I'm still too new at this and if | really just stick to it and get the hang
of it it'll all come together.

The experience conducting clinical research has led him to rethink what it means to use EBP in his
clinical practice, as he questions the bounds and applications of the treatments he is trained in, and
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determines his approach to considering, applying, and potentially adapting empirically tested treatments.
But he now conducts this process on his own, developing his own approach to EBP in contrast to the one
he learned in his training.

* % %

These three examples demonstrate how broad, varied, and at times contradictory the meaning
of EBP has become in clinical practice. These three providers have all received education in EBP, believe
it is important, and use it consistently. And yet they all do different things under the banner of EBP,
consulting different types of resources, at different times and for different reasons, with different
implications for the clinical decisions they make (Table 1.1). These views about EBP also impact the
relationships they have with clinical colleagues and with their organization in different ways.

Table 1.1. Three varied uses of EBP at the individual level in practice.

Dr. Andrews Dr. Bertrand Dr. Carter

Family Medicine resident Internal Medicine resident Clinical psychologist

“Very proud” to use EBP “Pro-evidence” “Obviously anyone would want”
Evidence-Based Treatments

Rarely consults individual Ideally consults individual “No one” consults individual

articles articles articles

Weighs criteria for changing Articles show why we should | Knows which treatments are

practice do this vs. that “evidence-based”

Always consults references Rarely has the time, uses free | Follows Evidence-Based

tools at point of care for weekends to read about Treatments

prescribing complex cases

2. Evidence-Based Practice at the organization level:
Quality improvement interventions with varied
stakeholder responses

Organizations also rely on EBP in interventions to improve care quality. At the organization level
too, stakeholders have different understandings of what EBP means and how it should be used.

* %k Xk

Since the early 2000s, the Veterans Health Administration (VHA) has increasingly incorporated
EBP in veteran health policy (Watkins et al. 2011). The VHA and Department of Defense (DoD) jointly
developed the VA/DoD Clinical Practice Guidelines and Evidence-Based Syntheses for at least six
conditions including PTSD, among the most common presenting conditions among veterans. Beginning in
2008, the VHA conducted system-wide training and dissemination programs for the two PTSD treatments

13



with the most empirical support: Prolonged Exposure (PE) and Cognitive Processing Therapy (CPT), and
developed policies mandating that these treatments be made available in all VHA settings and offered
when clinically appropriate (Department of Veterans Affairs 2012, 2013; Karlin and Cross 2014).

The VHA carefully designed the PE/CPT implementation program in accordance with the
implementation science literature, incorporating sophisticated implementation strategies at the policy,
provider, local system, patient, and accountability levels (Karlin and Cross 2014). The VHA also established
research programs to formally evaluate implementation and program sustainment outcomes (Rosen et
al. 2016; Sayer et al. 2017).

Despite the program’s attention to implementation theory, implementation outcomes have been
mixed. From some reports, PE/CPT uptake appears high; one study reported weekly use of PE and CPT at
85% and 78%, respectively, of VHA providers surveyed (Finley et al. 2015). However, others report that
many VHA sites have not incorporated PE/CPT into the standard of care, and clinicians regularly deviate
from treatment protocol or select alternative treatments (Cook et al. 2014). One study found high site-
level variation seven years into the program, with a range of 14% to 59% of patients receiving CPT or PE
in one clinic’s PTSD team (Sayer et al. 2017). Similarly, a 2010 study of six New England VHA outpatient
centers estimated that only 6.3% of newly enrolled patients received at least one session of PE or CPT
(Shiner et al. 2013).

On the ground, clinicians have mixed sentiments about the program, as documented in a
qualitative study of the implementation process (Cook et al. 2013). Some clinicians have rejected it
outright, expressing dismay that “clinicians are being told that what they have done for years is wrong”
(id., p. 59). Other clinicians accept the treatments, describing them as rather close to their standard
approaches to practice, but emphasize the importance of adapting parts of treatments selectively as
necessary: “l think we are doing a lot of things that CPT would have us do ... we just don’t have the proper
name on it” (ibid.). Still others actively use the treatments, underscoring their effectiveness for certain
patients but argue for flexibility in light of patient needs: “PE, of course, is not for everyone. | think it’s a
powerful therapy. And it’s extremely effective for those veterans who are ready for it. Everybody’s not
ready.” (ibid.)

Within the administrative and scholarly communities, views of the program are also mixed. The
VHA program design excels along key determinants of implementation success identified in the literature
(Karlin and Cross 2014; see Nilsen 2015). Yet many stakeholders have expressed surprise at the lower than
expected rates of PE/CPT use. More importantly, stakeholders (e.g., providers, researchers, and VHA
policymakers) appear to disagree about how to interpret these results and whether these rates indicate
appropriate care, as captured in a recent JAMA Psychiatry exchange (Kudler, Day, and Schnurr 2016;
Rothbaum 2016; Steenkamp 2016b, 2016a; Yehuda and Hoge 2016a, 2016b). These differing
interpretations of program results also result in different policy recommendations for whether and how
to address them.

In that exchange, researchers and health system administrators debate whether VHA providers
and sites are using the EBTs appropriately. On the one hand, those use rates are interpreted as indication
that providers appropriately deviate from an overly narrow standard of care in light of patient presenting
conditions, preferences, values, or other valid constraints. For example, Steenkamp (2016b:431) argues
that:

over the past 10 years, evidence-based practice for military-related PTSD in the United States has
often become equated with the use of 2 empirically supported treatments, namely cognitive
processing therapy (CPT) and prolonged exposure (PE) therapy...

14



Instead of this de facto operating standard or definition of EBP based on the use of two specific
EBTs, she argues that:

True evidence-based practice involves integrating 3 sets of information to inform care: the best-
available research evidence, clinical judgment, and patient preference. In true evidence-based
practice, evidence is individualized to each patient in a personalized evidence approach. (ibid.;
emphasis added).

She highlights the limits of the existing evidence supporting the two standard EBTs (see
Steenkamp et al. 2015), acknowledging that they work for some patients but framing provider deviation
as a desirable response to the “grey zones of clinical practice” in which scientific evidence is “conflicting,
incomplete, or of unclear relevance” (id., p. 432).

On the other hand, deviation from PE/CPT is interpreted as an indicator of poor adherence to
proven treatments, driven by a misunderstanding of the nuance and autonomy that the treatments
provide and resulting in their incomplete implementation and uptake. Rothbaum (2016:756) argues that
Steenkamp’s (and others’) accounts of the grey zones of clinical practice (writ large) “do not take into
account the art and the science of evidence-based treatment.” That is, for Rothbaum, EBP consists of
preferentially applying specific, proven EBTs, which offer sufficient margin for discretion within the scope
of the treatment. Rothbaum continues:

The point behind using evidence-based medicine is not a cookie-cutter approach, but rather to
conduct a careful assessment and apply the intervention with the most evidence to suggest it would
work for this patient and, if evidence does not exist, to gather evidence on what is conducted to
evaluate it objectively and disseminate the information gleaned. There is nothing that prohibits an
individualized or a comprehensive approach (ibid.; emphasis added).

VHA administrators argue that the stakeholder perceptions (that the VHA policy is narrowly
centered on the two treatments) inaccurately capture the VHA policy and emphasize the discretion that
the policy as written accords providers. Kudler, Day and Schnurr (2016:756) note that:

The VHA’s intent is to ensure that veterans have the opportunity to learn about and access core
EBPs for PTSD, depression, and serious mental iliness. The handbook does not restrict clinicians to
providing only these treatments.

They underscore that the policy ensures provider discretion in line with the “true Evidence-Based
Practice” that Steenkamp advocated: “the VHA works to provide veterans the best care possible,
incorporates patient preference, engages veterans in shared decision-making, builds strong therapeutic
relationships, and encourages practitioners to exercise their best clinical judgment.” (id., p. 757), as well
as preferentially applying the two EBTs for PTSD in line with Rothbaum’s view.

* %k ¥

In the context of this debate about the appropriate levels of Evidence-Based Treatment use,
stakeholders present differing views of what “true Evidence-Based Practice” and “the art and the science
of evidence-based treatment” mean. Even among these experts in the field of Evidence-Based
psychotherapy, discussing a carefully designed EBT implementation program, there are fundamentally
different views of what it means to conduct Evidence-Based Practice (EBP), interpretations of the nuanced
organizational policy and its effects on practice, and interpretations of evidence for specific Evidence-
Based Treatments, even though all parties similarly advocate the importance of incorporating both
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evidence and clinical judgment. This stakeholder debate—as well as additional commentary in the popular
press (e.g., Morris 2015)—call into question what the organization’s role should be in carrying out EBP,
how individual clinicians should use EBP and specific EBTs, how to form, implement, and evaluate
organizational policy and programs about EBP, and why stakeholder positions appear so intractable,
despite their considerable common ground.

3. The varied meanings and uses of EBP

Each healthcare provider above relied on their medical school and/or residency training to
provide a vision of what EBP means. They learned meanings and uses for EBP that varied considerably,
and found that the view they learned did not fully prepare them for the realities of using EBP in practice.
In some cases, they felt unprepared because they did not have the time or resources to conduct the deep
literature searches that they wanted to for each patient; in others because they did not have the
experience or reflex to review the literature at all, and when they did, they found that they were not
satisfied with the evidence they encountered. As Dr. Andrews noted:

| think when you're at med school, you don't really have the context, you just know that evidence
is good. Because evidence leads to, supposedly better out comes, | think we learn maybe a little
bit different here [in residency], that maybe [other approaches to decision making] can also be just
as good.

While in theory, EBP is consistent with other clinical priorities and constraints, the ways that
providers and organizations employ it in practice are at times inconsistent with those other clinical
priorities.

Dr. Andrews, Dr. Bertrand and Dr. Carter also have different relationships with the research
domain and individual research studies. Dr. Andrews was taught how to read and interpret the research
literature but also to largely ignore it, as staying up to date on individual studies is overly time consuming
and may be uncertain; rather she learned to engage with aggregate forms of evidence that are more stable
and accessible. Dr. Bertrand was taught how to read and interact with the literature and values it, viewing
the primary literature as preferable to the aggregate forms of evidence, especially when interacting with
and persuading colleagues. Dr. Carter was taught not to read and interact with the literature, but rather
to trust and apply the conclusions of expert-developed systematic evidence reviews and clinical practice
guidelines that establish specific treatments as empirically proven.

EBP also affects these three providers’ relationships with their colleagues and organizations
differently. While Dr. Andrews consults evidence resources interactively alongside her preceptors to
jointly determine a course of clinical action, Dr. Bertrand consults third party resources for his own
edification and selects rigorous studies to support his claims when interacting with colleagues and
superiors. Dr. Carter was taught a specific class of treatments in his psychology program that were
considered evidence-based and was not expected to interact with the evidence in a deep way beyond
those exceptional cases when he believed the first-line treatment would not be effective.

3.1. What is EBP?

So what is EBP to individuals in practice? These differences are particularly salient when
considering how each of these providers would incorporate a new research study or other piece of
evidence into their practice, whether and when they would become aware of it, and what their standards
for changing clinical practice would be. While EBP was intended originally to “de-emphasize clinical
intuition, unsystematic clinical experience, and pathophysiologic rationale as sufficient grounds for clinical
decision making and stresses the examination of evidence from clinical research” (Evidence-Based
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Medicine Working Group 1992:2420), these three examples underscore that EBP introduces as much
uncertainty as it purports to relieve, even with extensive training in research evaluation and under
considerable supervision. Uncertainty about EBP therefore has important implications for how healthcare
providers act.

And what does EBP mean for organizations? EBP is at its core a theory for individual-level clinical
decision making. And yet, as the experiences of Dr. Andrews, Dr. Bertrand, and Dr. Carter demonstrate,
organizations play a principal role in disseminating resources, providing tools, training providers in specific
EBTs, and facilitating EBP writ large. The VHA case demonstrates that, even with the most sophisticated
expertise in clinical research and implementation science accompanied by significant resources,
implementing EBP as an organizational initiative is complex, confounding, and at times contradictory. The
VHA developed a number of resources, policies, and programs to promote EBP for PTSD, including training
in two specific treatments, development of clinical practice guidelines, and a policy to encourage—but
not require—those two EBTs. Provider, administrator, and researcher stakeholders all agree that
providers should have the autonomy to use discretion in deciding how and when to apply EBP, and these
specific treatments, which the policies provide. But the policy as it is written (Department of Veterans
Affairs 2012), encouraging use of the specific treatments when clinically indicated, is open to
interpretation based on different individual views of EBP and therefore difficult to evaluate. Consequently,
they interpret the use of that discretion in different ways—either as appropriate adaptation in light of
local complexity or as non-compliance to the evidence-based standard—and consequently recommend
very different organizational action. Uncertainty about EBP therefore has important implications for how
healthcare organizations act.

4. Dissertation Outline

In this dissertation, | identify what the concept of Evidence-Based Practice means to health system
stakeholders, how providers and organizations use EBP to clinical ends in practice, and how this variation
in meaning affects the social and professional relationships healthcare providers have with their
colleagues, organizations, and profession, including EBP initiative outcomes, stakeholder satisfaction, and
professional identity. Through interviews with stakeholders with clinical, administrative, and research
backgrounds across a wide range of experience, | document variation in how EBP is understood and used
in practice. | identify a gap between the nuanced EBP models in theory that have been built up over
decades of research and the tacit understanding most users have in practice; further | demonstrate how
these incomplete mental models of EBP affect the processes and decisions that constitute EBP in practice.
| introduce the organizational role in EBP and explore how organizations’ motivations in implementing
EBP interventions relate to the activities they select and implementation programs design. Finally, |
demonstrate how providers use EBP in their interactions with colleagues and organizations, showing that
these social uses both instill for providers the meaning and significance of EBP while at the same time
affecting the very meanings and the processes that ultimately the provider uses under EBP.

4.1. Introductory Material — The Evidence-Based Practice Model in
Context

Chapter 2 provides a history and literature review of the model of Evidence-Based Practice and
its implementation in organizations. It also addresses healthcare providers’ professional autonomy and
identity as they pertain to the use of EBP. EBP is at its core a clinical decision-making model for individual
practice; | describe how its definition evolved over sustained academic criticism to counterbalance
adherence to external evidence with more weight on clinical expertise. With respect to organizational
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interventions, | also describe the implementation science literature and the gap in research on how
interventions are selected and designed prior to implementation.

Chapter 3 describes the empirical methods used in this study. This study is based on interviews
with a total of 53 respondents about their experiences with EBP in 15 healthcare organizations, including
physicians, psychologists, psychiatrists, a nurse practitioner, organization administrators, and quality
improvement specialists. | used a grounded theory approach to inductively build theory on individual and
organizational uses of EBP and later reconcile these inductive concepts and relationships with existing
theory to improve generalizability.

4.2. Empirical Analyses

In Chapter 4, “EBP at the Individual Level: Implicit Models of EBP and Implications for Clinical
Practice,” | explore the clinical meanings and uses of EBP at the individual level, that is, this chapter is an
analysis of EBP within its intended scope as an individual clinical decision-making model. | demonstrate
that stakeholders vary in how they operationalize the concept of EBP in practice and categorize the range
of what | call implicit mental models of EBP that exist at the individual level and their effects on clinical
decisions. | find that respondents’ implicit mental models of EBP each emphasize an incomplete aspect of
the full EBP model over other aspects of EBP decision-making: Resource-Based EBP emphasizes specific
evidence artifacts, the decision-making inputs; Decision-Making EBP emphasizes the decision-making
process; and EBT-Based EBP emphasizes specific Evidence-Based Treatments, the decision-making
outputs. As the full model of EBP relies on the balance among all of these components, | find deviations
from expected uses of EBP based on the narrower implicit mental models.

In Chapter 5, “EBP Activities at the Organization Level: Standardization and Discretion,” | show
how EBP is used to clinical ends by healthcare organizations, analyzing why and how organizations act on
EBP. | show that health care organizations use a range of different EBP activities and interventions when
designing and implementing EBP-related programs. | identify the different motivations organization
administrators have in designing EBP interventions, including both supporting individual EBP and
achieving broader organizational ends, and how these motivations affect understandings of the balance
between standardization and discretion.

In Chapter 6, “EBP in Context: Professional Standing, Autonomy, and Identity,” | analyze how the
meaning of EBP is constructed through interactions among stakeholders within organizations and in the
professional environment, identifying the broader social and professional meanings beyond its clinical use
that emerge in context. | identify social phenomena that arise in the use of EBP in practice that have not
been addressed in theory, related to stakeholder standing to evaluate evidence, provider autonomy in
treatment choice, and provider identity. | find that in certain conditions, providers renounce standing to
evaluate evidence, make demonstrative uses of EBP, and administrators claim standing to evaluate
evidence. Stakeholders variably define clinical discretion as internal or external to EBP, affecting how they
design and react to organizational EBP interventions. | argue that these social phenomena mediate
outcomes of EBP implementation programs. Adopting frameworks from the policy implementation
literature, | show how EBP implementation can chart a way forward by integrating provider autonomy
into EBP implementation program design and evaluation.

4.3. Conclusions

In Chapter 7, “Summary and Contributions to Scholarship on EBP,” | discuss the relationships
among the individual clinical uses of EBP, organizational uses, and the social uses of EBP. This thesis
describes a persistent dialectic between the clinical uses of EBP by individuals and organizations and the
social and inter-professional relationships among individuals, collegial groups, and organizations. The
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organizational context inextricably affects the meaning and use of EBP in practice; organizational and
professional needs, identity, and control mechanisms shape how individuals and organizations use EBP;
these EBP uses in turn shape the organization’s relations with clinicians, whose own desires for
professional standing and identity in turn affect how they use EBP. | conclude by addressing the overall
contributions to the EBP literature, practical applications, limitations and future work.
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Chapter 2 - Literature Review

Since its introduction in 1992, Evidence-Based Practice (EBP) has become a core component of
healthcare education and practice. This chapter presents the history and development of the concept,
including: its initial context, motivation of its developers, and definition; the criticism and refinement of
the model over the following decades, and the theory-practice gap that has arisen as it is used in practice,
which motivates the present study. | then describe the uses of EBP at the organization level as a quality
improvement lever, including the development of the implementation science field and models that
support organizational EBP interventions. Finally, | address the state of the literature on the social and
professional implications of EBP to situate EBP in terms of the broader professional roles and relationships
it affects. These three sections correspond to the three empirical chapters, Chapters 4-6, that follow.

1. Development of Evidence-Based Practice as an
individual clinical practice model

EBP was developed in 1992 as an individual clinical decision-making model. Since then, EBP has
become a core aspect of medical education and clinical practice, despite considerable criticism.
Paradoxically, it has become a touchstone for healthcare stakeholders’ beliefs about standardization and
provider discretion in clinical practice, despite both EBP proponents’ and critics’ acknowledgement that
both are necessary, and the emphasis on clinician discretion in the model of EBP in theory. While EBP has
been engrained in medical education and implemented by healthcare organizations, there is wide
variation in how it is used and measured in practice; disagreement about EBP appears to result at least in
part due to disagreement over the resources, tools, and measures used as a proxy for the broader concept
in practical applications. This section describes the concept of EBP as initially designed, the history of EBP
criticism and consequent revision of the model, and the variation in how EBP is used in practice.

1.1. What is Evidence-Based Practice?

At its core, EBP is intended as a clinical decision-making approach for individual providers. The
Evidence-Based Medicine Working Group announced the Evidence-Based Medicine (EBM) model as a
“new paradigm” of clinical decision-making in 1992 that “de-emphasizes intuition, unsystematic clinical
experience, and pathophysiologic rationale as sufficient grounds for clinical decision making and stresses
the examination of evidence from clinical research” (Evidence-Based Medicine Working Group
1992:2420). A clinical decision-making model to substantiate the initial presentation was promulgated
within three years, providing a four-step algorithm prescribed to constitute EBP. Under this model, the
steps of EBP decision-making are: framing the clinical question, finding relevant evidence, appraising the
evidence for its clinical relevance, and acting on the evidence (Rosenberg and Donald 1995).

EBP was not new at its time; it shares roots with the research utilization literature (Stetler 2001;
Stetler and Marram 1976), as well as Cochrane’s efforts to empirically identify, test, and disseminate
efficacious clinical procedures (Cochrane 1972; Hill 2000). The EBP concept emerged following
developments in the clinical epidemiology field during the 1980s, as scholars in that area sought to meet
the production of clinically relevant population-level findings with training for physicians in how to read
and interpret those resources (Heller and Page 2002; Sackett 2002; Sackett et al. 1991). Further, as Eddy
(2005) argued, a clinical practice guideline development movement began in the 1980s, and developed
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parallel to the EBP movement?. While providers would often implicitly use guidelines when conducting
EBP, Eddy argues that guidelines were only integrated into the Evidence-Based Medicine models in the
2000s, in response to criticism such as his own that it was impractical and error-prone for individual
providers to attempt to conduct comprehensive literature searches for each patient (e.g., Guyatt et al.
2000). Eddy argued for a “unified model” of EBP that combines the individual evidence review and
decision-making model of EBP with a guideline-based approach that incorporates collective evidence
review and standardized recommendations. These collectively developed recommendations are now
commonly used as part of EBP either instead of or in addition to individual review of the primary research
literature (Neumann et al. 2015).

1.2. Early criticism and refinement of an EBP model of practice

Immediately controversial, EBP was challenged on epistemological, practical and provider identity
grounds. As early as 1995, critics identified both fundamental concerns and logistical challenges of
implementing such a model in actual practice. From an epistemological standpoint, critics argued that
EBP represented an overly narrow approach to defining and disseminating evidence, by overemphasizing
empirical evidence and certain research methods (e.g., Randomized Controlled Trials) relative to other
valid sources of information for clinical decision-making (e.g., Grahame-Smith 1995; Tonelli 1998, 2006).
From a practical standpoint, critics raised the concern that the clinical question framing and literature
review process that EBP proposed for each patient would be too demanding on providers and unnecessary
in most cases, despite the EBM Working Group’s assertion that this process was manageable (Grahame-
Smith 1995). Finally, in terms of provider identity and autonomy, critics were concerned that EBP was an
elite power play by clinical researchers that compromised the autonomy of individual providers (The
Lancet (ed.) 1995). They also expressed concern that payers would use EBP as a means to bound clinician
decision-making around the most cost-effective treatments (Grahame-Smith 1995; Tanenbaum 2005; The
Lancet (ed.) 1995).

EBM Working Group members formally responded to these criticisms. They argued that EBM was
intended as an individual-level decision-making process, and that system-level use of EBP to cut costs
would be a “misuse” of the model. They also positioned EBP as a complement—and not a replacement—
to traditional medicine and clinical decision making (Haynes, Devereaux, and Guyatt 2002a; Sackett et al.
1996). Straus & McAlister (2000) organized many of the early criticisms of EBM into three categories: (1)
limitations to the practice of medicine universally, (2) specific limitations of EBM that the authors
acknowledge (e.g., the lack of empirical evidence that EBM leads to better outcomes), and (3) what they
call “misperceptions” of EBM (e.g., that it represents an overly algorithmic “cookbook” approach to
medicine).

However, Cohen, Stavri & Hersh (2004) challenged Straus and McAlister’s typology of EBP
criticisms, arguing that they overly downplayed valid concerns about EBP. Most notably, Cohen and
colleagues challenged Straus and McAlister’s assertion that the early critiques represent
“misperceptions,” noting that the criticisms were of high scholarly quality. As Cohen and colleagues
argued (p.36):

The Straus and McAlister paper placed as many issues into the ‘““misperceptions of EBM"’ category
as into the “limitations” categories, the implication being that an overwhelming number of the
EBM critics simply do not understand EBM. Given that the pros and cons of EBM have been
debated for over a decade, it is unlikely that the EBM critics have basic misunderstandings of the

2 As an early proponent of the clinical practice guideline movement, Eddy also claimed to have been the first to
publish the term, “evidence-based,” referring to the development of guidelines.
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fundamental principles of EBM. It is more likely that Straus and McAlister’s choice of categories
shows a strong pro-EBM bias and fails to elucidate the true nature of the issues.

They instead proposed the following typology of EBP criticisms, adapting the three categories
proposed by Straus and McAlister:

e challenges to the philosophical grounds for EBP, e.g., an overemphasis on experimental methods
intended for empirical observation over physiological theory as a basis for clinical decisions.

e arguments that the definition of evidence is overly narrow and clinicians should have access to
a wider range of information, e.g., rigid adherence to a hierarchy of evidence emphasizing RCTs.

e the lack of empirical support for EBP, i.e., that “it does not meet its own empirical tests for
efficacy” (Cohen et al. 2004:37)

e concerns about applying population-based evidence to individual patients
e and the threat to doctor/patient autonomy.

These competing typologies suggest a fundamental divide in understandings of the paradigm and
ambiguity in the concept of EBP. The argument over what constitutes a “misperception” versus a
legitimate critique demonstrates the normative differences underlying the debate. Similarly, Greenhalgh
and Donald (2003) argued that the definition of EBP originally proposed by the EBM Working Group was
overly rhetorical and vague, designed to be unobjectionable. They proposed a narrower, more rhetorically
neutral operational definition for EBP as “the use of mathematical estimates of the chance of benefit and
the risk of harm, derived from high-quality research on population samples, to inform clinical decision-
making” (Greenhalgh 2011:94). This definition was intended to make clear the normative position and
specific practices underlying EBP, such that stakeholders could object to and debate its validity and
desirability as a basis for clinical decision-making.

By the late 1990s, EBP scholars
began to refine the conceptual model of Clinical stote and circumstances
EBM in light of these challenges. The - h
model development effort included a / \
group of EBM Working Group members,
who further adapted the original decision-

making model to account for the [ mmmmmmmm——s e |
idiosyncratic realities of the clinical setting '-1.“' TN T

that preclude a strict evidence-based ; \ . K . I )
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at the center of the model (Haynes et al. Figure 2.1. The refined "three-circle model" of EBP, with clinical expertise

2002a). at the center (from Haynes et al., 2002a).

Much of the debate surrounding
EBP is centered on these general definitions and broad prescriptive frameworks. The developers of EBP
compiled a set of Users Guides to the Medical Literature, which more clearly states the processes
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prescribed under EBP (Guyatt et al. 2002). The Users Guides primarily describe how to evaluate the quality
of research evidence (e.g., based on research methods used), but provide less guidance on how to
incorporate those findings into clinical decisions.

Around the same time, related conceptual models of EBP were developed in different areas of
healthcare, including mental health, nursing, and public health (Satterfield et al. 2009). These applications
all similarly frame EBP as a three circle model of evidence, clinical state and patient value inputs governed
by clinician decision-making and experience within an organizational (and societal/political) context,
similar to the Haynes et al. model presented in Figure 2.1 (DiCenso, Cullum, and Ciliska 1998; Fineout-
Overholt, Melnyk, and Schultz 2005; Regehr, Stern, and Shlonsky 2007; Rosswurm and Larrabee 1999;
Satterfield et al. 2009; Stetler 2001; Titler et al. 2001). These models similarly underscored the importance
of clinical discretion and adaptation to respond to the challenges to the initial EBM framework. In social
work in particular, McNeill (2006) presented a relativist model of EBP that emphasizes the provider’s
interpretation and adaptation of evidence in light of the perspective-taking and context-dependence that
characterize social work.

Despite these arguments by EBP proponents that clinical practice under EBP should be
individualized, critics fear that EBP will lead to “cookbook” or “cookie-cutter” medical practice (e.g.,
Clinicians for the Restoration of Autonomous Practice (CRAP) Writing Group 2002). The “cookbook
medicine” critique underscores the tension between the population measures used to establish
standardized evidence and implement organizational policies on the one hand and the clinician’s
individual responsibility to the patient on the other (Haynes et al. 2002a).

Proponents also have argued that EBP is consistent with other paradigms of clinical care that focus
on individualized patient care (Grol 2001a), including experience-based practice (Glasby and Beresford
2006), values-based practice (Petrova, Dale, and Fulford 2006), shared decision-making (Hoffmann,
Montori, and Del Mar 2014), and patient-centered care (Hasnain-Wynia 2006). Each of these arguments
have emphasized how evidence could be used by providers to identify treatment options and frame
informed decisions for the patient, that EBP complements or supports the more individualized or patient-
centric paradigms. Despite proponents’ arguments that reconcile EBP with other, more individualized
paradigms of clinical care, it is unclear how these frameworks are actually perceived and used, and thus
how they align in practice. Some scholars have suggested that EBP is used in practice in ways that preclude
more individualized care, and that individual providers often do not learn how to reconcile these
normative frameworks of clinical practice (e.g., Greenhalgh 2011).

However, EBP proponents and critics often have more in common than it may seem. Both
proponents and critics of EBP advocate considerable provider discretion and agree that in many cases,
the available evidence may be incomplete, contradictory or inapplicable to the practice setting for an
individual patient’s case (Naylor 1995). Indeed, the developers of EBP encouraged clinicians to “pay due
respect—no more, no less—to current best evidence in making decisions” (Haynes, Devereaux, and
Guyatt 2002b:1350). And as Dopson and colleagues (2003) noted, EBP critics have come to express
empirical limitations of a particular treatment in their area, in effect taking on the language and lessons
of EBP to criticize a particular instance of it.

So why does the claim that criticism of EBM reflects “misperceptions” persist as much as two
decades later (e.g., Chorpita et al. 2007; DiCenso et al. 1998; Schaeffer and McMurtry 2004; Straus et al.
2007)? | argue that while theoretical EBP models encourage both consideration of external evidence and
provider discretion in general, they provide limited guidance in detail on how to strike the balance in
practice between adherence to the recommendations of the scientific community and the relevance of
local patient conditions and preferences for clinical decisions. As a result, stakeholders differ in how they
interpret this balance prescribed under EBP, leading to frequent debate and difficulty applying EBP in
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practice. Stakeholders share considerable common ground on the broad underlying principles of EBP, i.e.,
that professional providers should both maintain currency in practice standards and tailor practice for
their individual patients. However, the use of the term EBP, especially in light of the varied interpretations
of the details of the EBP model and its varied use in practice, impedes reconciliation of these positions.
These competing interpretations and typologies would continue through the next two decades, even as
EBP expanded its reach into organizational initiatives and policy.

2. A theory-practice gap in EBP use

While the criticisms of EBP led to expansion of the model in theory to emphasize clinical
discretion, empirical research has identified significant variation in how stakeholders understand and use
EBP in practice. Existing empirical research on EBP focuses primarily on 1) provider competence in
necessary skills, 2) the rates of compliance with evidence-based treatments or guidelines for a particular
clinical condition, and 3) provider sentiment about EBP or specific evidence-based treatments or
guidelines.

Provider competence in skills deemed necessary to conduct EBP, particularly clinical research
literacy, is a common focus of empirical research on EBP, and studies often find lower than expected
competence in those underlying skills (e.g., Melnyk et al. 2004; Oliveri, Gluud, and Wille-Jgrgensen 2004;
Zwolsman et al. 2012). For example, a survey of registered nurses from the American Academy of Nursing
showed that only half were familiar with the term EBP, more than half did not believe their colleagues use
research evidence in practice, and most were not familiar with research review processes and electronic
databases (Pravikoff, Tanner, and Pierce 2005). While significant attention has been paid to EBP in medical
school and residency programs, skills and provider support for the use of EBP remain low, especially if not
fully integrated into clinical practice (Coomarasamy and Khan 2004). However, medical schools and
residency programs are an important part of professional identity formation (Pratt, Rockmann, and
Kaufmann 2006), so the focus on EBP in these programs embeds EBP into young providers’ understanding
of what it means to be a clinician. These studies measure necessary conditions for EBP decision-making,
i.e., the extent to which providers are prepared to make decisions that appropriate consider the evidence.

Another significant area of empirical EBP research observes the rates of compliance with
treatments or resources identified by scholars as evidence-based. The first empirical study of EBP indeed
took this form, finding a high rate of use of the predetermined evidence-based treatment (Sackett et al.
1995), though this finding was controversial at the time (White et al. 1995). More recently, this type of
study has been used to show effects of EBP implementation programs, where uptake of the treatment is
an indicator of both implementation outcomes and provider use of EBP (e.g., Shiner et al. 2013). These
studies measure the outputs of EBP decisions, i.e., the extent to which provider decisions lead to the use
of empirically supported treatments in appropriate situations.

Empirical research also typically addresses provider sentiment about the concept of EBP writ large
or specific EBP resources. Survey-based measures has been developed for provider attitudes to EBP or
specific Evidence-Based Treatments (EBTs) (Aarons 2004; Melnyk, Fineout-Overholt, and Mays 2008;
Reding et al. 2014). Researchers have also studied provider sentiment about specific EBP resources as part
of evaluations of healthcare organizations’ EBP implementation interventions via interview. These studies
focus on provider sentiment about the specific EBP resources, such as a guideline or specific EBT, that the
organization implemented to its providers (e.g., Cook et al. 2013; Flores et al. 2000; Waller et al. 2013).
These studies typically report mixed sentiment about EBP writ large or specific EBP resources, in which
providers hesitantly welcome EBP but are skeptical about its effects on their clinical autonomy (e.g., Tracy,
Dantas, and Upshur 2003).
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Greenhalgh, Howick and Maskrey (2014) describe a gap between theory and practice in EBP use
on the population level, identifying stakeholder group interests and logistical challenges that lead to
misapplication of EBP, threatening the benefits to be derived from EBP. The challenges they identify
include the “distortion of the brand” (p. 1) by vested interests, unmanageable volume of guidelines and
evidence materials, marginal clinical significance from statistically significant findings, inflexible
organizational application of EBP, and poor applicability of EBP to multimorbid patients. They argue
against strict adherence to guidelines, and a reorientation of clinician training in EBP away from critical
appraisal of literature and toward judgment and shared decision-making, i.e., toward more detailed
training in how to apply evidence rather than solely how to evaluate it.

Differences in the meaning of EBP also appear to have emerged across specialties. Many of the
professional societies have similar statements defining EBP that align closely with the Sackett et al. (1996)
definition presented above, incorporating the best available evidence alongside clinician discretion (APA
Presidential Task Force on Evidence-Based Practice 2006). However, the resources they provide to support
the training and use of EBP in practice differ in terms of the approach to evidence use that they imply. For
example, the American Psychological Association recommends that providers be aware of the evidence
base for the specific, most common psychotherapies (American Psychological Association 2014). The
American Academy of Family Physicians (2015, 2019) residency curriculum recommendations do not
provide resources for EBP but rather for Scholarly Activity and Information Mastery, an approach to
finding, evaluating, and applying clinical evidence.

These empirical results suggest a gap between EBP in theory and in practice. The early criticism
of the EBP model suggests that the validity of EBP as a model of clinical practice depends on the delicate
balance between external standards and individual discretion achieved through the model’s revision.
However, the empirical observations identified here suggest that providers and organizations do not have
this nuanced understanding of EBP. Limited provider skills in EBP may indicate that providers do not
believe these skills are necessary to conduct EBP. Rates of compliance with the treatments or resources
deemed “evidence-based” may not capture informed deviation from those treatments that fall under the
individualized application of evidence in the theoretical model. Finally, survey-based studies of provider
sentiment about EBP writ large may not capture the variation in providers’ understanding of EBP that
could affect their sentiment. Interview-based studies of provider sentiment about organizational
implementation of specific EBP resources are often focused primarily on the intervention itself, rather
than providers’ views about EBP writ large. These challenges may impede practitioners’ ability to
effectively integrate EBP into care.

This ambiguity in providers’ understanding of the EBP concept also may threaten measurement
validity in empirical EBP research. Although providers may demonstrate literature review skills or
familiarity with specific EBTs, for example, it is unclear how they apply them in practice. When providers
choose not to use specific EBTs with individual patients, it is unclear whether they are making an informed
“evidence-based” decision in light of the patient’s unique characteristics or preferences, or whether they
are improperly applying (or rejecting) the EBP decision-making model. Similarly, when providers express
dissatisfaction with an organizational EBP intervention, it is unclear whether they are reacting to the idea
of applying EBP as a clinical model (whatever their understanding of the concept), to the specific
treatments and resources being implemented, or to the organization’s intervention design (i.e., the
incentives, policies and inter-professional relationships implied by the intervention).

This dissertation addresses this gap in qualitative understanding about providers’ views of EBP to
identify how providers understand the concept in practice and how that understanding affects their use
of evidence resources in clinical decision-making.
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3. EBP use at the organization level

This dissertation also addresses the use of EBP at the organization level. While EBP is clearly
defined in theory as an individual clinical decision-making model, it is less clear how and why organizations
apply EBP. Health care administrators have increasingly turned to EBP as a key lever for improving care
quality. However, the organizational setting complicates EBP by adding additional uses, interests, and
stakeholders to what was initially an individual-level clinical decision-making model.

Just as debate persists on how to design the EBP model at the individual level to balance
adherence to standards and individual discretion, organizational use of EBP presents further challenges.
First, organizational EBP use introduces the question of what the organization hopes to achieve through
the use of EBP. This dissertation describes the mechanisms by which administrators seek to attain quality
improvement via EBP. Second, organizational use of EBP introduces the question of how EBP programs
are designed. This thesis complements the implementation science literature by identifying how
organization administrators design EBP implementation interventions to achieve quality improvement
goals. Finally, the organizational role introduces other stakeholders into what is otherwise an individual-
level clinical decision-making model. Scholars have identified organizational leadership as an EBP
facilitator, but this thesis describes how different organizational stakeholders view their roles in carrying
out EBP interventions.

3.1. EBP as a healthcare organization quality improvement lever

EBP contributes to the effort to reduce the “quality chasm” between care according to the best
currently available scientific knowledge and everyday practice (Institute of Medicine 2001, 2008). Health
systems have increasingly relied on EBP for healthcare quality improvement and to improve the
translation of research evidence into clinical practice. EBP is one of a number of intervention paradigms
that gained attention in the 1990s for their role in organizational quality improvement (Grol 2001a).

Nevertheless, the EBP paradigm fits into a broader debate as to how organizations balance fidelity
to standardized practice and individual judgment. Goldman and colleagues (2001) place EBP in a “triangle
relationship” with quality improvement and accountability. To them, measures of fidelity, the extent to
which clinicians apply specific Evidence-Based Treatments accurately, are essential to ensure compliance
to specific Evidence-Based Treatments, but “like other process measures, are a means to an end, not an
end in themselves. It is critical that fidelity to a particular model or practice not be regulated in a way that
prevents client choice, clinical judgment or continuing change as new evidence emerges” (Goldman et al.
2001:1592). This dissertation extends this line of research to describe how organization administrators
view EBP interventions in practice, i.e., how they frame EBP, fidelity, and accountability, including the
measures they use and extent to which they regulate provider behavior around the models or practices
they disseminate.

At the organization level, different professionals with different standards interpret and use quality
improvement in different ways. Different healthcare professional groups have different processes for
determining what constitutes good or quality practice and have varying views about guidelines and
practice standardization (Davies, Powell, and Rushmer 2007).

This dissertation extends this line of research on Ql initiatives into EBP to understand how EBP is
applied across professions and why controversy around EBP persists.
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3.2. Implementation Science and organizational EBP implementation

EBP at the organization level draws on an implementation science literature that developed at
the same time as the EBP literature with a similar goal of reducing the theory-practice gap in clinical
practice (Lomas 1993). Implementation science research arose out of observed heterogeneity in both the
strategies organizations use to implement programs (Grol and Grimshaw 1999; Proctor et al. 2009) and
their outcomes, i.e., the observation that implementation of EBP tools such as clinical practice guidelines,
even with organizational and end-user support, often did not lead to adherence (Grimshaw et al. 1995).

Implementation models emerged from the broader literature on passive knowledge utilization
and innovation diffusion, that is, how providers learn about and take up innovations in the absence of
targeted interventions (Berwick 2003; Green et al. 2009; Greenhalgh et al. 2004; Lomas 1993; Rogers
1995). These early models were adapted to support and evaluate active organizational implementation
programs, particularly regarding EBP, to identify the processes, barriers and facilitators of
implementation, including characteristics of the individual, organization, and innovation that affect
implementation (Ferlie and Shortell 2001; Grimshaw and Eccles 2004; Grol et al. 2007). The dissemination
and implementation literature now includes prescriptive process models that guide organizational
implementation of healthcare innovations; descriptive determinant frameworks or theories that identify
factors affecting implementation outcomes, and descriptive evaluation frameworks used to assess
implementation outcomes (Nilsen 2015).

The Consolidated Framework for Implementation (CFIR) integrates many of the existing
implementation models to guide theory development and program implementation in practice
(Damschroder et al. 2009). The CFIR organizes implementation barriers and facilitators by the domain in
which they operate: characteristics of the intervention itself, the inner (organizational) setting, the outer
(professional and policy) setting, individual providers, and the implementation process. The CFIR has
contributed to the standardization of constructs in implementation research, facilitating theory building.
It has been used primarily to identify barriers and facilitators to implementation during or after the
intervention, more so than to inform intervention design of actual programs ex ante (Kirk et al. 2015).
However Williams and Beidas (2018) argue that implementation research should incorporate more
general social science theory around individual motivation and learning, rather than a “disaggregation”
approach that includes a large number of barriers and facilitators without a strong basis in social science
theory. But the focus on implementation underscores the gap in understanding about EBP initiative
formation. The CFIR model has been successful in identifying factors that affect implementation
outcomes, however the model still does not incorporate factors regarding the choice of implementation
object and the program design. Importantly, this model still positions implementation of the EBP
innovation as the end and the barriers and facilitators as the means of the implementation model. Little
is known about how EBP innovations are selected and implementation programs designed, and how
organization administrators want them to be used, i.e., the ends that the EBP innovation are intended to
achieve and how.

Aarons and colleagues (2011) proposed a conceptual model of Exploration, Preparation,
Implementation and Sustainment of EBP innovations (the EPIS model). The EPIS model extends the CFIR
by positioning CFIR domains and implementation barriers and facilitators according to the program phase
during which they operate. However, relatively little research to date has described the exploration stage
to identify how and why organization administrators select specific EBP innovations to implement
(Moullin et al. 2019). Those studies that have addressed the exploration and preparation phases target
administrators’ attitudes about specific EBTs for mental health, rather than their views about how and
why to implement EBP writ large as an organizational initiative.
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This dissertation focuses in particular on the process of EBP program design, identifying how and
why administrators design EBP interventions, i.e., the ends that EBP implementation is intended to
achieve. This study therefore contributes to clarifying how administrators and providers understand
innovation/system fit, a key construct in the EPIS framework that does not yet have an associated
measure, responding to the authors’ call for more precise operationalization of EPIS factors.

3.3. Implementation outcomes

The EBP decision-making model (Haynes et al. 2002a), many organizational EBP policies (e.g.,
Department of Veterans Affairs 2012), and frequent academic and practitioner commentary (e.g.,
Rothbaum 2016; Steenkamp 2016b) all consider clinical discretion to be a key element of EBP. Providers
are expected to follow the recommended course of action in ‘appropriate’ cases and to deviate from
evidence-based recommendations when patient characteristics, values, or particular system
characteristics merit another approach. Little is known about how and why organization administrators
use EBP, how they set standards for ‘appropriate’ EBP use in their organization, and how they expect
providers to balance use of the EBP innovation and clinical discretion, two conflicting aspects of decision-
making that ultimately affect measurements of implementation and therefore the interpretation of
program outcomes.

Existing implementation models often specify “successful implementation” as an outcome
variable (e.g., Damschroder et al. 2009:5; Kitson, Harvey, and McCormack 1998:149) but do not address
how success is measured and interpreted by local stakeholders. Proctor and colleagues (2011) proposed
a taxonomy of implementation outcome metrics to align future research in terms of common outcomes
along which ‘successful implementation’ is evaluated. The outcomes that Proctor and colleagues propose
are: acceptability, adoption, appropriateness, feasibility, fidelity, implementation cost, penetration, and
sustainability. However, while these metrics provide clarity on which outcomes matter to stakeholders,
scholars have not yet examined how stakeholders determine the targets along those metrics that
constitute appropriate EBP use. This dissertation complements existing implementation models by
observing how practitioners express desired conditions for use of the implemented innovation.

This gap in how scholars understand appropriate implementation of EBP is significant because
stakeholders of some EBP programs appear to fundamentally disagree in their assessment of the program,
including whether the program is successful and, consequently, how the organization should proceed, as
evidenced by the scholarly debate over the VHA case described in Chapter 1. Certain outcomes in the
Proctor et al. taxonomy are unobjectionable, for example, minimizing implementation cost is an
unambiguous goal. However, stakeholders may have different views on outcomes such as
appropriateness of the innovation for the site, adoption and fidelity, as the debates about fidelity
described above make clear.

While generally accepted cases of implementation ‘successes and failures’ (Grol 2001b) have
advanced the literature on implementation barriers and facilitators, relatively little is known about cases
such as the VHA example in which stakeholder evaluation of the program is ambiguous or conflictual.

This dissertation extends the implementation science literature to describe not only which
outcomes matter to organizational stakeholders but also how they differ in their evaluations of what
constitutes appropriate use along those metrics.

3.4. EBP leadership as an organizational enabler

There is a growing literature on organization leadership as an enabler of EBP. In particular,
implementation researchers have increasingly focused on transformational leadership, i.e., the ability of
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leaders to empower individual providers and develop individualized ways of developing and applying EBP-
related skills (e.g., learning specific EBTs), decreasing the perceived burden of EBP and improving its use
(Aarons 2006; Brimhall et al. 2016) . This shift to more individualistic approaches to EBP implementation
is in line with the original definition of EBP theory, and describes one role that organization administrators
play in conducting EBP as an organizational initiative, i.e., facilitating individual providers’ conduct of EBP.

While the EBP leadership literature is intended primarily to identify ways in which organizational
leaders can facilitate EBP implementation, it also underscores the differences among organization
stakeholders’ roles and priorities. For example, a multi-stakeholder analysis of a mental health EBP
implementation program demonstrated significant variations in stakeholder priorities regarding EBP use,
noting that only administrators and treatment developers identified therapist-level barriers to
implementation. This suggests that administrators and treatment developers have different goals and
perspectives from therapists on how and why the treatments should be used (Beidas et al. 2016).

Similarly, Kyratsis and colleagues (2014; 2012) describe how individual providers and organization
administrators conceive of, seek, and use evidence in practice, including the ongoing sense-making
providers conduct to stay up to date, how they deal with missing research evidence, and how they
interpret and use evidence for themselves and others. They show that various groups use different
sources of evidence to find information and make decisions, finding that doctors rely heavily on colleagues
and peer reviewed journals.

This dissertation extends this line of research to assess how stakeholders’ views of the concept of
EBP affects these uses of evidence, in order to identify the underlying causes of these varying uses in
practice.

4. EBP as a social and professional phenomenon

EBP as a decision-making model affects providers’ professional status and autonomy to make
clinical decisions, afforded by their specialized knowledge and accorded by professional societies (Abbott
1988; Freidson 1988). Scholars of EBP have evaluated this relationship, alternately finding that EBP
supports or constrains providers’ professional discretion and identity, and considering the effects of
professionalism on implementation initiatives (Timmermans and Mauck 2005). EBP is also understood as
a social phenomenon on profession and clinic levels, in terms of the movements that arise for and against
it (e.g., Pope 2003), and the ways collective groups understand and use EBP and specific EBP resources
such as guidelines. These social factors affect the role that EBP plays for individuals and organizations,
which is taken as axiomatic in EBP implementation models because they do not address the normative
questions of EBP program formation.

4.1. Social construction of EBP

Evidence and its use in healthcare have long been recognized as a socially constructed
phenomenon. On the population level, variations across clinical practice guidelines even with the same
evidence indicate the significant differences in what is considered appropriate or desirable practice within
a particular health system or patient population and the degree of interpretation necessary to translate
research evidence into clinical recommendations (Fahey and Peters 1996; Grol 2001a). Dopson and
colleagues (2002) argue that despite frequent appeals to the general concept of “the evidence,” what
constitutes evidence is socially constructed, and the availability and interpretations of evidence differ
individually, by stakeholder group, and by profession.

It is still unclear how provider groups make sense of, communicate, and make decisions on
evidence. Enkin & Jadad (1998) argue that anecdotes can be used to communicate evidence, but that they
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are not sufficient as evidence themselves. However, this distinction is often not so clear and does not fit
how providers actually use information in practice; multiple studies have shown that providers rely on the
process of communicating anecdotes and tacit knowledge with peers to make sense of evidence. As they
do so, these anecdotes and interactions often become inextricable from the evidence. Providers
frequently list their peers as one of their top sources of evidence in practice (Kyratsis et al. 2014). Even
when equipped with formal guidelines, or other EBP innovations, providers tend not to use them as
expected, and groups of providers collectively construct “mindlines,” collective, tacit understandings of
guidelines for a particular clinical condition, rather than consult and adhere closely to formal clinical
practice guidelines (Gabbay and le May 2004). Wieringa and Greenhalgh (2015) review the development
of the mindlines concept and note that while some EBP proponents find this use of evidence inaccurate
and hazardous, others have called for a deeper understanding of use of EBP in practice beyond the
rationalist assumptions that underlie some application of EBP and empirical measurement of EBP use.

The social construction of evidence and guidelines calls into question how organizations plan and
set goals for EBP initiative implementation, and the extent to which organizations actually think about use
of innovations in the terms that are measured in EBP and implementation studies (e.g., the Exploration,
Planning, Implementation, and Sustainment of the EPIS model). What is framed as a barrier and facilitator
to the goal of innovation implementation may indicate that administrators have different goals for EBP
programs in practice than as modeled in implementation frameworks.

Dopson and colleagues argued that while proponents expected that EBP would be implemented
linearly and rationally, empirical studies showed that EBP implementation was far more complex and
socially driven. As the authors noted: “[EBP] advocates have sometimes been surprised at the degree of
resistance to something which seems to them both self-evidently good and worthwhile, and also entirely
consistent with the ‘scientific’ biomedical paradigm within which they operate” (Dopson et al. 2003:317).
They argue that EBM failed to account for the complex nature of the implementation gap. Rather than a
technical question of making self-evident clinical evidence available to providers, there were also broader
organizational and behavioral challenges in getting practitioners to think in “evidence based ways” (ibid.).

4.2. EBP and professional providers

EBP also has significant implications for providers’ professional status and identity, which have
impacted providers response to the paradigm and the ways in which it is used in practice. While provider
responses to EBP have been framed as resistance to maintain autonomy in the face of the threat posed
by EBP, their responses have in fact been more complex.

Pope (2003) describes this fundamental tension by framing providers’ resistance to EBP in terms
of the social movement it represents. She describes providers’ efforts to emphasize the art of their
practice in response to the emphasis on science and standardization under EBP. Similarly, Dopson and
colleagues (2003) describe how providers’ professional nature affects their use and resistance to EBP. The
authors attribute EBP’s early success to its appeal to the professionalism of both individual providers and
the biomedical research community. But they also describe how EBP is considered a threat to individual
professional autonomy when it is perceived as an instrument of managerial control to regulate clinical
action or contain costs.

Timmermans & Mauck (2005) similarly interpret polarization around EBP, particularly the use of
clinical practice guidelines, through the lens of clinicians’ professional status. On the one hand, clinical
practice guidelines allow clinicians to retain professional status, as a source of specialized knowledge
capable of reducing the practice variation that belies their technical expertise. On the other hand,
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opponents fear that Clinical Practice Guidelines could lead to external coercion and algorithmic decision-
making, which threaten to undermine and deprofessionalize the clinicians’ status.

While studies of EBP in organizations frequently address the imposition of EBP on professional
providers by non-professional managers, in many cases, providers are often managed by other clinical
professionals, i.e., hybrid professional-managers. Hybrid managers’ dual status provides them with
recourse to both the self-governance and standing claims of professionals and the traditional oversight
roles implied by bureaucratic organizational management. As a result, professional governance and
organizational control are increasingly coupled (Kuhlmann et al. 2013; Spehar, Frich, and Kjekshus 2012).

In a similar vein, McDonald (2015) finds complex relationships among the use of guidelines,
professional autonomy, and provider satisfaction beyond a “binary” framing in which degree of autonomy
is directly linked to satisfaction. Rather than the longstanding view that decreased autonomy leads to
decreased professional satisfaction, in many cases providers responded favorably to guidelines, and the
binary framing is often misleading or overly conflictual.

This dissertation extends this line of research to describe how providers respond to a variety of
organizational initiatives that imply different degrees of provider autonomy and the ways in which
providers gain professional status and identity through the use of EBP.

5. Contributions

This dissertation addresses the meanings and uses of EBP in practice at the individual and
organization levels in order to help explain and reconcile the empirically observed shortfalls in its clinical
use, challenges in organizational EBP implementation, and persistent normative debates over how it
should be used.

| address the following research questions:

What does EBP mean in practice to two key healthcare stakeholder groups: clinicians and
administrators? And how do these meanings affect its use in practice?

* As a clinical decision-making model, how does EBP affect clinical practice?
* As an organizational intervention, how do organizations use EBP?

* As a social and professional phenomenon, how does EBP affect providers’ roles
and interactions with colleagues and their organizations?

At the individual level, EBP has reached a definition in theory that balances external evidence and
local clinician expertise following a decade of sustained criticism and revision. However, little is known
about what EBP means to providers and how it is actually used in practice. Despite the rational process
outlined in theory (i.e., to develop a clinical question, consult high quality research-based materials, and
apply them as appropriate to patients), the empirical research conducted on uses of evidence suggests
that conduct of EBP in practice is often tacit, collectively constructed and ad hoc. And while EBP
proponents have argued that it is consistent in theory with other models of clinical care, such as shared
decision-making and patient-centered care, patient values and characteristics are often cited as a reason
not to use EBP in practice, suggesting that practitioners do not view them as compatible. Despite
considerable contention between EBP proponents and critics, and an empirical focus on input measures
such as provider research literacy and output measures such as rates of use of specific Evidence-Based
Treatments, both proponents and critics emphasize the importance of both provider discretion in applying
evidence and appropriate attention to “best evidence.” Their prescriptions for the conduct of clinical
practice may be closer than they appear, hence, the semantics of the term “Evidence-Based Practice” may
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impede actual progress on the application of evidence in practice. This dissertation explores what
researchers, healthcare administrators and providers mean when they talk about Evidence-Based
Practice, and what constitutes appropriate use of evidence in clinical decision-making.

At the organization level, little is known about the organizational role in enabling EBP. Despite
theoretical models of EBP at the individual level, and considerable theoretical and empirical work on the
implementation of EBP innovations by organizations, there is a gap in theory and empirical research on
how organizations form EBP initiatives (Aarons and colleagues’ Exploration and Preparation stages). The
focus on implementation of specific, administrator-selected initiatives also represents a top-down
perspective that may not fully capture how stakeholders actually conceive of EBP use in practice. The shift
to bottom-up and integrative views in the policy implementation literature therefore may be a fruitful line
of research in EBP implementation (Nilsen et al. 2013). While standardized outcome metrics have been
proposed to conceptualize and evaluate EBP implementation (Proctor et al. 2011), this dissertation
explores the extent to which those outcomes are salient to administrators, and notably, how organizations
determine degrees of appropriate use along those outcomes, questions that have not yet been posed in
the EBP implementation literature. Empirical implementation measures are implicitly aimed at maximizing
dissemination and uptake of EBP innovations, though both proponents and critics typically agree that
provider discretion in using EBP innovations is necessary. This dissertation explores the range of EBP
activities that organizations use in practice and how organization administrators determine what
constitutes appropriate EBP activity and implementation methods by the organization, how organization
administrators conceive of their role in enabling EBP and how they form EBP initiatives to be
implemented.

Finally, this dissertation extends the research on social construction of EBP to address not only
how the meanings of evidence and specific resources (e.g., the use of tacit “mindlines” or specific
Evidence-Based Treatments) are constructed, but also how providers and administrators construct the
meaning of EBP writ large, i.e., how to use evidence in practice. The meaning of EBP in practice has not
been studied, and yet it mediates the development and the ultimate use of evidence resources such as
guidelines or specific Evidence-Based Treatments, the principal targets of existing empirical EBP research.
Further, because the term “EBP” has become so polarizing, despite the theoretical emphasis on provider
discretion, it is important to identify how these meanings and uses of EBP in practice affect stakeholder
sentiment about EBP and the processes and decisions that are conducted in its name.
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Chapter 3 - Methods

This dissertation presents the results of an interview-based, qualitative research study conducted
from 2015 to 2019.

This research represents a “semantic turn,” from existing Evidence-Based Practice (EBP) research,
meaning that it identifies variation in theoretical constructs that have been understood as uniform in the
research literature to date (Abbott 2004). This study identifies differences in the clinical, organizational,
and inter-professional meanings of EBP among stakeholders that have not been captured in existing
theoretical definitions or measures of EBP and that affect their views, interactions, and outcomes of EBP-
related initiatives. As described in Chapter 1, stakeholders in some EBP programs have different
understandings of what “true Evidence-Based Practice” means and it appears to impact how they practice
and evaluate organizational programs. As described in Chapter 2, while EBP is narrowly framed as an
individual clinical decision-making model, it takes on broader organizational and inter-professional uses
in practice that have not been described theoretically within the literature. This semantic variation is
significant because it compromises the construct validity of common EBP metrics such as its uptake,
frequency of use and provider sentiment, i.e., the extent to which those metrics capture the desired
construct. For example, measuring use of specific treatments as a proxy for EBP use would not capture
‘appropriate’ informed deviation from those treatments that would constitute EBP under the theoretical
model. This descriptive research is intended to refine these constructs and identify emergent phenomena
as part of a cycle of research in order to align theory and practice and “spur new inquiries” on EBP use
(Lieberman 2016:1054).

1. Data Collection

1.1. Respondents

| conducted individual and focus group interviews over the period from Fall 2017 to Spring 2019
with a total of 53 respondents about their experiences with EBP in 15 healthcare organizations. When
possible, data collection was conducted in person in the field in order to collect contextual field
observations. Seventeen interviews were conducted over the phone due to logistical constraints. Because
the study was intended to capture the range of meaning that healthcare workers attribute to the concept
of EBP and of its uses in practice, inclusion criteria for potential respondents were intentionally broad. To
qualify for the study, respondents had to have had experience as a clinical provider, healthcare
administrator, healthcare quality improvement specialist, or healthcare researcher with some experience
relating to “clinical decision-making” broadly construed.

| conducted the majority of my data collection at three sites: the “Department of Internal Medicine” (7
respondents) and “Department of Psychiatry” (10 respondents), located at the same academic medical
center, and the “Department of Family Medicine” (19 respondents) located at another academic medical
center. Within these departments, | gained access to the site through an interested department
administrator and recruited participants based on a list of eligible providers or department administrators
provided by the facilitating administrator. | describe these organizations below.
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These cases were selected because | could stratify respondents across key characteristics that |
expected to affect EBP views: resident vs. experienced provider status, medicine vs. mental health,
department and medical center via the three departments in two medical centers (Trost 1986). These
expected sources of variation are driven by the literature on EBP described in Chapter 2. Variation by
resident vs. experienced status is expected due to the formative role medical school and residency
education plays in EBP skills and understanding. Variation by medical vs. mental health specialty is
expected due to the differences in professional society EBP training recommendations (in which the
American Psychological Association emphasizes specific Evidence-Based Treatments) and the emergence
of relativist models of EBP in mental health domains. Variation by organization is expected due to the
emergence of organizational EBP interventions, which | expect will impact the resources and processes
individual providers associate with the concept.

Additionally, | conducted 17 ad hoc, opportunistic interviews with individual healthcare workers
interested in the subject of clinical decision-making or EBP. Six of these respondents were recruited at the
Institute for Healthcare Improvement (IHI) National Forum, a healthcare quality improvement practitioner
and researcher conference, as well as through spontaneous connections and snowball sampling. This
opportunistic strategy enabled me to include individuals who had particular familiarity with EBP, as well
as those who had little to no experience with EBP, in order to broaden the scope of views on the subject
within the sample. Including these individuals allowed me to reduce sample bias arising from the
organization recruitment strategy, as | expected that those organizations willing to engage in a research
study on EBP were likely to have more developed conceptualization of EBP or successful EBP initiatives.
Table 3.1 describes respondents by organization and background.

Because this research is aimed principally at identifying variation in practice in the concept of EBP
that has previously been treated as uniform, | do not claim representativeness of the sample (e.g., with
respect to the broader United States healthcare system), solely that it successfully identifies the existence
of variation and indicates varied uses of EBP and disparate causes of this variation. Future quantitative
research is necessary to estimate the prevalence of each concept and strength of relationships that |
identify here.

Table 3.1. Respondents by organization and background.

Organization Number of Interviews Clinical Administrative | Research
Background Role Experience

Department of 10 9 (2 residents) 6 5

Psychiatry

Departmentof |7 6 (3 residents) 2 2

Internal

Medicine

Department of | 4 + 3 resident focus groups | 19 (15 residents) | 2 1

Family Medicine | (3, 7, and 5 respondents)

Misc. Mental 9 6 6 4

Health

Misc. Medical 8 6 (1 resident) 7 1

Total 41 (53 participants) 46 23 13
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1.2. Organization Overviews

For the purposes of this study, | include any organizations with administrative oversight of
individual clinicians and a formal stake in how the individual uses EBP. These include clinics,
hospitals/medical centers, and networks of medical centers.

Though this study draws upon all interviews, | focus in particular on the five organizations where
respondents described multiple EBP-related activities, in order to compare EBP activities both within and
across organizations. The five organizations are described briefly here.

1.2.1. Department of Psychiatry

The Department of Psychiatry belongs to a large (500+ bed) urban academic medical center. The
department is comprised of roughly 60 psychiatrists, psychologists, nurse practitioners, social workers
and therapists, including both adult and child clinics.

In addition to the psychiatry residency program, the Department of Psychiatry also has a growing
research program in psychiatry, clinical psychology, and implementation science. The Department website
features their numerous research centers. In particular, research programs in mental health disparities
and Posttraumatic Stress Disorder (PTSD) are heavily influenced by the patient population. The
department currently has six active clinical trials, including psychopharmacological, cognitive-behavioral,
and alternative therapy treatments for a variety of behavioral health disorders.

The Department underwent a change in leadership just over two years prior to interviews. The
current chief has made EBP a priority, developing research initiatives in the Department, restructuring
clinics to provide specialized care in Cognitive Behavio