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ABSTRACT 

Evidence-based practice (EBP) has been internationally recognised as the gold standard for 

the provision of safe and compassionate health care, and entails integrating clinical expertise 

with the best available research evidence in order to make effective decisions about the care 

of patients. The adoption of EBP remains slow, and this has been identified as a significant 

public health concern as few people with mental disorders in South Africa are treated using 

evidence-based psychological treatments (EBTs). Proponents of EBP have argued that the 

most effective way of sustaining the use of EBTs is by adopting EBP as a guiding 

pedagogical principle in professional psychology training programmes. For such efforts to be 

successful, it is pertinent to assess the receptiveness of the target population. Attitudes 

towards EBP remain the top indicator of successful adoption. The current study explored the 

attitudes and receptiveness towards EBP among clinical and counselling psychology students 

(N=57) at 11 accredited institutions nationally. Participation in the study was voluntary and 

the procedure followed all ethical requirements. All data collection occurred online. 

Participants completed a general questionnaire, the Evidence-Based Practice Attitudes Scale-

15 (EBPAS-15) and the Organisational Culture and Readiness for System-wide Integration of 

Evidence-based Practice (OCRSIEP) Scale. All data collection instruments demonstrated 

sound psychometric properties. A major finding of this study was that clinical and 

counselling psychology students reported favourable attitudes and receptiveness towards the 

adoption of EBP. The overall score on the EBPAS-15 indicated that students were likely to 

adopt EBP, while results on the ORCSIEP overall score indicated that they were receptive 

towards EBP and were ready to adopt EBP. An exploration of the association between 

attitudes and receptiveness towards EBP indicated that no correlation exists. Additionally, 

factors such as age, gender, psychology programme enrolment and preferred therapeutic 

orientation were not significantly associated with attitudes and receptiveness towards EBP. In 
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conclusion, the results of this study suggest that there is a sound foundation on which to 

incorporate EBP into the professional training programmes of psychology students. 
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Chapter One: Introduction 

 

1.1 Background 

Evidence-based practice (EBP) is defined by Sackett et al. (1996) as the “conscientious, 

explicit, and judicious use of current best evidence in making decisions about the care of 

individual patients. The practice of EBP means integrating individual clinical expertise with 

the best available external clinical evidence from systematic research” (p. 71). This complex 

and conscientious decision-making involved in EBP is not only based on the current best 

evidence, but also fundamentally includes individual patient characteristics, contextual 

factors, and preferences. Thus, EBP recognises that health care is individualised and ever-

changing, and is therefore a scientific method of patient care that is not rigid, but open to the 

uncertainties and probabilities which the field of psychology encompasses. 

 

EBP has been internationally recognised as the gold standard for the provision of safe and 

compassionate health care, and is widely supported among mental health service providers 

and health organisations (Horton, 2007). Locally, Kagee (2006) argues that a higher 

likelihood of therapeutic success is possible when mental health practitioners integrate the 

latest empirical evidence with clinical practice, as opposed to exclusively relying on clinical 

experience and intuition to guide interventions.  

 

EBP offers a cost-effective approach to enhancing standards of health care and promoting the 

use of effective interventions. EBP is essential in a developing country like South Africa, 

where a significant part of the population experience persistent psychological difficulties 

including depression, anxiety and post-traumatic stress disorder (Herman et al., 2009). 

Considering the low ratio of service providers to the population, there have been increasing 
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calls for the dissemination and implementation of efficient and resourceful evidence-based 

treatments (EBTs) in mental health care in South Africa (Bantjes et al., 2016; Department of 

Health, 2011; Kagee, 2014; Padmanabhanunni & Sui, 2017). 

 

The current study forms one part of a larger NRF-funded project which focused on 

implementing EBP in the curriculum of a professional psychology training programme and 

assessing its effectiveness in promoting adoption. The broader study consists of several inter-

related phases. One of the aims of the broader project was to investigate institutional 

receptiveness towards incorporating EBP in the curriculum of professional clinical and 

counselling psychology training programmes nationally. The current study forms part of the 

first phase and aimed to investigate clinical and counselling psychology student attitudes and 

receptiveness towards EBP in psychology.  

 

1.2 Problem Statement 

Despite the benefits of EBP, few people with mental disorders in South Africa receive 

evidence-based interventions (Kagee & Lund, 2012). The adoption of EBP in South Africa 

remains slow, and this is a significant public health concern. For the past two decades, the 

international research community in various disciplines has acknowledged a gap between 

research and practice.  

 

A plethora of studies have researched barriers in the adoption of EBP and sought methods of 

bridging the research-to-practice gap (Barkham & Mellor-Clark, 2003; Jordan et al., 2016; 

Rosswurm & Larrabee, 1999; Stirman et al. 2015). Existing research in the United States, for 

example, has identified the attitudes of service providers and limited receptiveness towards 

EBP as significant barriers to adoption (Lilienfield et al., 2013; Pravikoff et al., 2005).  
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Similar results have been obtained in local studies. Padmanabhanunni and Sui (2017) found 

that barriers to the implementation of EBP in South Africa included negative assumptions of 

EBP, problematic appraisals concerning the appropriateness of EBP for patients seen in 

practice contexts, and lack of training opportunities in EBTs. According to Padmanabhanunni 

and Sui (2017), clinical and counselling psychologists who have been in the field for most of 

their careers consider EBP to be a time-consuming practice, are reluctant to change 

entrenched practices and are thus less inclined to adopt EBTs. 

 

Incorporating EBP into clinical and counselling psychology training programmes in South 

Africa and teaching the value of EBP to students provide a starting point to increased 

adoption and use of EBTs in psychology. This inclusion would give psychologists in training 

an evidence-based foundation on which to build their knowledge and inform their future 

clinical practices. However, as Padmanabhanunni and Sui (2017) argue, attitudes towards 

EBP remain the top indicator of successful adoption of EBP; it is thus essential to investigate 

clinical and counselling psychology student attitudes and receptiveness towards EBP as a 

precursor to incorporating EBP into professional psychology training programmes.  

 

1.3 Aim and Objectives 

The aim of this study was to investigate clinical and counselling psychology student attitudes 

and receptiveness towards EBP. The objectives of this study were to: 

 assess clinical and counselling psychology student attitudes towards EBP,  

 assess clinical and counselling psychology student receptiveness to being trained in 

EBP, 

 investigate the association between student attitudes and receptiveness towards EBP 

and, 
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 determine if demographic factors (age, gender, master’s programme, preferred 

therapeutic orientation) were associated with attitudes and receptiveness towards 

EBP. 
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Chapter Two: Literature Review 

 

2.1 Introduction 

EBP has been recognised as the gold standard for the provision of safe and compassionate 

health care in the international sphere. However, the adoption of EBP remains slow in the 

discipline of psychology in South Africa. This chapter will explore existing literature which 

defines and provides an understanding of EBP and will highlight the importance and 

effectiveness of EBP in psychology. The status of EBP in the South African context will be 

discussed in order to highlight the existence of a significant research-to-practice gap. This 

chapter will also explore factors influencing this disconnect between research and clinical 

practice, and identify barriers influencing the adoption of EBP in clinical practice in South 

Africa. Finally, the chapter explains the correlation between attitudes and the successful 

adoption of EBP and concludes with a possible solution to bridging the evidence-to-practice 

gap in Psychology. 

 

2.2 Defining Evidence-Based Practice in Psychology  

EBP is defined as “the integration of the best available research with clinical expertise in the 

context of patient characteristics, culture and preferences” (American Psychological 

Association [APA], 2005, p. 5). Sackett and colleagues (1996) described EBP as a step-by-

step process which entails firstly assessing and defining a problem, followed by formulating a 

specific question, searching, locating, and evaluating appropriate evidence, planning and 

implementing an intervention by integrating evidence into practice, and finally evaluating 

results and the overall process. The EBP movement originated in the medical profession, but 

has been increasingly endorsed in the mental health care sector (Lilienfield et al., 2013; 

McHugh & Barlow, 2010).  
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Spring (2007) stated that “in public health and some areas of general medicine, EBP is 

generally meant to be policies or practice guidelines” (p. 612), which specify best practices 

for addressing a given problem or disorder. Spring (2007) elaborated that “these nomothetic 

guidelines indicate the level or quality of the evidence supporting these guidelines, and that 

these guidelines are aspirational” (p. 612). Spring (2007) further stated that these practice 

guidelines frame treatment recommendations and specify the best empirically supported 

treatment for a psychiatric disorder, biopsychosocial condition or life problem. However, it is 

important to note that Spring (2007) additionally argued that “this recommended treatment 

approach assumes relatively homogenous intervention needs among different individuals who 

have the clinical problem” (p. 612).  

 

However, in contrast, Spring (2007) also highlighted a different, more idiographic approach 

to EBP which relies on decision-making for the care of individual patients. This aligns with 

the EBP model described by Sackett and colleagues (1996), and the model that has been 

adopted by most health care professionals. This idiographic approach to EBP has also been 

embraced by the APA. The APA (2005) authored a policy statement on EBP in psychology, 

and defined EBP in the field of psychology as “the integration of the best available research 

evidence with clinical expertise in the context of patient characteristics, culture and 

preferences” (p. 1).  

 

The APA Presidential Task Force on Evidence-based Practice (2006) also noted a 

relationship between EBP in psychology and empirically supported treatments (ESTs), and 

stipulated the difference as follows: “ESTs start with a treatment and ask whether it works for 

a certain disorder or problem under specified circumstances, whereas EBP in psychology 
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starts with the patient and asks what research evidence will assist the psychologist in 

achieving the best outcome” (p. 273). 

 

The APA (2005) further stated in its policy that “the purpose of EBP is to promote effective 

psychological practice and enhance public health by applying empirically supported 

principles of psychological assessment, case formulation, therapeutic relationship and 

intervention” (p. 1). Spring (2007) used the metaphor of a three-legged stool to describe EBP, 

and explained that each leg represents an important data aspect that needs to be considered 

and integrated in order to determine the optimal care for an individual patient. The first leg 

represents research, the second considers clinical expertise, and the third includes patient 

preferences and participation in the therapeutic process. These will be described in more 

detail below. 

 

The first leg of Spring’s (2007) EBP model represents the best research that informs why a 

treatment works effectively. The APA (2005) explained in their EBP policy that “best 

research evidence refers to scientific results related to intervention strategies, assessment, 

clinical problems, and patient populations in laboratory and field settings as well as to 

clinically relevant results of basic research in psychology and related fields” (p. 1). 

Furthermore, a “sizeable body of evidence drawn from a variety of research designs and 

methodologies attests to the effectiveness of psychological practices” (APA, 2005, p. 1). The 

APA (2005) also indicated that systematic reviews, reasonable effects sizes, statistical and 

clinical significance, and a body of supporting evidence should be the basis for evidence 

derived from clinically relevant research on psychological practices. In addition, Spring 

(2007) emphasised that, ultimately, what is considered to be the best research evidence 

depends on the question that needs to be addressed. Spring (2007) stipulated that the best 
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research evidence is also arranged hierarchically. September (2018) detailed this hierarchy by 

situating meta-analysis and randomised controlled trials on top, quasi-experimental studies in 

the middle, and correlational and uncontrolled case studies at the bottom. Ultimately, EBP 

requires that psychologists recognise the strengths and limitations of evidence obtained from 

different types of research (APA Presidential Task Force, 2006). 

 

The second leg of the model represents clinical expertise, referring to the clinician’s intuition, 

attributes and training. Wilson et al. (2009) and September (2018) elaborated on clinical 

expertise to include detailed aspects such as the clinician’s ability to draw on past 

experiences, develop a therapeutic alliance and having an informed rationale for therapy 

choices. These authors expanded further on a clinician’s expertise to include a sound skills 

set on assessment, treatment planning, clinical decision-making, interpersonal expertise, 

continual self-reflection, and the ability to integrate empirical research and patient 

preferences to find the best fit (September, 2018; Wilson et al., 2009).  

 

Spring (2007) argued that the clinical expertise component of EBP has generated the greatest 

controversy, and he stated that “the critique of clinical expertise no doubt derives largely 

from the ambiguity of the construct, which can be misconstrued as tantamount to opinion or 

unquestioned intuition” (p. 614). The APA (2006), in an idea later corroborated by Spring 

(2007), indicated that it must be highlighted that experts are not infallible, and they are prone 

to errors and biases, as are all humans. Therefore, integral to clinical expertise is the 

awareness of the limits of one’s knowledge and skills, as well as paying attention to the 

heuristics and biases that can affect clinical judgement (APA Presidential Task Force, 2006). 
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The individual therapist has a substantial impact on outcomes, both in clinical trials and in 

practice settings (APA Presidential Task Force, 2006). Notably, existing empirical literature 

has found that considerable variations in the outcomes of psychotherapy can be explained by 

nonspecific therapeutic factors such as therapeutic warmth or the therapeutic alliance (Ilardi 

& Craighead, 1994). Considering that treatment outcomes are systematically related to the 

provider of the treatment, how to improve patient outcomes is related to the importance of 

understanding expertise in clinical practice (APA Presidential Task Force, 2006). 

 

Spring (2007) wrote that the individual differences constituting clinical expertise are evident 

amongst psychology professionals from the outset of training, and further speculated that it is 

unclear how well an individual can be trained beyond a certain threshold level of 

competency. However, the APA Presidential Task Force (2006) argued that psychologists 

hold dual roles as scientists and practitioners, and they further stated that psychological 

training fosters a clinical expertise informed by scientific expertise. This allows psychologists 

to understand and integrate scientific literature as well as frame and test hypotheses and 

interventions in clinical practice (APA Presidential Task Force, 2006; Stricker & Trierwieler, 

1995). The APA (2006) summarised that: 

Clinical expertise develops from clinical and scientific training, combined with 

theoretical understanding, experience, self-reflection, knowledge of research, and 

continuing professional education and training. These components are manifested in 

all clinical activities, including the establishment of therapeutic alliances, patient 

assessments, the development of systematic case formulations, treatment planning and 

goal setting, skilful application of appropriate interventions, efficiently monitoring 

patient progress and adjusting patient interventions accordingly, attending to patients’ 
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unique contexts, and seeking available resources when necessary. (APA Presidential 

Task Force, 2006, p. 276) 

 

The third leg of EBP represents patient preferences and the patient’s active participation and 

cooperation in the therapeutic process. Wilson and colleagues (2009) specified that factors to 

consider when working from an EBP approach include the patient’s culture, location, 

employment, individual differences, and the diagnosis. Additional important factors to 

contemplate in EBP include the patient’s age, gender, sexual orientation, ethnicity, race, 

social class, religion, life stage, and worldview (Norcross et al., 2008; September, 2018). The 

APA Presidential Task Force (2006) has also stressed that “patient characteristics such as 

functional status, readiness to change, and level of social support are known to be related to 

therapeutic outcomes” (p. 2).  

 

Copiously considering patient characteristics and engaging patients in the management of 

their own wellness and health care is a departure from a paternalistic care model in which the 

clinician makes decisions on the patient’s behalf (Spring, 2007). Using a more culturally 

informed, reciprocal model of care allows clinicians to respect patient needs and goals, and 

allows patients to clarify their own values and treatment preferences. The APA Presidential 

Task Force (2006) emphasised that a central goal of EBP in psychology is to maximise 

patient choice among effective alternative interventions. When using a systematised approach 

to include the client in making decisions about their treatment, clinicians make provision for 

clients to evaluate the relevant risks and benefits of alternative treatments. For many 

psychological conditions, clients need to be aware of the risk involved in being treated 

pharmacologically, for example, and decide whether they prefer to be treated 

pharmacologically, behaviourally or both. Furthermore, considering factors such as the 
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client’s insurance coverage, schedule, child-care considerations and mode of transportation 

assists in determining the overall effectiveness of treatment and is therefore essential to the 

EBP approach (Spring, 2007).  

 

EBP is the process of integrating all of the above-mentioned legs in order to inform clinical 

decision-making (Edwards, 2009; Spring, 2007). The process requires specialised skill in 

each leg. Difficulties with integration have been reported by clinicians, and a debate 

concerning whether each leg should be considered with equal importance is ongoing. 

Lilienfield and colleagues (2013) have argued that if clinical practice is informed by research, 

then the legs cannot be equal, but must be in a hierarchical relationship, stressing that 

research-based evidence carries more weight than the other two legs. The APA Presidential 

Task Force (2006) has indicated that the treating psychologist determines the applicability of 

research conclusions to a particular patient; it has further cautioned that individual patients 

may require decisions and interventions not directly addressed by the available research. The 

APA Presidential Task Force (2006) has concluded that “the application of research evidence 

to a given patient always involves probabilistic inferences, and therefore, ongoing monitoring 

of patient progress and adjustment of treatment as needed are essential to EBP in 

psychology” (p. 280). The challenge posed to clinicians during the clinical decision-making 

process is thus how to ensure that one leg of the process is not neglected. 

 

2.3 The Importance and Effectiveness of EBP in Psychology 

EBP has been internationally recognised as the gold standard for the provision of safe and 

compassionate health care; it is widely supported among mental health service providers and 

health agencies, such as the World Health Organization (WHO), the National Institutes of 

Health in the United States of America, and the National Institute of Clinical Excellence in 
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the United Kingdom, as well as advocacy groups such as the Movement for Global Mental 

Health (Horton, 2007). Padmanabhanunni and Sui (2017) echoed the sentiments of 

international mental health service providers and agencies, stating that the EBP movement 

has been heralded as one of the major advances in health care. The APA Presidential Task 

Force (2006) elaborated that much has been learnt over the past century from basic to applied 

psychological research, as well as from observations and hypotheses developed in clinical 

practice. However, clinical hypothesis testing has its limitations, and therefore it has become 

essential to integrate clinical expertise with the best available research. The APA Presidential 

Task Force (2006) argued that the EBP movement is a means to enhance service delivery to 

patients, using a collaborative approach consisting of the best available research, clinical 

expertise and the patient’s profile, which holds the potential to increase the effectiveness of 

treatment.  

 

Padmanabhanunni and Sui (2017) documented how two converging developments have 

spurred the EBP movement: “The first is the rapid advancement in the understanding of the 

nature of various psychological disorders and the related development of more precisely 

targeted psychological interventions” (p. 198). The APA Presidential Task Force (2006) 

stated that there remain many disorders, problem constellations and clinical situations for 

which empirical data are sparse, and urges clinicians in these circumstances to use their 

clinical judgment, along with their knowledge of the best available evidence, to develop 

coherent treatment strategies. The APA Presidential Task Force (2006) highlighted the 

importance of EBP and urged researchers and practitioners to work together to ensure that the 

research available on psychological practice is both clinically relevant and internally valid.  
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The APA recommends that clinicians be trained in EBP to be equipped to appraise the range 

of evidence regarding the efficacy of different forms of psychotherapy. In addition, clinicians 

can be trained to recognise the strengths and limitations of clinical intuition and to understand 

the importance of patient preferences and values, as well as the relevance of the socio-

cultural context in treating clients (APA Presidential Task Force, 2006; Blease et al., 2016). 

Additionally, the APA (2006) also emphasised the importance of keeping updated with the 

process data of how psychotherapies work. Blease et al. (2016) argued that EBP is essential 

for the ethical practice of psychological treatments and stated that EBP bears repercussions 

for the clinician’s duty of professional competence. Blease et al. (2016) further stated that 

EBP is pertinent to the duty to respect patient autonomy, namely the patient’s right to make 

informed decisions concerning their treatment plans. 

 

In accordance with the global viewpoint prioritising effective, evidence-based interventions 

in diverse communities, a new scope of practice for clinical psychologists was incorporated 

into the law in South Africa (Department of Health, 2011). The new scope of practice for the 

profession of psychology, as regulated by the Health Professionals Council of South Africa 

(HPCSA), stipulated that clinical psychologists are required to implement evidence-based 

psychological interventions in practice settings (Department of Health, 2011). This inclusion 

reflected recognition of the necessity of using EBP in addressing mental health disorders. 

 

Additionally, McHugh and Barlow (2012) argued that there has been a substantial increase in 

the publication of treatment manuals, the creation of journals that specifically focus on EBP 

in psychology, and the provision of intensive training workshops for mental health care 

providers. Padmanabhanunni and Sui (2017) concurred with McHugh and Barlow (2012), 

and they further elaborated that the second development which has spurred the EBP 
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movement involves an increase in efforts to reduce the burden of mental illness by 

minimising error in treatment selection and administration. It is argued that by utilising EBP, 

clinicians can reduce the amount of time patients spend undergoing treatment, improve 

clinical outcomes and maintain high standards of care (Lilienfield et al, 2013; 

Padmanabhanunni & Sui, 2017). 

 

Furthermore, the APA has identified best research evidence as a major component of EBP 

(APA Presidential Task Force, 2006). To help disseminate such research evidence, APA 

Division 12 (Society of Clinical Psychology) (2016) has published a list of EBTs for a variety 

of psychological disorders, and numerous EBTs for mental health disorders have been 

developed and tested in university-based controlled studies (McHugh & Barlow, 2012; 

Wilson et al., 2012). This organisational support from the APA and academic groundwork 

aim to ensure that effective interventions are promoted in diverse community settings (Karlin 

& Cross, 2014; Proctor et al., 2013). 

 

In addition, EBP has been found to be beneficial to both patients and health care service 

providers. Numerous studies have found that positive service provider-related outcomes, 

including reduced burnout and improved job satisfaction, have been associated with EBP 

(Aarons et al., 2009; Aarons & Sawitzky, 2006; Melnyk et al., 2010).  

 

2.4 The role of Psychology and EBP in the South African context 

The WHO Mental Health Report (2001) estimated that mental health conditions contributed 

12 percent of the global burden of disease, and predicted that this will rise to 15 percent by 

the year 2020. In a press release, the WHO (2019) stated that, currently, around 450 million 

people suffer from mental conditions, and that one in four people will be affected by mental 
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or neurological conditions in their lives. Developing countries like South Africa have a higher 

prevalence of mental health disorders (Herman et al., 2009). EBP offers a cost-effective 

avenue for enhancing standards of care and promoting the use of effective interventions, and 

it is therefore particularly important in a developing country like South Africa, where a 

substantial proportion of the population experience persistent psychological problems.  

 

Despite its importance, the adoption of EBP in South Africa has been slow, and debates about 

the role of psychology in South Africa persist amongst psychologists. De La Rey and Ipser 

(2004) noted that many South African psychologists engaged in a debate during the late 

1980s regarding the relevance of Eurocentric positivistic empiricism in psychology in the 

daily lives of people living in vastly different socio-economic conditions. According to these 

authors, “due to the socioeconomic inequities promulgated by the policies of the apartheid 

regime, psychology was almost the exclusive reserve of what were perceived as an elit ist 

group of middle class white men” (De La Rey & Ipser, 2004, p. 545).  

 

Thus, the applicability of psychological knowledge and practice to the social problems in 

South Africa was scrutinised, and a call for the reform of psychology ensued, to ensure that 

its practices were more relevant to the various social conditions of South Africa. De La Rey 

and Isper (2004) stated that, from 1994 onwards, the call for relevance in psychology 

manifested in two forms of response: “Firstly, an attempt to change the demographic profile 

of psychologists, and secondly, a conscious responsiveness to post-apartheid policy 

imperatives and issues” (p. 545). Thus, in aligning themselves with the South African 

government’s focus on redevelopment during the first five years after the first democratic 

elections, many psychologists who had been at the forefront of anti-apartheid critique turned 

towards policy development, specifically mental health policy (De La Rey & Isper, 2004). 
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It has been highlighted that many African countries lack mental health care policy and 

legislation to direct their programmes and services, and that, of those countries which do have 

health care policies, many are not informed by research evidence on mental health needs 

within the country (Horton, 2007). The WHO Mental Health Report (2001) advocated that 

policies are urgently needed to ensure that stigma and discrimination are broken down and 

that effective prevention and treatment are put in place. In line with international 

developments in mental health legislation, the Mental Health Care Act No. 17 of 2002 was 

promulgated in South Africa. Burns (2008) described the core principles of the Mental Health 

Care Act No. 17 of 2002 as progressive and commendable; these principles include human 

rights for users, decentralisation and integration of mental health care at primary, secondary 

and tertiary levels of care, and a focus on care, treatment and rehabilitation.  

 

Furthermore, a health care delivery policy based on the district health system was designed to 

extend the availability of appropriate health care in South Africa (Herman et al., 2009). This 

policy placed most of the public mental health care within an integrated primary health care 

system. Herman and colleagues (2009) argued that in order to achieve this primary health 

care goal, population-based data that identifies the prevalence of mental health disorders, risk 

factors for these disorders, patterns of treatment, barriers to treatment, and the potential 

approaches to improving health care are required. Thus, in conjunction with the WHO World 

Mental Health Survey initiative, a national survey, the South African Stress and Health Study 

(SASH), was undertaken between 2003 and 2004; this was the first large population-based 

mental health epidemiological survey in South Africa (Herman et al., 2009).  

 

The SASH study established that 30.3 percent of South Africans have a mental disorder at 

some point in their life. Results from the study highlighted that 25.2 percent of people with a 
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mental disorder sought treatment, but only 5.7 percent received care from a mental health 

care practitioner (Herman et al., 2009). Possible reasons for the low treatment rates from a 

mental health care practitioner include various misconceptions about individuals with mental 

disorders. In the African context, mental disorders or difficulties are often believed to be 

caused by spiritual possessions, witchcraft, substance abuse, and/or sins committed by 

afflicted individuals or their relatives (Gureje et al., 2005; Hugo et al., 2007). Cooper and 

colleagues argued: 

It is often believed that mental ailments do not have a cure; therefore, once an 

individual has been labelled as mentally ill, the label becomes a permanent mark on 

the individual’s identity. Consequently, inflicted individuals are often feared, 

ridiculed, exploited, neglected, isolated, rejected by family members, abused or 

excluded from social engagement and basic rights. (Cooper et al., 2011, p. 313)  

Such widespread stigma and discrimination towards the mentally ill can have implications for 

the prevention and treatment of mental illnesses (Cooper et al., 2011). 

 

Kagee (2014) argued that psychology in South Africa has failed in its responsibility to 

improve social development and meet the needs of society. September (2018) further stated 

that the social problems facing post-apartheid South Africa have increased in terms of 

community violence, women and child abuse, alcohol and substance use, high rates of 

communicable and non-communicable diseases, as well as high immigrant rates. Flisher and 

colleagues (2007) argued that the current burden of mental illness has economic and 

development implications for the African continent, given emerging evidence from low-

income countries that mental illness and poverty interact in a vicious cycle of deprivation and 

disadvantage (Flisher et al., 2007; Lund et al., 2007; WHO, 2003). Conditions of poverty can 

lead to high levels of stress, social exclusion, reduced access to social capital, malnutrition, 
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obstetric risks, and increased risk of violence, and thereby to increased risk and prevalence 

of, and worse outcomes for, mental health conditions (Patel, 2001). Despite the fact that 

mental health conditions represent a growing global burden, mental health is still a highly 

neglected issue in resource-limited settings.  

 

Although improving mental health status in Africa ultimately requires global structural 

economic interventions aimed at eradicating poverty, Cooper and colleagues (2011) argued 

that the self-perpetuating negative cycle can be lessened through cost-effective clinical, 

economic and social interventions. EBP offers a cost-effective avenue for enhancing 

standards of care and promoting the use of effective interventions, and is therefore 

particularly important in a developing country like South Africa, where a significant 

proportion of the population experience chronic psychological problems.  

 

2.5 The Evidence-Based Practice Gap in South Africa 

The improved chance of success that EBP offers is particularly welcome in South Africa 

where a low ratio of mental health care providers to the population exists and where most 

people in the country have limited financial resources to access mental health care (Bantjes et 

al., 2016). Despite its importance internationally and its inclusion in South African law, EBP 

has had limited impact on the delivery of mental health services by clinical and counselling 

psychologists in South Africa (Kagee, 2014; Padmanabhanunni & Sui, 2017; Pillay et al., 

2013). Few people with mental disorders in South Africa are treated using EBTs (Kagee & 

Lund, 2012). The adoption of EBP remains slow, and this is a significant public health 

concern.  
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The implementation of research into practice remains a complex task (Kitson et al., 1998). 

Although the APA has published several books about EBP in psychology (Goodheart et al., 

2006; Norcross et al., 2005), Walker and London (2007) argue that the available literature 

does not sufficiently present the skillset needed to implement EBP in a manner comparable to 

that available to the other health professions. A plethora of studies have researched these 

barriers and sought methods for bridging the evidence-to-practice gap (Barkham & Mellor-

Clark, 2003; Rosswurm & Larrabee, 1999; Stirman et al., 2015). Existing research in the 

United States has identified that the attitudes of service providers and receptiveness towards 

EBP are significant barriers to the adoption of EBP (Lilienfield et al., 2013; Pravikoff et al., 

2005). 

 

2.6 Barriers Affecting the Implementation of EBP 

Padmanabhanunni and Sui (2017) identified barriers to the implementation of evidence-based 

interventions in South Africa, highlighting that the primary causes were negative assumptions 

regarding EBP and problematic appraisals concerning the appropriateness of EBTs for 

patients seen in practice contexts. Furthermore, Padmanabhanunni and Sui (2017) stated that 

clinical and counselling psychologists who have been in the field for most of their careers are 

reluctant to change their deep-rooted practices and are therefore less disposed to adopting 

EBTs.  

 

Cook et al. (2009) reported that clinicians’ reluctance to adopt new treatments was related to 

the high cost of training, insufficient time to attend training programmes, and the lack of 

accessible or local training opportunities. Bearman et al. (2015) argued that “postgraduate 

training is costly and appears to be an ineffective way of upskilling because the availability 

and quality of trainings from one region to another is likely to vary widely and would be 
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difficult to regulate” (p. 15). Bearman et al. (2015) stated that a major criticism of EBP was a 

lack of attention to client diversity and that “clinicians worry that using empirically supported 

interventions, which are often manualised, will interfere with the development of the 

therapeutic alliance, prevent genuine connection, and dampen creativity” (p. 14). However, to 

address this concern, the authors argued that “thoughtful frameworks have been published for 

adapting specific interventions for clients in a way that addresses cultural diversity” 

(Bearman et al., 2015, p. 14).  

 

Kagee and Lund (2012) conducted a study exploring the perspective on EBP of directors of 

clinical and counselling psychology training programmes. The authors found diverse 

reflections amongst the directors, and concluded that the training which clinical and 

counselling psychologists receive in South Africa is likely to vary substantially according to 

the particular academic institution in which they are trained. Internationally, Hatcher et al. 

(2012) found in their study that, although three-quarters of professional psychology 

programme directors felt that using scientific and professional literature to inform direct 

service was highly valued, only one-third of the directors from the practicum sites where 

those students trained shared this priority. Bearman et al. (2015) argued that relying on 

practicum experiences to fill in gaps in student exposure to EBP may be risky. 

 

One reason for the negative assumptions, problematic appraisals and reluctance of 

psychologists to implement EBTs is that EBP and EBTs are not sufficiently promoted within 

organisations and tertiary institutions. Brown et al. (2008) found that support in the form of 

mentoring and resources at the organisations or institutions under which practitioners work 

influence these practitioners’ perceived knowledge and skills concerning EBP. These authors 

also found that a relationship existed between knowledge and practice. Other research has 
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demonstrated that educational interventions are effective at increasing the knowledge and 

skills associated with EBP. Various researchers have argued that there is a limited focus on 

teaching the value of EBP and training in EBTs in postgraduate training programmes in 

psychology in South Africa (Kagee, 2014; Kagee & Lund, 2012; Pillay et al., 2013). These 

authors have called for the reform of clinical and counselling psychology training 

programmes according to the principles of the best available evidence to inform practice. 

Bearman et al. (2015) reiterated that “graduate training programmes in professional 

psychology are well-positioned to provide clear and coherent information in order to address 

myths and misperceptions widely held about research, and treatment research in particular” 

(p. 15). 

 

Incorporating EBP into clinical and counselling psychology training programmes in South 

Africa and teaching the value of EBP provide a starting point to increasing the adoption of 

EBP. This inclusion would give professionals in training an evidence-based foundation on 

which to build their knowledge and inform their future clinical practices. However, as 

Padmanabhanunni and Sui (2017) argued that the attitudes towards EBP remain the top 

indicator of successful adoption of EBP, it is thus essential to investigate clinical and 

counselling psychology student attitudes and receptiveness towards EBP, as a precursor to 

incorporating a larger focus on EBP in professional training programmes. 

 

2.7 Exploring student attitudes and receptiveness towards EBP 

International studies on student attitudes and receptiveness towards EBP have been 

conducted across various professions within the health care sector. Khami et al. (2012) 

evaluated students’ awareness, attitudes, and self-assessed knowledge concerning EBP in the 

field of dentistry and concluded that students had an appropriate attitude towards EBP but 
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their awareness and knowledge of EBP was deficient. Khami et al. (2012) declared that there 

was an appropriate background for instructing evidence-based practice in dental students and 

suggested that implementation of evidence-based strategies as an educational topic in dental 

curricula could resolve deficiencies in this regard. Liabsuetrakul et al. (2012) concluded in 

their study with medical students that “the integration of evidence-based medicine (EBM) 

into the medical curriculum improved the knowledge, attitude, and skills on EBM of medical 

students” (p. 610). 

 

Specifically in the field of psychology, Bearman et al. (2015) examined change in doctoral 

student attitudes before and after a required course on EBP. The study concluded that 

attitudes towards EBP were more positive after the course than prior to the course, and that 

the change was significantly different. The study also provided evidence that a course 

covering common theories of empirically supported interventions, and issues related to EBP 

such as cultural diversity and therapeutic alliance, can improve student attitudes towards EBP 

(Bearman et al., 2015).  

 

Training new psychologists in EBP is argued to be more likely to dislodge problematic 

notions regarding EBTs and to sustain the use of these effective interventions in practice 

settings (Bearman et al., 2015; Karlin & Cross, 2014). A restructuring at the academic 

training level to incorporate EBP and training into the curriculum has the potential to 

significantly advance the quality of psychological services in South Africa. As 

Padmanabhanunni and Sui (2017) argued that attitudes towards EBP remain the top indicator 

of successful adoption of EBP, and that educational interventions are effective at increasing 

the knowledge and skills associated with EBP, it is thus appropriate to embark on an 

exploration of student attitudes and receptiveness towards EBP within their tertiary institution 
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before proceeding with the promotion of EBP in clinical and counselling psychology training 

programmes in South Africa. 
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Chapter Three: Methodology 

 

3.1 Introduction 

This study aimed to investigate clinical and counselling psychology student attitudes and 

receptiveness towards EBP. This chapter outlines the methodology of the study. Information 

regarding the research design, participants and sampling, data collection instruments, 

procedure, method of data analysis, reliability and validity, ethical considerations and the 

significance of the study are provided in this chapter. 

 

3.2 Research Design 

This project utilised a quantitative, correlational research design. Gorman and Clayton (2005) 

opined that quantitative researchers view the world as a collection of observable events and 

facts that can be measured. A correlational study explores whether there is a relationship 

between two or more variables and one group (Gay & Airasian, 2003). For the purpose of this 

research project, a national survey was undertaken to investigate the attitudes of clinical and 

counselling psychology students towards EBP and the extent to which these students are 

receptive towards EBP.  

 

A survey is viewed as the research method used to structure the collection and analysis of 

standardised information from a defined population using a representative sample of that 

population (Leedy & Ormrod, 2005). According to Babbie (2013), surveys are best suited to 

collect information about attitudes and are easy to administer. Furthermore, a survey in social 

research is generally preferred for its adaptability and objectivity. The survey can be 

simulated in an alternative context, and distance between the observer and the observed is 

maintained (Bryman, 1984).  

https://etd.uwc.ac.za/



25 

 

3.3 Participants and Sampling  

Participants were 57 master’s students completing their training in clinical or counselling 

psychology at an accredited institution in South Africa. Total population sampling was used 

owing to the relatively small size of the population. Total population sampling is “a technique 

used when the entire population that meets the criteria is included in the research being 

conducted, and where the number of cases being investigated is relatively small” (Etikan et 

al., 2016, p. 3). Approximately 10-14 students are selected each year in most professional 

psychology training programmes (Rhodes University, 2018; Stellenbosch University, 2018). 

Based on the information provided by Rhodes University (2018) and Stellenbosch University 

(2018), the total population of clinical and counselling psychology students enrolled at 

accredited institutions per year is estimated to be approximately 200 individuals.  

 

Inclusion criteria for participants in the study were: a) a participant must be registered as a 

master’s student studying clinical or counselling psychology at an accredited institution in 

South Africa, and b) a participant must currently be in the M1 (first) year of their training 

programme. Despite various efforts to attain as complete a sample frame as possible, the 

participation rate was 28.5% of the total population (57 of 200). 

 

3.4 Instruments  

Data were collected using an electronic survey consisting of three self-report instruments, 

namely a general questionnaire, the Evidence-Based Practice Attitudes-15 Scale (EBPAS-

15), and the Organisational Culture and Readiness for System-Wide Integration of Evidence-

based Practice (ORCSIEP) scale. A brief outline of each instrument is included as follows: 
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3.4.1 General Questionnaire 

The first instrument (see Appendix A) consisted of four demographic items (i.e. gender, age, 

current tertiary institution, category of psychology programme enrolled in), three professional 

items (preferred therapeutic orientation, preferred time spent doing clinically relevant 

research upon graduation, preferred time spent doing clinical or counselling activities upon 

graduation), and five general questions related to EBP (the definition of EBP, the extent to 

which participants were aware of EBP prior to the survey, influence of EBP on future 

academic and professional activities, exposure to EBP in their respective training programme, 

and exposure to different EBTs in their corresponding training programme). The general 

questionnaire was designed using guidelines from Luebbe et al.’s (2007) Evidence-Based 

Practice in Psychology Survey. 

 

3.4.2 Evidence-Based Practice Attitudes-15 Scale (EBPAS-15) 

The Evidence-Based Practice Attitudes-15 Scale (EBPAS-15) is a 15-item measure created 

by Aarons (2004) that assesses attitudes towards EBP and the use of EBTs (see Appendix B). 

Permission to use the EBPAS-15 for this research project was obtained from the original 

author. The EBPAS-15 is rated on a five-point Likert scale, ranging from 0 (not at all) to 4 

(to a very great extent). It consists of four subscales, namely ‘Appeal’, ‘Requirements’, 

‘Openness’, and ‘Divergence’. The EBPAS-15 assesses the intuitive appeal of EBPs, the 

likelihood of adopting an EBP given the requirements to do so, openness to new practices 

and perceived divergence between evidence-based interventions and current practice (Aarons, 

2004).  

 

Expanding on the purpose of each subscale with an item listed in the EBPAS-15, Aarons and 

colleagues (2010) elaborated that: “the Appeal subscale assesses the willingness of clinicians 
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to adopt an EBP if it were intuitively appealing, could be used correctly, or was being used 

by colleagues who were happy using it” (e.g. if I received training in therapy or an 

intervention that was new to me, how likely would I be to adopt it if it ‘makes sense’ to me?) 

(Aarons et al., 2010, p. 358). “The Requirements subscale measures how willing clinicians 

are to adopt an EBP if it were a requirement by an agency, supervisor or country” (e.g. if I 

received training in a therapy or an intervention that was new to me, how likely would I be to 

adopt it if it was required by my organisation?) (Aarons et al., 2010, p.358). “The Openness 

subscale measures the extent to which the clinician is willing to try new interventions using 

more structured or manualised interventions” (e.g. I am willing to try new types of 

therapies/interventions, even if I have to follow a treatment manual) (Aarons et al., 2010, p. 

358). “The Divergence factor assesses the extent to which the provider perceives EBPs as not 

clinically useful and less important than clinical experience” (e.g. clinical experience is more 

important than manualised therapy/interventions) (Aarons et al., 2010, p. 358). 

 

The EBPAS-15 has a total scale which is an aggregate of all the scores and gives an 

indication of the global attitudes of clinicians towards the adoption of EBP. The total score on 

the EBPAS-15 is calculated by first reverse-scoring the items on the Divergence subscale and 

then computing the overall mean. Higher scores represent more positive attitudes towards 

EBP (Aarons, 2004). 

 

Gliem and Gliem (2003) argued that, when using Likert-type scales, it is imperative to 

calculate and report Cronbach’s alpha coefficient (α) for internal consistency reliability for 

any scales or subscales one may be using. Cronbach’s alpha reliability coefficient ranges 

between -1.0 and 1.0. The closer the Cronbach’s alpha coefficient is to 1.0, the greater the 

internal consistency of the items in the scale (Gliem & Gliem, 2003). George and Mallery 
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(2003, p. 231) provided the following figures as rules of thumb when assessing the Cronbach 

alpha coefficient: “≥0.9 = excellent, ≥0.8 = good, ≥0.7 = acceptable, ≥0.6 = questionable, 

≥0.5 = poor, and <0.5 = unacceptable”. In this study, the total alpha score was .71. The alpha 

scores for the four subscales were as follows: Appeal 0.61, Requirements 0.87, Openness 

0.79, and Divergence 0.45. 

 

In studies conducted in developed countries, the EBPAS-15 demonstrated good internal 

consistency reliability (α=0.72-0.82) (Nakamura et al., 2011; van Sonsbeek et al., 2015).  

Padmanabhanunni (2018) investigated the reliability of the EBPAS-15 in South Africa and 

found the instrument to be psychometrically sound (α=0.62-0.85) and that the reported norms 

provide a reference point for future research in the context of developing countries.  

 

3.4.3 Organisational Culture and Readiness for System-Wide Integration of Evidence-

Based Practice (OCRSIEP) Scale 

The Organisational Culture and Readiness for System-wide Integration of Evidence-based 

Practice (OCRSIEP) Scale (see Appendix C) is an 11-item survey that measures participants’ 

perceptions of their organisation’s culture and its preparedness for EBP implementation 

(Fineout-Overholt & Melnyk, 2006). Permission to use the OCRSIEP for this research project 

was obtained from the original authors, Fineout-Overholt and Melnyk. It uses a 5-point 

Likert-type scale, ranging from 1 (none at all) to 5 (very much), to measure items such as 

perceived levels of commitment among staff and resources available for implementation of 

EBP. Selected items from the OCRSIEP were included in this study, due to the original scale 

having been designed for nurses and not the general health care field. The OCRSIEP was 

scored using the guidelines provided by Melnyk et al. (2008). Higher total scores reflect 

greater organisational readiness for EBP. 
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In this study, the total alpha score for the OCRSIEP was 0.92. In previous studies, the 

OCRSIEP demonstrated excellent internal consistency reliability (α=0.92-0.94) (Harper et al., 

2017; Melnyk et al., 2010).  

 

3.5 Procedure 

An electronic survey containing the general questionnaire, the EBPAS-15 and the OCRSIEP 

was designed in April 2019 using Google Forms. Accredited institutions offering master’s 

training programmes in clinical and counselling psychology were identified from the Health 

Professions Council of South Africa’s (HPCSA, 2018) website. Ethics approval was sought 

from all relevant authorities at each institution. Eleven institutions provided ethics approval 

to conduct the research project with their students. The programme coordinators for the 

clinical and counselling psychology master’s programmes were contacted for assent and 

assistance with distributing the survey to students. All participants were contacted via email 

by the programme coordinators, and informed of the aims and purpose of the study with the 

information sheet (see Appendix D). Participants were informed that their participation in the 

study was voluntary. Participants were also made aware that they had the right to withdraw 

from the study at any point, without consequence. Written informed consent was obtained 

from each participant by them completing the consent form (see Appendix E) before 

participating in the study.  

 

3.6 Data Analysis 

Descriptive statistics (percentages, means and standard deviations) were generated by 

summarising the responses to the surveys (OCRSIEP and EBPAS-15). T-tests were used to 

compare the scores on the questionnaires (EBPAS-15 and OCRSIEP). A correlational 

analysis was used to determine the association between attitudes (EBPAS-15) and 
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receptiveness (OCRSIEP) to EBP. Demographic variables (age, gender, experience, training 

and exposure) were correlated with the EBPAS-15 and OCRSIEP to determine if there were 

any associations.  

 

In addition, the study employed a correlation matrix to investigate the dependence between 

multiple variables. These variables incorporated the findings of the general survey (age, 

gender, psychology programme enrolled in, preferred therapeutic orientation) in relation to 

attitudes and receptiveness towards EBP. 

 

3.7 Reliability and Validity 

All procedures were strictly adhered to throughout the research process to ensure reliability 

and validity. Researcher bias could be avoided since the study used quantitative methods. The 

online survey was completed individually by students currently completing a master’s degree 

in clinical or counselling psychology. All data collection instruments had a sound internal 

consistency. 

 

3.8 Ethics 

The current study was conducted following all of the ethical conditions set out by the 

University of the Western Cape (UWC). Ethics approval for the study was obtained from the 

Humanities and Social Sciences Research Ethics Committee (HSSREC) of UWC (protocol 

number HS/18/10/40). Thereafter, ethics approval and gatekeepers’ permission was sought 

from all relevant authorities at each university with an accredited clinical and/or counselling 

psychology training programme to recruit first-year master’s students (see Appendices F and 

G). Following this, the programme coordinator from each clinical and/or counselling 

psychology master’s programme was contacted via email to explain the nature and aims of 
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the study and request their assistance with distributing the information and consent form to 

the participants. Participants’ personal details and contact information were treated with 

confidentiality. 

 

The researcher ensured that data obtained from the online survey was captured accurately and 

stored in a secure location arranged by the research supervisor of this study on a password-

protected computer. Data will be kept for at least five years and permanently deleted 

thereafter. 
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Chapter Four: Results 

 

4.1 Introduction 

This study aimed to investigate clinical and counselling psychology student attitudes and 

receptiveness towards evidence-based practice. The results of the study will be presented in 

this chapter. This chapter includes a description of the sample, descriptive statistics of the 

EBPAS-15 and OCRSIEP, results of the correlational analysis, and results of a t-test analysis 

to explore group differences. The chapter concludes with the results of the overall assessment 

of the attitudes and receptiveness of clinical and counselling psychology students towards the 

adoption of EBP. 

 

4.2 Description of the Sample 

The final sample size comprised 57 participants. The participants provided demographic 

information pertaining to gender, age, master’s programme enrolled in, their preferred 

psychotherapeutic orientation, and how much they had heard about evidence-based practice 

in psychology (EBPP) prior to their participation in the current study. Demographic 

characteristics are reported in Table 1. 

 

The majority of the participants identified as female (70.2%), while the remainder identified 

as male (29.8%). The age in years of the participants ranged between 22 and 55, with a mean 

of 29.05 years. The sample consisted of 38 (66.7%) participants enrolled in a clinical 

psychology programme and 19 (33.3%) enrolled in a counselling psychology programme. 

 

Participants indicated that they preferred the following types of evidence-based treatments as 

their primary therapeutic orientation: Psychodynamic Therapy (40.4%), Cognitive-
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Behavioural Therapy (36.8%), Psychoanalytic Therapy (7%), Narrative Therapy (5.3%), 

Dialectical Behavioural Therapy (3.5%), and “Other” Therapies (7.0%). 

 

Table 1 

Description of the Sample  

Demographic Factors  N % 

Gender Female 

Male 

40 

17 

70.2 

29.8 

Master’s Programme Clinical Psychology 

Counselling Psychology 

38 

19 

66.7 

33.3 

Therapeutic Orientation Psychodynamic Therapy 

Cognitive-Behavioural Therapy 

Psychoanalytic Therapy 

Narrative Therapy 

Dialectical Behavioural Therapy 

Other psychotherapies 

23 

21 

4 

3 

2 

4 

40.4 

36.8 

7.0 

5.3 

3.5 

7.0 

Heard About EBPP Not at all 

A little bit 

Somewhat 

Quite a bit 

A lot 

5 

17 

19 

12 

4 

8.8 

29.8 

33.3 

21.1 

7.0 

Age (years) Range (22–55) M = 29.05 SD = 7.054 

 

Note. M: Mean; SD: Standard Deviation 

Prior to the current study, 33.3% of participants indicated that they had “somewhat” heard of 

the EBP in Psychology (EBPP) movement, while 29.8% had heard “a little bit” about EBPP, 

21.2% had heard “quite a bit”, and 7% had heard “a lot”. Five respondents (8.8%) indicated 

that they had not heard about the EBPP movement prior to the survey.  

  

4.3 Descriptive Statistics 

Table 2 presents the reliabilities and intercorrelations of the EBPAS-15 and the ORCSIEP. 

The data generated by the sample were analysed to determine the reliability of the EBPAS-15 

and OCRSIEP with this sample. Table 2 also presents the reliabilities of the EBPAS-15 and 

ORCSIEP used in the current study, as measured by Cronbach’s alpha. 
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Table 2 

Reliabilities and intercorrelations of the EBPAS-15 and ORCSIEP 

 EBPAS-15 Requirements Appeal Openness Divergence OCRSIEP Age Experience Training Exposure 

EBPAS-15  

 

Requirements 

Appeal 

Openness 

Divergence 

 

OCRSIEP 

 

Age 

Experience  

Training 

Exposure  

α  

1 

 

0.51** 

0.67** 

0.75** 

-0.51** 

 

0.08 

 

0.09 

0.09 

0.04 

0.19 

0.71 

0.51** 

 

1 

0.30* 

0.12 

0.09 

 

-0.02 

 

0.01 

-0.19 

0.18 

0.01 

0.87 

0.67** 

 

0.30* 

1 

0.38** 

-0.02 

 

0.03 

 

0.22 

0.02 

-0.10 

0.12 

0.61 

0.75** 

 

0.12 

0.38** 

1 

-0.24 

 

0.14 

 

0.13 

0.26 

-0.04 

0.09 

0.79 

-0.51** 

 

.09 

-0.02 

-0.24 

1 

 

-0.03 

 

0.12 

-0.13 

-0.06 

-0.23 

0.45 

0.08 

 

-0.02 

0.03 

0.14 

-0.03 

 

1 

 

-0.13 

0.46** 

0.32* 

0.21 

0.92 

0.09 

 

0.01 

0.22 

0.13 

0.12 

 

-0.13 

 

1 

-0.13 

-0.10 

-0.20 

 

 

0.09 

 

-0.19 

0.02 

0.26 

-0.13 

 

0.46** 

 

-0.13 

1 

0.07 

0.13 

0.79 

0.04 

 

0.18 

-0.10 

-0.04 

-0.06 

 

0.32 

 

-0.10 

0.07 

1 

0.03 

0.76 

0.19 

 

0.01 

0.12 

0.09 

-0.23 

 

0.21 

 

-0.20 

0.13 

0.03 

1 

0.82 

 

Note. **: correlation is significant at the 0.01 level (2-tailed); *: correlation is significant at the 0.05 level (2-tailed); α: Cronbach’s alpha 
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4.3.1 Reliabilities of the EBPAS-15 and OCRSIEP 

As indicated in Table 2, the overall Cronbach’s alpha value of the EBPAS-15 was 0.71, 

suggesting that the instrument has high internal consistency and scale reliability. The 

EBPAS-15 subscale alphas for the Requirements subscale, Appeal subscale and Openness 

subscale ranged between 0.61 and 0.87, indicating that the reliability of three subscale scales 

were within an acceptable range. However, the alpha score for the Divergence subscale was 

below 0.5. The Divergence subscale of the EBPAS-15 had the lowest reliability, scoring at 

0.45. Similar results concerning the Divergence scale having the lowest reliability score have 

been reported by Aarons (2004), Ashcraft et al. (2011), Padmanabhannuni and Sui (2017), 

and September (2018), with alpha scores ranging between 0.51 and 0.66. The Divergence 

subscale was retained and motivation for maintaining its inclusion is highlighted by Aaron’s 

(2004) with the following statement: Although the internal consistency reliability for the 

Divergence scale was not optimal (i.e., <60), such attitudes have been reported as an 

important construct in previous studies” (p. 8).  

 

The OCRSIEP alphas ranged from 0.76 to 0.82, with an overall alpha score of 0.92, 

indicating high internal consistency and scale reliability. The results concur with the findings 

of Melnyk et al. (2008), who indicated that the OCRSIEP consistently returns good 

reliability, with internal consistency above 0.85.  

 

The internal consistency of the scales indicated that the EBPAS-15 and OCRSIEP were 

reliable for the sample in the present study, despite the small sample size. This suggests that 

the EBPAS-15 and OCRSIEP may be reliably used within the population of clinical and 

counselling psychology master’s students. 
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4.3.2 Correlational Analysis 

A correlational analysis was used to determine the association between attitudes (EBPAS-15) 

and receptiveness (OCRSIEP) to EBP. Factors such as age, experience of EBP, training in 

EBP, and exposure to EBP were correlated with the EBPAS-15 and the OCRSIEP, to 

determine if they are associated. The results of the correlational analysis are presented in 

Table 2. 

 

The results indicate that no correlation exists between the EBPAS-15 and the OCRSIEP. The 

results in Table 2 demonstrate that a significant relationship exists between the subscales of 

the EBPAS and attitudes. The Requirements, Appeal, Openness and Divergence subscales all 

demonstrated a significant correlation with attitudes towards the adoption of EBP. This 

finding supports Aaron’s (2004) four-factor model which proposes that requirements, appeal, 

openness and divergence have a moderate to strong influence on attitudes towards EBP.  

 

The results in Table 2 further indicate that no significant relationship exist between the 

EBPAS-15 subscales and the demographic factors of age, experience of EBP, adequate 

training in EBP, and exposure to EBP. Furthermore, the correlation analysis indicates that no 

significant relationship exists between the OCRSIEP and age and exposure to EBP. However, 

a significant relationship is evident between the OCRSIEP and adequate training in EBP 

(p<0.05). 

 

Furthermore, the results indicate that a moderate, positive relationship exists between the 

ORCSIEP and experience of EBP, and that this relationship is statistically significant 

(p<0.01). This finding suggests that students’ receptiveness towards the adoption of EBP is 
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related to their experience of EBP. This finding is concurrent with the findings of Aarons 

(2004). 

 

4.3.3 Group Differences and T-Test Analysis 

The sample was categorised into three groups based on gender, master’s programme and 

preferred therapeutic orientation, as illustrated in Table 3. T-test analysis with equal variance 

assumed was utilised to determine any significant relationships between the groups in relation 

to attitudes and receptiveness towards EBP. The means, standard deviations and t-test values 

are presented in Table 3.  

 

The sample comprised 40 respondents who identified as female and 17 respondents who 

identified as male. The results of the t-test analysis indicate no significant difference between 

gender with regard to overall attitudes or receptiveness towards EBP. However, a difference 

regarding attitudes on the Divergence subscale of the EBPAS-15 between females (M=4.80; 

SD=2.4) and males (M=6.41; SD=2.03) was significant (t=-2.42; p<0.05).  

 

No significant differences were evident in the t-test analysis regarding the categories of 

psychology programme enrolment and therapeutic orientation. These results indicate that 

both clinical and counselling psychology students reported similar attitudes and receptiveness 

towards the adoption of EBP, regardless of their master’s programme and their preferred 

therapeutic orientation. 
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Table 3 

Group Differences and T-Test Analysis 

Scale Group N Mean SD t-value 

EBPAS 

 

Requirements 

 

Appeal 

 

Openness 

 

Divergence 

 

OCRSIEP 

 

EBPAS 

 

Requirements 

 

Appeal 

 

Openness 

 

Divergence 

 

OCRSIEP 

 

EBPAS 

 

Requirements 

 

Appeal 

 

Openness 

 

Divergence 

 

OCRSIEP 

 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Clinical Psychology 

Counselling Psychology 

Clinical Psychology 

Counselling Psychology 

Clinical Psychology 

Counselling Psychology 

Clinical Psychology 

Counselling Psychology 

Clinical Psychology 

Counselling Psychology 

Clinical Psychology 

Counselling Psychology 

Evidence-based Orientation 

Not Evidence-based Orientation 

Evidence-based Orientation 

Not Evidence-based Orientation 

Evidence-based Orientation 

Not Evidence-based Orientation 

Evidence-based Orientation 

Not Evidence-based Orientation 

Evidence-based Orientation 

Not Evidence-based Orientation 

Evidence-based Orientation 

Not Evidence-based Orientation 

40 

17 

40 

17 

40 

17 

40 

17 

40 

17 

40 

17 

38 

19 

38 

19 

38 

19 

38 

19 

38 

19 

38 

19 

26 

27 

26 

27 

26 

27 

26 

27 

26 

27 

26 

27 

 

41.23 

38.35 

8.28 

7.65 

11.80 

11.82 

9.95 

9.29 

4.80 

6.41 

39.08 

40.02 

39.95 

41.21 

7.95 

8.37 

11.71 

12.00 

9.89 

9.47 

5.61 

4.63 

39.79 

38.58 

41.35 

40.19 

8.77 

7.78 

11.62 

12.26 

9.92 

9.81 

4.96 

5.67 

37.81 

41.07 

5.04 

6.72 

2.10 

2.29 

2.16 

2.13 

2.16 

3.48 

2.40 

2.03 

9.70 

7.68 

6.14 

4.69 

2.18 

2.14 

2.18 

2.11 

2.84 

2.12 

2.18 

2.73 

9.74 

7.81 

3.98 

6.62 

1.77 

2.33 

2.19 

2.01 

2.50 

2.77 

2.29 

2.51 

10.03 

8.03 

1.78 

 

1.01 

 

-0.04 

 

0.87 

 

-2.42* 

 

-.039 

 

-0.79 

 

-0.69 

 

-0.48 

 

0.51 

 

1.46 

 

0.47 

 

0.77 

 

1.74 

 

-1.12 

 

0.15 

 

-1.07 

 

-1.31 

 

 

Note. *: correlation is significant at the 0.05 level (2-tailed). 
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4.4 Assessing student attitudes and receptiveness 

This study aimed to assess clinical and counselling psychology student attitudes towards EBP 

and their receptiveness to being trained in EBP. Table 4 incorporates the means and standard 

deviations of the EBPAS-15 and OCRSIEP. In addition, Table 5 highlights the number of 

respondents who scored above and below the mean. An interpretation of the mean scores will 

be discussed to assess student attitudes and receptiveness towards the adoption of EBP. 

 

Table 4 

Means and standard deviations of the EBPAS-15 and ORCSIEP 

 M SD α 

EBPAS-15  

 

Requirements 

Appeal 

Openness 

Divergence 

 

OCRSIEP 

 

Age 

Experience  

Training 

Exposure   

2.69 

 

2.70 

2.95 

2.44 

1.32 

 

3.58 

 

29.05 

18.54 

39.04 

13.60 

0.38 

 

0.72 

0.53 

0.65 

0.60 

 

0.83 

 

7.05 

4.57 

6.51 

5.75 

0.71 

 

0.87 

0.61 

0.79 

0.45 

 

0.92 

 

 

0.79 

0.76 

0.82 

 

Note. M: Mean; SD: Standard Deviation; α: Cronbach’s alpha 

 

The means for attitudes and receptiveness have been scaled so that these mean relate to the 

original five-point scales of the EBPAS-15 and the OCRSIEP. Therefore, as presented in 

Table 4, the mean score on the EBPAS-15 (2.69) indicates that respondents were likely to 

adopt EBP to a great extent. The majority of the participants (52.6%) scored above the mean, 

indicating that the respondents demonstrated a positive attitude towards the adoption of EBP.  
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Table 5 

Number of respondents that scored above and below the mean 

Scale Group N % 

EBPAS-15 

 

Requirements 

 

Appeal 

 

Openness 

 

Divergence 

 

OCRSIEP 

Above the mean 

Below the mean 

Above the mean 

Below the mean 

Above the mean 

Below the mean 

Above the mean 

Below the mean 

Above the mean 

Below the mean 

Above the mean 

Below the mean 

30 

27 

27 

30 

33 

24 

30 

27 

24 

33 

32 

25 

52.6 

47.4 

52.6 

47.4 

57.9 

42.1 

52.6 

47.4 

42.1 

57.9 

56.1 

43.9 

 

 

The Appeal subscale had the highest mean (2.95), indicating that respondents reported that 

they would be more likely to adopt EBP if it was intuitively appealing, made sense, if they 

received adequate training on it, and if a colleague was happy using it. A total of 33 

respondents (57.9%) scored above the mean, which demonstrates a considerable interest 

towards the adoption of EBP.  

 

The Requirements subscale had the second highest mean (2.70), indicating that respondents 

reported a strong willingness to adopt EBP, if it was required by their supervisor, institution, 

regulatory board or state.  

 

The Openness subscale had a mean of 2.44 indicating that respondents reported a moderate 

attitude towards adopting new interventions. Aarons (2004) states that individual differences 

in openness are related to organisational characteristics. This suggests that responses to items 

on the Openness subscale may have been influenced by the tertiary institution where the 

respondent is currently being trained. 
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The results of the OCRSIEP provided information on the organisational culture and readiness 

of an organisation for the adoption of EBP. The mean score on the OCRSIEP (3.58) indicates 

that the majority of the respondents were ready for the adoption of EBP to a great extent. A 

total of 32 respondents (56.1%) scored above the mean, suggesting that the majority of 

clinical and counselling psychology students indicated a strong receptiveness to being trained 

in EBP.  

 

 

 

 

 

  

https://etd.uwc.ac.za/



42 

 

Chapter Five: Discussion 

 

5.1 Introduction 

The aim of this study was to explore clinical and counselling psychology student attitudes 

and receptiveness towards evidence-based practice. This chapter will discuss the results of 

the study in alignment with the aim and objectives outlined in Chapter 1. Recommendations 

following the results of this research will be included, as well as limitations of the study and 

recommendations for future research. 

 

5.2 Clinical and counselling psychology student attitudes and receptiveness towards 

being trained in EBP 

EBP has been recognised internationally as the gold standard for the provision of safe and 

compassionate health care (Horton, 2007). By using EBP, effective interventions can be 

promoted, and standards of care enhanced in a cost-effective manner. EBP is crucial bearing 

in mind that a significant proportion of the South African population experience chronic 

psychological problems including depression, anxiety and post-traumatic stress disorder 

(Herman et al., 2009). Considering the low ratio of service providers to the population, there 

have been increasing calls for the dissemination and implementation of efficient and 

resourceful evidence-based treatments (EBTs) in mental health care in South Africa (Bantjes 

et al., 2016; Department of Health, 2011; Kagee, 2014; Padmanabhanunni & Sui, 2017). 

Despite the benefits of EBP, few people with mental disorders in South Africa receive 

evidence-based interventions (Kagee & Lund, 2012). The adoption of EBP remains slow, and 

this is a significant public health concern. For the past two decades, the international research 

community in various disciplines has acknowledged a gap between EBP research and 

practice.  

https://etd.uwc.ac.za/



43 

 

Multiple studies have researched barriers in the adoption of EBP with the hope of finding 

solutions to narrow the evidence-to-practice gap (Barkham & Mellor-Clark, 2003; Jordan et 

al., 2016; Rosswurm & Larrabee, 1999; Stirman et al. 2015). Attitudes of service providers 

and limited receptiveness towards EBP have been identified as central barriers to the 

adoption of EBP (Lilienfield et al., 2013; Pravikoff et al., 2005). Cook, Biyanova et al. (2009) 

identified that clinicians’ reluctance to adopt new treatments was related to the high cost of 

training, insufficient time to attend training, and the lack of accessible or local training 

opportunities. 

 

Research has demonstrated that educational interventions are effective at increasing the 

knowledge and skills associated with EBP (Brown et al., 2008). However, various researchers 

have argued that there is a limited focus on teaching the value of EBP and training in EBTs in 

postgraduate training programmes in psychology in South Africa (Kagee, 2014; Kagee & 

Lund, 2012; Pillay et al., 2013), and they have called for the restructuring of clinical and 

counselling psychology training programmes according to the principles of the best available 

evidence to inform practice. Bearman et al. (2015) reiterated that “graduate training 

programmes in professional psychology are well-positioned to provide clear and coherent 

information in order to address myths and misperceptions widely held about research, and 

treatment research in particular” (p. 15). Thus, a reorganisation at the academic training level 

to incorporate EBP and training in the curriculum has the potential to significantly advance 

the quality of psychological services in South Africa. These research studies have laid the 

foundation for the current study. 

 

This study constituted phase 1 of a broader NRF-funded project which ultimately aims to 

incorporate EBP into the curriculum of an accredited psychology training programme at a 
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South African university. The aim of phase 1 of the study was to assess clinical and 

counselling psychology student attitudes and receptiveness towards EBP. Padmanabhannuni 

and Sui (2018) reported that attitudes remained the top indicator towards the adoption of 

EBP, and therefore it was paramount to assess attitudes first in order to establish a foundation 

which would inform the broader study.  

 

The current study assessed the attitudes and receptiveness of 57 clinical and counselling 

psychology students towards EBP. Using psychometrically sound instruments, specifically 

the EBPAS-15 (α: 0.71) and the OCRSIEP (α: 0.92), a major finding of this study identified 

that clinical and counselling psychology students reported favourable attitudes and 

receptiveness towards the adoption of EBP. The overall score on the EBPAS-15 indicated 

that clinical and counselling psychology students were quite likely to adopt EBP, while the 

overall score results on the ORCSIEP indicated that clinical and counselling psychology 

students were strongly receptive towards EBP and were ready to adopt EBP to a great extent.  

 

Khami et al. (2015) conducted a study with a sample of 65 dental students with regard to 

attitudes towards EBP and found that “students harboured a relatively appropriate attitude 

towards EBP in dentistry” (p. 202). Although both studies were conducted within a five-year 

period, the findings from the current study suggest that an awareness of EBP may be 

increasing within the student population in the health care sector. This suggests that students 

may be becoming progressively more aware of EBP and are demonstrating an increasing 

willingness to adopt EBP. This awareness and willingness to adopt EBP is positive for the 

EBPP movement, and assists the integration of current research into practice. 
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5.3 Association Between Attitudes and Receptiveness Towards EBP 

An objective of the current study was to determine whether there was an association between 

attitudes and receptiveness towards EBP. Data collected from the sample were analysed using 

a correlational analysis to determine whether attitudes and receptiveness towards EBP were 

associated. The results found that a weak relationship exists between attitudes and 

receptiveness regarding EBP. This second finding suggests that students’ receptiveness 

towards being trained in EBP may be related to their attitude towards EBP. It had been 

appropriate to assess student attitudes to EBP as a precursor to incorporating EBP into a 

professional training programme, as attitudes may indicate receptiveness towards, or 

readiness for, the adoption of EBP. 

 

The results of the EBPAS-15 analysis supported Aarons’ (2004) four-factor model of 

assessing attitudes towards EBP. Aarons (2004) stated that: 

The EBPAS-15 subscales represent four distinct constructs involving willingness to 

adopt EBP given their intuitive appeal, willingness to adopt new practices if required, 

general openness towards new or innovative practices, and perceived divergence of 

usual practice with academically developed or research-based practices. (p. 10) 

For the present study, reliability coefficients for the subscales of Requirements, Appeal and 

Openness were adequate, while the Divergence subscale performed below the acceptable 

range.  

 

A moderate to high correlation was found between all four subscales of the EBPAS and the 

relationship was statistically significant. This significant relationship confirms that student 

attitudes towards EBP are influenced by whether EBP is a requirement by a supervisor, 

institution or regulatory board, how appealing the methods of EBP and ESTs are to them, 
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their individual and organisational openness towards adopting new empirically based 

methods, and how willing they were to change a practice that they thought was working 

sufficiently well. 

 

The current study found Appeal to be the highest factor towards the adoption of EBP. A total 

of 57.9% of respondents scored above the mean, indicating a considerable interest in the 

adoption of EBP. Respondents reported that they would be more likely to adopt EBP if it was 

intuitively appealing, made sense, if they received adequate training in it, and if a colleague 

was happy using it. This study also found that a significant relationship was evident between 

receptiveness and adequate training in EBP (p<0.05). These findings suggest that if students 

were consistently exposed to EBP and sufficiently trained in ESTs, they would be more likely 

to adopt EBP. This statement concurs with the findings of studies conducted by Ashcraft et 

al. (2011), Nakamura et al. (2011) and Bearman et al. (2015), which have indicated that 

knowledge of EBP appeared to be associated with more positive attitudes towards EBP. 

  

5.4 Factors Related to Clinical and Counselling Psychology Student Attitudes and 

Receptiveness Towards EBP 

The general questionnaire sought to obtain information from the respondents pertaining to 

their age, gender, master’s programme, and preferred therapeutic orientation. Factors such as 

students’ exposure to EBP and their experience of EBP were also assessed during the study. 

A correlational analysis was conducted to determine associations between these demographic 

and general factors and attitudes and receptiveness towards EBP.  

 

The sample comprised 40 clinical and counselling psychology students who identified as 

female and 17 respondents who identified as male. The age of the respondents ranged from 
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22 years to 55 years. This study found that no relationship existed between age and the 

adoption of EBP. The study also found that gender was not significantly correlated to student 

attitudes and receptiveness towards EBP. This result is in contrast to a study conducted by 

Padmanabhanunni and Sui (2017), where the statistical analysis of their data with mental 

health care providers indicated that age and gender were significantly correlated with 

attitudes and receptiveness towards EBP. However, in the present study, a significant 

difference between genders was found on the Divergence subscale. The results indicated that 

male respondents were more sceptical of EBP than female respondents, and that they 

perceived EBP to be less clinically useful. However, considering the relatively small size of 

the sample and the higher number of female respondents, this finding should be interpreted 

with caution.  

 

Another noteworthy finding of this study is that no significant difference existed with regard 

to attitudes and receptiveness towards EBP amongst respondents concerning their personal 

therapeutic orientation. This finding is in contrast with earlier studies conducted by Morrow-

Bradley and Elliott (1986), Kazdin et al. (1990), and Addis and Krasnow (2000), who found 

that mental health professionals who were more cognitive-behaviourally orientated were 

more open to empirically supported treatments (ESTs), while those who were 

psychodynamically orientated were more likely to view ESTs as interfering with the 

therapeutic process. The discrepancy between results from previous studies (Addis & 

Krasnow, 2000; Morrow-Bradley & Elliot, 1986; Padmanabhanunni & Sui, 2017) and the 

results from the current study could be the result of differences in experience in the field, as 

the sample from earlier studies focused on mental health professionals while the current study 

focused on students in training. This finding is noteworthy as it suggests that experience and 

exposure to EBP may play a role in attitudes and receptiveness towards EBP. Aarons’ (2004) 
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study with trainees supports this finding, as he stated that trainees with less experience were 

slightly more open to new treatments than were more experienced practitioners. The current 

study concurred with Aarons’ (2004) finding and confirmed that clinical and counselling 

psychology students were generally open to trying new interventions and were willing to use 

manualised treatments to a moderate extent.  

 

5.5 Limitations of the study 

This study has certain limitations. The sample size was relatively small compared to the 

population, with the sample size constituting 28.5% of the population. As a result, the sample 

might not be an accurate representation of the larger population, and the findings should be 

interpreted with caution and not generalised to the population of clinical and counselling 

psychology students in South Africa. The online survey consisting of the general 

questionnaire, the EBPAS-15, and the OCRSIEP were self-administered questionnaires, and 

responses may not be an entirely accurate representation of student attitudes and 

receptiveness towards EBP. Furthermore, respondents were in different academic semesters 

of their training programme, and some respondents may have had more exposure in their 

training programmes than others, which may have affected the results of this study. 

Furthermore, clinical and counselling psychology students may have a desire to be perceived 

by other psychologists as being open and having a willingness to being trained in the methods 

of the profession, and thus the possibility of social desirability bias needs to be considered. 

 

5.6 Recommendations 

The current study found that clinical and counselling psychology students hold a considerable 

interest in the adoption of EBP and were receptive towards its incorporation into their 

training. Respondents reported that they would be more likely to adopt EBP if it was 
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intuitively appealing, made sense, if they received adequate training on it, and if a colleague 

was happy using it. This finding suggests that if students were consistently exposed to EBP 

and sufficiently trained in ESTs, they would be more likely to adopt EBP. It is thus 

recommended that EBP be included in professional training programmes in psychology. A 

restructuring at the academic training level to incorporate EBP and training in the curriculum 

has the potential to significantly advance the quality of psychological services in South 

Africa. 

 

5.7 Future Research 

The current study constituted phase 1 of a broader NRF-funded study which ultimately aimed 

to incorporate EBP into the curricula of a professional psychology training programme at an 

accredited institution in South Africa. The results of this study found that there is an 

appropriate foundation on which to implement this project, as clinical and counselling 

psychology students indicated positive attitudes and receptiveness towards EBP. However, 

the attitudes and receptiveness of various institutions towards the inclusion of EBP into their 

professional training programmes should also be assessed, to determine organisational 

readiness for the adoption of EBP. 

 

Future research may evaluate the impact of the incorporation of EBP into the accredited 

training programme. Bearman et al. (2015) examined change in doctoral student attitudes 

before and after a required course on EBP. Another study similar to the present one may be 

conducted with clinical and counselling psychology students to assess change in attitudes 

towards EBP after its inclusion in a professional training programme. 
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5.9 Conclusion 

EBP could significantly enhance service delivery in the mental health care field. Through the 

findings of this study, clinical and counselling psychology students have demonstrated 

positive attitudes and a willingness to adopt EBP in their current and future clinical work. 

This result suggests that there is a sound foundation on which to incorporate EBP into the 

professional training programmes of psychology students. The result of this inclusion would 

be beneficial, as it ensures that mental health care professionals who are entering the field are 

knowledgeable on the current empirical evidence and how it can be incorporated into their 

practice. These EBP-trained mental health care providers would be well equipped to provide 

a quality service to an increased number of mental health care users, which could ultimately 

alleviate existing pressure on the mental health care sector in South Africa. 
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Clinical Psychology Counselling Psychology 

APPENDIX A 

General Questionnaire 

Demographic Survey of Clinical and Counselling Psychology Students 

 

Please complete the following demographic information.  

The survey will be used for research purposes only. 

 

Please write your answer / mark your choice with an (X) to the following questions: 

 

1.  What is your gender? 

 

2. What is your age?  

 

3. Which university are you currently enrolled at? 

 

 

 

4.  Which psychology master’s programme are you currently enrolled in? 

 

 

 

5.  What is your personal primary therapeutic orientation?  

 

 

For the remainder of the survey, the term ‘clinical activities’ refers to any direct service delivered by 

psychologists including assessment, diagnosis, prevention, treatment, psychotherapy, and consultation. 

6. When you think about your ideal employment upon graduation, what percentage of your time 

do you think will be spent doing clinical / counselling activities (please write a number 

between 0% - 100%)? 
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7.  When you think about your ideal employment upon graduation, what percentage of your time 
do you think will be spent doing clinically relevant research (please write a number between 

0% - 100%)? 
 

 

 

8. A recent movement in the practice of mental health has been towards developing evidence-

based practices. How would you define evidence-based practices in psychology? 

 

 

 

 

9.  Prior to this survey, to what extent had you heard about the EBPP movement? 

Not at all  

A little bit  

Somewhat  

Quite a bit  

A lot  

 

10.  Referring to EBPP, to what extent: 

 n/a Not at all A little bit Somewhat Quite a bit A lot 

... have you discussed EBPP in 

psychology courses ❏ ❏ ❏ ❏ ❏ ❏ 

... do you feel knowledgeable enough 

to practice EBPP ❏ ❏ ❏ ❏ ❏ ❏ 

... do you agree with the general 

principles behind EBPP 
❏ ❏ ❏ ❏ ❏ ❏ 

... have principles of EBPP influenced 

your clinical activities to date ❏ ❏ ❏ ❏ ❏ ❏ 

... have principles of EBPP influenced 

your research to date ❏ ❏ ❏ ❏ ❏ ❏ 

... do you think EBPP is likely to influence 

your future clinical work 
❏ ❏ ❏ ❏ ❏ ❏ 

... do you think EBPP is likely to influence 

your future research 
❏ ❏ ❏ ❏ ❏ ❏ 
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... would you like to see EBPP discussion 

/ readings more integrated in your 

classes 
❏ ❏ ❏ ❏ ❏ ❏ 

 

11.  To what extent do you feel your training programme adequately trains you to develop the 

following components of clinical expertise? 

 Not at all A little bit Somewhat Quite a bit Very much 

Assessment of clinical problems ❏ ❏ ❏ ❏ ❏ 

Diagnosis of clinical problems ❏ ❏ ❏ ❏ ❏ 

Systematic case formulation/ 

conceptualisation ❏ ❏ ❏ ❏ ❏ 

Treatment planning ❏ ❏ ❏ ❏ ❏ 

Monitoring of client/patient progress ❏ ❏ ❏ ❏ ❏ 

Clinical decision-making ❏ ❏ ❏ ❏ ❏ 

Treatment implementation ❏ ❏ ❏ ❏ ❏ 

Interpersonal skills ❏ ❏ ❏ ❏ ❏ 

Evaluation and use of research evidence ❏ ❏ ❏ ❏ ❏ 

Understanding unique issues in clinical work 

with diverse individuals ❏ ❏ ❏ ❏ ❏ 

Understanding client preferences in clinical 

work ❏ ❏ ❏ ❏ ❏ 

 

12. To what extent have you been exposed to the following? 

 Not at all To a slight 

extent 

To a 

moderate 

extent 

To a great 

extent 

To a very 

great 

extent 

Acceptance and Commitment Therapy 
❏ ❏ ❏ ❏ ❏ 

Cognitive-Behavioural Therapy 
❏ ❏ ❏ ❏ ❏ 
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Rational-Emotive Behavioural Therapy 
❏ ❏ ❏ ❏ ❏ 

Schema Therapy 
❏ ❏ ❏ ❏ ❏ 

Psychoanalytic Therapy 
❏ ❏ ❏ ❏ ❏ 

Psychodynamic Therapy 
❏ ❏ ❏ ❏ ❏ 

Dialectical Behavioural Therapy 
❏ ❏ ❏ ❏ ❏ 

Narrative Therapy 
❏ ❏ ❏ ❏ ❏ 

EMDR 
❏ ❏ ❏ ❏ ❏ 

 

 

Thank you for taking the time to complete this survey. 
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APPENDIX B 

Evidence-based Practice Attitudes Scale 15 (EPBAS-15) 

The following questions ask about your feelings about using new types of therapy, interventions, or 

treatments.  

Manualised therapy refers to any intervention that has specific guidelines and/or components that are 

outlined in a manual and/or that are to be followed in a structured/predetermined way. 

Please mark your choice with X indicating the extent to which you agree with each item using 

the following scale:  

0 1 2 3 4 

Not at All To a Slight Extent To a Moderate 

Extent 

To a Great 

Extent 

To a Very Great 

Extent 

  0 1 2 3 4 

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

 
     

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

     

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

 
     

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

     

5 Research based treatments/interventions are not clinically useful. 

 
     

6 Clinical experience is more important than using manualised 
therapy/treatment. 

     

7 I would not use manualised therapy/interventions. 

 
     

8 I would try a new therapy/intervention even if it were very different 

from what I am used to doing. 
     

For questions 9-15:  

If you received training in a therapy or intervention that was new to you, how likely would you be 
to adopt it if: 

 0 1 2 3 4 

9 …it was intuitively appealing? 

 
     

10 …it “made sense” to you? 
 

     

11 …it was required by your supervisor? 

 
     

12 …it was required by your institution? 
 

     

13 …it was required by your provincial health department? 

 
     

14 …it was being used by colleagues who were happy with it? 
 

     

15 …you felt you had enough training to use it correctly? 

 
     

Thank you for taking the time to complete this survey. 
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APPENDIX C 

Organisational and Cultural Readiness to System-Wide Integration of Evidence-Based 

Practice (OCRSIEP) Scale 

Below are 11 questions about evidence-based practice (EBP) in education. There are no right 

or wrong answers.  

Questions 1 – 10: Please mark your choice with X indicating the extent to which you agree with 

each item using the following scale:  

1 2 3 4 5 

Not at All A little Somewhat Moderately Very much 

 

  1 2 3 4 5 

1 To what extent is EBP clearly described as central to the mission and 

philosophy of your department? 
     

2 To what extent do you believe that EBP is practiced in your 
department? 

     

3 To what extent is the staff in your training programme committed to 

EBP? 
     

4 To what extent are there administrators/co-ordinators within your 
institution/department committed to EBP (i.e., have planned for 

resources and support [e.g., time] to initiate EBP)? 

     

5 In your department, to what extent is there a critical mass of staff who 

have strong EBP knowledge and skills? 
     

6 To what extent are there doctorally prepared researchers in your 

department to assist in the generation of evidence when it does not 

exist? 

     

7 To what extent do practitioners in your department model EBP in 
their clinical settings? 

     

8 To what extent does staff have access to quality computers and access 

to electronic databases for searching for best evidence? 
     

9 To what extent are fiscal resources used to support EBP (e.g. 
education-attending EBP conferences/workshops, computers, paid 

time for the EBP process, mentors)? 

     

10 To what extent is the measurement and sharing of research outcomes 

part of the culture of the organisation in which you work? 
     

 

Question 11: Please mark your choice with X using the following scale:  

1 2 3 4 5 

Not ready Getting ready Been ready, but 

not acting 

Ready to go Past ready and 

onto action 

 

  1 2 3 4 5 

11 Overall, how would you rate your institution in readiness for EBP?      
 

Thank you for taking the time to complete this survey. 
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APPENDIX D 

Information Sheet 

UNIVERSITY OF THE WESTERN CAPE 

 
Private Bag X 17, Bellville 7535, South Africa 

Tel: +27 21-959 2283/2453 Fax: 27 21-959 3515 

                            E-mail: 2850494@myuwc.ac.za 

 

INFORMATION SHEET 

 

Project Title:  Clinical and Counselling Psychology Student Attitudes Towards Evidence-

Based Practice. 

 

What is this study about?  

This is a research project being conducted by Nabillia Fritz at the University of the Western Cape. My 

research focuses specifically on the attitudes and receptiveness towards evidence-based practice of 

clinical and counselling psychology students currently completing their master’s degree at a South 

African university. I am inviting you to participate in this research project because you are currently 

completing your master’s degree in clinical or counselling psychology at a South African university. I 

am interested in exploring your attitude towards evidence-based practice and your receptiveness 

towards incorporating evidence-based practice into your educational environment and clinical work. 

By participating in this research project, you will be contributing to the body of knowledge in this 

area.  

What will I be asked to do if I agree to participate? 

For the purpose of this study, you would need to complete an online survey comprised of 12 

demographic items, and 13 questions related to the Evidence-Based Practice Attitudes Scale 15 

(EBPAS-15) and the Organisational and Cultural Readiness to System-wide Integration of Evidence-

based Practice (OCRSIEP) Scale. The 13 questions for the EBPAS-15 and OCRSIEP are both rated 

on a 5-point Likert scale which makes completing the survey user friendly and time efficient. The 

demographic survey contains listed options pertaining to your age, gender, institution of study, 

clinical or counselling psychology stream, personal primary therapeutic orientation, and anticipated 

amount of time spent on research and clinical practice after graduation. The answers are listed, and 
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you simply need to click on a response. One question requiring a short (one-sentence) written 

response is included in the demographic survey and is specifically related to the definition of 

evidence-based practice. Lastly, the demographic survey also contains four questions which are rated 

on a broad 6-point Likert scale for your convenience. The online survey is laidback and should take 

less than 30 minutes to complete. 

If you wish to participate, please sign the consent form attached, and return it to me by email. After 

receiving your signed consent form, I’ll email you a link to the survey. Participation is completely 

voluntary; completing the online survey is not a course requirement. 

Would my participation in this study be kept confidential? 

All researchers are obliged to protect your identity and the nature of your contribution. All 

information that you share will be kept confidential and stored in a secure area which only the 

researcher and research supervisor have access to. Any digital information will be password protected. 

If a report or article is written about this research project, your identity will be protected. 

What are the risks of this research? 

There may be some risks from participating in this research study. All human interactions and talking 

about self or others carry some amount of risks. We will nevertheless minimise such risks and act 

promptly to assist you if you experience any discomfort, psychological or otherwise, during the 

process of your participation in this study. Where necessary, an appropriate referral will be made to a 

suitable professional for further assistance or intervention.   

What are the benefits of this research? 

This research is not designed to help you personally, but the results from exploring the current clinical 

and counselling psychology student attitudes and receptiveness towards evidence-based practice will 

inform a broader researcher project. This study features as phase 1 of a larger NRF-funded project 

which aims to implement evidence-based practice into the curriculum of an accredited clinical 

psychology training programme at the University of the Western Cape. 

Do I have to be in this research and may I stop participating at any time?  

Your participation in this research is completely voluntary. You may choose not to take part at all. If 

you decide to participate in this research, you may stop participating at any time. If you decide not to 

participate in this study or if you stop participating at any time, you will not be penalised or lose any 

benefits for which you otherwise qualify.  
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What if I have questions? 

This research is being conducted by Nabillia Fritz from the Psychology Department at the 

University of the Western Cape. If you have any questions about the research study itself, please 

contact Nabillia Fritz at 2850494@myuwc.ac.za. 

Should you have any questions regarding this study and your rights as a research participant or if you 

wish to report any problems you have experienced related to the study, please contact:  

 

Prof Anita Padmanabhanunni 

Research Supervisor  

University of the Western Cape 

Private Bag X17 

Bellville 7535 

apadmana@uwc.ac.za 

 

Dr Maria Florence 

Head of Department: Psychology 

University of the Western Cape 

Private Bag X17 

Bellville 7535 

mflorence@uwc.ac.za 

 

Prof Anthea Rhoda 

Dean of the Faculty of Community and Health Sciences  

University of the Western Cape 

Private Bag X17 

Bellville 7535  

chs-deansoffice@uwc.ac.za   

   

This research has been approved by the University of the Western Cape’s Humanities and Social 

Sciences Research Ethics Committee (Reference Number: HS18/10/40) 
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APPENDIX E 

Informed Consent Form 

UNIVERSITY OF THE WESTERN CAPE 

 
  Private Bag X 17, Bellville 7535, South Africa 

Tel: +27 21-959 2283/2453 Fax: 27 21-959 3515 

                            E-mail: 2850494@myuwc.ac.za 

 

INFORMED CONSENT FORM 

Title of Research Project:  

Clinical and Counselling Student Attitudes towards Evidence-Based Practice 

 

This research has been approved by the University of the Western Cape’s Humanities and Social 

Sciences Research Ethics Committee (Reference Number: HS18/10/40).  

 

Declaration by Participant: 

I hereby declare that I have received an information sheet informing me of the details of the above-

mentioned study. The study has been described to me in language that I understand. My questions 

about the study have been answered. I understand what my participation will involve, and I agree to 

participate of my own choice and free will. I understand that my identity will not be disclosed to 

anyone. I understand that I may withdraw from the study at any time without giving a reason and 

without fear of negative consequences or loss of benefits.   

 

Participant’s name:  ____________________________ 

Participant’s signature: ____________________________      

Date:    ____________________________ 
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APPENDIX F 

Permission to access students 

UNIVERSITY OF THE WESTERN CAPE 

 
  Private Bag X 17, Bellville 7535, South Africa 

Tel: +27 21-959 2283/2453 Fax: 27 21-959 3515 

PERMISSION TO ACCESS STUDENTS 

 

Project Title:  Clinical and Counselling Psychology Student Attitudes and 

Receptiveness towards Evidence-Based Practice. 

        

Dear Registrar, 

My name is Nabillia Fritz. I am currently a master’s student at the University of the Western 

Cape completing my degree in clinical psychology. I am conducting research on clinical and 

counselling psychology student attitudes and receptiveness towards evidence-based practice. 

I hereby request your permission to distribute a questionnaire battery to students currently in 

a clinical psychology or counselling psychology master’s programme at your university.  

With their informed consent, students will be required to complete three electronic 

questionnaires, namely the Evidence-Based Practice Attitudes Scale 15 (EBPAS-15), the 

Organisational and Cultural Readiness to System-wide Integration of Evidence-based 

Practice (OCRSIEP) Scale, and a general questionnaire. The questionnaires should take about 

30 minutes to complete. 

If you have any questions or concerns about the research project, please feel free to contact 

me at 2850494@myuwc.ac.za. Alternatively, you may contact my supervisor, Prof Anita 

Padmanabhanunni, at apadmana@uwc.ac.za.  

Yours sincerely, 

Nabillia Fritz 
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APPENDIX G 

Assistance to access students 

UNIVERSITY OF THE WESTERN CAPE 

 
  Private Bag X 17, Bellville 7535, South Africa 

Tel: +27 21-959 2283/2453 Fax: 27 21-959 3515 

ASSISTANCE TO ACCESS AND CONTACT STUDENTS 

 

Project Title:  Clinical and Counselling Psychology Student Attitudes and 

Receptiveness towards Evidence-Based Practice. 

 

Dear Programme Co-ordinator / Training Director 

My name is Nabillia Fritz. I am currently a Masters student at the University of the Western 

Cape completing my degree in clinical psychology. I am conducting research on clinical and 

counselling psychology student attitudes and receptiveness towards evidence-based practice. 

I hereby request your permission to distribute a questionnaire battery to students currently in 

a clinical psychology or counselling psychology master’s programme at your university. The 

study excludes students currently completing their internship as part of their programme. 

With their informed consent, students will be required to complete three electronic 

questionnaires, namely the Evidence-Based Practice Attitudes Scale 15 (EBPAS-15), the 

Organisational and Cultural Readiness to System-wide Integration of Evidence-based 

Practice (OCRSIEP) Scale, and a general questionnaire. The questionnaires should take about 

30 minutes to complete. 

Upon receiving your consent, I further request a list containing the emails of all students in 

your clinical/counselling programme. 

If you have any questions or concerns about the research project, please feel free to contact 

me at 2850494@myuwc.ac.za. Alternatively, you may contact my supervisor, Prof. Anita 

Padmanabhanunni, at apadmana@uwc.ac.za.  

Yours sincerely, 

Nabillia Fritz 
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