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Abstract
Efforts to examine barriers to the implementation of evidence-based practices (EBPs) have largely focused on community 
mental health settings, although many people receive mental health services in private practice settings. Clinicians work-
ing in private practice likely face unique barriers to EBP implementation, but identifying strategies to increase EBP use in 
this setting is an understudied area of implementation research. The consolidated framework for implementation research 
(CFIR) provides an overview of multi-level determinants that influence implementation. The Characteristics of Individuals 
domain of the CFIR focuses on individual-level implementation determinants, such as perceptions of an intervention and 
self-efficacy in delivering it. Within the private practice context, little is known about how individual clinicians perceive 
EBPs and how this might influence their use of them. Thus, this study examined responses from qualitative interviews with 
20 private practice clinicians to assess individual-level EBP implementation determinants in this context. Clinicians identified 
a range of attitudes towards EBPs and described how client factors influence their EBP use. Concerns about EBPs included 
perceptions that EBPs are too structured, are not generalizable to clinical practice, and are not suitable for a range of client 
populations. Clinicians also described several barriers and facilitators related to training in EBPs. Clinicians with training 
in exposure therapy (a well-established, but difficult-to-implement EBP) generally reported more positive attitudes, fewer 
barriers, and more frequent EBP use. Potential strategies to support EBP implementation in private practice are discussed.
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Despite extant literature that highlights the importance of 
using evidence-based practices (EBPs) for mental health 
disorders to improve patient outcomes (e.g., Aarons et al., 
2017; Weisz et al., 2005), EBPs remain underutilized in 
routine clinical settings (Kazdin, 2017; Waller & Turner, 
2016). The field of implementation science aims to promote 
the integration of research into clinical practice (Eccles & 
Mittman, 2006) by considering the contexts in which imple-
mentation occurs and using tailored strategies to address 

implementation determinants. The consolidated framework 
for implementation research (CFIR; Damschroder et al., 
2009) outlines the multi-level determinants that influence 
implementation, such as individual clinician factors (e.g., 
knowledge of and beliefs about an intervention; referred 
to as Characteristics of Individuals) and contextual factors 
(e.g., organizational climate and external policies; referred 
to as Inner Setting and Outer Setting). While there is clear 
value in examining contextual factors that influence EBP 
implementation (Becker-Haimes et al., 2019), many barriers 
to EBP implementation exist at the individual level and may 
be responsive to intervention (e.g., via training; Frank et al., 
2020). The CFIR highlights the importance of assessing 
individual level determinants given that collective changes 
in individual behavior is what leads to organizational, pro-
fessional, and cultural change. Furthermore, understanding 
individual-level determinants can inform the development 
of organization-level implementation strategies that support 
broad behavioral change.
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Efforts to examine implementation determinants for men-
tal health EBPs have largely focused on community mental 
health and other publicly funded mental health services, 
yet many receive mental health services in private practice 
(Wray et al., 2021) and clinicians working in private practice 
represent a large portion of the workforce (Michalski et al., 
2010). While clinicians working in private practice have 
been included as a subset of participants in studies of prac-
ticing clinicians (e.g., Borntrager et al., 2009; Reid et al., 
2017), few studies have focused specifically on clinicians in 
the private sector (Reif et al., 2012). Research focused on 
implementation in community mental health and other set-
tings may not generalize to private practice given differences 
in individual- and organization-level factors across settings. 
Thus, to bridge the research-practice gap, more research is 
needed to identify the unique determinants of EBP imple-
mentation reported by private practice clinicians.

One key barrier to EBP implementation across multi-
ple settings is insufficient training (Kilbourne et al., 2018; 
Whiteside et al., 2016). Lack of training may be due in 
part to a lack of access to training (Kobak et al., 2017) and 
costs associated with training (Powell et al., 2013; Stewart 
et al., 2012). Organizational support can facilitate training 
attendance and subsequent EBP implementation in com-
munity mental health settings (Becker-Haimes et al., 2020; 
Wolitzky-Taylor et al., 2018), but may be more limited in 
private practice (Frank et al., 2022). Similarly, tailoring 
training to clinicians’ preferences may increase training 
attendance and effectiveness, but no studies have examined 
the specific training preferences and needs of private prac-
tice clinicians. More research is needed to assess training 
barriers and preferences reported by private practitioners 
in order to create training approaches that respond to clini-
cians’ needs, facilitate attendance, and support EBP imple-
mentation in this setting.

Another determinant of EBP implementation across mul-
tiple settings is clinician attitudes toward EBPs. Some clini-
cians report negative attitudes toward EBPs broadly (Aarons 
et al., 2004; Pagoto et al., 2007), while others report positive 
attitudes toward EBPs but reluctance to use specific EBPs 
(e.g., manuals) in clinical practice (Borntrager et al., 2009). 
Clinician concerns include that EBPs cannot be tailored to 
individual clients, do not prioritize therapeutic alliance, 
and are not feasible to use in routine practice (Nelson et al., 
2006; Reid et al., 2017). Exposure therapy (“exposure”), 
which involves encouraging patients to gradually approach 
feared situations, is the most common element across a range 
of evidence-based treatments for anxiety, obsessive–compul-
sive, and traumatic stress disorders (Chorpita & Daleiden, 
2009), yet it yields particularly negative attitudes (Deacon 
et al., 2013; Farrell et al., 2013). Many clinicians report 
beliefs that exposure will be intolerably aversive for the cli-
ent or clinician, can exacerbate client symptoms, and may 

lead to dropout (Pittig et al., 2019). These negative attitudes 
predict less exposure use (de Jong et al., 2020; Reid et al., 
2018) and are one explanation for the low adoption of this 
intervention in routine clinical settings (Becker-Haimes 
et al., 2017; Whiteside et al., 2016). While negative attitudes 
toward EBPs may be a result of misconceptions of EBPs in 
some instances (Lilienfeld et al., 2013), there may be other 
instances in which clinicians’ experiences in practice high-
light limitations of existing EBPs that need to be addressed 
(i.e., practice-based evidence; Barkham & Mellor-Clark, 
2003). For example, while exposure delivered by trained 
clinicians poses few risks to clients, exposure has the poten-
tial to cause harm if applied improperly or to populations for 
whom it is contraindicated (see McKay et al., 2021). Under-
standing negative attitudes is critical both to inform training 
strategies to address misconceptions and to inform efforts 
to modify existing EBPs to fit the needs of practicing clini-
cians. In particular, while previous studies have examined 
attitudes toward EBPs and exposure in samples that include 
clinicians working in private practice (e.g., Borntrager et al., 
2009; Reid et al., 2018), few have focused exclusively on 
this clinical setting.

Another factor worth consideration is how client charac-
teristics impact clinicians’ perceptions of EBPs. Given that 
the population of clients who receive services through pri-
vate practice differs from those who receive services through 
community mental health settings, there are likely differ-
ences in how client characteristics influence EBP imple-
mentation in each setting. For example, client demographic 
and socioeconomic characteristics differ between commu-
nity mental health and private practice settings (Wray et al., 
2021), and it is likely that clients’ needs and resources (e.g., 
financial, emotional) are factored into clinical decision-mak-
ing. In addition, existing evidence highlights that clients’ 
clinical presentations affect clinicians' decisions related to 
EBP use (Ringle et al., 2015; Stewart et al., 2018). Still, 
no studies have examined specific client characteristics that 
affect clinicians’ implementation of EBPs in private prac-
tice. More research is needed to understand individual-level 
factors that influence EBP use among private practitioners 
to inform efforts to tailor EBPs and support their effective 
implementation.

The current study addresses this gap in the literature by 
using qualitative interviews conducted with private practice 
clinicians to assess individual-level EBP implementation 
determinants as outlined by the CFIR domain Characteris-
tics of Individuals. This domain includes individuals’ per-
ceptions of an intervention, their self-efficacy in delivering 
the intervention, their readiness for change, their relation-
ship to their organization, and other personal traits. We also 
assessed perceptions of and preferences for training given 
that this is a frequently cited barrier to clinicians' adoption 
of EBPs broadly and exposure specifically.
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Method

Participant Recruitment

All procedures were approved by the Lifespan Institutional 
Review Board. We used purposive sampling to recruit 
approximately equal numbers of mental health clinicians 
with and without previous training in exposure. To recruit 
participants with previous training in exposure, we contacted 
clinicians who had previously participated in a training study 
(NIMH #3R01MH112516) and agreed to be contacted for 
future studies. Additional participants with and without 
prior training in exposure were recruited through electronic 
study advertisements. Participants who completed qualita-
tive interviews were asked if they were willing to provide 
information about the study to colleagues to facilitate addi-
tional recruitment. Participant recruitment was informed by 
the Dillman Tailored Design Survey Method (Hoddinott & 
Bass, 1986). Participants who indicated interest in the study 
were contacted via email to complete a demographics survey 
and schedule a qualitative interview. Data saturation was 
met after 20 interviews after which we did not recruit or 
interview additional clinicians.

Qualitative Interview Procedure

Two interviewers, a postdoctoral fellow and doctoral student, 
conducted semi-structured, one-on-one phone interviews 
with participants. The postdoctoral fellow had previous 
experience conducting qualitative interviews and trained the 
doctoral student. Both interviewers deliver exposure therapy 
and conduct research on methods to increase the uptake of 
EBPs. Interviewers did not have previous relationships with 
participants, nor did they have contact with participants after 
interviews. Participants were told that the interviewers were 
affiliated with a specialty anxiety clinic and interested in 
understanding factors that influence EBP use.

Qualitative Interview Guide

A semi-structured qualitative interview guide (available 
upon request) was used to assist interviewers in assessing 
clinicians' perceived determinants of EBP and exposure use. 
All participants were provided with a definition of exposure 
given potential variability in familiarity with this term. Par-
ticipants were asked about how training and consultation 
could support their use of EBPs and exposure. Follow-up 
probes for each question were informed by the CFIR, as 
well as by the Policy Ecology Framework (Raghavan et al., 
2008). A separate manuscript reports on outcomes related 
to the Policy Ecology Framework (Frank et al., 2022). Inter-
views were audio recorded and lasted approximately one 

hour each. Study procedures adhered to the Consolidated 
Criteria for Reporting Qualitative Research (COREQ) 
checklist (Tong et al., 2007).

Qualitative Data Analysis

Interview recordings were transcribed using NVivo tran-
scription services, checked by undergraduate research 
assistants, and spot checked by study authors. Interviews 
were coded by a postdoctoral fellow and a research assistant 
using a directed content analysis approach (Hsieh & Shan-
non, 2005) wherein data were analyzed deductively using an 
a priori coding framework developed from components of 
the CFIR (i.e., Characteristics of Individuals domain) and 
existing literature on factors influencing EBP and exposure 
use (i.e., training). Emergent themes not represented in this 
framework derived through inductive analysis were also 
examined. Coders collaboratively reviewed six transcripts 
to inform their iterative development of a codebook and then 
independently applied codes to two transcripts to determine 
initial interrater reliability. Both coders independently coded 
transcripts with 20% overlap (n = 4 transcripts). Coding dis-
crepancies were resolved through discussion and consensus. 
Data were managed within NVivo qualitative data software 
to allow for ease of coding across multiple analysts.

Results

Participant Characteristics

Participants included 20 mental health clinicians (M 
age = 46.25, 90% female, 90% White, 100% non-Hispanic) 
who hold an advanced degree (65% Doctoral, 35% Master’s) 
in a mental health field and work in a solo (55%) or group 
(45%) private practice clinical setting. Participants endorsed 
the following theoretical orientations, with several selecting 
more than one: cognitive-behavioral (n = 8), eclectic (n = 4), 
family systems (n = 4), feminist (n = 3), third wave (n = 2), 
humanistic (n = 1), solutions-focused (n = 1), strengths-
based (n = 1), none reported (n = 5). Nine clinicians (45%) 
had previously attended a full-day or longer exposure train-
ing, whereas eleven clinicians (55%) had never attended an 
exposure training.

Overview of Findings

Analysis of qualitative data yielded several themes that are 
consistent with the CFIR domain Characteristics of Individu-
als and with this study’s emphasis on understanding training 
related EBP implementation determinants. Rather than cover-
ing the entire Characteristics of Individuals CFIR domain (i.e., 
knowledge and beliefs about the intervention, self-efficacy, 
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individual stage of change, individual identification with 
organization, other personal attributes), most responses 
focused on clinicians’ attitudes toward EBPs. ‘Client-related 
EBP implementation determinants’ was an emergent code 
derived through inductive analysis. In the following sections, 
we first report on clinician-related implementation determi-
nants that align with the CFIR Characteristics of Individuals 
domain, including knowledge of, beliefs about, and attitudes 
toward EBPs and exposure. Second, we describe responses 
from our emergent code, which focused on client-related deter-
minants of EBP and exposure implementation. Given existing 
research suggesting that training can affect attitudes and per-
ceptions of barriers, we describe how reports of clinician- and 
client-related determinants varied based on whether clinicians 
had received previous training in exposure. Finally, we report 
on clinicians’ perceptions of training, including barriers, facili-
tators, and preferences.

Characteristics of Individuals: Clinician‑Related 
Implementation Determinants

Attitudes Toward EBP Broadly

Clinicians with exposure training generally endorsed positive 
attitudes toward EBPs. In contrast, clinicians without exposure 
training reported more mixed attitudes toward EBPs. Although 
some clinicians without exposure training reported neutral or 
positive attitudes, many reported negative attitudes toward 
EBPs. One clinician described, “when it comes to evidence-
based practices, [there is] negative stigma around that word for 
me.” Many clinicians without exposure training also endorsed 
skepticism about what is called ‘evidence-based’ given that not 
every clinical presentation can be studied.

Attitudes Toward Evidence‑Based Assessment

There were not specific differences in attitudes toward evi-
dence-based assessment based on training history. Some 
clinicians described using evidence-based assessment to 
inform their clinical practice. These clinicians cited dif-
ferent purposes for using standardized progress measures, 
including informing treatment goals and planning, assess-
ing client symptoms and treatment progress, and providing 
feedback to the client. In contrast, other clinicians reported 
that they do not find evidence-based assessment helpful to 
inform clinical practice.

Concerns About the Generalizability of Research to Clinical 
Practice

Clinicians identified limitations of research, particularly 
concerns about the generalizability of research to clinical 
practice. They expressed concern that randomized controlled 

trials do not necessarily reflect the complexity of most cases 
and that one EBP may be too narrow in scope to address 
all of a client’s needs. One clinician described, “I’m a firm 
believer that one protocol does not treat a whole person.” 
Clinicians with exposure training reported combining mul-
tiple EBPs to address these limitations but identified a need 
for more information on what steps to take if the primary 
intervention does not work for a particular client. Clinicians 
without exposure training emphasized the importance of pri-
oritizing rapport and tailoring treatment to the individual. 
Clinicians without exposure training also reported that EBPs 
often take more time in their practice than manuals recom-
mend, and that the principles of EBPs may be more helpful 
than the manualized steps.

Concerns About EBP Structure

Clinicians cited EBP structure as a barrier to its implementa-
tion, such that EBPs are often not practical to use exactly as 
they are designed. Clinicians with exposure training indi-
cated that they use EBPs flexibly to address this barrier, 
whereas clinicians without exposure training indicated that 
the amount of structure in protocols acts as a barrier to EBP 
implementation.

Exposure‑Specific Attitudes

Clinicians with and without exposure training noted the need 
for more training in exposure, and especially in what to do 
when exposure does not work for a particular client. Clini-
cians with exposure training generally described exposure 
positively, reporting that they enjoy using it with clients and 
in their own lives. Some clinicians with exposure training 
noted prior worry or skepticism about exposure (“It felt so 
uncomfortable to actively make clients anxious. It's so for-
eign to most of what we're doing”) but reported that seeing 
exposure work for their clients motivated them to continue 
using it. Clinicians with exposure training described that 
exposure is generally well-received by clients, but that they 
sometimes need to provide rationale for exposure to obtain 
initial client buy-in from those who are hesitant. They also 
noted that treatment progress using exposure can be slow, 
especially for clients who are not adherent in completing 
exposures outside of session. Clinicians without exposure 
training reported more mixed attitudes toward exposure. 
Some clinicians without exposure training noted that expo-
sure can be helpful and may provide the client with a sense 
of self-efficacy. Others noted that exposure is useful but 
poses challenges for the clinician, such as by requiring a 
strong therapeutic relationship, client buy-in, and steps to 
avoid potential harm. Some clinicians without exposure 
training reported that exposure “sounds awful” for the client, 
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causes stress for themselves as clinicians, and is not a modal-
ity they want to use.

Client‑Related Implementation Determinants

Client Diagnoses/Clinical Presentations

Clinicians indicated that they consider clients’ diagnoses 
and clinical presentations when deciding whether to imple-
ment an EBP. Clinicians with exposure training indicated 
a tendency to default to using EBPs, to consider a patient’s 
treatment to guide the selection of EBPs, and to integrate 
other treatment approaches when necessary for co-occurring 
problems. Some clinicians with exposure training described 
difficulty sustaining EBP use when patients do not exhibit 
treatment response as expected (e.g., “For patients who have 
been in care for a longer time, […] it is hard to keep coming 
up with evidence-based ideas”). Clinicians without exposure 
training described looking to the evidence base when unsure 
what to do for a particular case but noted the limitation that 
there is not an evidence base for certain populations (e.g., 
transgender clients).

Client Age/Developmental Considerations

Clinicians also noted considerations for working with chil-
dren. They noted the importance of considering a child’s 
cognitive level when selecting an intervention, and that 
some EBPs may feel too formal or advanced for young chil-
dren. Still, clinicians generally reported that it is easier to 
use EBPs with younger rather than older children, in part 
because younger children may respond better to structure 
(e.g., worksheets) and older children may have less buy-in 
and motivation for treatment. There were no notable differ-
ences in descriptions of client age/developmental considera-
tions between clinicians with and without exposure training.

Client Expectations and Motivation for Treatment

Clinicians reported that client expectations and motivation 
for treatment often inform their clinical decision-making and 
use of EBPs. They highlighted the importance of building 
rapport with clients to facilitate communication about treat-
ment goals and shared decision-making of which interven-
tions to use. Clinicians also emphasized the necessity of 
flexibility to deviate from EBPs when necessary to preserve 
rapport. They reported greater comfort and ease using EBPs 
with clients who are more willing and motivated, as cli-
ents who are unwilling or unmotivated may not adhere to 
the intervention, which may lead to treatment non-response 
and clinician burnout. Providing psychoeducation before 
beginning an EBP was described as increasing client moti-
vation. However, participants noted that some clients remain 

unwilling to engage in EBPs; those who do not initially 
experience symptom improvement may be less interested in 
EBPs in future sessions. Overall, clinicians indicated that 
if a client is unwilling to engage in an EBP, they may try a 
different intervention first. There were no notable differences 
in descriptions of client expectations between clinicians with 
and without exposure training.

Client and Family Resources

Clinicians reported that client and family resources can 
facilitate EBP use. Financial resources, such as the ability 
to afford treatment, transportation, childcare, and technol-
ogy (i.e., for telehealth), can facilitate treatment adherence 
and progress, particularly for EBPs that require parental 
involvement or homework completed outside of session. Cli-
ent education was also described as facilitating EBP imple-
mentation. There were no notable differences in descriptions 
of client and family resources between clinicians with and 
without exposure training.

Client Characteristics that Affect Exposure Implementation

Clinicians noted that client age and developmental level 
affect exposure implementation such that older children may 
be more cognitively able to understand exposure rationale 
and/or more motivated to do exposure independently with-
out parental involvement. Clinicians mentioned that building 
rapport is especially important before beginning exposure 
because exposure requires trust from the client. One clini-
cian described, “If I've been working with someone for a 
while […], I kind of feel like I can push them more.” Cli-
ent willingness and motivation were described as affecting 
exposure implementation similarly to EBP implementation 
broadly, such that higher willingness and motivation facili-
tates exposure implementation. Clinicians with exposure 
training indicated that they would always default to using 
exposure for diagnoses for which it is appropriate. Clini-
cians with exposure training cited obsessive–compulsive 
disorder, social anxiety, and specific phobia as diagnoses 
for which exposure is their treatment of choice, and cited 
depression and generalized anxiety disorder as examples of 
diagnoses that may warrant other, non-exposure interven-
tion (e.g., cognitive therapy). In contrast, clinicians without 
exposure training indicated an understanding of the theoreti-
cal rationale for using exposure, but do not necessarily use 
exposure as their default intervention. Clinicians without 
exposure training reported that it might not be effective to do 
exposure immediately if a client is too distressed to engage 
in exposure, if they are not cognitively able to understand 
it, or if they have other concerns that warrant treatment first.
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Clinicians’ Perceptions of Training

Barriers to Training

Clinicians reported receiving training in EBPs from vari-
ous sources including via graduate school, peer consulta-
tion (within their organization or externally), professional 
organizations, and online (e.g., listservs, Facebook groups). 
Despite citing several avenues through which they seek 
training, clinicians identified barriers to attending training. 
Time constraints were noted as a key barrier to both formal 
and informal training. Clinicians described difficulty attend-
ing formal training events, participating in peer consultation, 
and attending online trainings due to time constraints. Avail-
ability of training (at a desired skill level, covering topics of 
interest), travel, cost, and organizational support were also 
identified as barriers to training attendance. Training barriers 
were described as impeding EBP implementation.

Preferences for and Facilitators of Training

Clinicians described training preferences that may facilitate 
training attendance and subsequent EBP implementation. 
Although time constraints remain a potential barrier, clini-
cians indicated that longer and more frequent training would 
help support EBP implementation. Splitting training into 
multiple separate parts rather than a long, multi-day event 
was described as one way to facilitate attendance. The avail-
ability of “in-house” training offered by their organization 
was described as a way to improve training attendance and 
subsequent EBP implementation. One clinician described, 
“I think it was incredibly valuable for [clinicians] to all have 
gone through the training together and to have it as a com-
mon modality and have the supervision. It’s bonding.” The 
availability of online training was also described as address-
ing some attendance barriers such as travel burden and time 
constraints. Clinicians also indicated that certain teaching 
styles may better facilitate content learning. Clinicians 
reported that an ideal training would include both theory 
and practice and would include interactive or multi-media 
components rather than solely lecture format. Experiential 
training, role-play, live supervision, and offering take-home 
materials were identified as particularly helpful for learning. 
Clinicians also highlighted the value of expert consultation 
to support training in EBPs. Some clinicians noted the ben-
efit of receiving certification from training, although it was 
not indicated as necessary for training attendance or EBP 
use. Finally, clinicians expressed that, after receiving for-
mal training, weekly to monthly consultation within their 
organization and/or yearly refresher courses would be ideal, 
although these are not always feasible to attend due to time 
constraints.

Exposure‑Specific Training Barriers and Preferences

Clinicians generally described difficulty finding training in 
exposure compared to other EBPs. In addition, clinicians 
noted that learning to use exposure may require more or dif-
ferent training than learning to use other EBPs. One clinician 
described, “If someone is learning exposure and response 
prevention for the first time, in-person is the most [helpful] 
because you can ask questions in the moment and do role-
play.” Responses from clinicians suggested that, while broad 
clinician preferences for training should be considered, there 
may also be intervention-specific considerations for tailor-
ing training.

Discussion

This study used the consolidated framework for imple-
mentation research (CFIR) Characteristics of Individuals 
domain to guide inquiry into clinicians’ perceptions of EBP 
implementation determinants in private practice. Results 
focused on clinician attitudes toward EBPs, perceptions of 
client characteristics that affect EBP implementation, and 
training barriers and preferences. Findings were generally 
consistent with studies of EBP implementation determinants 
in community mental health settings but highlight specific 
individual-level factors that influence implementation in pri-
vate practice. These results provide insight into clinicians’ 
perspectives of EBPs and potential strategies to support EBP 
implementation in this setting.

Clinicians in this study emphasized the importance of 
training to support the implementation of new interventions, 
including EBPs, in their routine clinical practice. Clinicians 
described seeking training from a wide range of sources but 
reported several barriers to training attendance and subse-
quent intervention implementation. Availability of training 
in desired content areas, travel, cost, and time constraints 
were identified as key barriers to training attendance, while 
offering training online or “in-house”, utilizing interactive 
training formats, and providing ongoing consultation and/
or certification after training were described as facilitating 
training attendance and content learning. These findings are 
consistent with previous studies examining training-related 
implementation determinants in private practice (Reid et al., 
2017; Stewart et al., 2012) and other routine clinical settings 
(Herschell et al., 2014; Powell et al., 2013) and point to ways 
in which trainings may be modified to respond to clinician 
needs. Offering training online may reduce financial barriers 
and is likely equally effective as in-person training (Frank 
et al., 2020). Splitting training into multiple parts rather than 
one long, multi-day event was described by clinicians as an 
effective way to reduce time-related barriers and increase the 
feasibility of attending training. Tailoring training activities 
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to the content areas of interest and skill levels of the intended 
audience and offering certification from training may also 
facilitate training attendance. Furthermore, interactive and 
experiential training components and providing take-home 
materials may facilitate content learning. In addition, as 
noted by the CFIR, organizational support can likely facili-
tate training attendance and content learning (e.g., offering 
compensation for training, training and refresher courses 
within the organization, ongoing supervision, or expert con-
sultation after training), but organizational support varies 
widely in private practice (Frank et al., 2022). Larger-scale 
efforts may be needed to increase organizational support 
for clinicians working in private practice settings in order 
to facilitate training attendance and subsequent EBP imple-
mentation in this setting. This may involve creating consor-
tiums of clinicians to pool resources for training activities. 
Lastly, training attendance and EBP implementation are 
likely influenced by attitudes toward EBPs (Stewart et al., 
2012), and these attitudes likely vary based on context.

In this vein, respondents reported varying knowledge and 
beliefs about EBPs, which is a construct within the Charac-
teristics of Individuals CFIR domain that has been a focus of 
much prior research focused on individual behavior change. 
Respondents described concerns about the generalizability 
of EBP research to practice, the ability to tailor EBPs to 
clients, and the structured nature of EBPs, which are all 
consistent with concerns reported by clinicians in publicly 
funded mental health settings (Borntrager et  al., 2009; 
Ringle et al., 2015). Notably, clinicians with exposure train-
ing generally described more positive attitudes toward and 
use of EBPs, whereas clinicians without exposure training 
reported more mixed attitudes and identified more barriers to 
EBP use. This aligns with research suggesting that clinicians 
form unique attitudes toward EBPs based on personal expe-
rience and contextual factors (Corrie & Callanan, 2001). It 
is also possible that training in exposure improved attitudes 
toward EBPs broadly, complementing evidence that broad 
EBP training improves attitudes toward exposure (Woodard 
et al., 2021). Alternatively, clinicians with more positive 
attitudes toward EBPs may have been more likely to seek 
training in exposure. In any case, it is evident that efforts 
are needed to better understand negative attitudes toward 
EBPs reported by private practice clinicians. Training offers 
one opportunity to address negative attitudes, and training 
in EBPs should directly target misconceptions about EBPs 
and about research more broadly. Training in EBPs should 
also emphasize the flexible nature of EBPs and describe 
clear steps for what to do when an EBP does not work as 
expected. Still, it is necessary to acknowledge the limita-
tions of existing EBPs for certain clinical populations and 
provide guidance for using a synthesis of clinical judgment 
with any existing research evidence (APA Presidential Task 
Force, 2006).

Accordingly, clinicians in this study described vari-
ous client characteristics that act as determinants of EBP 
implementation. Respondents indicated that clients' clinical 
presentations, ages, and resources (e.g., financial) inform 
EBP use. They identified specific characteristics that impede 
EBP use, such as the presence of comorbid diagnoses, client 
identities for which EBPs have not yet been developed, non-
response to previous psychotherapy, and lack of client moti-
vation or resources to facilitate EBP adherence. Findings are 
generally consistent with studies conducted in community 
mental health settings (Chu et al., 2015; Ringle et al., 2015), 
although there was no mention of emergent needs (e.g., food 
or housing insecurity), which have been identified as barriers 
to EBP implementation in community settings (Frank et al., 
2021). Efforts to target client-related implementation barri-
ers may aim to increase training in the flexible application 
of EBPs to treat clients with diverse backgrounds, identi-
ties, and presenting problems. Training should also focus 
on creating client buy-in for EBPs. Moreover, larger-scale 
efforts are needed to reduce barriers to accessing EBPs for 
families, such as by leveraging technology to deliver EBPs 
via telehealth (Sugarman et al., 2021).

Lastly, this study describes individual-level factors that 
influence the implementation of exposure therapy, a well-
established but difficult to implement EBP. Clinicians 
reported wide variability in attitudes toward exposure. Cli-
nicians with exposure training generally endorsed more 
positive attitudes, although they still noted limitations of 
exposure and barriers to its implementation. In contrast, cli-
nicians without exposure training reported more mixed to 
negative attitudes and more concerns about using exposure 
in their practice. Similar negative attitudes toward exposure 
have been reported in other studies and appear to act as an 
implementation barrier (Deacon et al., 2013). Although 
research evidence may dispel some misconceptions about 
exposure (Meyer et al., 2014), clinicians may rely more on 
clinical experience than research evidence to make clinical 
decisions (Stewart et al., 2018). Clinicians described diffi-
culty finding training in exposure compared to other EBPs, 
as is consistent with previous studies of private practice 
(Reid et al., 2017) and community mental health (Wolitzky-
Taylor et al., 2018) clinicians. Clinicians emphasized the 
importance of interactive training to teach exposure com-
pared to other EBPs, consistent with literature suggesting 
that experiential learning can effectively alleviate concerns 
about exposure (Farrell et al., 2016; Frank et al., 2020). 
Thus, strategies to facilitate exposure implementation in 
private practice should focus on increasing the availability 
of specialized training in exposure (Wolitzky-Taylor et al., 
2018) and providing corrective information about exposure 
during training (e.g., that exposure is not harmful when 
delivered appropriately, that exposure can be used with a 
wide range of clients; Farrell et al., 2013). Organizations 
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that wish to increase exposure use should provide ongoing 
consultation and support for clinicians delivering exposure 
(Becker-Haimes et al., 2020; Frank et al., 2022). Still, while 
there is value in disseminating research evidence to address 
certain “myths” about exposure, there is also likely informa-
tion about exposure implementation in routine clinical care 
that is not reflected in the literature. More efforts are needed 
to center the perspectives of clinicians and clients (i.e., prac-
tice-based evidence; Barkham & Mellor-Clark, 2003) and 
tailor exposure (and other EBPs) to meet the needs of those 
delivering and receiving them (Trivasse et al., 2020). The 
goals of practice-based evidence and EBPs are complemen-
tary and should be considered in tandem to harness the value 
of clinicians’ knowledge with existing research evidence. 
Overall, these recommendations are largely consistent with 
those that have been proposed to increase exposure use in 
other settings, but more research is needed to assess the 
feasibility of such approaches within the private practice 
context.

A key strength of this study is the use of purposive sam-
pling to include clinicians with and without exposure train-
ing, given that training in a difficult-to-implement EBP may 
influence clinician attitudes and preferences for training. An 
additional strength of this study is the inclusion of clini-
cians working in a range of private practice settings (e.g., 
solo versus group private practice), as this organizational 
context may also affect attitudes and training preferences. 
This study also has some limitations. The sample size of 
this study was small, and the sample of clinicians included 
in this study lacked diversity across several dimensions, 
including ethnoracial identity, geographical location, and 
theoretical orientation. It is imperative that future research 
assess perspectives across a diverse range of clinicians and 
consider the ways in which clinicians' identities, geographi-
cal locations, and theoretical orientations may affect atti-
tudes toward and implementation of EBIs and exposure. 
In addition, clinicians included in this study were all those 
who agreed to participate in a research study, and some of 
the clinicians in this study had previously participated in 
a clinician training research study conducted by the same 
organization. Participation in this study may indicate that 
these clinicians are open to research and/or hold more posi-
tive attitudes toward EBPs than those who would refuse 
to participate in a research study. Even among our partici-
pants, they noted a perceived disconnect between research 
and real-world practice. Thus, it will be critical for future 
research to include clinicians with a wide array of percep-
tions of research. Furthermore, it is important to note that 
the researchers conducting interviews and analyses have an 
interest in supporting the increased use of EBPs and made 
this known to participants, which likely had an influence 
on ensuing discussions. This study is also limited in that 
we did not measure actual EBP use in clinicians’ routine 

practice, nor did we collect information on the nature of 
previous training in exposure for clinicians with previous 
training. Finally, this study focused primarily on one set of 
individuals—clinicians—relevant to the Characteristics of 
Individuals domain of the CFIR. We did not receive input 
from other stakeholders involved in the delivery and receipt 
of mental health care, such as patients, policymakers, and 
organization leaders; these perspectives are central under-
standing the full breadth of implementation determinants 
as outlined by the CFIR. Assessing perceptions of EBPs 
among these stakeholders and across other CFIR domains 
will likely yield important information to complement the 
current study and inform strategies to tailor EBPs to meet 
the needs of all involved in mental health care.

Nonetheless, this study provides novel information about 
EBP implementation determinants in private practice as 
measured at the individual clinician level. Specifically, this 
study highlights training-related barriers and facilitators, 
clinician attitudes, and client characteristics that may affect 
the implementation of EBPs in private practice. Our findings 
are used to inform suggestions for implementation strategies 
to address barriers to EBP use in this setting. Overall, it is 
evident that the perspectives of individual clinicians are one 
aspect of many that contribute to successful EBP implemen-
tation. These results should be considered in the context of 
other CFIR domains, such as the Inner Setting and Outer 
Setting, which likely have a bidirectional influence on indi-
viduals. For instance, contextual factors such as organiza-
tional support and implementation climate (Becker-Haimes 
et al., 2019) interact with individual-level factors to impede 
or facilitate successful EBP implementation. Tailoring our 
proposed individual-level implementation strategies for the 
private practice context (Inner Setting) may mark one step 
toward increasing EBP implementation and sustainment in 
private practice mental health.
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