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A B S T R A C T

Background and Aim:  Evidence-based practice improves the quality of clinical 
performance. Attitude affects the implementation of research findings into practice. The 
Evidence-Based Practice Attitude Scale (EBPAS-36) evaluates the attitude of therapists 
toward evidence-based practice. The present study aimed to provide a validated Persian 
translation of the EBPAS-36 for audiologists.
Methods: The original EBPAS-36 was translated by using the international quality of life 
assessment protocol. The validity of translated version was surveyed by an expert panel 
and the Persian version with 35 questions was yielded. A demographic questionnaire and 
EBPAS P-35 were given to 182 audiologists to evaluate the psychometric properties. 
The reliability was evaluated by completing the EBPAS P-35 after 2 weeks by 30 of 
the participants and Cronbach’s alpha and Intra-Class Correlation (ICC) were calculated. 
Confirmatory Factor Analyses (CFA) were also conducted.
Results: The content validity ratio was above 0.33 for all except item 10 which was 
removed from the Persian version. The mean(SD) total score was 2.38(0.46). A significant 
relationship was observed between the total score and all subscales (p<0.05). The original 
factor structure showed an acceptable model fit (CMIN/DF=1.39, GFI=0.84, CFI=0.94, 
IFI=0.94, RMSEA=0.04) confirming the 12-factor structure of the EBPAS-36. The 
internal consistency was very good for the total score (α=0.88) and adequate to very 
good for the subscales (0.65–0.84), indicating high reliability. The ICC showed good 
agreement in the score of test-retest (total ICC=0.65).
Conclusion: This study confirms good psychometric properties and validity of the EBPAS 
P-35 in a sample of audiologists.
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             Introduction

E vidence-Based Practice (EBP) signifies 
the best current evidence in clinical 
decision-making for patient care and 
implementing research findings to 
improve clinical practice [1]. EBP 

leads to more accurate, effective and safer diagnosis 
and treatment, and finally, better quality of health 
services and clinical decision-making [2]. Nowadays, 
EBP has been integrated into conventional clinical and 
care services in many health conditions. Also, evidence-
based guidelines were introduced to reduce costs and 
injuries caused by improper interventions. Guidelines 
are derived from a combination of research evidence, 
clinical experience, and patient preferences. These three 
factors are important components in defining EBP, which 
synthesize together for the best clinical decision-making 
[3, 4]. In this regard, the American Speech-Language-
Hearing Association (ASHA, 2005) has emphasized 
the combination of evidence-based methods with the 
decision-making process in audiology and speech-
language pathology services. The implementation of 
EBP is regarded as one of the fundamental values of 
the Audiology American Association [5]. A review 
study on the professional activities of audiologists 
and speech-language pathologists showed that the 
ASHA and Canadian Association of Speech-Language 
Pathologists and Audiologists (CASLPA) support the 
use of evidence-based principles in clinical practice, 
professional education, and research [6].

The history of audiologists’ consideration of 
evidence-based methods goes back to 1989 when 
Doyle’s study showed that they gave little priority 
to published articles in their clinical decisions and 
assigned a higher rank to other sources of information 
[1]. In recent years, the clinical decision-making model 
of audiologists has focused on a patient-centered rather 
than a practitioner-centered model [2, 3]. Despite 
the increased evidence-based services over the ex-
practitioner-centered style, some studies still report that 
audiologists are not effectively using research findings 
and patient-centered care [4, 5]. For example, it is proven 
that Real Ear Measurement (REM) improves hearing 
aid performance and increases patient satisfaction, but 
a small percentage of clinicians are interested [6]. There 
are barriers to changing clinical performance and the 
gap between research and practice, which can be divided 

into individual and organizational factors. The level of 
education, job title, time spent on studying, and people’s 
attitudes and beliefs are examples of individual barriers. 
The organization’s management strategy, access to 
resources and research findings, organizational culture 
and climate, training and acquiring skills, workload and 
financial issues are some of the organizational factors 
[7].

Attitude is one of the main parameters in the 
implementation of theories and frameworks in practice 
[8]. Various theoretical models have been proposed 
regarding the role of attitude on choice and behavioral 
intentions, which assume that different elements of 
attitude have different effects on decision-making [9, 
10]. By evaluating therapists’ attitudes towards EBP, 
the Evidence-Based Practice Attitude Scale (EBPAS) 
helps to apply helpful strategies in research, as well as 
improve educational and clinical practice. The EBPAS 
was designed by Aarons to evaluate the attitude of 
mental health service providers [11].

In this questionnaire, therapists’ feelings towards 
EBP are measured, and a broad range of factors affecting 
the prediction, tendency, or resistance to evidence-based 
treatments are evaluated. Evidence-based interventions 
are any type of treatment or new intervention that 
is followed according to a specific guideline or a 
predetermined method or manual. A higher score in the 
EBPAS shows a more positive attitude towards EBP. 
The EBPAS has been translated into Swedish [12], 
German [13], Dutch [14], Norwegian [15] Spanish [16] 
and Turkish [17] languages.

The current study aimed to develop the Persian 
version of EBPAS-36 and evaluate its psychometric 
properties (cultural adaptation, face validity, factor 
structure, and reliability).

Methods

This is a test development cross-sectional study that 
was conducted from 2021 to 2022 at the Iran University 
of Medical Science. First, the original EBPAS-36 was 
translated from English into Persian. The cultural 
adaptation of the translated version was reviewed with 
a survey of experts. The face validity was checked 
by the experts and the target population of the study 
(audiologists). The validated Persian questionnaire 
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(EBPAS P-35) was given to a larger population of 
audiologists to investigate the factor structure and the 
effect of demographic characteristics on its scores. 
Also, its reliability was evaluated by completing the 
questionnaire after 2 weeks again.

Participant

The opinions of 29 experts (21 audiologists and 8 
otolaryngologists) were used for the cultural adaptation 
stage. The face validity was conducted with a survey of 
43 experts and colleagues active in the field of clinical 
work (14 Audiology experts, 13 otolaryngology experts, 
and 16 clinical audiologists). For factor structure analysis, 
300 active audiology colleagues across the country were 
offered to participate in the survey after coordinating with 
the Iranian Audiology Association. A total of 182 people 
completed the final validated Persian EBPAS and a 
demographic questionnaire. To check the time reliability, 
30 out of 182 participants were asked to take part.

Translation

The first version of EBPAS (EBPAS-15) developed 
by Aarons contains 15 items in the form of 4 subscales 
[11]. In another study, the same researchers added 8 
more dimensions of attitude to the subscales, and the 
50-question version of the EBPAS (EBPAS-50) was 
developed with 12 subscales [18]. After that, due to the 
need for a reliable and concise tool, a shortened version 
of 36 questions with the same 12 previous subscales was 
created (EBPAS-36) [18] These subscales include: 1) 
appeal (intuitive desire of EBP) 2) requirements (EBP 
has been requested to do) 3) Openness (accepting new 
methods) 4) divergence (the difference between the 
conventional treatment and the evidence-based methods) 
5) limitation (weaknesses and deficiencies of EBP) 
6) fit (suitability with the needs of the patient and the 
therapist) 7) monitoring (negative perception of being 
controlled) 8) balance (balance between clinical skill and 
knowledge) 9) burden (administrative burden and time 
associated with EBP learning) 10) security (creating job 
security with EBP) 11) support (organizational support 
for EBP learning) 12) feedback (positive perception of 
receiving feedback when providing services). The total 
score of EBPAS is calculated by summing the scores 
of all of the subscales and reversing the score of the 
divergence, balance, burden, limitation and monitoring 
subscales. In this study, a 36-question version of the 

questionnaire was used because it is short and yet 
comprehensive. The International Quality of Life 
Assessment protocol [19] was employed to translate 
the original EBPAS-36 questionnaire [20] from English 
to the Persian language after communicating with the 
main author via email to obtain permission to translate 
the questionnaire. In the forward translation stage, two 
Persian translators (translators 1 and 2) fluent in English 
separately provided a translation of the items as well as a 
list of possible choices. These translators emphasized the 
conceptual identity of the items with the original version, 
not the lexical equivalence. Translators 1 and 2 scored 
each item in terms of translation difficulty level with a 
3-point Likert scale (1- easy, 2- moderate, 3- difficult). 
Then, the primary Persian version, which was obtained 
with the agreement of researchers and translators 1 and 
2, was given to two bilingual Persian translators fluent in 
English (translators 3 and 4). Translators 3 and 4 scored the 
quality of the translation of each item in terms of 3 factors: 
clarity of translation (use of simple and understandable 
words), use of a common language (no use of technical, 
specialized, and artificial words), and conceptual identity 
(equivalency of the translated content with the original 
version) on a 5-point Likert scale for each factor. 
The researchers checked the results of the translation 
quality scores and discussed them with the translators. 
If necessary, the translation was modified and a Persian 
version with good translation quality (score above 3 for all 
items) was obtained from the forward translation.

For the backward translation stage, the resulting 
Persian version was given to two native English and 
Persian fluent translators (translators 5 and 6) and 
the Persian version was translated into English. The 
conceptual similarity of the translated with the original 
English version of the questionnaire was compared by 
researchers and translators 3 and 4. Items that were not 
conceptually identical were discussed and some Persian 
translations were corrected. Finally, a primary Persian 
version was obtained, and in the next step, its validity, 
factor structure (exploratory and confirmatory) and 
reliability were checked.

Cultural adaptation

According to the general purpose of the 
questionnaire (investigating the attitude of therapists 
towards evidence-based practice) and the relationship 
of each item with the related subscale, the panel of 29 
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experts scored the importance and necessity of each 
item in a three-option scale (important and relevant, it 
can be used but it is not necessary, unrelated).

The Content Validity Ratio (CVR) shows the agree-
ment of the expert panel about the necessity of the items. 
According to Lawshe’s criteria, CVR was calculated for 
each item based on the following formula [21]:

e
Nn
2 CVR N

2

 − 
 =

In this formula, N is the total number of members of 
the expert panel and ne is the number of panel members 
who scored the item as “important and relevant”. The 
accepted amount of CVR for approval or rejection of 
the item depends on the number of panel members.

Face validity

The 43 participants (including experts and clinical 
colleagues) rated the questions according to two 
criteria: fluency (clarification and comprehensibility) 
and appropriateness with the culture of the Iranian 
society on a 6-point Likert scale. Also, the item’s impact 
score was calculated by grading item importance on a 
5-point Likert scaling with this formula: frequency * 
importance.

Factor structure analysis

According to people’s preferences for the web or 
offline version of the questionnaire, two questionnaires 
including Persian EBPAS with 35 questions (EBPAS 
P-35) (removal of question 10 due to low CVR with 
the double survey as described in the results) and one 
questionnaire containing demographic and professional 
information of people were provided to 182 audiologists.

Reliability

In order to check whether the results differ over time, 
30 out of the 182 participants were asked to complete 
the attitude questionnaire again after two weeks.

Statistical analysis

SPSS statistical software version 17 and AMOS 
statistical software version 24 were used for the analyses. 

A p-value of 0.05 or less was considered statistically 
significant. The descriptive statistics (means and standard 
deviations) for the EBPAS P-35 subscales and the total 
score and demographic information of participants (age, 
sex, academic level, job experience, work system) were 
examined. In order to investigate reliability, Cronbach’s 
alpha was utilized for internal consistency and Intra-
Class Correlation (ICC) was employed to check test-
retest correlation in all items. A two-way random effect 
model was utilized for ICC in this study. The relationship 
between the test-retest score of each item was examined 
with Pearson’s correlation coefficient. Also, Spearman’s 
correlation was used to study the relationship between 
the subscales with each other and with the total score. 
The overall score of the questionnaire was compared by 
an independent t-test in two groups of men and women. 
Also, to investigate the effect of the academic level and 
the working type (private or governmental) on the results 
of the questionnaire, analysis of variance (ANOVA) was 
used. The effect of the age of the participants and the 
years of experience on the overall score was investigated 
by using a regression model.

Construct validity was examined with CFA. The 
goodness of fit indices of CMIN/DF (Chi-degree 
freedom), Goodness of Fit Index (GFI), Comparative 
Fit Index (CFI), Relative Fit Index (RFI) and Root 
Mean Square Error of Approximation (RMSEA) 
were reported for the CFA. CFA investigations were 
performed in AMOS software.

Results

Translation

According to the International Quality of Life 
Assessment (IQOLA) protocol, translators 1 and 2 
had to rate the level of difficulty when translating each 
question with a 3-point Likert scale. If the average 
score for each item was above 2, it was considered a 
difficult translation. All items scored less than 2 on 
average, except for 3 questions (number 7, 10, and 20) 
that achieved 3 and were defined as difficult to translate. 
Translators 3 and 4 scored the quality of the translation; 
each item was rated in terms of 3 factors on a 5-point 
Likert scale. If the translated item was unacceptable 
(average score less than 3, for the three considered 
factors), they would suggest an alternative equivalent. 
All items obtained average scores of above 3.
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Cultural adaptation

The minimum acceptable CVR in the present study 
was 0.33 based on the number of experts [21]. The 
cultural adaptation investigated by calculating CVR 
and CVI showed that question numbers 10, 14, 17, 18, 
28, and 29 had CVR less than 0.33. After applying the 
experts’ recommendations, corrections were made to 
the above-mentioned questions by the research team, 
and then they were given to the experts for re-scoring. 
Eventually, all the items that held a CVR higher than 
the minimum acceptable level (0.33) were kept with the 
agreement of the researchers.  Only in item 10, a CVR 
of 0.24 was obtained even in the second survey from 
experts, which led to the removal of this question from 
the Persian questionnaire. Thus, the Persian version 
of EBPAS included 35 questions (EBPAS P-35). The 
CVI for the whole questionnaire was calculated and the 
value between 0.70 and 1.00 demonstrated satisfactory 
results [22].

Face validity

In the survey of experts and the target population 
concerning the clarity of the questions and the fitness 
with the culture of the society, all items got an average 
score of higher than 4. An average score of above 4 for 
each factor was considered the minimum acceptable 
level. In calculating the impact score for each item, 
scores greater than 1.5 were considered appropriate 
and the item was maintained [23]. As can be seen in 
Table 4, all of the items had impact scores greater than 
1.5.

The factor structure

The demographic characteristics of the people 
participating in this part of the study can be seen in 
Table 1. The average age of the participants was 34.83 
years (SD=9.12) and the average working experience 
was 10.43 years (SD=8.33).

The results of Spearman’s correlation analysis 
between the scores of the subscales with each other and 
the subscales with the total score are shown in Table 2. 
Based on the results obtained, the highest correlation 
with an intensity of 0.66 was between Fit and Appeal. 
The next rank is related to Burden and Divergence, 
which has a positive relationship with an intensity of 

0.60. Among the negative relationships, Burden with Fit 
with –0.45 and Feedback with Burden with –0.44 have 
the highest intensity. Also, a significant relationship 
was observed between the total score and all subscales 
(p<0.01).

The measurement results of the first-order CFA 
are shown in Figure 1. The fit indices of the model 
after modification maintained values include CMIN/
DF=1.39, GFI=0.84, CFI=0.94, IFI=0.94, and 
RMSEA=0.04, all were higher than the acceptable 
value [24]. After modifying the model and its fit indices 
based on the factor loadings, questions 35 and 23 had a 
low coefficient based on the respective factor. But in the 
rest of the questions, this intensity was appropriate and 
acceptable and was significant (p<0.05).

The results of the independent t-test to investigate 
the effect of gender on the total score showed that there 
was no significant difference between the attitudes of 

Table 1. The demographic characteristics of the participants (n=182) 
 

   

Factor Group N(%) 

Gender 
Female 123(67.60) 

Male 59(32.40) 

Academic 
level 

Graduate 136(74.71) 

MSc. 37(20.41) 

PhD. 9(4.88) 

Work type* 

Private 89(48.92) 

Public 22(12.13) 

Both 71(38.95) 

Work system 

Independent (alone) 118(64.82) 

Employer (with colleges) 25(13.71) 

Employee (with colleges) 39(21.47) 

Field of 
activity* 

Assessment and diagnosis 46(25.21) 

Balance and vertigo 40(22.00) 

Hearing aid fitting 157(86.33) 

Tinnitus management 47(25.84) 

Auditory rehabilitation 47(25.88) 
        * Participants could choose more than one option 
  

Table 1. The demographic characteristics of the participants 
(n=182)
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women and men (t=–0.87, p=0.34). Also, the analysis 
of variance conducted to investigate the effect of the 
academic level and the work type showed that the level of 
education and the type of activity showed no significant 
effect on the overall score of the questionnaire (F=0.66, 
p=0.51 and F=0.51, p=0.60, respectively) (Table 3).

The results of the regression model analysis to 
investigate the effect of participants’ age and years of 
clinical activity on the results of the score are shown in 
Figure 2. None of these two variables had a significant 
effect on people’s attitudes (p=0.83 and p=0.84, 
respectively).

Table 2. Spearman’s correlation of subscales with each other and with the total score of the evidence-based practice attitudes scales 35-
Persian 
 

              

13 12 11 10 9 8 7 6 5 4 3 2 1 Factors 

- 0.64** 0.42** 0.41** –0.73** –0.30** –0.53** 0.64** –0.52** –0.63** 0.56** 0.66** 0.33** 13. EBPAS P-35 
total 

 - 0.32** 0.41** –0.44** –0.09 –0.37** 0.28** –0.16* –0.35** 0.27** 0.25** 0.18 12. Feed back 

  - 0.41** –0.14 0.02 –0.02 0.22** –0.06 –0.06 0.18* 0.21** 0.11 11. Organizational 
support 

   - –0.10 0.10 –0.08 0.17* 0.02 –0.06 0.14 0.16* 0.12 10. Job security 

    - 0.23** 0.40** –0.45** 0.44** 0.60** –0.30** –0.40** –0.13 9. Burden 

     - 0.36** 0.09 0.19** 0.29** 0.05 0.01 0.01 8. Balance 

      - –0.14** 0.22** 0.27** –0.13 –0.15* –0.05 7. Monitoring 

       - –0.32** –0.31** 0.38** 0.66** 0.38** 6. Fit 

        - 0.43** –0.22** –0.36** 0.04 5. Limitation 

         - –0.27** –0.28** 0.01 4. Divergence 

          - 0.49** 0.16* 3. Openness 

           - 0.43** 2. Appeal 

            - 1. Requirements 

         N=182. EBPAS P-35; the evidence-based practice attitudes scales 35-Persian 
               * p<0.05, ** p<0.01 
 
  

Table 2. Spearman’s correlation of subscales with each other and with the total score of the evidence-based practice attitudes scales 
35-Persian

Table 3. The effect of gender, academic level, and work type on the total score (n=182) 
 

    

Factor (test) Group(N) Mean of the total score(SD) p 

Gender (t-test) 
Female(123) 2.36(0.47) 

0.342 
Male(59) 2.43(0.43) 

Academic level (ANOVA) 

Graduate(136) 2.36(0.46) 

0.511 MSc(37) 2.45(0.47) 

PhD(9) 2.45(0.39) 

Work type (ANOVA) 

Private(89) 2.35(0.47) 

0.603 Governmental(22) 2.42(0.46) 

Both(71) 2.41(0.45) 

 
 
  

Table 3. The effect of gender, academic level, and work type on the total score (n=182)
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Reliability

The mean and standard deviation of the subscales 
and the total score of the questionnaire are shown in 
Table 4. Cronbach’s alpha coefficient of all subscales 
ranged from 0.70 to 0.85 which demonstrated acceptable 

reliability. As the Pearson’s correlation coefficients 
between the test and retest score of each item showed 
(Table 4), most of the questions showed a positive, 
significant, and good correlation in the repetition of 
the test after two weeks (p<0.05). Only questions 1 
and 6 did not show a significant relationship (p>0.05). 

Table 4. Mean and standard deviation of subscales and total score, Cronbach's alpha coefficient and intra-class correlation information 
 

        
ICC (test-

retest) 
Pearson 

correlation 
Impact 
score 

Cronbach's 
alpha SD Mean Item 

number Subscales/total 

0.84 0.67** 2.91 
0.81 

1 1.98 8 
Requirements 

0.88 0.75** 3.15 0.98 1.98 9 

0.83 0.73** 3.60 

0.74 

1.09 2.08 7 

Appeal 0.89 0.76** 3.83 0.95 2.76 10 

0.74 0.48* 4.14 0.82 3.06 11 

0.50 0.28* 2.93 

0.84 

1.10 2.51 2 

Openness 0.59 0.39* 3.28 1.03 2.63 3 

0.24 0.14 3.31 1.14 2.73 1 

0.64 0.42* 2 

0.75 

1.07 1.18 4 

Divergence 0.41 0.11 1.85 1.16 1.19 6 

0.77 0.63** 3 1.03 2.13 5 

0.58 0.45* 2.39 

0.65 

0.95 1.80 15 

Limitation 0.69 0.52** 2.23 1.15 1.95 16 

0.65 0.50** 2.11 0.92 1.86 17 

0.43 0.33* 4.37 

0.73 

0.95 3.21 12 

Fit 0.85 0.77** 2.74 0.99 2.69 13 

0.79 0.52** 4.25 0.96 2.98 14 

0.77 0.58** 2.82 

0.76 

1.29 1.84 18 

Monitoring 0.85 0.76** 3.25 1.27 2.53 19 

0.66 0.57** 3.13 1.21 1.55 20 

0.80 0.67** 2.72 

0.70 

1.18 2.46 21 

Balance 0.76 0.64** 3.97 0.97 3.12 22 

0.76 0.63** 3.46 0.95 2.55 23 

0.73 0.54** 2.54 

0.75 

1.08 0.86 24 

Burden 0.77 0.61** 1.96 1.09 0.85 25 

0.69 0.41** 2.37 1.06 1.74 26 

0.66 0.48** 3.18 

0.85 

1.12 2.02 27 

Job security 0.79 0.68** 2.94 1.06 1.81 28 

0.84 0.77** 2.84 1.02 1.96 29 

0.80 0.55** 3.28 

0.71 

1.08 2.12 30 
Organizational 

support 
0.56 0.43** 3.99 0.94 2.75 31 

0.63 0.38** 3.26 1.04 2.58 32 

0.69 0.52** 4.34 

0.66 

0.94 3.13 33 

Feed back 0.66 0.55** 4.52 0.88 3.26 34 

0.83 0.69** 3.23 1.19 2.21 35 

0.65 --- --- 0.88 0.46 2.38 --- EBPAS P-35 (Total) 
ICC; intra-class correlation, EBPAS P-35; the evidence-based practice attitudes scales 35-Persian 
** Significant level less than 0.01, * Significant level less than 0.05 
 

Table 4. Mean and standard deviation of subscales and total score, Cronbach’s alpha coefficient and intra-class correlation information
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The strongest correlation was observed in questions 9, 
7, 10, 13, 19 and 29 (r>0.7). Similarly, the ICC values 
of these questions were in the very good category. The 
ICC showed that there was good agreement in the score 
of each item in the test-retest, except items 1, 6 and 13 
according to the classification of ICC values (ICC<0.20, 
poor; 0.21–0.40, fair; 0.41–0.60, moderate; 0.61–0.80, 
good; 0.81–1.00, very good) [25].

Discussion

In this study, the psychometric properties (cultural 
adaptation, face validity, factor structure, and reliability) 
of the Persian version of the EBPAS-36 (EBPAS 
P-35) were investigated in a sample of 182 working 
audiologists. The results showed that EBPAS P-35 
maintains the main factor structure and good internal 

 
 
Figure 1. First-order original 12-factor structure derived by confirmatory factor analysis 
 
  

Figure 1. First-order original 12-factor structure derived by confirmatory factor analysis
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consistency and reliability. The results of this study 
provide evidence that EBPAS P-35 is applicable in the 
community of Persian-speaking audiologists.

The average total score of the EBPAS P-35 was 
2.38 (SD of 0.46), which is consistent with the score 
of the original questionnaire and the translated versions 
into other languages [11, 12, 15, 20]. In the Persian 
translation, question 10 (“it was required by your 
state?”) reached a CVR lower than the acceptable level 
despite polling the experts twice. It was also considered 
difficult to translate by translators 1 and 2. This question 
was not culturally appropriate to Iranian society because 
there are no states in Iran, therefore with the opinion 
of the experts and the agreement of the research group, 
it was removed from the Persian version and the final 
questionnaire consisted of 35 questions. The total score 
showed a significant direct or inverse relationship in the 
moderate range with all subscales and also subscales 
with each other. The highest positive correlation of the 
overall score was seen with the appeal, fit, feedback, 

and openness subscales, which is in line with previous 
studies [13, 14]. This finding means that, if the EBP 
is a method that people find intuitively attractive and 
colleagues express satisfaction with it, or that method is 
consistent with own and the client’s needs and values, 
either they receive feedback when providing services 
or are willing to try new interventions, there will be a 
positive attitude toward that method. The high inverse 
significant correlation between the total score and 
the burden and divergence subscales shows that the 
more laborious it is to learn EBP in terms of time and 
administration, or if people believe that this method is 
not clinically useful and less important than the clinical 
experience, then there will be a more negative attitude 
towards that method. This finding is consistent with the 
results of the German version of EBPAS [13]. However, 
in the Dutch version of the questionnaire, no significant 
relationship was found between the total score and the 
divergence subscale [14]. In terms of the relationship 
between the subscales with each other, the fit and 
appeal, and divergence and burden subscales showed a 

Figure 2. Association between the evidence base practice attitude scale persian-35 total score and age (upper box) and years of 
work experience (lower box). EBPAS P-35; the evidence-based practice attitudes scales 35-Persian

 
 
 
 

 

 
 
Figure 2. Association between the evidence base practice attitude scale persian-35 total score and age (upper box) and years of 
work experience (lower box). EBPAS P-35; the evidence-based practice attitudes scales 35-Persian 
 
  

r=–0.08, p=0.243 

r=–0.09, p=0.254 
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positive and high relationship and the fit and burden, 
and burden and feedback subscales showed a negative 
and moderate correlation with each other.

The results of first-order CFA and the index values 
confirm that there is a good model fit between this 
questionnaire and the original version of 36 questions. 
Since nearly all the subscales are above the cut-off 
values, the 12-factor structure of the original version 
is preserved. Analyzing high-order CFA helps to fit 
the model better, but it was not done due to the small 
number of samples in this study.

No significant relationship was found between 
the attitude score and characteristics of age, gender, 
practicing years, and education level. In other words, these 
characteristics cannot predict people’s attitudes toward 
EBP. The finding that men and women do not differ from 
each other in their attitudes is consistent with the results 
of the original EBPAS [11], although gender differences 
were seen in the Dutch version of the questionnaire [14]. 
Regarding the effect of education level, the average 
score of participants with a postgraduate degree (MSc. 
and PhD.) was higher than graduates. Although the 
difference was not statistically significant, it can be 
declared that people with higher education levels have 
a more positive attitude toward EBP. The number of 
participants based on their academic level was not equal 
in this study, there could be a significant difference in the 
results if it was equivalent. There are contraindicating 
findings about the effect of demographic characteristics 
on people’s attitudes toward evidence-based practice. In 
some studies, younger people, or with higher education, 
have more positive attitudes than older people, or with 
lower academic education [16, 18, 26]. A possible reason 
is that younger/more educated individuals were more 
familiar with EBP due to more exposure to evidence-
based interventions during education. They may also 
have received more training due to the great attention and 
focus given to the concept of evidence-based practice 
in recent years. Some studies revealed that people with 
more work experience show a more negative attitude 
to EBP and rely more on their previous experience in 
clinical decision-making [15, 27]. However, some others 
indicated that experienced people follow the guidelines 
better [28]. There is a difference between the results of 
the current study and studies that have shown the effect 
of demographic factors on attitude. The reason is the 
participants of this study, regardless of their personal 

and professional characteristics, rely on their previous 
experience with the success of a practice. Because 
when asked how they would accept new methods, most 
people believed in using their prior experience among 
other options of college recommendation, supervisor 
obligation, textbook and evidence recommendation, and 
personal prior experience. This finding is supported by 
some previous evidence that in many health professionals, 
the behavior of searching for information shows the 
priority of referring to oral sources or the opinion of a 
colleague over reading written sources [29-31]. Also, 
most of those studies that demonstrated some effects on 
attitude were conducted on health professionals other 
than audiologists. Different results may be obtained in 
different professional samples that work in organizations 
with different climates and cultures. For example, recent 
evidence shows that audiology is a field that relies on 
product sales [32], and financial and business issues can 
influence the implementation of evidence-based methods 
[4, 6]. In order to investigate the exact effect of individual, 
professional, and organizational characteristics of people 
on the total attitude score and its subscales, further study 
is needed in a larger sample size. The attitude towards 
EBP and its clinical application requires a balance 
between identification and access to reliable and updated 
evidence, its applicability according to the client’s 
preferences and needs, and the organizational system of 
the workplace. Implementing such decisions in complex 
clinical scenarios is not an easy task.

In examining the reliability of the EBPAS P-35 over 
time using the ICC, all items of the questionnaire except 
questions 1 and 6 showed good test-retest reliability; 
no change in the results after two weeks. This finding 
is supported by Pearson’s correlation coefficients 
examining the test and retest score correlation of each 
item. Regarding questions 1 and 6, people scored lower 
on the first test than on the retest. This shows that in 
the retest, people have become more familiar with the 
purpose of the questionnaire. Also, questions 1 and 6 
are two different forms of the same question, which are 
asked in positive form in question 1 and in negative form 
in question 6. It is possible that during the test-retest, 
people have different perceptions of these two questions. 
However, low values of ICC for these two questions 
were also reported in previous studies [12]. The value 
of Cronbach’s alpha for the total score was 0.88, which 
is consistent with Aarons in the original questionnaire 
and Spanish version [11, 16] The subscales also had an 
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alpha value higher than 0.7, which is in the range of 
acceptable to good. Only the limitation and feedback 
subscales showed values of 0.65 and 0.66, respectively. 
In other studies, the alpha values for certain subscales 
(appeal, divergence, monitoring, and balance) were less 
than 0.7 [17, 26]. In general, it can be concluded that 
the EBPAS P-35 and its subscales have high internal 
consistencies.

Conclusion

The Evidence-Based Practice Attitude Scale-36 
(EBPAS-36) is a valid and reliable tool that evaluates the 
intention of health service providers toward evidence-
based practice. The Persian version of EBPAS-36 
(EBPAS P-35) maintains the main factor structure and 
has good internal consistency and reliability which can be 
used in the community of Persian-speaking audiologists.

Ethical Considerations

Compliance with ethical guidelines

The study was approved by the research ethics 
committees of Iran University of Medical Sciences 
(approval ID: IR.IUMS.REC.1400.1139) on 23th of 
February, 2022. The participants received written and 
oral information about the study, and consented to 
participate by filling out the questionnaire.

Funding

This study is a part of the research plan accepted in 
the rehabilitation research center of Iran University of 
Medical Sciences (Grant number: 20908).

Authors’ contributions

SS: Acquisition of data, interpretation of the results, 
drafting the manuscript; MS: Performing the literature 
search, acquisition of data, interpretation of the results; 
SJ: Statistical analysis, interpretation of the results, 
critically revising the work; AP: Conceptualizing and 
giving idea of article, study design, critically revising 
the work; FJ: Conceptualizing and giving idea of 
article, study design, interpretation of the results; AA: 
Conceptualizing and giving idea of article, study design; 
MKB: Performing the literature search, acquisition of 
data.

Conflict of interest

The authors have no relevant financial or non-
financial interests to disclose.

Acknowledgments

The authors would like to thank all the participants 
in the study. Special thanks to the translators especially 
Mahdi Farbagha and Anis Sadat Hoseyni and the expert 
committee. Also, we appreciate Kamal Pahlevan for his 
cooperation and help in data collection.

References

[1] Doyle J. A survey of Australian audiologists’ clinical decision-
making. Australian Journal of Audiology. 1989;11(2):75-88.

[2] Richards T, Montori VM, Godlee F, Lapsley P, Paul D. Let the 
patient revolution begin. BMJ. 2013;346:f2614. [DOI:10.1136/
bmj.f2614]

[3] Berwick DM. Era 3 for Medicine and Health Care. JAMA. 
2016;315(13):1329-30. [DOI:10.1001/jama.2016.1509]

[4] Moodie ST, Kothari A, Bagatto MP, Seewald R, Miller LT, 
Scollie SD. Knowledge translation in audiology: promoting 
the clinical application of best evidence. Trends Amplif. 
2011;15(1):5-22. [DOI:10.1177/1084713811420740]

[5] Grenness C, Hickson L, Laplante-Lévesque A, Davidson B. 
Patient-centred care: a review for rehabilitative audiologists. Int 
J Audiol. 2014;53 Suppl 1:S60-7. [DOI:10.3109/14992027.201
3.847286]

[6] Mueller HG, Picou EM. Survey examines popularity of real-ear 
probe-microphone measures. Hear J. 2010;63(5):27-28,30,32. 
[DOI:10.1097/01.HJ.0000373447.52956.25]

[7] Naghibi D, Mohammadzadeh S, Azami-Aghdash S. Barriers 
to Evidence-Based Practice in Health System: A Systematic 
Review. Evid Based Care J. 2021;11(2):74-82. [DOI:10.22038/
EBCJ.2021.60075.2561]

[8] Moullin JC, Dickson KS, Stadnick NA, Albers B, Nilsen 
P, Broder-Fingert S, et al. Ten recommendations for using 
implementation frameworks in research and practice. Implement 
Sci Commun. 2020;1:42.

[9] Candel MJJM, Pennings JME. Attitude-based models for 
binary choices: A test for choices involving an innovation. 
J Econ Psychol. 1999;20(5):547-69. [DOI:10.1016/S0167-
4870(99)00024-0]

[10] Fishman J, Yang C, Mandell D. Attitude theory and measurement 
in implementation science: a secondary review of empirical 
studies and opportunities for advancement. Implement Sci. 
2021;16(1):87. [DOI:10.1186/s13012-021-01153-9]

https://doi.org/10.1136/bmj.f2614
https://doi.org/10.1136/bmj.f2614
https://doi.org/10.1001/jama.2016.1509
https://doi.org/10.1177/1084713811420740
https://doi.org/10.3109/14992027.2013.847286
https://doi.org/10.3109/14992027.2013.847286
https://journals.lww.com/thehearingjournal/fulltext/2010/05000/Survey_examines_popularity_of_real_ear.5.aspx
https://doi.org/10.22038/ebcj.2021.60075.2561
https://doi.org/10.22038/ebcj.2021.60075.2561
https://doi.org/10.1016/S0167-4870(99)00024-0
https://doi.org/10.1016/S0167-4870(99)00024-0
https://doi.org/10.1186/s13012-021-01153-9


333

November/December 2022, Volume 7, Issue 6

Aud Vestib Res. Autumn 2023;32(4):322-333

Shayanmehr et al.

[11] Aarons GA. Mental health provider attitudes toward adoption of 
evidence-based practice: The Evidence-Based Practice Attitude 
Scale (EBPAS). Ment Health Serv Res. 2004;6(2):61-74. 
[DOI:10.1023/b:mhsr.0000024351.12294.65]

[12] Santesson AHE, Bäckström M, Holmberg R, Perrin S, Jarbin 
H. Confirmatory factor analysis of the Evidence-Based Practice 
Attitude Scale (EBPAS) in a large and representative Swedish 
sample: is the use of the total scale and subscale scores justified? 
BMC Med Res Methodol. 2020;20(1):254.

[13] Szota K, Thielemann JFB, Christiansen H, Rye M, Aarons GA, 
Barke A. Cross-cultural adaption and psychometric investigation 
of the German version of the Evidence Based Practice Attitude 
Scale (EBPAS-36D). Health Res Policy Syst. 2021;19(1):90. 
[DOI:10.1186/s12961-021-00736-8]

[14] van Sonsbeek MA, Hutschemaekers GJ, Veerman JW, Kleinjan 
M, Aarons GA, Tiemens BG. Psychometric properties of the 
Dutch version of the Evidence-Based Practice Attitude Scale 
(EBPAS). Health Res Policy Syst. 2015;13:69. [DOI:10.1186/
s12961-015-0058-z]

[15] Egeland KM, Ruud T, Ogden T, Lindstrøm JC, Heiervang 
KS. Psychometric properties of the Norwegian version of 
the Evidence-Based Practice Attitude Scale (EBPAS): to 
measure implementation readiness. Health Res Policy Syst. 
2016;14(1):47. [DOI:10.1186/s12961-016-0114-3]

[16] De Paúl J, Indias S, Arruabarrena I. Adaptation of the Evidence-
Based Practices Attitude Scale in Spanish child welfare 
professionals. Psicothema. 2015;27(4):341-6. [DOI:10.7334/
psicothema2015.67]

[17] Yildiz D, Fidanci BE, Acikel C, Kaygusuz N, Yildirim C. 
Evaluating the Properties of the Evidence-Based Practice 
Attitude Scale (EBPAS-50) in Nurses in Turkey. Int J Caring 
Sci. 2018;11(2):768-75.

[18] Aarons GA, Cafri G, Lugo L, Sawitzky A. Expanding the 
domains of attitudes towards evidence-based practice: the 
evidence based practice attitude scale-50. Adm Policy Ment 
Health. 2012;39(5):331-40. [DOI:10.1007/s10488-010-0302-
3]

[19] Bullinger M, Alonso J, Apolone G, Leplège A, Sullivan M, 
Wood-Dauphinee S, et al. Translating health status questionnaires 
and evaluating their quality: the IQOLA Project approach. 
International Quality of Life Assessment. J Clin Epidemiol. 
1998;51(11):913-23. [DOI:10.1016/s0895-4356(98)00082-1]

[20] Rye M, Torres EM, Friborg O, Skre I, Aarons GA. The 
Evidence-based Practice Attitude Scale-36 (EBPAS-36): a brief 
and pragmatic measure of attitudes to evidence-based practice 
validated in US and Norwegian samples. Implement Sci. 
2017;12(1):44. [DOI:10.1186/s13012-017-0573-0]

[21] Lawshe CH. A quantitative approach to content validity. Pers. 
Psychol. 1975;28(4):563-75. [DOI:10.1111/j.1744-6570.1975.
tb01393.x]

[22] O’Keefe-McCarthy S, McGillion M, Nelson S, Clarke S, 
McFetridge-Durdle J, Watt-Watson J. Content validity of the 
Toronto Pain Management Inventory-Acute Coronary Syndrome 
Version. Can J Cardiovasc Nurs. 2014;24(2):11-8.

[23] Zamanzadeh V, Rassouli M, Abbaszadeh A, Alavi Majd H, 
Nikanfar A, Ghahramanian A. Details of content validity and 
objectifying it in instrument development. Nurs Pract Today. 
2014;1(3):163-71.

[24] Hu Lt, Bentler PM. Cutoff criteria for fit indexes in 
covariance structure analysis: Conventional criteria versus 
new alternatives. Struct Equ Modeling. 1999;6(1):1-55. 
[DOI:10.1080/10705519909540118]

[25] Bland JM, Altman DG. Agreement between methods 
of measurement with multiple observations per 
individual. J Biopharm Stat. 2007;17(4):571-82. 
[DOI:10.1080/10543400701329422]

[26] Melas CD, Zampetakis LA, Dimopoulou A, Moustakis V. 
Evaluating the properties of the Evidence-Based Practice 
Attitude Scale (EBPAS) in health care. Psychol Assess. 
2012;24(4):867-76. [DOI:10.1037/a0027445]

[27] Majid S, Foo S, Luyt B, Zhang X, Theng YL, Chang YK, et al. 
Adopting evidence-based practice in clinical decision making: 
nurses’ perceptions, knowledge, and barriers. J Med Libr Assoc. 
2011;99(3):229-36. [DOI:10.3163/1536-5050.99.3.010]

[28] Chan R, Molassiotis A, Chan E, Chan V, Ho B, Lai CY, et al. 
Nurses’ knowledge of and compliance with universal precautions 
in an acute care hospital. Int J Nurs Stud. 2002;39(2):157-63. 
[DOI:10.1016/s0020-7489(01)00021-9]

[29] Michalsen A, Delclos GL, Felknor SA, Davidson AL, Johnson 
PC, Vesley D, et al. Compliance with universal precautions 
among physicians. J Occup Environ Med. 1997;39(2):130-7. 
[DOI:10.1097/00043764-199702000-00010]

[30] Lyons C, Brown T, Tseng MH, Casey J, McDonald R. 
Evidence-based practice and research utilisation: perceived 
research knowledge, attitudes, practices and barriers among 
Australian paediatric occupational therapists. Aust Occup Ther 
J. 2011;58(3):178-86. [DOI:10.1111/j.1440-1630.2010.00900.x]

[31] Vallino-Napoli LD, Reilly S. Evidence-based health care: A 
survey of speech pathology practice. Int J Speech Lang Pathol. 
2004;6(2):107-12. [DOI:10.1080/14417040410001708530]

[32] Shaw G. Disruptive Innovation in Hearing Health Care: 
Seismic Shift or Ripple Effect? Hear J. 2016;69(5):16,18,19. 
[DOI:10.1097/01.HJ.0000483266.92816.3e]

https://doi.org/10.1023/b:mhsr.0000024351.12294.65
https://doi.org/10.1186/s12961-021-00736-8
https://doi.org/10.1186/s12961-016-0114-3
https://doi.org/10.7334/psicothema2015.67
https://doi.org/10.7334/psicothema2015.67
https://doi.org/10.1007/s10488-010-0302-3
https://doi.org/10.1007/s10488-010-0302-3
https://doi.org/10.1016/s0895-4356(98)00082-1
https://doi.org/10.1186/s13012-017-0573-0
https://doi.org/10.1111/j.1744-6570.1975.tb01393.x
https://doi.org/10.1111/j.1744-6570.1975.tb01393.x
https://doi.org/10.1080/10705519909540118
https://doi.org/10.1080/10543400701329422
https://doi.org/10.1037/a0027445
https://doi.org/10.3163/1536-5050.99.3.010
https://doi.org/10.1016/s0020-7489(01)00021-9
https://doi.org/10.1097/00043764-199702000-00010
https://doi.org/10.1111/j.1440-1630.2010.00900.x
https://doi.org/10.1080/14417040410001708530
https://journals.lww.com/thehearingjournal/Fulltext/2016/05000/Disruptive_Innovation_in_Hearing_Health_Care_.1.aspx

	Cultural Adaptation and Psychometric Properties of the Persian Version of the Evidence-Based Practic
	A B S T R A C T 
	Keywords
	Introduction
	Methods
	Participant
	Translation
	Cultural adaptation 
	Face validity 
	Factor structure analysis 
	Reliability
	Statistical analyses 
	Results
	Translation
	Cultural adaptation 
	Face validity 
	The factor structure 
	Reliability

	Discussion
	Conclusion
	Ethical Considerations 
	Compliance with ethical guidelines 
	Funding
	Authors’ contributions 
	Conflict of interest 
	Acknowledgments

	References


