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Abstract
The Mentalization-Based Treatment Adherence and Quality Scale (MBT-AQS) is a 17-item measure 
of treatment adherence and quality of individual mentalization-based therapy (MBT). Until now, 
reliability research on the scale has primarily been conducted by highly experienced raters from 
the Norwegian MBT Quality Lab who were part of its development. Hence, it can be questioned 
whether only experts in research settings can achieve satisfying levels of reliability on the scale. 
In this study, we investigated whether a satisfying level of reliability on the MBT-AQS could be 
obtained by experienced MBT therapists in a clinical setting following a brief one-day training 
course. The overall reliabilities for six raters were good for adherence (.67) and for quality (.62). 
Thus, the MBT-AQS was found to be an appropriate MBT adherence rating instrument with clin-
ical and educational utility outside of the Norwegian MBT Quality Lab. However, ambiguity of 
some constructs, low frequency of certain item ratings and low levels of MBT quality challenge 
reliability. This is discussed in the context of utilizing the scale for clinical and supervising pur-
poses

Keywords: treatment integrity, adherence, quality, assessment, mentalization-based treatment, MBT

Introduction
In psychotherapy research, treatment integrity “refers to the extent to which the intervention 
was implemented as intended” (Perepletchikova, Treat, & Kazdin, 2007, p. 829). Treatment integ-
rity is assessed by rating therapy interventions in terms of both theoretically prescribed and pro-
scribed actions and often in terms of both the therapist’s adherence to the treatment protocol, 
and the therapist’s competence (or quality) in delivering therapy in a skillful manner. Skill is often 
referred to as the therapist’s ability to respond to the therapeutic context appropriately. Thus, 
competence presupposes adherence, but adherence does not necessarily imply competence 
(Waltz, Addis, Koerner, & Jacobsen, 1993).
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Reports of treatment integrity in psychotherapy research are rare, even in randomized  
controlled trials (Perepletchikova et al., 2007; Prowse, Nagel, Meadows, & Enticott, 2015), which 
results in questionable internal and external validity. Only a few adherence rating scales have 
been developed, and even fewer have been investigated to determine their function outside the 
narrow context of highly specialized research communities. This is rather unfortunate. Besides 
being relevant tools for evaluating findings from psychotherapy research, treatment integrity 
scales can be useful educational tools for the training and supervision of psychotherapists in 
clinical settings. In addition, using treatment integrity scales can be particularly useful during a 
time when psychotherapy is increasingly being audio-recorded or videotaped, creating unprec-
edented opportunity for supervisors to assess treatment fidelity (Anderson, Crowley, Patterson, 
& Heckman, 2012). However, if treatment integrity scales are to be used more broadly for educa-
tional purposes outside specialized research communities, it is important to obtain knowledge 
about their utility in clinical settings and to examine threats to reliability.

MBT is an empirically supported manualized treatment for borderline personality disorder 
(BPD) that structurally contains three major components; psychoeducation, individual- and 
group psychotherapy (Bateman & Fonagy, 1999, 2009). Furthermore, the model is potentially 
efficacious in the treatment of other psychiatric disorders, e.g., eating disorders (Robinson et al.,  
2016) and antisocial personality disorder (Bateman, O’Connell, Lorenzini, Gardner, & Fonagy, 
2016).

The Mentalization-Based Treatment Adherence and Quality Scale (MBT-AQS) was developed by 
Karterud and Bateman (2011) to measure the treatment integrity of individual MBT. The MBT-
AQS is designed as a 17-item scale with separate ratings of adherence and quality for each item, 
and an overall scale score for both adherence and quality. Adherence is assessed as the fre-
quency of interventions belonging to an item, e.g., “Acknowledging good mentalizing” (Item 7). 
Five items are not rated for adherence as they reflect more overarching strategies and behaviors, 
such as being warm and genuine. Hence these five items target other issues than the frequency 
of a specific behavior, e.g., “Engagement, interest and warmth” (Item 1), or mainly target phe-
nomena that are handled indirectly by therapists, e.g., “Pretend mode” (Item 8) or “Adjustment to 
level of mentalizing” (Item 4). The therapist’s “Engagement, interest and warmth” is an impor-
tant common-factor which colors all interventions. Furthermore, some interventions serve many 
functions simultaneously: Item 2 (a curious explorative question) with a slightly cognitive qual-
ity can be performed as “Regulation of arousal” (Item 5) with a patient who is becoming overly 
emotional. Sometimes such indirect interventions are very difficult to identify and rate reliably. 
Quality is rated for all 17 items on a 1–7 Likert scale. A mean overall score of 4 or above qualifies 
the session as adequate MBT (see Table 1). The rater’s starting point should be at 4, reflecting the 
basic assumption that the therapist is “good enough”. The rater should then consider positive or 
negative deviations from this starting point. The manual for the MBT-AQS contains procedures to 
guide the rater in determining the degree of deviation from a “good-enough” practice. If an item/
intervention is not performed, but should have been, according to the rater, this is considered 
a “missed opportunity” and the quality score for that item is 1–3, depending on an overall judg-
ment of the clinical significance of the missed opportunity. Examples of missed opportunities 
would be when a patient has an unwarranted belief that is not challenged or when the therapist 
fails to acknowledge a patient for good mentalizing. The consequences of such missed oppor-
tunities can be viewed as constituting a continuum from relatively unimportant (quality score 
of 3) to have a negative impact on the entire session, for example, when a patient is obviously 
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annoyed with the therapist but the therapist fails to address this as prescribed in MBT (quality 
score of 1). After rating each item individually, the rater decides on an overall score for the whole 
therapy session for both adherence and quality, respectively. The overall score is given, not on 
the basis of an average score for the 17 items, but on the basis of a clinical judgment of the entire 
therapy session and with special emphasis on the items concerning the “Exploration, curiosity 
and a not-knowing stance” (Item 2), “Stimulating mentalization” (Item 6), “Focus on affects” (Item 
10), and “Focus on interpersonal affect” (Item 11) (Karterud & Bateman, 2011).

In a study of the structure and reliability of the scale, Karterud et al. (2013) found initial support 
for high reliability coefficients for both overall adherence (.84) and quality (.88). At item level, 
however, several problems were identified. These problems included low reliability of ratings of 
items that concerned core MBT constructs, e.g., “Dealing with pretend mode” (Item 8). In a reli-
ability study of a newly developed adherence and quality scale for mentalization-based group 
therapy (MBT-G-AQS) (Folmo et al., 2017) the items “Handling pretend mode” and “Handling 
psychic equivalence” were again found to be the least reliable items, supporting the need for 
more empirical attention to these items. The MBT-AQS has been applied in two outcome studies 
(Kvarstein et al., 2015; Möller, Karlgren, Sandell, Falkenstrom, & Philips, 2016). Findings from the 
latter study indicate that the therapist’s adherence to MBT principles and competence in the 
performance of MBT stimulated in-session patient mentalization. Thus, the MBT-AQS can poten-
tially be a beneficial instrument, both for the education of therapists and in studies focusing on 
treatment mediators of enhancement of patient’s mentalization skills.

However, with the exception of one randomized controlled study by Möller et al., 2016; all 
previous studies using MBT-AQS have employed raters from the Norwegian Quality Lab for MBT 
(The MBT-lab). These highly specialized and certified MBT raters also participated in the research 
group that developed the scale. If the scale is to be used more broadly, e.g., for supervision, 
training, and educational purposes in clinical contexts, it is important to investigate whether 
it is possible to train raters outside the MBT-lab and other highly specialized research settings. 
Thus, the main purpose of this study was to explore whether it was possible for experienced MBT 
clinicians to replicate acceptable reliability of ratings within a clinical setting outside the MBT-
lab following a brief, one-day training course (Loeb et al., 2005; Schanche, Høstmark Nielsen, 
McCullough, Valen, & Mykletun, 2010).

Method
The study was carried out in two Danish outpatient clinics specialized in MBT for personality dis-
orders (PDs): Stolpegaard Psychotherapy Center, Mental Health Services, Capital Region of Denmark 
and Psychiatric Clinic Roskilde, Region Zealand Psychiatry.

Patients

The patients had been diagnosed with PDs, mainly of borderline type, according to ICD-10 cri-
teria, and were already included in an MBT treatment program at the two clinics (see Simonsen, 
Heinskou, Sørensen, Folke, and Lau (2017) for a detailed explanation of patient characteristics in 
such specialized outpatient treatment facilities.) Thirteen patients, who had given their informed 
consent, were included in the study.
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Therapists

Thirteen therapists across the two outpatient clinics participated in the study. All therapists were 
experienced in MBT treatment of PDs. By profession there were one psychiatrist, one MD, four 
clinical psychologists, one social worker, one physical therapist, and five psychiatric nurses. The 
therapists were informed about the project in staff meetings, and 13 therapists volunteered to 
participate in the study.

Training of raters

Across the two trial sites, six experienced Danish MBT therapists completed a one-day training 
course on how to apply the MBT-AQS in individual MBT, provided by two of the members of 
the MBT-lab. By profession there were three PhD-level psychologists, one clinical psychologist, 
one social counselor, and one psychiatrist. All raters were certified MBT practitioners, and at the 
time of data collection two were certified MBT supervisors. Written instructions were sent to the 
raters prior to the one-day training course along with a transcript of one full therapy session, 
which they were asked to rate prior to the training course. Aside from thoroughly reviewing the 
transcript, the training course included ratings of two video-recorded MBT sessions using the 
MBT-AQS. The Norwegian experts and the Danish raters then compared and discussed their rat-
ings of the transcript and the two training videos in order to identify systematic rating mistakes 
and to strengthen a shared understanding of items and rules. The two training videos were not 
included in this study.

Procedure

The six Danish raters independently rated all MBT-AQS items for all 13 individual MBT sessions. 
Ratings were not blind, as the raters knew most of the therapists. The same 13 video-recorded 
sessions were then sent to the MBT-lab using encrypted USB keys, and the sessions were rated, 
blind to the Danish ratings, by two members of the MBT-lab separately. The two Norwegian raters 
decided on a consensus rating which served as the “gold standard”. All ratings were handled and 
entered by a secretary and a student assistant in a research unit to ensure that all the Danish 
raters were blind to each other’s results. Statistical analyses were performed by one of the raters 
after data completion.

Statistical analyses

Interrater reliabilities were assessed by means of the intraclass correlation coefficient (ICC), 2.1 
(Shrout & Fleiss, 1979). The ICC is an appropriate measure of variables on a common scale, where 
the variables share both their metric and variance (McGraw & Wong, 1996). We choose a two-
way random effect model because we want to generalize our reliability results to raters who 
have similar characteristics as the raters in our study, certified MBT practitioner or supervisor. The 
single-measure ICC is appropriate when the instrument will be rated by only one rater, which is 
how the scale is mostly used in training and supervision contexts (Das, de Ruiter, Doreleijers, & 
Hillege, 2009). In accordance with the general recommendations from Shrout and Fleiss (1979) 
we consider absolute agreement to be more important than consistency in this type of study.

ICCs vary from 0 to 1. The following guidelines were used for evaluating the observed interrater 
reliability: when ICC is below .40, the level of clinical significance is poor; when it is between .40 
and .59, the level of clinical significance is fair; when it is between .60 and .74, the level of clinical 
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significance is good; and when it is between .75 and 1, the level of clinical significance is excellent 
(Cicchetti, 1994).

Correlations between Danish ratings and ratings by the MBT-lab were measured with Pearson’s 
r. Pearson’s r is used for measuring variables that share neither their metric nor variance (McGraw 
& Wong, 1996). Ratings where an intervention was appropriately not performed (rated 0) were 
excluded from analysis. When an intervention was not performed, but according to raters should 
have been (rated 1–3), ratings were included in analysis.

Results
Tables 2 and 3 display the mean scores and standard deviations for both the Norwegian MBT-
lab and the Danish raters, the correlation between these, and the reliability coefficients for both 
single and average rater for adherence and quality, respectively. The correlations (Pearson’s r) 

Table 2. Mean item scores, correlations between MBT-Lab and danish raters, and interrater reliability of MBT-
AQS items (N = 13): Adherence.

Notes: MBT-AQS = Mentalization-based therapy – adherence and quality scale; ICC = intraclass correlation coefficient.
*p < .05, two-tailed.
**p < .01, two-tailed.

Item description M lab SD lab M raters SD raters r ICC single rater ICC 95% confidence 
interval 

1. Engagement

2. Exploring 18.4 7.7 22.5 9.8 .87** .55 .32–.79 

3. Challenging 4.3 4.2 3.5 2.4 .87** .54 .32–.79

4. Adjustment

5. Regulating arousal

6. Stimulating mentali-
zation

7. Acknowledging 
positive mentalizing

2.5 2.0 1.2 .82 .59* .42 .20–.71

8. Pretend mode

9. Psychic equivalence 2.6 2.1 1.7 1.6  .76** .37 .15–.66

10. Focus on affects 10.1 5.7 5.8 1.9 .64* .15 .10–.45

11. Focus on interper-
sonal affects

6.3 4.2 8.6 2.9  .43 .19 .20–.50

12. Stop and rewind 1.5 .6 .71 .80  .74** .57 .34–.80

13. Validating feelings 4.0 3.1 3.8 1.8  .15 .50 .27–.76

14. Relation to 
therapist

5.1 3.5 2.8 4.0 .87** .90 .80–.96

15. Counter-trans-
ference

2.5 2.3 1.2 .85 .73** .25 .06–.56

16. Validating under-
standing

8.2 5.8 13.8 8.9 .84** .59 .36–81

17. Integrating group 
experiences

17.8 9.1 9.8 6.6 .93** .86 .74–95

Overall 4.2 1.3 4.2 1.2 .72** .67 .46–.86
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between the Norwegian MBT-lab and the Danish raters were high for both adherence (.72) and 
quality (.86) for the overall ratings. Statistically significant Pearson’s r correlations varied from .59 
to .93 at item level for both adherence and quality. Two items were not significantly correlated 
for adherence: “Focus on interpersonal affects” (Item 11) and “Validating of emotional reactions” 
(Item 13). Two items were not significantly correlated for quality: “Stop and rewind” (Item 12), and 
“Integrating group experiences” (Item 17).

The reliabilities for overall ratings of adherence (.67) and quality (.62) for the average rater were 
both good, according to the guidelines provided by Cicchetti (1994). Tables 2 and 3 reveal a large 
reliability variation among the different items. Interventions rated with the highest reliability on 
both adherence and quality were “Relation to the therapist” (Item 14) and “Integration of group 
experiences” (Item 17). Reliability for these items ranged from .65 to .90. With regard to reliability 
of the adherence ratings most items fall into the fair range. The lowest adherence reliability were 
“Focus on affects” (item 10) and “Focus on interpersonal affects” (item 11) with reliabilities of rat-

Table 3. Mean item scores, correlations between MBT-lab and danish raters, and interrater reliability of MBT-
AQS items (N = 13): quality.

Notes: MBT-AQS = mentalization-based therapy – adherence and quality scale; ICC = intraclass correlation coefficient.
*p < .05, two-tailed.
**p < .01, two-tailed.

Item description M lab SD lab M raters SD raters r ICC single rater ICC 95% confidence 
interval

1. Engagement 4.2 1.3 4.7 .87 .77** .35 .14–65

2. Exploring 4.5 1.5 4.5 .93 .72** .49 .27–.76

3. Challenging 3.5 1.2 3.8 1.1 .65* .32 .12–.63

4. Adjustment 3.4 1.4 4.1 .95 .73** .48 .25–.75

5. Regulating arousal 3.5 1.5 3.6 .91 .90** .52 .37–.82

6.  Stimulating  
mentalization

3.4 1.7 4.0 1.2 .89** .59 .29–.77

7.  Acknowledging pos-
itive mentalizing

3.4 1.1 3.5 1.1 .68* .57 .34–.80

8. Pretend mode 3.0 .92 3.3 .87 .74** .21 .03–.51

9. Psychic equivalence 2.6 1.5 3.5 1.0 .91** .26 .07–.57

10. Focus on affects 3.9 1.5 4.0 1.1 .69** .57 .34–80

11. Focus on interper-
sonal affects

3.9 1.6 4.2 .90 .72** .39 .17–.68

12. Stop and rewind 2.6 .52 3.4 .86 .63 .18 .02–.48

13. Validating feelings 3.3 1.1 4.1 .76 .65* .31 .11–.62

14.  Relation to  
therapist

2.8 1.3 3.6 1.2 .82** .65 .43–85

15.  Counter- 
transference

3.2 1.6 3.4 .95 .90** .33 .12–.63

16.  Validating  
understanding

3.9 .86 4.3 .74 .76** .34 .13–.64

17.  Integrating group 
experiences

5.0 1.4 4.0 .90 .54 .70 .50–87

Overall 3.7 1.6 4.0 1.2 .86** .62 .41–83
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ings of .15 and .19, respectively. With regard to reliability of the quality ratings, roughly half of the 
items fall into the poor range, indicating that absolute agreement for single ratings of item quality 
might be difficult to obtain with little training in clinical settings. Furthermore, inspection of the 
95% confidence intervals similarly reveals that although the reliabilities of overall ratings are fairly 
robust, this is generally not the case at the item level. Also evident is the large variation in the fre-
quency of item ratings as shown in the mean adherence ratings ranging from 22.5 for “Exploring” 
(Item 2) to only .80 for “Stop and rewind” (Item 12) and .85 for “Counter-transference” (Item 15).

The individual therapists varied with respect to their overall adherence and quality and at item 
level. The overall A/Q for the least adherent (MBT) therapist was 1.5 (Therapist 13), while the overall 
A/Q for the most adherent therapist (Therapist 1) was 7, as rated by the MBT-lab (the gold stand-
ard). Tables 4 and 5 display a ranking of the 13 therapists’ overall A/Q ratings by the MBT-lab and 

the associated reliability ratings of both adherence (Table 4) and quality (Table 5) by the six Danish 

raters. Regarding the adherence ratings (Table 4), the reliabilities of the six Danish raters were good 
to excellent for both high- and low-ranked therapists. However, regarding the quality ratings (Table 
5), it is evident that cases where therapists were ranked highest by the MBT-lab were also the ones 
that obtained the highest reliability scores from the six Danish raters. Conversely, in cases where 
the MBT-lab gave very low quality ratings, the reliabilities of the Danish ratings were poor.

Table 4. Ranking of therapist and the corresponding single-rater reliability of the Danish raters (N = 13):  
overall adherence.

Ranking MBT lab overall adherence Reliability 6 Danish raters overall adherence
7 (Therapist 1) .81
5 (Therapist 9) .77
5 (Therapist 11) .75
5 (Therapist 10) .71
5 (Therapist 6) .70
5 (Therapist 4) .69
5 (Therapist 7) .67
4 (Therapist 2) .75
4 (Therapist 12) .72
3 (Therapist 8) .72
3 (Therapist 5) .71
2 (Therapist 3) .87
2 (Therapist 13) .72

Table 5. Ranking of therapist and the corresponding single-rater reliability of the Danish raters (N = 13):  
overall quality.

Ranking MBT lab overall quality Reliability 6 Danish raters overall quality
7 (Therapist 1) .65
6 (Therapist 9) .64
5 (Therapist 7) .48
4 (Therapist 2) .57
4 (Therapist 6) .71
4 (Therapist 10) .47
4 (Therapist 12) .47
3 (Therapist 4) .48
3 (Therapist 11) .47
2 (Therapist 3) .50
2 (Therapist 5) .51
2 (Therapist 8) .21
1 (Therapist 13) .36
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Discussion
In this study, we have presented data on the inter-rater reliability of the Mentalization-Based 
Therapy Adherence and Quality Scale (MBT-AQS) in a clinical setting, where 13 videotaped indi-
vidual MBT sessions, mainly for BPD, were rated. Our findings demonstrated that it is gener-
ally possible for experienced MBT therapists to reliably rate the sessions overall adherence and 
quality of MBT, as also reported in the original study (Karterud et al., 2013). The reliabilities of six 
raters were high (.62/.67). This study, thus, provides empirical support for the use of MBT-AQS for 
clinical purposes outside the MBT-lab. However, important challenges to reliability on item level 
were identified. The main sources of unreliability included low frequency of items, ambiguity of 
constructs, and low therapist quality. In the general treatment integrity literature, challenges 
to reliability are primarily dealt with through more refined item descriptions (Bellg et al., 2004). 
Results from this study indicate a large reliability variation across the different items. This is a 
common finding in adherence rating scale studies (Barber, Liese, & Abrams, 2003; Karterud et 
al., 2013). Some items showed satisfactory reliability, while others showed low reliability. Items 
with the lowest reliabilities were “Focus on affects”, “Focus on interpersonal affects”, “Counter- 
transference”, and “Psychic equivalence”. Firstly, then, this study suggests a potential challenge 
for clinical raters to judge whether the therapist’s intervention is concerned with the patient’s 
general affects or with interpersonal affects. The manual should be more concise in clarify-
ing this issue. Furthermore, some items were rarely used (“Counter-transference” and “Psychic 
equivalence”), which creates a situation where small deviations in the raters’ understandings 
have a large negative impact on reliability. Thus, consistent with the recommendations pro-
posed by Karterud et al. (2013) and Folmo et al. (2017), the manual should be more refined and 
specific, especially in regard to what counts as high versus low quality.

The individual profiles revealed large differences among therapists. From a psychometric point 
of view, this is favorable, as it attests to the discriminatory power of the scale. The scale makes it 
possible to distinguish the excellent performance from the poor. High overall therapist adher-
ence and quality (as established by the MBT-lab) was found to be associated with high reliability 
of ratings. However, low therapist quality (as established by the MBT-lab) was associated with 
low reliability of ratings. In short, raters had a higher reliability when they rated sessions with 
high adherence and quality, and disagreed more when they evaluate low rated MBT. This is an 
important finding, as it has implications for the use of the MBT-AQS for educational and supervi-
sory purposes. It is often recommended that therapists bring audio- or video-recorded sessions 
with difficult cases to supervision, allowing the supervisor to examine the manual adherence 
and therapeutic skills appropriately. However, supervisors may have difficulty obtaining satis-
fying levels of reliability for therapy sessions in which the overall quality of interventions is low. 
We did not study the exact source of this lack of reliability, but speculate that even though the 
item quality is not based on the effects of the intervention, lack of agreement may have to do 
with raters differing in how much they attribute poor effects to the therapist or to the patient. 
What if the therapist “does the right thing”, but the patient responds aversively? When Waltz  
et al. (1993) rigorously defined adherence and competence, they realized that the context of 
therapy-characteristics of the client was important: “When clients like their therapist and improve 
substantially, it is easier for therapists to look competent” (p. 624). Further, patterns of attribution 
may be affected by well-known social cognitive biases, e.g., halo effect and confirmation bias 
that may make the rating more difficult for a rater or supervisor who knows the therapist well, 
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compared -with a rater who is an outsider. Problems with patterns of attributions in clinical con-
texts can be further studied by collecting more data on the raters’ knowledge and preconceived 
ideas (e.g., years of experience, amount of MBT training, reputation etc.) about the clinicians and 
relating such data to reliability estimates. Threats to reliability and possible remedies need fur-
ther investigation and are important if adherence and quality scales are to be used more widely 
in education and psychotherapy.

There are several limitations to this study. First, a systematic patient sampling was not used to 
ensure a larger variance in the patients’ personality pathology or therapeutic phases. all patients 
were clinically diagnosed with PDs, mainly BPD, but no standardized clinician-administered tests 
were conducted to establish a reliable BPD-diagnosis for patients according to DSM-V criteria.

Thus, we were unable to study the association between therapist adherence and the patient’s 
psychiatric severity as indicated by pretreatment or concurrent levels of personality pathology 
(Barber & Critis-Christoph, 1996). For example, in the initial study of the scale, Karterud et al. 
(2013) found low reliabilities for the item Stop and rewind (Item 12) for both adherence and com-
petence (quality). In contrast, we found a pattern of good adherence reliability but poor quality 
reliability for that item (.57/.18). This may be due to the differences in our samples’ psychiatric 
severities, and how far along they were in the therapeutic process. A “Stop and rewind” interven-
tion is more appropriate when the patient is highly aroused. Most of the patients in the initial 
study were in the “middle phase” of therapy, and none displayed an acute suicidal risk. Thus, 
the item was rated infrequently, potentially resulting in low reliability of ratings. However, in the 
present study, some patients were in the “initial phase” of treatment, and the item was used more 
frequently, resulting in higher reliabilities. Thus, an ideal patient sample covering a wider range 
of psychiatric severity and therapy phases would have been favorable. Second, there may have 
been some unknown biases related to the fact that the Danish raters knew most of the therapists. 
Data about such knowledge and biases among raters was not systematically collected and may 
have affected reliability either positively or negatively. Lastly, this is a small study with only six 
raters and thirteen observations. Therefore, findings should be interpreted very conservatively 
and larger studies are needed before any robust conclusions about the MBT-AQS and its clinical 
applicability can be made.

In conclusion, the findings reported in this study should be considered as offering further 
empirical support for the use of the 17-item version of the MBT-AQS for education and supervi-
sion purposes in clinical contexts outside laboratory conditions. However, consistent with earlier 
studies, the reliabilities at item level should be enhanced further. In addition, sessions with low 
overall quality seem to be more difficult to judge. This is potentially a challenge for the wider use 
of adherence and quality scales in clinical practice, as low-quality sessions are more likely to be 
used as case material, especially for supervision.
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