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Few group psychotherapy studies focus on therapists’ interventions, and instruments that can measure group psychotherapy treatment fidelity are scarce.
The aim of the present study was to evaluate the reliability of the Mentalization-based Group Therapy Adherence and Quality Scale (MBT-G-AQS), which
is a 19-item scale developed to measure adherence and quality in mentalization-based group therapy (MBT-G). Eight MBT groups and eight
psychodynamic groups (a total of 16 videotaped therapy sessions) were rated independently by five raters. All groups were long-term, outpatient
psychotherapy groups with 1.5 hours weekly sessions. Data were analysed by a Generalizability Study (G-study and D-study). The generalizability models
included analyses of reliability for different numbers of raters. The global (overall) ratings for adherence and quality showed high to excellent reliability for
all numbers of raters (the reliability by use of five raters was 0.97 for adherence and 0.96 for quality). The mean reliability for all 19 items for a single
rater was 0.57 (item range 0.26–0.86) for adherence, and 0.62 (item range 0.26–0.83) for quality. The reliability for two raters obtained mean absolute G-
coefficients on 0.71 (item range 0.41–0.92 for the different items) for adherence and 0.76 (item range 0.42–0.91) for quality. With all five raters the mean
absolute G-coefficient for adherence was 0.86 (item range 0.63–0.97) and 0.88 for quality (item range 0.64–0.96). The study demonstrates high reliability
of ratings of MBT-G-AQS. In models differentiating between different numbers of raters, reliability was particularly high when including several raters,
but was also acceptable for two raters. For practical purposes, the MBT-G-AQS can be used for training, supervision and psychotherapy research.
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INTRODUCTION

Over the past decades a number of evidence-based treatment
approaches for Borderline Personality Disorder (BPD) have
been developed (Stoffers, V€ollm, R€ucker, Timmer, Huband &
Lieb, 2012). One of these, mentalization-based treatment
(MBT), has been found efficient in several randomised
controlled trials (Bateman & Fonagy, 2001; 2009; Rossouw &
Fonagy, 2012), and favorable results have been replicated in
naturalistic comparisons outside the United Kingdom (Bales,
Timman, Andrea, Busschbach, Verheul & Kamphuis, 2015;
Kvarstein, Pedersen, Urnes, Hummelen, Wilberg & Karterud,
2015).
MBT is an intensive, combined treatment approach that

includes both individual and group therapy. The four structural
pillars integrated within MBT are: (1) psychoeducation; (2) an
individual dynamic MBT case formulation; (3) individual
mentalization-based psychotherapy (MBT-I); and (4)
mentalization-based group therapy (MBT-G; Karterud, 2015).
MBT thus requires a collaborative team of therapists, and the
importance of regular video-based therapy supervision for MBT
teams is clearly emphasized (Bateman & Fonagy, 2016).
An adherence and competence scale for MBT-I (MBT-I-ACS)

has previously been developed based on a Norwegian version of
the MBT manual (MBT-I; Karterud & Bateman, 2010) and the
reliability of the scale was found highly satisfactory (Karterud,

Pedersen, Engen et al., 2013). The MBT-I-ACS has provided the
possibility for documentation of model fidelity in studies of
treatment outcomes (Kvarstein et al., 2015), and has also recently
been used in a study relating outcomes to therapists’ MBT
interventions (M€oller, Karlgren, Sandell, Falkenstr€om & Philips,
2016).
Measures for treatment integrity are crucial when investigating

whether the alleged “potion” is what is actually being delivered
(Perepletchikova, Treat & Kazdin, 2007). Treatment integrity
consists of two elements: (1) treatment adherence, i.e., “the extent
to which a therapist used interventions and approaches prescribed
by the treatment manual and avoided the use of interventions and
procedures proscribed by the manual” (Waltz, Addis, Koerner &
Jacobson, 1993, p. 620); and (2) the therapist’s competence
(quality), i.e., “the level of skill shown by the therapist in
delivering the treatment” (Waltz et al., 1993, p. 620). By skill, we
refer to the extent in which the therapist conducting the
interventions took the relevant aspects of the therapeutic context
into account and responded to these contextual variables
appropriately. According to this definition, competence
presupposes adherence, but adherence does not necessarily imply
competence (McGlinchey & Dobson, 2003). The strong element
of improvisation within dynamic psychotherapy implies that a
certain competence is necessary to adhere to the ethos of the
treatment. Nevertheless, such adherence can be performed with
varying degrees of sophistication (timing, in-depth exploration,
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integration, attunement, etc.). For the above reasons, we prefer the
label ‘quality’ instead of competence.
Recently, both practical guidelines and manuals have been

developed specifically for MBT-G (Bateman & Fonagy, 2016;
Karterud, 2012, 2015). The MBT-G manual (Karterud, 2015)
contains a 19-item adherence and quality scale for MBT-G
(MBT-G-AQS; see Appendix).
There is a paucity of research on therapists’ adherence and

competence in group therapy. A review of the status of group
therapy research by Burlingame, MacKenzie and Strauss (2004)
issued a call for the development of group therapist intervention
measures as a next step in the group treatment literature.
Documentation of treatment integrity requires manualized

treatments and is essential when claiming effectiveness of specific
psychotherapies (Perepletchikova et al., 2007). Wampold and Imel
(2015, p. 233) highlight this by stating “It is now virtually required
that clinical trials of psychotherapy assess and report adherence
and competence.” A main challenge, present in all dynamic group
therapies, is the dialectical balance between “structuring” (e.g.,
item 2 “Regulating group phases”; see Appendix) interventions,
explorations of current mental events and overall attunement to the
dynamic process (Yalom & Leszcz, 2005). The MBT-G-AQS
addresses this concern through nine group-specific items and 10
further items essentially common to MBT-I-ACS.
The primary aim of the present study was to investigate the

reliability of the newly developed adherence and quality scale for
MBT-G. Our research questions were: (1) Can trained MBT-G
raters obtain adequate interrater reliability on (a) the full MBT-G-
AQS, particularly the overall ratings, and (b) adherence and
quality of the nine group-specific items within MBT-G-AQS?
(2) What is the minimum number of MBT-G-AQS raters required
to achieve adequate reliability?

MATERIAL AND METHODS

The study is based on video-taped recordings from regular treatment
groups from the same clinical unit, Department for Personality
Psychiatry (DPP), Oslo University Hospital. To maximize variance,
groups belonging to different time periods (2006 and 2015) were
chosen. All 16 session were rated with the MBT-G-AQS.

The group therapies and group members

In the first period (2006) DPP offered a psychodynamic, group-
based treatment program. In the second period (2015) MBT was
the principal treatment mode. The psychodynamic group therapy
(PDG) was unmanualized, followed modified group analytic
principles, and was influenced by object relations theory and self-
psychology (Arnevik, Wilberg, Urnes, Johansen, Monsen &
Karterud, 2009). The MBT followed manual requirements as
previously described (Kvarstein et al., 2015).
All groups were conducted by two therapists and all group

sessions lasted 1.5 hours. All groups were slow open, admitting
new members whenever a place was vacant. Hence, the video
material (both PDG and MBT) demonstrated patients who had
attended groups for various lengths of time (range 2–36 months).
Both programs combined individual and group therapy (Arnevik
et al., 2009; Kvarstein et al., 2015).

Overall, approximately 85% of the group participants were
female, age 20–30 years. The MBT groups primarily recruited
BPD patients, while the PDG groups included a broader range of
personality disorders (Arnevik et al., 2009; Kvarstein, 2015).

Group therapists

Fourteen group therapists from the same treatment unit (57%
females) participated in the study. To minimize variance due to
therapists’ general competence we included two therapists who
performed both PDG and MBT-G. Twelve were experienced
clinicians and qualified group analysts. By profession there were
five psychiatrists, one psychiatric resident, two clinical
psychologists, one social worker, one psychology student, one
physiotherapist and three psychiatric nurses. In 2015, all therapists,
except the psychiatric resident, had also received MBT training.

Scale for MBT-G

The MBT-G-AQS is a 19-item scale developed for measuring
therapist adherence and quality in MBT-G. See Table 1 and
Appendix for the 19 items. The manual (Karterud, 2015) contains
detailed description of the development of the scale.

Video-taped group sessions

The study includes a total of 16 video-taped group therapy
sessions. Eight video-tapes show PDG group sessions from 2006
and eight show MBT-G sessions from 2015. Recordings were
selected by convenience sampling, i.e., aiming to minimize the
variance of general therapist competence in the two time periods,
2006 and 2015. Therapist pairs in MBT and PDG were matched
with respect to formal level of education. This resulted in four
groups being chosen from the 2006 material. Two consecutive
sessions were then selected randomly within the specified 2006
group.
The total video material from 2006 included approximately 80

sessions for each of the four PDG groups. From this pool, two
consecutive sessions with the same therapist pair were randomly
selected for each PDG group. In 2015, therapist-pairs from four
MBT groups provided videotaped recordings of two consecutive
group sessions. Two consecutive sessions were preferred in order
to minimize therapists’ variance over time.

MBT-G-AQS raters

Five independent clinical research collaborators rated the available
video material by MBT- G- AQS (no raters were among the rated
therapists). These five raters were all trained MBT therapists and
familiar with MBT-I rating procedures. Prior to the current study,
four of the five raters had assessed at least 30 (range 30–91)
sessions with the MBT-I-ACS as part of their work for the
Norwegian MBT Quality Lab. Eight hours theoretical and
practical training in the MBT-G-AQS preceded the current
reliability study. The pre-assessment training included rating and
discussion of two verbatim transcripts of MBT groups. Four of
the raters were psychologists, and one a psychiatrist (author of the
MBT manual).
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MBT-G-AQS rating procedures

The five raters rated all MBT-G-AQS items for all 16 sessions.
Ratings were performed independently, but in the same room.
After having fulfilled their ratings of each session and delivered
their scoring sheets to the project coordinator, the raters met and
discussed agreements and disagreements, a procedure also
described in other research studies (Gutermann, Schreiber,
Matulis, Stangier, Rosner & Steil, 2015; von Consbruch, Clark&
Stangier, 2012; Weck, Weigel, Richtberg & Stangier, 2010).
Ratings were not changed after this comparison. Ratings were not
blind: the raters knew most of the therapists, and were therefore
not blind to treatment modality.

Ratings of adherence and competence

A therapist intervention may receive an MBT-G-AQS rating or
not. A single intervention may receive more than one rating. Non-
MBT interventions may sound like: “When does school start this
autumn?” or “I believe the group is paralyzed for the moment” or
“when did he tell you that?” Adherence on the item level is
assessed by counting the frequency. Five of the items (“care for
the group and its members,” “managing authority,” “engagement,
interest and warmth,” “regulating emotional arousal” and
“handling pretend mode”) are not assessed for adherence/
frequency, as these interventions can be performed by indirect
means. However, they are rated for quality. The adherence ratings
equal the total number of counted interventions.
For the assessment of quality, all items are rated on a 1–7

Likert scale. The manual contains rating procedures as well as

descriptions of what counts as low versus high quality. All items
are displayed in the Appendix and described by their competence
level of 4 (“good enough”). If the therapists fail to deliver clearly
indicated interventions, the item can be rated low on quality (e.g.,
2) even where there are no occurrences. Finally, the rater decides
on the overall quality score, based on a global understanding of
the session.

Data analysis

In the current research design two therapy sessions from each of
eight therapist-couples were videotaped. This makes a total of 16
therapy sessions, and all five raters rated all 16 sessions. In the
framework of G-theory (Shavelson & Webb, 1991), this implies a
two facet partially nested “(s:t) x r” design, where sessions (s) are
nested within therapists (t), and raters (r) are crossed over sessions
within therapists. The design is partially nested because the effect of
session (s) is both nested (within t) and crossed (over r). With
respect to generalizations beyond this particular study, therapists,
sessions and raters are considered randomly selected from the whole
‘universe’ of admissible therapists, sessions and raters. The object of
measurement is therapist behavior, and the measurement design is
balanced as all therapists are rated by the same number of raters. The
two facets of observation give two differentiation variance
components, the individual variance between therapists (t) and the
systematic variance between sessions for each therapist (st). This
makes three sources of instrumentation variance (error) that directly
effects the reliability of the observed scores. These are; (1) the rater
effect (r) indicating the consistency of how much ‘behavior’ the

Table 1. Item descriptives, G-study results, and D-study results for different measurement designs

Item

Adherence / frequency Quality

Grand meana G-study D-study Grand meana G-study D-study

Coefficients Two raters One rater Coefficients Two raters One rater

Mean SD Rel.b Abs.c Rel.b Abs.c Rel.b Abs.c Mean SD Rel.b Abs.c Rel.b Abs.c Rel.b Abs.c

1. Boundaries 6.18 3.34 0.89 0.86 0.77 0.71 0.63 0.54 4.13 1.00 0.90 0.89 0.79 0.76 0.65 0.61
2. Phases 3.98 3.60 0.93 0.90 0.85 0.78 0.73 0.64 3.34 1.85 0.96 0.96 0.90 0.90 0.82 0.82
3. Turntaking 5.48 4.61 0.95 0.95 0.88 0.87 0.78 0.78 3.35 1.86 0.95 0.95 0.89 0.88 0.80 0.79
4. External events 5.38 3.44 0.94 0.92 0.86 0.83 0.75 0.71 3.38 1.44 0.93 0.92 0.85 0.83 0.74 0.71
5. Events in group 3.31 2.78 0.85 0.85 0.69 0.69 0.53 0.53 3.09 1.42 0.90 0.87 0.78 0.73 0.64 0.57
6. Care for group Not rated 4.36 1.23 0.91 0.91 0.80 0.80 0.67 0.66
7. Authority Not rated 4.33 1.42 0.93 0.93 0.85 0.84 0.74 0.73
8. Group norms 2.36 2.64 0.83 0.83 0.67 0.67 0.50 0.50 2.81 1.88 0.78 0.78 0.59 0.58 0.42 0.41
9. Cooperation 1.53 1.93 0.86 0.84 0.70 0.68 0.54 0.51 2.10 1.71 0.96 0.95 0.91 0.89 0.84 0.80
10. Warmth Not rated 4.50 1.15 0.92 0.91 0.81 0.81 0.68 0.68
11. Exploration 16.03 6.79 0.87 0.80 0.73 0.61 0.58 0.44 3.98 1.32 0.86 0.86 0.71 0.71 0.56 0.55
12. Unwarranted beliefs 2.48 2.64 0.88 0.88 0.75 0.74 0.60 0.59 3.00 1.35 0.84 0.82 0.68 0.64 0.51 0.47
13. Emotional arousal Not rated 3.68 1.29 0.93 0.93 0.84 0.84 0.72 0.72
14. Acknowledging 1.64 1.84 0.77 0.77 0.58 0.57 0.41 0.40 2.69 1.56 0.86 0.85 0.70 0.69 0.54 0.53
15. Pretend mode Not rated 2.23 1.58 0.67 0.64 0.44 0.42 0.28 0.26
16. Psychic equivalence 1.35 1.70 0.63 0.63 0.41 0.41 0.26 0.26 2.64 1.77 0.86 0.86 0.71 0.70 0.55 0.54
17. Affect focus 14.85 7.03 0.91 0.85 0.80 0.70 0.66 0.54 4.28 1.71 0.93 0.93 0.84 0.84 0.72 0.72
18. Stop and rewind 0.65 1.08 0.88 0.88 0.74 0.74 0.59 0.59 1.80 1.81 0.85 0.84 0.69 0.67 0.53 0.50
19. Relationship 5.00 5.29 0.94 0.93 0.86 0.84 0.75 0.73 3.30 1.63 0.88 0.88 0.75 0.74 0.60 0.59
Overall rating 3.76 1.76 0.97 0.97 0.92 0.92 0.86 0.86 3.80 1.67 0.96 0.96 0.91 0.91 0.83 0.83

Notes: aGrand mean and standard deviations of scores across therapists and sessions. bGeneralizability coefficient (For relative decisions). cDependability
coefficient (For absolute decisions).
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raters see, averaged over therapists and sessions; (2) the interaction
between raters and therapists (tr), indicating the raters’ different rank
ordering of the therapists; and lastly (3) the unique rater–therapist–
session interaction plus other unknown error variance (rst, + e) (see
Fig. 1). Within this design, sessions (s) cannot be separated from
therapist (t) and neither can the session–rater interaction (sr) be
separated from the rater–session–therapist interaction.
Based on the sample data, the relative impact of different sources

of variation is estimated by a G-study (Shavelson, Webb &
Rowley, 1989), from which generalizability coefficients are
computed. The G-coefficient (q2) indexes the proportion of total
variability in scores that is due to “universe scores”

ðq2 ¼ r2ðsÞ
r2ðr2ðsÞþr2ðdÞsÞÞ, where r2(s) is the variance of the true score,

and r2(d) is the variance of the various error components. A low G-
coefficient is due to a significant amount of error in measurement
or to minimal variation across individuals, the measurement
procedure, and the universe of generalization (Hagtvet, 1997). A
G-coefficient below 0.4, is “Poor”; when it is between 0.4 and 0.59
it is “Fair”; between 0.6 and 0.74, is “Good,” while a value above
0.75 is considered “Excellent” (Cicchetti, 1994).
Based on the obtained G-study components, the generalizability

framework offers a subsequent study called D-study, or
optimization study. Through the D-study it is possible to estimate
how many conditions of each facet is necessary to obtain
adequate generalizability, that is, how many raters are needed.
The intended use of the MBT-G-AQS concerns decisions of

whether subjects are below or above some specific level of
adherence or quality. Consequently, the most relevant reliability
estimate is absolute decisions (i.e., absolute G-coefficients; see
Karterud et al., 2013 for a detailed discussion). The current
G- and D-studies have been processed through the EduG program
(Cardinet, Johnson & Pini, 2010; Swiss Society for Research in
Education Working Group, 2010).

Ethics

After patients received a description of the study, they provided
written, informed consent, as did the involved therapists. The

PDG recordings were part of the UPP project, and were approved
by the Data Inspectorate and the Regional Ethics Committee in
Norway. The privacy ombudsman at Oslo University Hospital
approved the MBT-G part of the study.

RESULTS

Table 1 presents the reliability for all five raters and estimated
D-study coefficients for two and one raters. The mean reliability
on item level for adherence was 0.86 (range 0.63–0.97) and 0.88
for quality (range 0.64–0.96) for five raters. For two raters it was
0.71 (range 0.41–0.92) for adherence and 0.76 (range 0.42–0.91)
for quality, which, with some exceptions, are in the acceptable to
high range. The mean reliability for one rater was 0.57 (item
range 0.26–0.86) for adherence, and 0.62 (item range 0.26–0.83)
for quality, which ranges from poor to acceptable estimates.
The reliability for overall ratings of adherence (0.97) and

quality (0.96) were both excellent. The overall ratings for
adherence and quality showed high to excellent reliability for all
numbers of raters. The overall ratings are also the most “immune”
items for a decreasing number of raters (see Table 2). Deleting
the least reliable rater from the overall ratings would only slightly
increase the reliability for these two items (+0.01). This signals
that the overall rating was robust also when the number of raters
decreased, and that the raters agreed strongly on the overall
evaluation of a MBT-G session. Table 2 demonstrates which
items are most affected by a decreasing or increasing number of
raters.
There were only minor differences between the reliability

coefficients for absolute and relative decisions (relative and
absolute G-coefficients); i.e., raters agreed as much on exact
scores as on the ranking of the interventions/sessions. Therefore,
all results presented are based on the absolute G-coefficients.
The nine group specific items (item 1–9) displayed very high

reliability for both adherence and quality. The four items least

Fig. 1. Venn diagram of the variance components in the (s:t) x r design.
The components are: The individual variance between therapists (t), the
systematic variance between sessions for each therapist (st), the unique
rater–therapist–session interaction plus other unknown error variance (rst, e),
the interaction between raters and therapists (tr), and the rater effect (r).
[Colour figure can be viewed at wileyonlinelibrary.com]

Table 2. Quality rating (G-coefficient) sorted by increasing difference
(5R-1R) between five raters (5R) and one rater (1R)

Item name 5R 1R Difference (5R-1R)

Overall rating 0.96 0.83 0.13
02. Phases 0.96 0.82 0.14
09. Cooperation 0.95 0.8 0.15
03. Turntaking 0.95 0.79 0.16
07. Authority 0.93 0.73 0.2
04. External events 0.92 0.71 0.21
13. Emotional arousal 0.93 0.72 0.21
17. Affect focus 0.93 0.72 0.21
10. Warmth 0.91 0.68 0.23
06. Care for group 0.91 0.66 0.25
01. Boundaries 0.89 0.61 0.28
19. Relationship 0.88 0.59 0.29
05. Events in group 0.87 0.57 0.3
11. Exploration 0.86 0.55 0.31
14. Acknowledging 0.85 0.53 0.32
16. Psychic equivalence 0.86 0.54 0.32
18. Stop and rewind 0.84 0.5 0.34
12. Unwarranted beliefs 0.82 0.47 0.35
08. Group norms 0.78 0.41 0.37
15. Pretend mode 0.64 0.26 0.38
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affected by the number of raters decreasing, and with the highest
reliability on quality, were also group specific items: “Regulating
group phases,” “Cooperation with cotherapist,” “Initiating and
fulfilling turntaking” and “Managing authority.” The three group
specific items “Regulating group phases,” “Engaging group
members in mentalizing external events” and “Initiating and
fulfilling turntaking” showed very high reliability for adherence
(> 0.9). “Initiating and fulfilling turntaking” was also the only
item where all five raters displayed a reliability above 0.9 on
adherence.
For some items the reliability would increase slightly if one of

the raters was omitted in the study. These findings indicate that
some of the “disagreement” on specific items was due to one rater
having a different view than the others. However, there was no
indication of any systemic impact on the reliability for specific
raters, i.e., different raters struggled with different items.
Table 1 reveals that items 16, 14, 11 and 8 proved difficult to

rate for adherence (lowest reliability). We also observe that the
quality ratings for items 15, 8, 12, 18, 14, 11 and 16 were more
challenging than the other items to agree on. These items had
lower reliability and were also more affected by a decreasing
number of raters. However, the reliability of item 16, 15, 14 and
18 is very good considering their low variance.
The two items that displayed the lowest reliability across all

number of raters were “Psychic equivalence” and “Pretend
mode.” “Psychic equivalence” had the lowest reliability for
adherence, and “Pretend mode” had the lowest reliability for
quality.
From a psychometric perspective, it is ideal with some

variation between therapists (T), and within therapists from
session to session (T:S). Further, it is favorable that the residual
variance (RS:T), raters’ ranking variation (TR), and disagreement
between raters (R) is as low as possible. Overall rating for quality
may serve as an example of a favorable result. The residual
variance for the overall quality score was very low (17%). There
was complete agreement (0% variance) among the raters on how
much of the intervention was observed, and the ranking of
therapists. Therapists varied a lot with respect to overall quality
(62% variance), but less so from session to session (21%).

From Table 1 we see that item 16 “Handling psychic
equivalence” had a high residual variance (40%). There was little
systematic variance between therapists regarding the intervention
(11%), and from session to session (15%). There was substantial
variance in the raters’ ranking order (34%), but no variance in
how much of the behavior (the specific intervention) the raters
observed.
Item 11 (“Exploration, curiosity and not-knowing stance”) had

a reliability coefficient of 0.80, which is high, but low compared
to the rest, especially considering high variance and frequency
(mean frequency = 16). Table 3 disentangles why this particular
item proved difficult to rate. Item 11 had a moderate residual
variance (29% variance), which implies that the item is relatively
well defined. However, there was considerable disagreement
among raters on how much of this intervention they observed
(24% variance), although they did not deviate much in their
ranking order of the therapists (3% variance). Different opinions
on what counts as item 11 interventions may have large
consequences for reliability if therapist variation (between
therapists and between sessions) is low. In this case, all therapists
used this item frequently, as variance between therapists was very
low (7%), but they varied much from session to session (37%).
Table 3 displays a relation between low reliability and residual

variance. The seven items with lowest reliability had a mean
residual variance of 40.5, while the seven items with highest
reliability had a mean residual variance of 27. The quality ratings
displayed a similar, but slightly stronger, pattern. The reason for
this connection is that high residual variance signals weak
references for the raters as to how to rate these items. When the
residual variance for an item is high, it may indicate that
therapists do not know when and how to apply it, e.g., due to
poor operationalization. Hence, the item is difficult to recognize
for raters.
As half of the sessions were psychodynamic groups, half of the

rated therapists were not trained in the items assessed, that is, they
intervened in more unfocused ways. This may explain some of
the residual variance for several items: The seven items with a
quality rating below 3 had a mean residual variance on adherence
of 44%, while the seven items with a quality rating above 3 had a

Table 3. Sources of variation for adherence ratings for five raters (5R): percentages of total variation. Items sorted from low to high reliability
(G-coefficients; “Abs G”)

T: between
therapist variation

R: variation in how
much raters observe

S:T: therapist variation
across sessions

TR: variation in raters
ranking of therapists

RS:T: residual
(including error) variance

Abs
G

16. Psychic equivalence 11.3 0 14.5 34 40.2 0.63
14. Acknowledging 23.7 2.4 16 5.2 52.6 0.77
11. Exploration 6.9 24.2 36.9 2.7 29.3 0.8
8. Group norms 7.8 0 42.1 2.6 47.6 0.83
9. Cooperation 18.8 5.2 32.7 0 43.3 0.84
17. Affect focus 20.2 19.1 33.5 1.1 26.1 0.85
5. Events in the group 16 0 37 2.5 44.5 0.85
1. Boundaries 33.1 13.5 21.4 0 32.1 0.86
18. Stop and rewind 14.7 0.6 44.2 2.5 38 0.88
12. Unwarranted beliefs 25.5 2.3 33.4 0 38.8 0.88
2. Phases 54.2 13 9.6 1.4 21.8 0.9
4. External events 50.6 5.5 20.5 5.4 17.9 0.92
19. Relationship 0 2.4 73 0 24.5 0.93
3. Turntaking 65.8 0.4 11.8 5.9 16.1 0.95
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mean residual variance on adherence of 24%. The same pattern
was found in the quality ratings (40/25).

DISCUSSION

This is the first study to report psychometric properties for the
MBT-G-AQS. It is also the first study of a scale for measuring
therapists’ interventions in group therapy since 2005. The results
demonstrate that the MBT-G adherence and quality scale is a
reliable instrument. This scale can be applied to document
treatment integrity, and underpin the evidence-base for MBT.
The overall/global ratings for adherence and quality showed

high to excellent reliability across all numbers of raters. The
instrument can thus be used with only one rater for research
purposes where the question of overall treatment fidelity needs to
be documented, and where a detailed focus on the other items are
of subordinate interest. This finding also supports that the MBT-
G-AQS can be reliably applied to determine if a session qualifies
as “good enough” MBT-G.
At item level, the reliabilities varied substantially. This is a

common finding among rating scales (Barber, Liese & Abrams,
2003). With one rater some items had a satisfactory reliability,
while others had low to very low reliability. With two raters,
reliabilities ranged from fair to excellent.
As process studies based on a large number of raters are very

expensive and difficult to achieve (Perepletchikova, Hilt, Chereji
& Kazdin, 2009), acceptable reliability for the entire scale with just
one rater is important for practical implementation of the scale.
Due to more extensive training, calibration, and experience of the
raters in the current study, it was expected to reveal higher
reliability, particularly with one and two raters, than what was
obtained in the MBT-I-ACS study by Karterud et al. (2013).
Current results confirmed this expectation. However, the reliability
for one rater was still below acceptable range for several of the
items. This indicates a need for further calibration and training as
well as more explicit definitions of the phenomena to be assessed.
One of the benefits of performing a G-study is that it allows for

identifying items that individual raters view differently than
others. The finding that different raters struggled with different
items means that it is important for raters to calibrate (discuss)
their ratings on a regular basis.
This is particularly true for more complex (abstract) items that

display low frequency, which means that raters receive less
practical training in rating them. For example, “Acknowledging
good mentalizing” (item 14) and “Handling psychic equivalence”
(item 16) both had low frequencies, and also proved more
difficult to rate for adherence than other items (with low
frequency). The results indicate a pattern that more “concrete
items” (clearly defined and less abstract) such as “Cooperation
with co-therapist” (item 9) and “Stop and rewind” (item 18;
which also had low occurrence), had high reliabilities despite low
frequencies. Item 9 can serve as example of an intervention easy
to pinpoint, for example, if the rater notices some open
communication between the therapists, this counts as an
intervention. Items 14 and 16, unlike items 9 and 18, were more
difficult to evaluate for quality as well as adherence.
Other items that were difficult to rate for both adherence and

quality, and thus deserve careful attention, were “Stimulating

discussions on group norms” (item 8) and “Exploration, curiosity
and not-knowing stance” (item 11). Item 11 was used frequently,
but it covers a wide range of interventions. The most central aspect
of item 11 is to determine whether an open and curious question
addresses mental states or not. For example, the intervention
“When did he tell you that?” is not aimed at a mental state per se,
but depending on the context, some raters may decide to count this
as adherence to item 11 – for example if the question makes the
patient rethink what really happened, and whether s/he wrongly
perceived another person’s mental state due to the timing of an
utterance. It is difficult to define a clear cut-off without losing some
of the flexibility crucial for attuned responsiveness.
We know from previous ratings of non-MBT psychotherapy

sessions that non-MBT therapists might display high adherence
on items such as “Exploration, curiosity and not-knowing stance”
(item 11) and “Affect focus” (item 17). However, the way these
therapists intervene is most often different from an MBT
approach. They often receive a low quality rating, and raters
might be bewildered by boundary occurrences (interventions that
border on what might be called MBT). For item 11, the eight
PDG sessions had a mean adherence rating on 14 (number of
observed interventions), and three for quality. The eight MBT-G
sessions had a mean adherence rating of 5, and a mean quality
score of 5. The high frequency of low quality item 11-
interventions in the rated PDG sessions may account for some of
the observed difficulty in rating this item. Still, the manual should
be more specific with respect to what counts as adherence and
high versus low quality for this item.
From a psychometric perspective, items with low occurrence

(e.g., items 9, 14, 16 and 18) may be seen as redundant.
However, as underlined in the manual, these items are essential
ingredients in a larger treatment “potion:” “The unique aspect of
MBT lies less in each individual item per se, than in the overall
‘package’ of item design and context” (Karterud & Bateman,
2010, p. 26). The robust reliability of the overall ratings indicates
that raters manage to capture (agree on) the overall flavor of
MBT, even if they disagree on certain items.
Two items that proved difficult to rate were adherence for

“Handling psychic equivalence” (item 16), and quality for
“Handling pretend mode” (item 15). These two items are both
central to the overall theory of mentalization and MBT. For item 16,
the 8 PDG sessions had a mean adherence rating of 0, and 2 for
quality. The 8 MBT-G sessions had a mean adherence rating of 1,
and a mean quality score of 3. Item 15 is not rated for adherence,
but both the PDG and MBT-G sessions had a mean quality rating of
2. Both items displayed low variance, high residual variance, and
low reliability. In this case, it is unclear whether the group therapists
delivered interventions for item 15 and 16 which were poor and/or
unclear, or if the concepts of pretend mode and psychic equivalence
were somewhat unclear for both therapists and raters. However,
taking the small variance into account, the reliability is rather good
for these items. Items 15 and 16 should be object for more research,
and the manual made more “concrete” for both items.

Limitations

The generalizability of our findings is restricted by several
limitations. Firstly, as mentioned above, the raters were not blind
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to treatment modality (PDG or MBT-G), and this could have
influenced the reliability. However, there were only minor
differences between the two modalities and the combined
reliability. In the current study, two therapists were rated four times
(both in PDG and MBT-G). We cannot exclude the possibility that
repeated ratings of the same therapists may have artificially
increased inter-rater conformity. Thus, future studies should apply
these scales to larger samples of both patients and therapists.

Utility

The MBT-G-AQS may contribute to future psychotherapy
research by assuring internal validity and contribute to research
on adherence and quality as possible moderators and mediators of
treatment outcome. The scale can additionally be used for training
and clinical purposes: assessing and providing feedback about
therapeutic quality and adherence enables therapists and
supervisors to stay on course.

CONCLUSION

The current results demonstrate that the MBT-G adherence and
quality scale is a reliable instrument for rating adherence to and
quality of mentalization-based group therapy with as few as two
raters for the entire scale, and with one rater for overall/global
assessment of MBT-G. Some items, especially “Handling pretend
mode” and “Handling psychic equivalence” need more empirical
attention, as our results indicate these items to be inadequately
defined and understood. The scale can be applied for quality
assurance, training, and supervision.
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APPENDIX

Rating scale for Mentalization-based Group Therapy

Rater ___ Rating date ________ Therapists _______ Group _______ Session date _____
Overall rating of MBT adherence _______ MBT quality __________
Running notes:

Item name Adherence Quality

1. Managing group boundaries
2. Regulating group phases
3. Initiating and fulfilling turntaking
4. Engaging group members in mentalizing external events
5. Identifying and mentalizing events in the group
6. Care for the group and its members No rating
7. Managing authority No rating
8. Stimulating discussions on group norms
9. Cooperation with co-therapist
10. Engagement, interest and warmth No rating
11. Exploration, curiosity and not-knowing stance
12. Challenging unwarranted beliefs
13. Regulating emotional arousal No rating
14. Acknowleding good mentalizing
15. Handling pretend mode No rating
16. Handling psychic equivalence
17. Affect focus
18. Stop and rewind
19. Focus on the therapist – patient relationship

Rating scale for Mentalization-Based Group Therapy quality

This is a table used for rating therapist’s interventions during group therapy. The table describes the quality level 4 (“good enough”). For
more detailed descriptions we refer to the manual.

Item name Quality level 4 («good enough»)

1. Managing group boundaries The group is functioning smoothly with respect to boundary issues. The therapists
identify boundary relevant events and comment and deal with them in ways which seem
appropriate and clarifying for the group as a whole.

2. Regulating group phases At least two phases are addressed in a way that engages members to reflect upon the
possibilities and choices they have.

3. Initiating and fulfilling turntaking The therapists themselves take initiative and they also follow up patients’ initiatives for
turntaking. They contribute to the unfolding of the story and identification of relevant
scenes, intervene in ways that facilitate a comprehensive narrative and keep a focus on
emotions, mental states and interpersonal interactions.

4. Engaging group members in mentalizing external events The therapists invite the other group members, implicitly or explicitly to clarify relevant
events and engage members to participate in a collective exploration of the mental states
involved therein.

5. Identifying and mentalizing events in the group The therapists identify some important events in the group and engage group members in
a collective exploration which seems meaningful and clarifying.

(continued)
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Table (continued)

Item name Quality level 4 («good enough»)

6. Care for the group and its members At this level, the group process is on the even when it comes to care. The therapists seem
to have an awareness regarding negative comments between group members and are
quick to intervene in such situations.

7. Managing authority The therapists seem calm and confident as MBT-G therapists. In theory and practise they
stand up for the group’s basic values.

8. Stimulating discussions on group norms The therapists take initiative to norm discussions, engage in an interested way in
spontaneous discussions and try to modify restrictive group solutions which are being
made, if these are not challenged by other group members.

9. Cooperation with cotherapist There seems to be a confident relationship between the therapists, their interventions are
complimentary, and they communicate with each other with open, reflective comments.

10. Engagement, interest and warmth The therapists appear genuinely warm and interested in each member and the group as a
whole. The rater gets the impression that the therapists care in a positive way. Several
interventions and their stance indicate this.

11. Exploration, curiosity and not-knowing stance The therapists pose appropriate questions designed to promote exploration of the patients’
and other’s mental states, motives and emotions and communicate a genuine interest in
finding out more about them.

12. Challenging unwarranted beliefs The therapists confront and challenge unwarranted opinions about oneself or others in an
appropriate manner.

13. Regulating emotional arousal The therapists play an active role in terms of maintaining emotional arousal at an optimal
level (not too high so that patients lose their ability to mentalize and not too low so that
the session becomes meaningless emotionally).

14. Acknowleding good mentalizing The therapists identify and explore good mentalizing and this is accompanied by
approving words or judicious praise.

15. Handling pretend mode The therapists identify pretend mode sequences and intervene to improve mentalizing
capacity.

16. Handling psychic equivalence The therapists identify psychic equivalence functioning and intervenes to improve
mentalizing capacity.

17. Affect focus The interventions focus primarily on emotions – more than on behavior. The attention is
particularly directed at emotions as they are expressed in the here and now in the group,
and particularly in terms of the relationship between patients and between patients and
therapists.

18. Stop and rewind The therapists identify at least one incident in which patients describe interpersonal events
in a non-coherent and affected way, tries to slow down the pace and find out about the
event step-by-step. In a similar way, the therapists halt events in the group that tend to
be destructive and take initiative to explore the sequence together with the patients.

19. Focus on the therapist – patient relationship The therapists comment on and attempt to explore, together with the patients, how the
patients relate to the therapist during the session and stimulate reflections on alternative
perspectives whenever appropriate. The therapists speak about their own feelings and
thoughts, related to the patients, and by this they try to engage all parties in mutual
exploration.
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