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Constructing a SHIFT adherence measure (SAM): 
the development of a family therapy integrity 
measure for the SHIFT trial 

Ciara Masterson,a Christina Barker,b 

David Jacksonc and Paula Bostond 

We were tasked with establishing treatment integrity for 
the SHIFT trial. In this article we discuss the concepts of 
treatment adherence and competence; arguing that the 
design of the trial, in particular the flexibility of the manual 
and the training and supervision of qualified systemic thera-
pists, guarantees some level of treatment integrity. Despite 
this we decided, on the basis of a systematically informed 
literature review, that a post hoc evaluation of therapy 
tapes was in line with best practice. Our literature review 
found no measures that were appropriate for the needs of 
the trial, so we used the literature to guide our 
development of a SHIFT adherence measure (SAM). We 
outline our experience of constructing SAM in the hope of 
increasing transparency in this complex area of 
psychotherapy research. We also consider whether SAM 
can be transported into practice and outline future areas of 
research. 

Practitioner points 
 Developing measures of treatment integrity for a flexible 

systemic family therapy manual is a challenge but 
necessary for treatment to be delivered as intended. 

 Clinicians may wish to consider whether such measures 
can be used in everyday practice, potentially with a role in 
supporting supervision or skill development. 
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Introduction 

The self-harm intervention family therapy (SHIFT) trial is the first large 
trial to evaluate the efficacy of family therapy in the treatment of self-
harming adolescents. Whether this represents the first step in 
establishing family therapy as an empirically supported treatment for 
this group of clients, or whether, as Escudero (2012) argues, we view 
the manual as an empirically informed guide, it needs to be established 
that the therapists in the trial are delivering therapy as outlined in the 
manual. 

Treatment integrity is a key issue in psychotherapy outcome 
research. Perepletchikova and Kazdin (2005) argue that it consists of 
three components: treatment adherence, therapist competence and 
treatment differentiation. Differentiation is an issue when two forms of 
psychotherapy are compared, which is not the case in the SHIFT trial, 
as family therapy was compared to treatment as usual. Therefore, we 
focus here on the concepts of adherence and competence. 

GuideĚ ďǇ WĂůƚǌ Ğƚ Ăů͘ ;ϭϵϵϯͿ ǁĞ ĚĞĨŝŶĞ ĂĚŚĞƌĞŶĐĞ ĂƐ ƚŚĞ ƚŚĞƌĂƉŝƐƚ͛Ɛ 
use of interventions indicated by the manual and avoidance of inter-
ventions proscribed by the manual. This is a relatively straightforward 
concept in comparison with competence, which Waltz et al. define as a 
ƚŚĞƌĂƉŝƐƚ͛Ɛ ůĞǀĞů ŽĨ ƐŬŝůů ŝŶ ĚĞůŝǀĞƌŝŶŐ ƚŚĞ ƚƌĞĂƚŵĞŶƚ͕ ĂŶĚ ǁŚŝĐŚ ƚŚĞǇ ĂƌŐƵĞ 
needs to be evaluated by experts in the approach who are external to 
the trial. Miller and Binder (2002) review the literature on the 
measurement of adherence and competence in relation to manual-
based training. Noting the relatively low rates of measurement of com-
ƉĞƚĞŶĐĞ ŝŶ ƚƌŝĂůƐ ŶĞĂƌůǇ ϭϬ ǇĞĂƌƐ ŽŶ ĨƌŽŵ ƚŚĞ ƉƵďůŝĐĂƚŝŽŶ ŽĨ WĂůƚǌ Ğƚ Ăů͛͘Ɛ 
ŐƵŝĚĞůŝŶĞƐ͕ ƚŚĞǇ ĚĞƐĐƌŝďĞ ĐŽŵƉĞƚĞŶĐĞ ĂƐ ͚ƚŚĞ ŵŽƌĞ ĐŽŵƉůĞǆ ĂŶĚ ĐŽƐƚůǇ . 
. . ǀĂƌŝĂďůĞ ŝŶ ƉƐǇĐŚŽƚŚĞƌĂƉǇ ŽƵƚĐŽŵĞ ƐƚƵĚŝĞƐ͛ ;MŝůůĞƌ ĂŶĚ BŝŶĚĞƌ͕ ϮϬϬϮ͕ 
p. 192). As Bellg et al. (2004) argue, there is limited reporting of 
treatment fidelity practices in comparison with the number of published 
articles establishing reliability and validity for other measures. 
PĞƌĞƉůĞƚĐŚŝŬŽǀĂ Ğƚ Ăů͘ ;ϮϬϬϵͿ ƐƚĂƚĞ ƚŚĂƚ ƚƌĞĂƚŵĞŶƚ ŝŶƚĞŐƌŝƚǇ ŝƐ ͚ƌĂƌĞůǇ 
ĂĚĞƋƵĂƚĞůǇ ĂĚĚƌĞƐƐĞĚ ŝŶ ƉƐǇĐŚŽƚŚĞƌĂƉǇ ƌĞƐĞĂƌĐŚ͛ ;Ɖ͘ ϮϭϮͿ͘ TŚĞǇ 
explored this problem by inviting researchers to rate the importance of 
barriers to implementing fidelity checks, finding a lack of theory and 
guidelines on treatment integrity procedures to be the most problematic 
barrier. Furthermore, while the more recent review of Schoenwald and 
Garland (2013) identified 249 adherence measures used in trials, they 
concluded that there was little reliability and validity evidence presented 
for the use of these measures. 



The SHIFT trial, in line with other well-conducted therapy trials, has 
several elements inherent in the design of the study that support 
treatment integrity: the use of a treatment manual; the recruitment of 
experienced therapists; training in the use of the manual and ongoing 
supervision (Roth et al., 2010). 

As described in greater detail elsewhere (Boston and Cottrell, 2016) 
the manual is a modified version of the one described by Pote et al. 
(2003), which has been adapted to include a focus on self-harm. The 
SHIFT manual (Boston et al., 2009) includes a specific consideration of 
risk, the inclusion of therapeutic letters, a specified length of treatment 
and the use of a two-person reflecting team. The manual, designed for 
use by qualified systemic family therapists, outlines the principles of 
treatment while allowing them to be applied flexibly so as to fit the 
ĐŽŵƉůĞǆŝƚǇ ŽĨ ƚŚĞ ĨĂŵŝůǇ͛Ɛ ŝƐƐƵĞƐ ĂŶĚ ƚŚĞ ƚŚĞƌĂƉŝƐƚ͛Ɛ ƚŚĞŽretical 
preferences. All SHIFT therapists had prior experience in child and 
adolescent mental health services. The SHIFT training was designed and 
provided by two senior family therapists who are investigators on the 
trial and who were joined by a third family therapy supervisor who 
worked on the trial. The initial training involved 2 days during which 
therapists were introduced to the principles of the manual. The training 
also focused on team-building, working with adolescents and the 
assessment and management of risk. 

Following training, it was expected that the therapists would treat a 
pilot case under supervision prior to the commencement of the trial. As 
a few of the original SHIFT therapists left the trial and others joined, 
there were variations in the induction process (because new therapists 
were joining experienced trial teams). Each team of three family 
therapists attended supervision with their local SHIFT supervisor on a 
monthly basis for 2 hours. The supervision content varied, containing 
elements of adherence monitoring, specific case discussion, overview 
ŽĨ Ăůů ĐĂƐĞƐ͕ ƚĞĂŵ ĨƵŶĐƚŝŽŶŝŶŐ ĂŶĚ ƚŚĞ ƚĞĂŵ͛Ɛ ƌĞůĂƚŝŽŶship with the trial 
and their local Child and Adolescent Mental Health Service (CAMHS) 
teams. Each family therapist took turns presenting self-selected cases 
for discussion. Adherence discussions generally focused on issues of 
the extension of prescribed time-frames for treatment and the number 
of individual sessions for adolescents. 

The training was further supported by annual meetings of trial 
therapists to discuss issues pertinent to the trial. These issues included 
relationships with the various National Health Service trusts and in-
house teams, the use of the manual (questions of adherence and 
exception), case presentations, team issues, the construction and 
impact of the therapeutic letters, relationships with data collection 
and trial support. 

 



Due to the significant systemic family therapy experience of the 
clinicians, the training and supervision of trial therapists and the 
nature of the family therapy team (that is, working together systemi-
cally, supervising each other in situ) we considered that there is 
already a high level of treatment integrity inherent in the trial design. 
However, in line with best practice (Bellg et al., 2004; Waltz et al., 
1993) the trial team did not want to assume adherence to or compe-
tence in the use of the manual. 

Therefore, we were tasked with finding or developing a measure of 
treatment integrity that could be used to ensure that the trial thera-
pists were delivering the manual as intended. We were also influenced 
ďǇ Ă ǁŝƐŚ ƚŽ ƐƵƉƉŽƌƚ ƚŚĞ ŵĂŶƵĂů͛Ɛ ƵƐĞ ŝŶ ĐůŝŶŝĐĂů ƉƌĂĐƚŝĐĞ ƐĞƚƚŝŶŐƐ 
outside the trial (assuming the intervention proves effective). We 
faced several challenges: integrity checks necessarily being post hoc 
(as they were not built into the design of the trial), limited funding to 
administer integrity checks, the evaluation of a new manual (that is, 
with no established integrity measure), and the evaluation of an 
intentionally very flexible manual (that is, using no proscribed 
practices, see Boston and Cottrell, this issue). 

Methods 

Literature review 

We first conducted a literature search to identify best practice in treat-
ment integrity strategies. The literature review search strategy was 
informed by the following guideline documents: Systematic Reviews 
;KŝŶŐƐ CŽůůĞŐĞ͕ ϮϬϭϮͿ ĂŶĚ SǇƐƚĞŵĂƚŝĐ ‘ĞǀŝĞǁƐ͗ C‘D͛Ɛ GƵŝĚĂŶĐĞ ĨŽƌ 
Undertaking Reviews in Health Care (Centre for Reviews and Dissemina-
tion, 2009). The following databases were searched: Ovid Medline, 
Psycharticles, Psychinfo, the University of Leeds Library Journals and 
Books@Ovid (search dates January 2002ʹJanuary 2014). The initial 
literature search attempted to identify the existing fidelity rating pro-
cedures for family therapy. A combination of the following search terms 
was used: Family therap* or Systemic Therap*; Psychotherap* and 
Manual and Protocol; Adherence or Integrity or Effectiveness or 
Compliance or Competence or Fidelity or Evaluation. A second literature 
search used the same databases to identify adherence measures 
reported in randomized controlled trials (RCTs). The following search 
terms were used: Family therap*; Systemic therap* (clinical trials) and 
Therapist or Psychotherap* and RCT. The first search identified 314 
articles, which were reviewed by two of the authors (CB and DJ) who 
identified twenty-five of potential relevance, of which seven were 
identified as having direct relevance to the development of an integrity 

 



measure. The second search identified 143 articles, from which a 
further seventeen were selected for review, with three eventually 
identified as directly relevant. A third search using the terms 
͚ĂĚŚĞƌĞŶĐĞ ŐƵŝĚĞůŝŶĞƐ͛ ĂŶĚ ͚ ĐůŝŶŝĐĂů ĐŽŵƉĞƚĞŶĐĞ͛ ǁĂƐ ƵŶĚĞƌtaken in an 
attempt to locate existing systematic reviews in the Database of 
Abstracts of Review of Effects and the Cochrane Database of 
Systematic Reviews: no relevant articles were identified. Two further 
articles were identified through the National Institute of Health and 
Clinical Excellence database. Further articles of interest were identified 
using a snowball method that included looking at references from the 
articles identified (eleven articles). Once these relevant articles had 
been selected, two of the authors (CB and DJ) reviewed the reported 
treatment integrity procedures. While principles for undertaking a 
systematic review were used to inform the identification, selection 
and evaluation of research, we used a pragmatic review strategy 
rather than undertaking a full systematic analysis (Moher et al., 2009). 

Literature review results 

In line with other reviews (for example, Goense et al., 2014) we found 
a lack of consistency in the development, implementation and report-
ing of adherence procedures in research trials. We found that some 
studies used therapist and client assessment of adherence (for exam-
ple, Schoenwald et al., 2000) while others, such as Sexton and Turner 
;ϮϬϭϬͿ͕ ƵƐĞĚ ƐƵƉĞƌǀŝƐŽƌƐ͛ ƌĂƚŝŶŐƐ ŽĨ ƚŚĞƌĂƉŝƐƚƐ͛ ĂĚŚĞƌĞŶĐĞ. We were 
unable to implement these strategies in a post hoc adherence check; 
furthermore, we concluded that we wanted to implement a direct 
observation strategy with a predetermined measure, which Bellg et al. 
(2004) argue is the gold standard of ensuring satisfactory treatment 
delivery. We therefore made the decision to use the video records of 
the trial therapy sessions to gather adherence information. 

We examined the literature for measures or procedures that we 
could use within the SHIFT trial. In line with other researchers (Pere-
pletchikova et al., 2009) we concluded that there is not a consensus 
regarding the best approach to assessing integrity. In the articles 
where adherence processes were described, we found an approach to 
assessing adherence that involved the administration of, often 
lengthy, coding frameworks by trained raters (for example, McDonnell 
et al., 2007; Rowe et al., 2013). While the administration of many of 
these measures must have been costly in terms of time and money, 
we failed to find evidence suggesting that one form of adherence 
check was superior to another. We considered adapting the most rele-
vant adherence tools that already had some evidence of reliability and 

 



validity, but these would have needed considerable adaptation to our 
purposes (that is, systemic family therapy for families of adolescents 
who self-harm). Another measure we considered adapting was the 
integrity tool developed for the original manual developed by Pote et 
al. (2003). However, this is a complex measure with elements of both 
adherence and competence, which therefore would have been costly 
to implement in terms of time and resources, particularly as, following 
WĂůƚǌ Ğƚ Ăů͛͘Ɛ ;ϭϵϵϯͿ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ͕ ŝƚ ǁŽƵůĚ ŚĂǀĞ ƌĞƋƵŝƌĞĚ ĞǆƉĞƌƚ 
raters to administer. Furthermore, we remained unconvinced that we 
needed to implement such costly and time-intensive strategies, given 
the high level of adherence monitoring inherent in the trial design. 

Our review of the literature led us to conclude that the use of simple 
observational measure to check adherence to the principles of the 
manual would be best practice. The SHIFT trial management com-
mittee made the decision to use research assistant time to implement 
the treatment integrity checks. Therefore, we decided we needed a 
measure that provided an adherence check that could be adminis-
tered by non-experts with a brief training and without lengthy time 
spent in coding specific therapist behaviour. Our aim was to develop a 
tool that captured the essence of the manual with straightforward 
ĚĞƐĐƌŝƉƚŝŽŶƐ ŽĨ ƚŚĞƌĂƉŝƐƚƐ͛ ďĞŚĂǀŝŽƵƌ ƚŚĂƚ ǁŽƵůĚ ŝŶĚŝĐĂƚĞ ĂĚŚĞƌĞŶĐĞ͘ 
This would provide evidence that the intervention was implemented 
in accordance with the core features of systemic family therapy. Fur-
thermore, we hoped that our tool would be transportable to clinical 
practice. Adherence measures that are brief, clinically meaningful and 
simple are needed for their efficient use in practice and subsequent 
implementation across mental health practices (Schoenwald et al., 
2000). In summary, we aimed to develop, in line with Schoenwald and 
GĂƌůĂŶĚ͛Ɛ ;ϮϬϭϯͿ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ͕ Ă ŵĞĂƐƵƌĞ ĨŽƌ ǁŚŝĐŚ ƌĞůŝĂďŝůŝƚǇ 
and validity was established and that would work well in practice 
settings. 

Developing SAM 

In line with the guidelines for developing fidelity measures outlined by 
McGrew et al. (1994) we first identified indicators of adherence and 
developed operational definitions. We did this using an iterative process 
ŽĨ ĞǆĂŵŝŶŝŶŐ ƚŚĞ ŵĂŶƵĂů͕ ĚŝƐĐƵƐƐŝŶŐ ƚŚĞƌĂƉŝƐƚƐ͛ ďĞŚĂǀŝŽƵƌ ƚŚĂƚ ǁŽƵůĚ ďĞ 
representative of the principles and reviewing therapy tapes (not 
included in the later establishment of the reliability of the measure). 
Throughout this process we were guided by PB, who is an expert 
systemic family therapist, trial supervisor and one of the developers of 
the manual. Two of the authors (CB and DJ) then began piloting versions 
of the tool, at times with the direct supervision of PB. We focused on 

 



clarifying useful descriptors of the key principles (of the manual) and 
experimenting with different examples of adherent therapist behaviour. 
We also experimented with different rating formats (that is, Likert-style 
ratings; coding and counting of therapist behaviour; timing and 
descriptions of observed therapist behaviour and simple occurrence 
rating). For example, we experimented with attempting to count the 
frequency of specific therapist behaviour, but found this time-consuming 
and not particularly useful. Similarly, we experimented with coding 
ƚŚĞƌĂƉŝƐƚƐ͛ ďĞŚĂǀŝŽƵƌ ŽŶ Ă LŝŬĞƌƚ-style scale (that is, requiring the rater to 
make a judgement of how much adherent behaviour had been 
observed) before deciding on straightforward present/absent 
categorizations of adherence. Throughout this decision making process 
we referred back to the literature on adherence, both within family 
therapy approaches and other psychological therapies. We were 
influenced by our belief that many measures used, both in trials and 
practice of psychological therapies, confound the concepts of adherence 
and competence. Furthermore, we were aware of the relatively low 
levels of rater agreement (that is, reliability) in competency ratings (for 
example, Hogue et al., 2008). We therefore attempted to develop a 
measure in which adherence (the more important concept for our 
purposes) was dominant, while allowing some consideration of 
competence. This was achieved by the addition of one competency 
rating in the form of a Likert-style scale, with descriptors of competence 
as elaborated by Blackburn et al. (2001). The final version of the SHIFT 
adherence measure (SAM; see Appendix 1 for content) consists of 
evaluations of whether the therapist demonstrated adherence to three 
of the key principles of the manual (systems focus, change focus, 
collaboration); adherence to the need to manage risk and the 
appropriate use of the reflecting team. 

TABLE 1 Adherence ratings and interrater reliability 

 
Adherence 
scores rater 

1 

Adherence 
scores rater 2 

Percentage 
agreement 

Confidence 
interval 95% 

Component 
1 25 25 100 .93 (.84ʹ1.0) 

Component 
2 22 23 95.6 .89 (.78ʹ1.0) 

Component 
3 24 24 100 .93 (.84ʹ1.0) 

Component 
4 25 25 100 .93 (.84ʹ1.0) 



Component 
5 19 19 100 .93 (.84ʹ1.0) 

 

Each of these adherence elements is rated yes/no on the basis of the 
observed therapist behaviour (which the rater can record in the 
space for written observations) and then summarized in an overall 
adherence rating (that is, yes/no). We also considered the need for 
non-expert raters to request referral to an expert rater in cases 
where: risk is not appropriately addressed; scores of 2 or less on the 
key principle adherence items; a rating of 2 or lower on the 
competency scale. 

Testing SAM: establishing reliability and validity 

Two of the authors (CB and DJ) were then tasked with establishing 
SAM͛Ɛ interrater reliability, and with developing the manual that 
would accompany the measure for the non-expert raters. Following 
the piloting process they independently rated twenty-five digitized 
recordings of SHIFT sessions, which were randomly selected (within 
the parameters of the technical issues described below in the limita-
tions section). Both raters reported high levels of adherence: the 
percentage of elements (1ʹ5) rated as adherent were 92% (rater 1) 
and 93% (rater 2). Average competency ratings were also high: mean 
competence scores (scale 0ʹ6) were 4.56 (rater 1) and 4.52 (rater 2). 
Only three of the twenty-five rated tapes met the above criteria for 
referral to expert rater (see discussion of validity). 

IŶƚĞƌƌĂƚĞƌ ƌĞůŝĂďŝůŝƚǇ ͚ƉƌŽǀŝĚĞƐ Ă ǁĂǇ ŽĨ Ƌuantifying the degree of 
agreement between two or more coders who make independent 
ratŝŶŐƐ ĂďŽƵƚ ƚŚĞ ĨĞĂƚƵƌĞƐ ŽĨ Ă ƐĞƚ ŽĨ ƐƵďũĞĐƚƐ͛ ;HĂůůŐƌĞŶ͕ ϮϬϭϮ͕ Ɖ͘ϮϯͿ͘ 
The five adherence scales provided nominal data (that is, yes/no) 
therefore we planned to establish interrater reliability using Kappa. 
Kappa measures the observed level of agreement between coders 
for a set of nominal ratings and corrects for agreement that would 
be expected by chance (Hallgren, 2012). As Table 1 shows, of the 125 
individually rated adherence components (five adherence ratings for 
each of the twenty-five session tapes), the raters reached 
agreement on 124 items (99.2% agreement). Statistical analysis 
(that is, calculating Kappa) was redundant given this level of 
agreement. See Table 1 for percentage agreement and confidence 
ŝŶƚĞƌǀĂůƐ ĂĐƌŽƐƐ ĞĂĐŚ ŽĨ SAM͛Ɛ ĐŽŵƉŽŶĞŶƚƐ͘ 

The competency rating used a rating scale of 0ʹ6. We calculated 
the intra-class correlation coefficient (ICC), which analyses how 
much observed variance in scores is due to variance in the true 

Constructing SAM (SHIFT Adherence Measure) 9 



scores after variance due to measurement error between the raters 
has been removed. Confidence intervals were calculated using the 
Agrestiʹ Coull method. The single measures ICC was .88 (.75ʹ.95 CI 
95%), which indicates excellent agreement (Cicchetti, 1994). 

IŶ ƌĞǀŝĞǁŝŶŐ SAM͛Ɛ ǀĂůŝĚŝƚǇ͕ ǁĞ ĐŽŶĐůƵĚĞ ƚŚĂƚ ďŽƚŚ ĨĂĐĞ ĂŶĚ ĐŽŶ-
tent validity were ensured by the prolonged iterative process of 
designing and piloting the measure with the input of PB. We exam-
ined construct validity by checking that the measure identifies areas 
of concern (potential non-adherence). While ratings of adherence 
and competence were generally high, three of the tapes reviewed 
met the criteria for referral to the expert rater (PB). Two of these 
three referrals concerned low competency scores and with further 
discussion were viewed as meeting the criteria for adherence. The 
other referral was on the question whether appropriate risk 
management had occurred and further investigation revealed that it 
had been (with risk having been addressed outside the recorded 
session). All three tapes were deemed by PB to have been 
appropriately referred for further consideration; however, we need 
further sampling from the ongoing adherence checks in order to 
ĞƐƚĂďůŝƐŚ ĐŽŶƐƚƌƵĐƚ ǀĂůŝĚŝƚǇ͘ SŝŵŝůĂƌůǇ͕ ƚŽ ĞƐƚĂďůŝƐŚ SAM͛Ɛ ƉƌĞĚŝĐƚŝǀĞ 
validity we will need to evaluate the link between ratings and 
therapy outcomes (dropout would be one indicator of interest) once 
the complete set of fidelity cŚĞĐŬƐ ĂƌĞ ƵŶĚĞƌƚĂŬĞŶ ĂŶĚ ƚŚĞ ƚƌŝĂů͛Ɛ 
outcomes are known. 

Development of a manual for non-expert raters 

WŚŝůĞ SAM ŽƵƚůŝŶĞƐ ƚŚĞ ƚŚĞƌĂƉŝƐƚƐ͛ ďĞŚĂǀŝŽƵƌ ǁĞ ĐŽŶƐŝĚĞƌĞĚ ŵŽƐƚ 
important to demonstrate adherence to the manual, some of the 
language used may be challenging for a non-therapist. Therefore, 
during the process of rating tapes to establish reliability, CB and DJ 
also developed a brief guidance document for future raters. This 
document explains what each of the three key principles means and 
what examples of adherent therapist behaviour look like in practice. 
The manual forms the basis of the training that GB and DJ have 
developed for the research assistant who will implement the rest of 
the fidelity checks for the trial. 

Discussion 

SAM͛Ɛ ƌĞůŝĂďŝůŝƚǇ 

In hindsight, we should perhaps have predicted the extremely high 



ůĞǀĞů ŽĨ ĂŐƌĞĞŵĞŶƚ ďĞƚǁĞĞŶ GB ĂŶĚ DJ͛Ɛ ƌĂƚŝŶŐƐ͘ BŽƚŚ ŚĂǀĞ Ă ƐŝŵŝůĂƌ 
professional background, being clinical psychologists in training with an 
interest in systemic practice and experience of working in GAMHS. 
Perhaps even more importantly, they worked closely together to 
design and refine SAM. This process involved joint training with PB; 
practice ratings until consensus was reached and frequent team 
meetings. However, we would also argue that some of the high level of 
agreement derives from the clarity of the descriptors outlined in SAM 
and the simplicity of the scoring process. This will be established by 
ongoing reliability checks as SAM is used by a research assistant to 
establish adherence across a larger sample of trial sessions. 

SHIFT ƚŚĞƌĂƉŝƐƚƐ  ͛ĂĚŚĞƌĞŶĐĞ 

While the results so far only represent a very small percentage of SHIFT 
sessions, we are pleased with the findings over levels of adherence. We 
believe that this is due to a number of factors: firstly, the use of 
experienced family therapists who have received training in the manual 
and who receive ongoing supervision, both from peers in their team 
and from experts. We also attribute it to the intentionally flexible 
nature of the manual, particularly the lack of proscribed therapist 
behaviour. 

We must consider in further detail whether there are characteristics 
of our integrity check which contributed to the finding that all tapes 
rated met the criteria for adherence. SAM is focused on establishing 
adherence to the key principles of the manual, which may be easier to 
find evidence for than adherence to specific therapy skills. For example, 
Ghawla et al. (2010) also found 100% adherence to the key concepts 
aspect of their mindfulness-based relapse prevention adherence and 
competence scale. Furthermore, completion of SAM requires the rater 
to watch an entire session, which allows more time for therapists to 
demonstrate the behaviour we were looking for. 

It is also possible that our selection of sessions was biased: while 
we used a random sampling technique, during the piloting and 
reliability check phases we were struck by the large numbers of 
sessions that were yet to be uploaded. There is a possibility that the 
most adherent tapes were uploaded first. This should become clear 
ĚƵƌŝŶŐ SAM͛Ɛ ƵƐĞ ŽŶ ƚŚĞ ůĂƌŐĞƌ ƐĂŵƉůĞ͘ FŝŶĂůůǇ͕ ƚŚĞ ƌĂƚĞƌƐ ƌĞĨůĞĐƚĞĚ 
on their own sense of responsibility to the project, which was 
particularly pertinent as the integrity checks are post hoc (we felt 
apprehensive about how the trial would be affected if we found high 
levels of non-adherence). Again, the adherence checks due to be 
administered by a research assistant should allow us to evaluate 



whether our results have been biased by this concern. 

The complexities of rating adherence and competence 

Given that we found all sessions to be adherent, we are interested in 
further understanding the issue of competence, as the issues raised 
by the literature and by our experience suggest that these are 
concepts which are best considered separately. While some studies 
find very high correlations between measures of adherence and 
competence (for example, McDonell et al., 2007), reviews of the 
literature have highlighted weak correlations between 
ŵĞĂƐƵƌĞŵĞŶƚƐ ŽĨ ƚŚĞƌĂƉŝƐƚƐ͛ ĂĚŚĞƌence and competence (Miller and 
Binder, 2002). Our experience of using SAM suggests that it is much 
easier to rate adherence; as we are looking for straightforward 
therapist behaviour reflecting the principles of manual there is little 
room for interpretation. However, we were surprised to find that in 
ƐŽŵĞ ŽĨ ƚŚĞ ƐĞƐƐŝŽŶƐ ƚŚĞƌĂƉŝƐƚƐ͛ ďĞŚĂǀŝŽƵƌ ĐŽƵůĚ ďĞ ƌĂƚĞĚ ĂƐ 
adherent, while we also thought their performance was not as 
competent as we expected. An example of this was repeated 
questioning about the self-harm (addressing risk, therefore 
adherent), in a style of circularity (so again, adherent) but without 
ǁĂƌŵƚŚ Žƌ ĞŵƉĂƚŚǇ ĂŶĚ ǁŝƚŚŽƵƚ ƌĞƐƉŽŶĚŝŶŐ ƚŽ ƚŚĞ ĨĂŵŝůǇ͛Ɛ 
frustration with the line of questioning. Both our raters viewed this 
intervention as adherent but low in competence. 

This raises the issue of how difficult it is to assess competence with-
out an understanding of the therapeutic context and fits with the 
need for expert raters (as asserted by Waltz et al., 1993), who can 
also evaluate the impact of ĐůŝĞŶƚ ĨĂĐƚŽƌƐ ŽŶ ƚŚĞ ƚŚĞƌĂƉŝƐƚ͛Ɛ 
competence (for further discussion, see Fruggeri, 2012). Our 
discussions of the tapes referred to PB led us to conclude that to truly 
evaluate competency we may need even more consideration of the 
context than that: that is, competency should not be evaluated on one 
session with no background information about the clients or the work 
ƐŽ ĨĂƌ͘ TŚŝƐ ŵĂǇ ĞǆƉůĂŝŶ ǁŚǇ ƐƵƉĞƌǀŝƐŽƌƐ͛ ƌĂƚŝŶŐƐ ŽĨ ƚŚĞƌĂƉŝƐƚ 
competence have been found to predict outcome, even when treating 
complex (co-morbid) depression (Kuyken and Tsivrikos, 2009). In line 
with our conclusion, Muse and McManus (2013) recommend multiple 
ratings of competency although they acknowledge the expense and 
practicality issues. Based on our experiences of developing and 
implementing an adherence and competency measure, we wonder if 
the reliability of competency scales could be improved by providing 
ƌĂƚĞƌƐ ǁŝƚŚ ŐŽŽĚ ĐŽŶƚĞǆƚƵĂů ŝŶĨŽƌŵĂƚŝŽŶ ;ĨŽƌ ĞǆĂŵƉůĞ͕ Ă ƚŚĞƌĂƉŝƐƚ͛Ɛ 
summary of progress so far in the treatment, their opinion on how well 
the work is going with the family/client and what they were trying to 



achieve in the session being evaluated). 

Future directions 

TŚŝƐ ƉƌŽũĞĐƚ ǁŝůů ĐŽŶƚŝŶƵĞ ĂƐ ǁĞ ĞƐƚĂďůŝƐŚ SAM͛Ɛ ƌĞůŝĂďŝůŝƚǇ ǁŝƚŚ ƚŚĞ 
researcher who will establish levels of adherence across the larger 
sample. We hope that we have an opportunity, once the results of the 
trial are known, to establish relationships between adherence and 
competence with outcome. While some studies, such as Hogue et al. 
(2008) have demonstrated some links between adherence and clinical 
outcomes, the meta-analytic review of Webb et al. (2010) failed to find 
convincing evidence of the link between integrity and outcome, which 
makes it an interesting area to explore. 

We would also like to establish the usefulness of SAM in clinical 
practice and in training settings. In their review, Schoenwald and Garland 
(2013) call for effective and efficient measures to support the 
implementation of new treatment approaches. If the approach eval-
uated in SHIFT is found to be effective we would hope that SAM will aid 
in the evaluation of the impact of training and the use of the manual in 
clinical practice. We also hope to consider how it would be best used in 
supervision, both in enĐŽƵƌĂŐŝŶŐ ƚŚĞƌĂƉŝƐƚƐ͛ ƌĞĨůĞĐƚŝŽŶƐ ŽŶ ƚŚĞŝƌ ŽǁŶ 
ǁŽƌŬ ĂŶĚ ƐƵƉĞƌǀŝƐŽƌƐ͛ ĞǀĂůƵĂƚŝŽŶ ŽĨ ĐůŝŶŝĐĂů ǁŽƌŬ͘ WŚŝůĞ ƚŚĞƐĞ ƵƐĞƐ ĂƌĞ 
still to be established, we do believe that SAM has demonstrated it is 
feasible to use in non-research settings; while it is time-consuming to 
watch full sessions, the simplicity of the rating scale allows for quite quick 
ĐŽŵƉůĞƚŝŽŶ ;ĐŽŵƉĂƌĞ ǁŝƚŚ AůůĂŶ ĂŶĚ UŶŐĂƌ͛Ɛ ϮϬϭϰ ƐƚƵĚǇ͕ ǁŚĞƌĞ ŝƚ ƚŽŽŬ 
12 hours to review a 25-minute segment). 

Limitations 

As discussed above, we have established interrater reliability but must 
acknowledge that the similarities between our two raters may have 
contributed to the very high reliability findings. GB and DJ have very 
similar professional backgrounds and they worked closely together 
throughout the project; however, we believe this is likely to be true in 
other projects that evaluate the reliability of new measures. 

We must also acknowledge that the reliability findings may have 
been influenced by the high levels of adherence in the trial as measured 
by SAM. The frequent use of the adherent category for the components 
of SAM were in line with our expectations, given the flexibility of the 
manual and the training and supervision of the therapists using it, but 
did mean that we were unable to statistically analyze the reliability data 
as planned. 



Finally, we commented earlier on issues that affected our random-
ization, and while we are not convinced that the problems with ran-
dom sampling actually biased our results we do have to acknowledge 
them. We were unprepared for the time-consuming and frustrating 
problems we encountered: information technology issues including 
problems accessing the database; missing sessions; mislabelled ses-
sions and poor quality recordings. This reflects real-life problems 
experienced working on an ongoing RGT, which are rarely com-
mented on in the literature. Most of these difficulties have now been 
resolved and it is hoped that they will not affect the ongoing adher-
ence monitoring. 

Conclusion 

We are grateful to have been given the opportunity to write this article, 
which we hope sheds some light for clinicians on the processes involved 
in establishing treatment integrity and provides some guidance for 
future researchers on how to approach the issue. It is a problem for 
psychotherapy rĞƐĞĂƌĐŚĞƌƐ ƚŚĂƚ ƚŚĞƌĞ ŝƐ ŶŽ ĂĐĐĞƉƚĞĚ ͚ŚŽǁ ƚŽ͛ ŐƵŝĚĞ ƚŽ 
this important process (Perepletchikova et al., 2009) and we find it 
interesting that this challenging, resource-intensive process is usually 
summarized in a couple of lines in the methods section of articles 
reporting trial findings. 

In summary, we are pleased with SAM. It is a brief and straightfor-
ward measure that seems to be reliable and valid. We are also pleased 
to report that the evidence so far supports the conclusion that thera-
pists on the SHIFT trial are implementing family therapy in the way that 
the developers of the manual intended. 
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Appendix: SAM adherence and competence descriptors 

Systems focus/circularity within relational context 

Systemic info gathering; detailed interactional sequence; alternative 
and systemic perspectives; questions that connect episode to 
context and meanings; encouraging relational versus individual 
perspective (see training manual for further examples) 

Attentiveness to strengths/change and potential for therapeutic 
opportunity 

Amplification of change; focus and exploration of family statements 
re: progress; reframing problems; work toward eliciting solutions 
and family strengths; encouraging the construction of helpful and 
solution focused narratives; successful management of problem in 
past; externalization; goals, hopes, expectations (see training 
manual for further examples) 

Collaboration 

Encouraging participation; transparent practice-sharing thoughts 
out loud; agreeing therapy focus and session outcomes; ensuring all 
members are heard and validated; shared responsibility for change; 
acknowledgement and appropriately challenge power differentials 
(see training manual for further examples) 

Risk issues appropriately considered/attended to 

Risk issueƐ ĞǆƉůŽƌĞĚ͖ ƐĂĨĞƚǇ ƉůĂŶƐ ĂŐƌĞĞĚ͖ ͚ĞǆƉĞƌƚ͛ ƉŽƐŝƚŝŽŶ ƚĂŬĞŶ ŝĨ 
required re: risk management) 

Reflecting team offered and adherent overall competence 

AƉƉƌŽƉƌŝĂƚĞ ĂŶĚ ĐƌĞĂƚŝǀĞ ƵƐĞ ŽĨ ŚƵŵŽƵƌ͖ ƚŚĞƌĂƉŝƐƚƐ͛ ǁĂƌŵƚŚ͕ 
empathy and alliance building; use of developmentally appropriate 
language; managing session and prioritizing focus; respecting right 
for privacy, difference of opinion and preferred agenda; therapist 
alert to own constructions, functioning and prejudices; 
conversational, personable, respectable and understandable style of 
questioning; clarification, reflection, summarizing; general info 
gathering (see training manual for further examples). 


