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Abstract

Background and Aims: Multiple national guidelines stress the importance for

clinicians to possess good therapeutic skills for working with patients with significant

relational difficulties (who may receive a diagnosis of personality disorder). Training

clinicians in mentalization-based treatment skills (MBT-S) is one approach to address

this. The main outcome measure used in MBT-S studies is the Knowledge and Applica-

tion of MBT Questionnaire (KAMQ). However, an absence of research into the proper-

ties and validity of the KAMQ has limited the methodological quality of MBT-S

evaluations so far. The aim of this study was therefore to investigate the factor struc-

ture, internal consistency, reliability, and validity of the KAMQ.

Methods: Using an existing multiprofessional sample of 217 clinicians from 2014 to

2016, we undertook exploratory factor analysis to determine the factor structure

and internal consistency of the KAMQ. Convergent validity of the measure with the

Attitudes to Personality Disorder Questionnaire (APDQ) was assessed in a subset of

this dataset where both questionnaires had been administered (n = 92). Additionally,

by recruiting a new sample of 70 clinicians, we assessed the measure's test-retest

reliability.

Results: Factor analysis found three factors underlying 17 of the 20 KAMQ items,

relating to therapeutic skills in mentalizing, beliefs about applying MBT in practice,

and specific MBT knowledge. The KAMQ was revised following the factor analysis to

form the KAMQ-2 with 17 items. Internal consistency (α = .85, 95% confidence inter-

val [CI] = 0.80-0.89) and test-retest reliability (ICC = 0.84, 95% CI = 0.73-0.91) were

good. In correlation analyses, the KAMQ-2 showed convergent validity with the main

factor from the APDQ (n = 48; rs = 0.39, P < .01).

Conclusion: The KAMQ-2 provides a short, reliable self-report instrument which pro-

bes clinicians' knowledge about mentalizing skills, and beliefs about using these.
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There was preliminary evidence for validity. The properties of the KAMQ-2 mean

that more robust evaluation and development of MBT-S is now possible.

K E YWORD S

factor analysis, MBT, mentalizing skills, outcome measure, reliability

1 | INTRODUCTION

It is well recognized that working with patients with significant rela-

tional difficulties can feel troubling and stressful for their treating cli-

nicians, with clinicians potentially acting in unhelpful ways toward

patients.1-3 In complicated and emotionally demanding clinical

encounters, such as working with a patient who is expressing suicidal

thoughts yet refusing care, a clinician's own ability to remain reflective

is challenged. For example, feelings of confusion or frustration experi-

enced by a clinician in such a situation may lead to the clinician

assuming a nonreflective stance such as a judgmental attitude toward

the patient that brings about an escalation of the situation.4,5 A cycle

of rejection can emerge between patients and staff6 that inadver-

tently repeats patients' expectations and experiences in relationships.7

This process can be fundamental to the maintenance of patients' diffi-

culties. Accordingly, multiple national guidelines have stressed the

importance for multidisciplinary clinicians to have appropriate training

to ensure they possess good therapeutic skills when working with

patients with significant relational difficulties (who may receive a diag-

nosis of personality disorder).2,8-10

A widely used approach to such training is to take the core princi-

ples of established models of therapy and apply and adapt these so as

to be useful for general clinicians in their everyday interactions with

patients with relational difficulties, that is, to train general clinicians in

applied therapeutic skills as opposed to “pure” therapy. While there is

clearly a role for “formal” therapy delivered by specialists for patients,

many if not most patient encounters and interactions occur not with a

specialist psychological therapist but with a range of clinical staff in

the multidisciplinary team.11 Interventions under investigation include

cognitive behavioral therapy skills training,12 dialectical behavioral

Therapy skills training,13 using cognitive analytic therapy principles to

support team working,14 and mentalization-based treatment skills

training (MBT-S).11,15

Alongside MBT constituting a specific therapy delivered by spe-

cialist therapists for people with significant interpersonal

difficulties,16-18 there is growing interest in teaching the core skills of

MBT to general clinicians from the multidisciplinary team. A 2-day

skills course, MBT-S, has been developed for this purpose.19 Investi-

gating a measurement tool to evaluate MBT-S is the focus of the cur-

rent article.

A consistent finding in reviews of therapy skills training studies is

that short courses or workshops such as MBT-S are likely to bring

about significant improvements in participants' knowledge about the

new mode of working, with possible short-term benefits in observable

therapeutic skills. However, short courses alone are very unlikely to

bring about observable improvements in clinicians' therapeutic skills in

the long term—this latter aim requires ongoing, regular, supervision, or

consultation in order to build on knowledge and skills taught in an ini-

tial short course.20-22 Hence, the 2-day MBT-S course is best under-

stood as the first part of a longer training program. In our everyday

practice, we stress the importance for services of ongoing supervision

for staff as a follow-up to the MBT-S course, as opposed to engaging

in a “drive-by” training where effects are likely to be short-lived.

The capacity to “mentalize” is defined as the ability to understand

mental states in ourselves and others and to consider how actions

relate to these mental states.17,18 According to MBT theory, the abil-

ity to mentalize develops in the context of secure-enough relation-

ships to our attachment figures (ie, parents or carers). In people with

significant relational difficulties, the development of mentalizing is

disrupted, related to a number of possible factors: insecurity in early

attachment relationships; constitutional factors; and childhood psy-

chological trauma.23

MBT-S provides a framework to help clinicians understand their

attitudes, feelings, and intentions that emerge in clinical interactions.

Using a mixture of didactic teaching, video clips, and role play, the

MBT-S approach trains clinicians in a helpful stance to take in clinical

encounters: namely an interested, nonjudgmental, open-minded, and

transparent approach.15 Furthermore, MBT-S teaches clinicians ways

to restore mentalizing in both the clinician and the patient during

tricky interactions when intense feelings can make it hard to reflect.

These techniques include paying attention to the clinicians' own facial

expression and the need for facial communications to be active and

attuned the patient's mental state (but not overwhelmed by it) and

not “blank.” MBT-S also teaches clinicians to be aware of when the

clinician themself is struggling to reflect and “mentalize,” and be pre-

pared to slow down (“stop and stand”) the interaction to prevent

escalating misunderstandings.19,23,24 MBT-S is considered highly

acceptable to the professionals undertaking the training.25

The first quantitative study to evaluate the effect of a

mentalizing skills intervention was an evaluation of a brief teaching

program in mentalizing skills for psychiatry trainees.24 Trainees'

knowledge of MBT theory and practice was assessed using the

Knowledge and Application of MBT Questionnaire (KAMQ).26 The

study found clinically relevant improvements in participants' KAMQ

scores as well as improvements in attitudes. Subsequent research

in a multisite study of MBT-S for mental health professionals found

a large increase in clinicians' KAMQ scores from baseline to end-of-

program as measured by KAMQ scores and a small improvement in

participants' attitudes toward people with relational difficulties.15

A third study evaluating MBT-S with subsequent MBT supervision
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for staff and longer term follow-up is in progress.27 A qualitative

evaluation of MBT-S for psychiatric nurses found that nurses expe-

rienced MBT-S to be a straightforward, empowering skill set which

contributed to attitudinal change toward patients with relational

difficulties.11

In parallel with this research, MBT-S is being used in practice.

Since 2014, MBT-S has been delivered in at least 44 training courses

to over 600 clinicians within Scotland, from a wide range of profes-

sional groups, including psychiatric nurses, psychiatrists, psychologists,

psychotherapists, allied health professionals (AHPs), prison officers,

and criminal justice social workers (personal communication, MBT

Scotland).

The main outcome measure used to evaluate MBT-S is the

KAMQ. This is a 20-item self-report questionnaire, with items related

to key aspects of MBT theory and practice. Thus far, there has been

no research into the properties and validity of the KAMQ tool. While

the above study findings are encouraging as to the effect of MBT-S,

without any data on the properties of the KAMQ, there remains

uncertainty as to the reliability and validity of the results. Developing

the KAMQ as an outcome measure would allow better interpretation

of existing findings. Furthermore, should the properties of the tool

prove favorable, this would allow for more robust evaluations of

MBT-S in the future. To our knowledge, there exists no other quanti-

tative self-report tool that measures general clinicians' knowledge

about core MBT-S theory and practice.

Given the pressing clinical issue and the promising MBT-S

approach, investigating the properties and validity of the KAMQ is

important for both research and applied work. The aim of this study

was therefore to investigate the factor structure, internal consistency,

reliability, and validity of the KAMQ. As this is a first investigation of

the measure, we also aimed to refine the tool and identify where sub-

sequent research on the KAMQ is needed.

2 | METHODS

2.1 | Procedure

Internal consistency and test structure were explored in Sample 1 and

informed revision of the KAMQ to a final version, henceforth referred

to as the KAMQ-2. Convergent validity of the KAMQ-2 with the Atti-

tudes to Personality Disorder Questionnaire (APDQ)28 was assessed

in a subset of Sample 1 where both questionnaires had been adminis-

tered. Test-retest reliability of the KAMQ-2 was established by rec-

ruiting a convenience sample of general and forensic mental health

practitioners (Sample 2).

2.2 | Materials

KAMQ26—the KAMQ is a 20-item questionnaire that measures

knowledge of MBT-S theory and practice. Respondents rate their

agreement with a series of statements (5-point Likert scaling; strongly

disagree = 1; strongly agree = 5). Items are scored so that higher

scores indicate better knowledge of mentalizing concepts and MBT

techniques, with some items having the scale reversed to allow this.

The KAMQ was developed by an expert panel of senior MBT

Practitioners (study authors Williams, Cahill, and Patrick). To develop

items, the panel drew on the following sources:

• Statements about MBT16-18 contained in Anna Freud Centre train-

ing course materials.

• Core theory and practice elements of the MBT-S19 course manual

itself.

• Personal clinical experience of using mentalizing skills in everyday

psychiatric work.

• Personal experience of recurring key themes and teaching points

that emerge in delivering MBT-S to clinicians.

The subject of interest (knowledge about core MBT-S theory and

practice) was a clearly defined and articulated area, with helpful exis-

ting sources to draw from to guide generation of items. From the

above, AW and CC drafted initial items to pertain to key MBT-S the-

ory and practice:

1. Knowledge about the clinical stance (eg, “The professionals might

use a ‘stop and stand’ technique if they get muddled in

mentalizing”).
2. Underlying theory (eg, “I think childhood experiences can have a

profound impact on adult relationships”).
3. Awareness of key helpful and unhelpful staff actions (eg, “A thera-

pist using mentalizing skills will be expressionless” [item scoring

reversed]).

4. Staff beliefs and confidence about being able to apply mentalizing

skills in practice (eg, “I think providing mentalizing skills requires a

specialist psychotherapist” [item scoring reversed]).

AW and JP refined initial items to improve clarity and readability

and reduce duplication. See Table 1 for full item list. The KAMQ has

previously been used to measure the effects of MBT-S courses.15,24,27

APDQ—the APDQ is a widely used questionnaire with good inter-

nal consistency (Cronbach's alpha = .94) and test-retest reliability

(r = 0.71).28 It is comprised of 37 Likert-scaled items involving atti-

tudes toward people who have a diagnosis of personality disorder.

APDQ scores can be represented using the five subscales (Enjoyment,

Security, Acceptance, Purpose, Enthusiasm) or by the total score

(range 37-222). The APDQ authors interpret higher scores as indicat-

ing more favorable attitudes. The rationale for using the ADPQ to

assess the concept validity of the KAMQ is the overlap between the

core MBT-S stance and the core content of the APDQ. The Enjoy-

ment subscale of the APDQ is the largest subscale and accounts for

the most individual variance in APDQ total scores. The Enjoyment

subscale reflects clinicians' “warmth and liking for, and interest in con-

tact” with patients with personality disorder.28 This concept overlaps

with the core “mentalizing” stance taught by MBT-S, that is, a stance

of support, empathy, and interest toward patients.
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2.3 | Sample size determination

Sample size calculations completed using G*Power29 were used to

determine the necessary sample size for the planned analyses. Explor-

atory factor analysis (EFA) of the 20-item KAMQ required a minimum

of 100 participants, using a commonly used minimum 5:1 subject-to-

item ratio.30,31 Correlational analyses between the KAMQ-2 and the

APDQ required a sample of 67 to detect a moderate, positive correla-

tion (r > 0.30) between the measures (beta = .80; a [one-tailed] = .05).

Establishing test-retest reliability required a sample of 46 (ICC > 0.90;

beta = 80%; alpha = .05).

2.4 | Participants

Sample 1. The first sample (n = 217) is a multiprofessional group of

staff working in general or forensic mental health settings, collated

from existing anonymized datasets. The sample comprises “pre-”
training data from 2014 to 2016 from: a previous research study on

staff training (n = 42) (“Tricky Interactions”27) and (n = 175) from

MBT Skills courses delivered in NHS Lothian,15 NHS Greater Glas-

gow & Clyde, and NHS State Hospitals Board for Scotland.32 Some

information on professional affiliation was available: n = 105 nurs-

ing, n = 12 psychologists, n = 10 psychiatrists, n = 7 occupational

therapists, n = 8 other (largely AHPs), n = 75 no information

recorded.

Sample 2. A second sample (n = 70) comprised of mental

health professionals of multiple disciplines working in either gen-

eral or forensic mental health settings who were prospectively

recruited by to establish test-retest reliability. Participants gave

informed consent to complete the KAMQ-2 twice over a 2- to

4-week period. Stratified sampling was used to achieve approxi-

mately equal representation across four professional groups:

nursing, psychiatry, psychology, and other clinical staff. To ensure

TABLE 1 Summary of exploratory factor analysis results for the Knowledge and Application of MBT Questionnaire using principal axis
factoring and direct oblimin rotation (n = 217)

Item

Factor loadings

1 2 3

In mentalizing, professionals do not consider their own feelings .68

A therapist using mentalizing skills will be expressionless .64

Mentalizing avoids exploring the current therapeutic relationship with the person you are working with .60

I think providing mentalizing skills requires a specialist psychotherapist .43

I think mentalizing skills have a theoretical basis .61

I think mentalizing skills help promote therapeutic communication with people who have problems like borderline and

antisocial personality disorder

.56

I believe treating people using psychological techniques is a poor use of resources .54

Mentalization therapies do not allow patients to take medication .38 .40 −.25

As mentalizing is straightforward, there is no need for supervision .28 .40

I think childhood experiences can have a profound impact on adult relationships .39

Strong disagreements between professionals about a person's management may be an indication of nonmentalizing −.22 .37 .26

A partner being uncertain about what people are thinking, without checking, is an example of psychic equivalence .67

The professionals might use a “stop and stand” technique if they get muddled in mentalizing .57

A key component of mentalizing is thinking about people's attachment relationships .51

Using mentalizing, you can ask questions to promote exploration .28 .38

A person saying that a visit in the middle of the night from her partner was the only way she

was reassured he loved her is an example of a teleological stance

.38

Breaks in therapy (or from relationships with people) are not considered important by MBTa .31 .31

I understand when to apply/use MBT skillsb −.25 .26

% variance accounted for 12 11 11

Cumulative % variance 12 24 35

Correlations

Factor 2 .55

Factor 3 .48 .31

Note: Primary loadings are presented in boldface. Factor loadings <.30 are suppressed.
aItem wording revised for KAMQ-2. Now reads “Breaks in contact with staff or key figures (eg, if a key-worker or partner goes away on holiday) are not

considered important by MBT.”
bItem was excluded from revised KAMQ-2 as it failed to load on any factor above the specified .30 threshold.
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independent completion of the KAMQ, the first completed mea-

sure was submitted immediately so that it was not in the posses-

sion of the participant during their second completion of the

measure. A total of 48 participants completed both sets of ques-

tionnaires and were included in the test-retest analysis.

2.5 | Research approvals

The study was reviewed by the State Hospital Research Committee

and received managerial approval from the NHS State Hospitals Board

for Scotland, NHS Lothian, and NHS Greater Glasgow and Clyde prior

to commencing. The study was exempt from NHS ethical review as it

did not involve patient data.

2.6 | Statistical analysis

Data were entered into an electronic spreadsheet and analyzed

using R version 3.0.2,33 with the psych package.34 Missing items

were imputed and pairwise complete cases were use. Shapiro-

Wilk's test indicated most KAMQ and APDQ items were not nor-

mally distributed, and therefore nonparametric statistical tests

were used. Internal consistency was assessed using Cronbach's

alpha coefficient.35 The KAMQ test structure was examined using

EFA with oblique rotation as it was conceivable any underlying fac-

tors may be conceptually related to one another. Test-retest reli-

ability of the KAMQ-2 total score over the two time-points was

analyzed using the ICC calculated in a two-way random effects

model.36 Convergent validity between the KAMQ-2 and the APDQ

was assessed using Spearman's rho (rs) correlation. All statistical

tests were two-tailed with α = .05.

3 | RESULTS

3.1 | Measure completion

There were little missing data across the samples: 2.05% of KAMQ

and 1.20% of APDQ observations in Sample 1 were missing. Forty-

eight of the 70 participants (68.6%) recruited in Sample 2 completed

the KAMQ-2 at both time-points. In the final test-retest sample

(n = 48), there were no missing data at time 1, and 0.2% of observa-

tions were missing at time 2.

3.2 | Test structure and scale revision

The factorability of the 20 KAMQ items was examined using sev-

eral indicators. Examination of the correlation matrix showed that

18 of the 20 KAMQ items correlated with another item at least

>.30, suggesting reasonable factorability. All off-diagonal coeffi-

cients were below 0.70, and the determinant was 0.0003,

indicating an absence of multicollinearity between the variables.

Kaiser-Meyer-Olkin Measure of Sampling Adequacy (MSA37) across

all KAMQ variables was .81. MSAs of each variable were also con-

sidered. Two items, “I believe mentalizing is simple to put into prac-

tice” and “I feel confident about applying MBT skills into working

practice” had unacceptable MSA values (<.50) indicating limited

variance in respondents' scores and in association with the other

items. These items were discarded from further analysis. Conse-

quently, the revised MSA value for the remaining 18 KAMQ items

increased to .85, indicating meritorious sampling adequacy.38

Bartlett's Test of Sphericity on the 18-item KAMQ dataset was sig-

nificant, χ2 (153) = 1023.91, P < .001. These tests indicated the

data were suitable for EFA.

A range of tests, the Scree test,39 Velicer's Minimum Average Par-

tial (MAP) test,40 and parallel analysis41 were used to determine the

number of factors to retain during EFA. The “elbow” in scree plot was

observed at four factors (Figure 1), MAP test (completed with oblimin

rotation and principal axis factoring [PAF] method) achieved a mini-

mum value of 0.015 with one factor, and parallel analysis (using PAF)

found three factors to be significant. Together these tests suggested

one to four factors may be suitably retained in these data. Four sepa-

rate models were then specified using PAF and oblimin rotation.

Model selection was carried out on the basis of comparing absolute fit

with the standardized root mean square residual index (SRMR) and

root mean squared error of approximation (RMSEA42), incremental fit

using the Tucker-Lewis Index (TLI43), and comparative fit using the

Bayesian Information Criterion (BIC44). The four-factor model reached

the best fit across multiple indicators but included an invalid

factor which contained a single item only, and therefore the

four-factor model was disregarded. Of the remaining models, the

three-factor model demonstrated the best fit, reaching acceptable or

F IGURE 1 Scree plot showing Eigen decomposition for KAMQ
items (n = 217)
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good fit on all the fit indices used (RMSEA 0.052; SRMR 0.046; TLI

0.908; BIC −394 [smallest of the models tested]). One further item (“I
understand when to apply/use MBT skills”) failed to load onto any of

the three factors above the prespecified 0.30 threshold and was

therefore removed. Moderate-to-large positive correlations were

observed between factors.

The three-factor KAMQ structure, item loadings, and inter-

factor correlations are presented in Table 1 and depicted in

Figure 2. The conceptual meaning of the three factors was consid-

ered. The highest loading items on Factor 1 relate to skills and

techniques possessed by and characteristics of a practitioner

engaged in mentalizing. The highest loading items on Factor 2 relate

to beliefs and attitudes relevant for the use of mentalizing skills

and MBT in clinical practice. Finally, several Factor 3 items includ-

ing the highest loading items relate to knowledge of specific MBT

theory and terminology. It is noted that the lowest loading item on

Factor 3, relating to breaks in therapy, has a nearly equal cross-

loading with Factor 1. There several salient cross-loadings, particu-

larly on Factors 1 and 2, consistent with the moderate correlation

between these factors (r = 0.55), and this indicates that these two

factors in particular share a degree of conceptual similarity. In addi-

tion to the removal of three items as described above, one item

was reworded for clarity. The form was otherwise unchanged, and

the resultant 17-item revised version is referred to as the KAMQ-2

(see Supplementary File).

3.3 | Reliability

Both internal consistency (n = 217, α = .85, 95% confidence interval

[CI] = 0.80-0.89) and test-retest reliability (n = 48, ICC = 0.84, 95%

CI = 0.73-0.91) of the KAMQ-2 total score were “good.”35,36

F IGURE 2 Three-factor structure of
the KAMQ-2

F IGURE 3 Frequency distribution of
KAMQ-2 total scores in sample 1
(n = 217), by score category
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3.4 | Score interpretation

The distribution of KAMQ-2 total scores in sample 1 (n = 217) approx-

imated a normal distribution (skewness = 0.32, SE = 0.17; kurto-

sis = −0.53, SE = 0.33). The total KAMQ-2 score sample mean, with

possible range of 17 to 85, was 63.79 (SD = 6.73). The scores

corresponding to the 25th and 75th percentile were 58.8 and 69.0,

respectively. These scores may be considered as potential cut-offs for

“lower” and “higher” KAMQ-2 scores; however, as described further

in the discussion, it would be useful to test the validity of these cut-

offs by examination of KAMQ-2 scores in a sample of individuals with

established skill levels for MBT. The frequency distribution of the

KAMQ-2 scores with shading representing resultant score category

following application of suggested cut-offs is provided in Figure 3.

3.5 | Validity

Spearman's rho coefficient was used to examine the association

between the KAMQ-2 and APDQ total and subscales. Six of the

24 correlations (25%) reached statistical significance. Correlation coef-

ficients are presented in Table 2. The analysis found statistically signif-

icant positive correlations between all KAMQ-2 factors and the

APDQ “Enjoyment” subscale. The positive correlation between

KAMQ-2 scores and the APDQ “Enjoyment” provides very provi-

sional evidence for the validity of the KAMQ-2 measure. All signifi-

cant associations were positive except for a small negative correlation

between KAMQ-2 Factor 1 and APDQ “Enthusiasm” scores.

4 | DISCUSSION

Interventions to develop clinicians' skills for working with patients

with relational difficulties are a clinical priority. Rigorous evaluation

and development of such interventions depend on having high-quality

measurement tools. MBT-S is one approach to support generalist cli-

nicians' capacity to act reflectively and therapeutically in their every-

day interactions with patients. The present study was carried out to

provide researchers and clinicians using MBT-S with important infor-

mation about the main outcome measure used—the KAMQ.

4.1 | Strengths and limitations

There are a number of strengths of the study. The revised KAMQ-2

was derived using a considered and empirically driven approach.

Sample size requirements, determined using power analysis and

best practice guidance, were met for each analysis, conferring con-

fidence in the results. Study participants represented a broad range

of staff across general psychiatry and forensic settings, rendering

the findings relevant to a variety of mental health professionals. To

our knowledge, this is the first study to investigate the properties

and validity of a measure that assesses clinicians' knowledge of

core MBT-S theory and practice, appropriate for evaluating the

outcome of MBT-S courses.

In terms of limitations of this study, there remains a degree

of uncertainty as to what score represents a “good” level of

MBT-S knowledge. The KAMQ-2 scores corresponding to the

25th and 75th percentile in the present study's large sample of

clinicians may serve as general guidance for interpreting KAMQ-2

scores; however, examining KAMQ-2 scores in samples of clini-

cians with and without established skill levels for MBT would add

confidence in the interpretation of respondents' scores. Planning

of future research employing such a “known groups” design to

further assess the meaning of KAMQ-2 scores is underway; this

planned work would also build on this article in further investi-

gating the KAMQ-2's validity. Secondly, as mentioned in the

introduction, we acknowledge the tenuous correlation between a

participant's score on a self-report questionnaire following a skills

workshop and actual observable clinical skills.20 Accordingly, if a service

is considering introducing mentalizing skills as a general approach for

clinical staff to employ with patients, we suggest the KAMQ-2 be used

in conjunction with other sources of information, in particular direct

observation of clinicians' behavior in clinical practice. Other sources of

information include observation of clinicians in role-plays, information

from ongoing clinical supervision of MBT skills, patient measures such

as the Service Attachment Questionnaire,45 and routinely acquired

indicators of safety (eg, frequency of patients' self-harm or violence as

reported by Datix systems). Lastly, we realize that there would be ben-

efit from further data to confirm the factor structure of the

questionnaire—we plan to repeat the factor analysis with new data as

this is collected in future MBT-S courses.

TABLE 2 Correlation coefficients (Spearman's rho [rs]) for associations between Attitudes to Personality Disorder (APDQ) and Knowledge
and Application of MBT Questionnaire, revised (KAMQ-2) subscale and total scores (n = 92)

KAMQ

APDQ

Enjoyment Security Acceptance Purpose Enthusiasm Total

Factor 1 Therapeutic relationships and techniques .30** −.20 −.10 .02 −.23* .04

Factor 2 Specialized knowledge .22* −.18 −.13 .05 −.20 −.004

Factor 3 Beliefs about application .41** .01 .06 .19 −.03 .27**

Total .39** −.16 −.06 .10 −.18 .13

*P < .05; **P < .01.
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4.2 | Possible ceiling effects

We note that the mean score from a range of 17 to 85 is fairly high

(63.79). Given this is a pretraining sample, this raises the possibility that

ceiling effects could be observed. Indeed, in a multisite study of MBT-S

for mental health professionals by Welstead et al, doctors and psycholo-

gists' KAMQ scores were higher at baseline compared with nurses, but

their KAMQ scores increased to a lesser degree post MBT-S course as

compared with nurses15—these results are consistent with ceiling effects.

Possible ceiling effects mean it is not clear if the questionnaire will be

able to discriminate between the most able participants, and this limita-

tion is important for note for clinicians considering using the KAMQ-2 in

practice. The possible ceiling effects may be connected to the fact that

KAMQ-2 items have been designed to probe MBT-S content which is

about core skills in everyday clinical practice (not “advanced” formal ther-

apy skills). Notwithstanding ceiling effects for the most able participants,

in the study by Welstead et al, there were large changes (effect size 1.2)

in KAMQ scores from baseline to post MBT-S course, suggesting the

measure is sensitive to change.

4.3 | Convergent validity and a new research
avenue

Alongside the positive correlations between all KAMQ-2 factors and

the APDQ “Enjoyment” subscale, we note the statistically significant

negative correlation between the KAMQ-2 Factor 1 and the two-item

APDQ “Enthusiasm” subscale. APDQ “Enthusiasm” items relate to

feeling “frustrated” or “drained” by patients. Participants who endorse

these two statements more strongly are scored lower (ie, worse) on

this APDQ subscale. However, clinicians with better MBT skills and

knowledge may be more likely to endorse these two statements in

the APDQ (leading to the negative correlation between the two fac-

tors) due to higher awareness that frustration and “feeling drained”
are normal and common experiences for clinicians. Furthermore, clini-

cians with better MBT knowledge would be expected to believe in

the importance of acknowledging such responses so they can process

these (or “mentalize” about them) for their own well-being and for the

benefit of their patients. To address this assertion that being aware of

a range of feelings is both helpful and normal for clinicians when

working in disturbing clinical situations, we are currently developing a

related self-report tool that assesses staff awareness of their emo-

tional responses (both “positive” and “negative” feelings), with items

scored higher (ie, better) when clinicians are more aware of such

responses.46

Further evidence to support the validity of the KAMQ is available

from a recent study that used the KAMQ as an outcome measure of

MBT-S training.15 Welstead et al observed that the KAMQ total score

increased (effect size Cohen's d = 1.2) after a 2-day MBT-S training in

a multiprofessional clinical staff group. There would be benefit from

future assessment of convergent validity against a range of related

measures, such as the Barrett-Lennard Relationship Inventory scale47

and the Toronto Empathy Questionnaire.48

4.4 | Wider context and implications of the study

The potential role of the KAMQ-2 following a skills course needs to be set

in the context of the wider literature on therapeutic skills acquisition. As

mentioned in the introduction, systematic reviews of therapist training

studies have concluded that knowledge about a new therapeutic approach

is likely to improve immediately following a skills workshop like MBT-S,

but observable improvement in clinical skills is unlikely from a workshop

alone.20-22 Furthermore, evenwhen skills do initially increase after a work-

shop, without additional regular supervision or consultation, skills tend to

decrease over time and become comparable to those in untrained groups

after several months.20 Therefore, while the KAMQ-2 (which primarily

assesses knowledge) is appropriate for what could be reasonably expected

as an immediate outcomeof the 2-dayMBT-S course, it would be amisun-

derstanding to conflate a participant's good score on the KAMQ-2 follow-

ing an MBT-S course as indicating that good mentalizing skills have been

learned and applied in clinical practice. Rather, the MBT-S course and

desired gain in knowledge as assessed by the KAMQ-2 should be seen as

a first step only for participants, albeit an important one on the way to

acquiring new skills. In order for clinicians to translate potential knowledge

gain from a 2-day MBT-S course into new psychotherapeutic skills that

are sustained over time, the existing literature on skills training would

strongly suggest that regular supervision would be required over an

extended follow-up phase.20-22 In this follow-up phase of training, addi-

tional outcome measures would be needed to directly assess and observe

clinicians' therapeutic skills and the impact on patients (see limitations

section above for suggestions of outcomemeasures). The KAMQ-2might

potentially have a role in this follow-up phase in assessing participants'

retention or otherwise of coreMBT-S knowledge.

Within the identified limitations, our results suggest that the

KAMQ-2 provides a reliable self-report tool, with very provisional evi-

dence to support its validity. The internal factor structure makes clini-

cal sense, with items clustering into three groups with the highest

loading items relating to therapeutic relationship and techniques

(Factor 1), beliefs about applying MBT in practice (Factor 2), and spe-

cific MBT knowledge (Factor 3). The final questionnaire is concise,

making it practical for assessing the MBT-S course. It has face validity,

given items were derived directly from the core content of MBT-S.

Establishment of the properties of the KAMQ-2 now allows for

more robust evaluation of brief training courses such as MBT-S which

are designed as the first step in training general staff in MBT skills for

use in everyday clinical practice. The present study also increases con-

fidence in the reliability and validity of existing studies of MBT-S that

used the first version of the measure.15,24 Furthermore, we believe

the KAMQ-2 may be useful in cross-sectional studies exploring staff

factors which may affect staff burnout49 and absenteeism50 as well as

patient outcomes including inpatient aggression51—that is, exploring

whether clinicians' scores on the KAMQ-2, as a measure of core

MBT-S knowledge, correlate with these important outcomes. Of

course, development of this measurement tool provides but one piece

of the puzzle—researchers and clinicians now need to work out how

best to deliver MBT-S to teams and services, embed initial training

into everyday practice, and sustain the impact through ongoing
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supervision. Researchers now have an adequate tool to help with this

task and assess the effect of the MBT-S course.
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