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Objective: Mentalization is discussed as a mechanism of change in psychotherapy due to its positive effects on psychological functioning. In order to specifically apply mentalization-based interventions, a better understanding of the relationship between interventions and in-session mentalization is needed. The study aimed to explore the association between interventions and effective mentalizing.

Method: Fifteen therapy sessions of three therapies with male adolescents with conduct disorder were transcribed and rated with the Reflective Functioning (RF) Scale and a newly developed Mentalization-based Treatment (MBT) intervention coding manual. The coded interventions were categorized into intervention levels according to the MBT manual. Fisher’s exact tests were performed to test differences in frequencies of interventions in high-RF sequences (RF score ≥ 4) compared with remaining therapy sequences (RF score ≤ 3).

Results: Specific MBT interventions such as demand questions, affectelaboration, empathic validation, change of subject, challenge, patienttherapist relation and mentalizing for the patient were related to effective mentalizing. Moreover, intervention levels such as supportive & empathic, basic- mentalizing & affect mode and relational mentalizing were positively associated with effective mentalizing.

Conclusion: MBT interventions seem to promote effective mentalizing at various intervention levels. Interventions that enhance effective mentalizing seem to be patient specific. In line with MBT theory, their effect on effective mentalizing might depend on various variables, such as the patients’ arousal and pre-mentalizing mode.
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Introduction


Conduct disorder

Conduct Disorder (CD) is described as repetitive and chronic patterns of aggressive behavior toward people, animals, or other people’s property, norm-violating behavior, and cheating or stealing according to the Diagnostic and Statistical Manual of Mental Disorders-5 (DSM-5; American Psychiatric Association, 2013). The global prevalence of CD in youth is estimated to be 2 to 10% with an increased prevalence in boys compared to girls (Costello et al., 2003; Ravens-Sieberer et al., 2008; Petermann and Petermann, 2013; Polanczyk et al., 2015). In addition, the likelihood of people with CD developing antisocial personality disorder (ASPD) is increased (Ridenour et al., 2002; Lahey et al., 2005; Pardini and Frick, 2013). ASPD is characterized by antisocial behavior, delinquency and recklessness as well as a lack of empathy, a lack of guilt and an inability to maintain relationships (Vloet et al., 2006).

Empirical studies have found evidence for reduced mentalizing abilities in adolescents with disorders of conduct and emotions (Cropp et al., 2019b) as well as in young and adult violent offenders (Taubner, 2008b; Möller et al., 2014; Newbury-Helps et al., 2017). Mentalizing describes the ability to imagine mental states in one’s self and in other people to explain behavior (Fonagy et al., 2002). In detail, this refers to imagining mental processes, such as thoughts, feelings, desires, beliefs, or needs, which enables individuals to explain and predict behavior to some extent (Fonagy et al., 2002; Allen et al., 2008). Mentalizing was identified as a protective factor against externalizing behaviors such as aggression and delinquency (Taubner et al., 2016; Morosan et al., 2020). Therefore, it is hypothesized that the promotion of mentalizing addresses a fundamental psychopathological mechanism of CD. As a result, Mentalization-based Treatment (MBT) was proposed to be a suitable treatment for individuals with CD (Taubner et al., 2021). Within MBT for adolescents with CD (MBT-CD), a particular focus is put on the development of an understanding of interpersonal situations and emotions, as well as understanding specific triggers and mentalization breakdowns associated with antisocial and aggressive behavior (Taubner et al., 2021). MBT-CD aims to achieve a promotion of adolescents’ emotion regulation and increase their scope of action through enhancing effective mentalizing (Hauschild et al., 2023). However, how effective mentalizing can be promoted during therapy sessions still remains an open question.



Mentalization in psychotherapy

Overall, MBT specifically aims to maintain an optimal level of emotional arousal to explore feelings and mental states as well as their influence on relationships (Taubner and Sevecke, 2015; Taubner et al., 2019). It is assumed that some activation of attachment, which is closely related to arousal, is necessary for effective mentalizing. If the activation of attachment or arousal is too low or too high, effective mentalizing fails and pre-mentalization sets in (Bateman and Fonagy, 2016). Process recommendations in MBT suggest to interrupt patients’ pre-mentalizing modes, manage patients’ arousal and establish accurate mentalization. Regarding the patients’ arousal level four intervention levels (supportive & empathic; clarification, exploration & challenge; basic-mentalizing & affect mode; relational mentalizing) have been suggested (Bateman and Fonagy, 2016). MBT can be applied to a variety of clinical disorders, but these core principles of MBT remain similar (Lemma et al., 2010; Luyten et al., 2012; Weijers et al., 2016).

Enhanced mentalization is assumed to be related to a general improvement of psychological functioning as lower depression severity, less interpersonal problems, general distress (Levy et al., 2006; Taubner et al., 2011; Ekeblad et al., 2016; Babl et al., 2022). Therefore, mentalization is highly relevant for psychotherapeutic processes and discussed as a mechanism of change (Katznelson, 2014). Effective mentalizing can be defined as the establishment of a new, meaningful connection between cognition and affect that alters intrapsychic functioning and thus enables new behavior (Taubner, 2008a). It can be hypothesized that MBT, with its specific focus on fostering mentalizing skills, establishes effective mentalizing in specific interpersonal contexts and thus contributes significantly to the therapeutic success (Taubner, 2008a). However, the exact mechanisms of change during the process of mentalization remain to be investigated (Volkert et al., 2019).

By focusing on state-like processes, it is possible to examine mechanisms of psychotherapy in more detail (Zilcha-Mano, 2021). Mentalizing measured within therapy sessions seems to correspond to a personality state, whereas mentalizing measured with the Adult Attachment Interview (George et al., 1996) depicts an enduring and more difficult to change personality trait (Hörz-Sagstetter et al., 2015). Consistent with this, it was found that mentalizing fluctuates strongly within therapy sessions, particularly in association with therapeutic interventions (Hörz-Sagstetter et al., 2015; Möller et al., 2017; Kornhas et al., 2020; Kivity et al., 2021; Meier et al., 2023). It is emphasized that future studies should examine which interventions specifically enhance mentalizing (Hörz-Sagstetter et al., 2015).



Mentalization enhancing interventions

To the best of our knowledge, only three sub-analyses of randomized controlled trials and two controlled case studies examined the association between mentalization enhancing interventions and mentalizing within therapy sessions so far (Möller et al., 2017; Georg et al., 2019; Kornhas et al., 2020; Kivity et al., 2021; Meier et al., 2023). In these studies, mentalization was measured with the Reflective Functioning Scale (RF Scale, Fonagy et al., 1998) for each statement within the patients’ speech (Möller et al., 2017; Georg et al., 2019; Kivity et al., 2021) or for each three-minutes segment of the therapy session based on the patient’s statements within these segments (Kornhas et al., 2020; Meier et al., 2023).

Möller et al. (2017) investigated whether the therapists’ use of interventions that are fundamental to MBT was associated with patients’ mentalizing in psychotherapy sessions. Therapy transcripts of 15 patients with two psychotherapy sessions each were used. Frequency and quality of interventions critical to MBT as assessed with the MBT adherence and competence scale (Karterud et al., 2013) were positively associated with mentalizing within therapy sessions. In addition, the authors classified therapists’ statements as demanding mentalizing (“why do you think your boyfriend said that?”) or permitting mentalizing (“tell me more about what you did around that time.”) and found that the use of demand questions increased mentalizing in patients’ immediate responses (Möller et al., 2017).

Building on this, Kivity et al. (2021) analyzed 205 transcripts of psychotherapy sessions from 88 patients. Demand questions resulted in increased mentalizing in the patients’ immediate responses compared to the permit questions. Moreover, demand questions had a down-regulatory effect on patients’ arousal (Kivity et al., 2021).

Limiting the analyses not only to demand questions, Meier et al. (2023) conceptualized 40 mentalization enhancing interventions referring to four MBT principles (process, not knowing stance, affect focus and relationship). To assess the relation between the mentalization enhancing interventions and mentalization, 84 therapy sessions from 28 patients were analyzed. The frequency of mentalizing enhancing interventions in proportion to mentalizing non-enhancing interventions was related to the patients’ mentalizing within therapy sessions (Meier et al., 2023). However, only using the proportion of mentalizing enhancing interventions no conclusion about the influence of individual interventions could be drawn. It can only be concluded that the theoretically conceived interventions strengthen mentalizing, but not which of these 40 mentalization enhancing intervention is particularly helpful.

To investigate the relation between demand questions, content themes and mentalization over the course of a long-term therapy with a patient with Borderline personality disorder, 20 therapy sessions at five time points were randomly selected (Kornhas et al., 2020). As expected, demand statements resulted in the patients’ higher mentalizing responses. Furthermore, the patient’s statements per three-minute segment were divided into important recurring themes. Despite its essential importance within MBT, the patient-therapist relationship was rarely discussed.

In a case study of focused parent-infant psychotherapy with a depressed mother, relevant moments during patient’s increased mentalizing were analyzed (Georg et al., 2019): Three interventions such as “supporting the parent by means of offering psychological functions (e.g., mentalizing for him/her or structuring),” “encouraging the parent to report on significant themes, events or experiences” and “perceiving and verbalizing the affective quality in the observed relationship” were most frequently observed in effective mentalizing sequences.

From the perspective of adolescent patients with CD first indications regarding the acceptance of individual interventions could be found (Hauschild et al., 2021). With the help of the qualitative analysis of therapy evaluation interviews it became apparent that the patients appreciated “having someone to talk to.” They also found it helpful to gain new perspectives and to reflect on their own behavior. Patients stated that they gained “more self-control through improved insight.” At the same time, some patients in the study found the questioning technique irritating. Therefore, it is particularly relevant to understand which interventions within the treatment of adolescents with CD can be considered helpful in terms of increasing mentalization.



Aim of the study

The importance of better understanding the process of mentalization within the therapy has been pointed out repeatedly (Hörz-Sagstetter et al., 2015; Volkert et al., 2019). For this, the question of the association between therapeutic interventions and change in mentalization is important. Initial studies have shown that interventions can strengthen mentalization. On the one hand, a large number of interventions were combined and tested (Meier et al., 2023), whereby no conclusions can be drawn about specific interventions. On the other hand, the intervention of the demand question to strengthen mentalization was emphasized several times (Möller et al., 2017; Kornhas et al., 2020; Kivity et al., 2021). Aside from demand questions, no specific other interventions have been examined with regard to their direct relation to mentalization except for a case study on parent infant therapy (Georg et al., 2019). Thus, a variety of interventions central to MBT have been neglected in empirical studies. It cannot be assumed that the intervention demand question can solely improve mentalization. Furthermore, to the authors’ knowledge, there are no data on the design of interventions over the course of therapy, whether, for example, certain phases of intervention or intervention level can be identified.

In the current study, two research questions will be addressed in an explorative approach:

(1) Which intervention levels (supportive & empathic; clarification, exploration & challenge; basic-mentalizing & affect mode; relational mentalizing) are used in MBT-CD over the course of therapy?

(2) Which specific interventions and intervention levels are related to enhance effective mentalizing throughout the therapeutic process in MBT-CD?

To answer these research questions a comprehensive qualitative and quantitative approach is required. In order to implement the research project, we selected a small number of patients and a relatively sizeable number of therapy sessions per patient in order to be able to map the course of therapy. In this way, the change in intervention levels over the course of therapy can be illustrated. To identify the wide range of used interventions in therapy sessions an inductive and deductive approach was taken. The interventions were coded statement by statement using verbatim transcript analogous to the RF coding procedure in order to observe associations between them.

A multi-patient case study was chosen to capture the uniqueness of interventions and to identify patterns between interventions and mentalization across patients. This study is intended to generate initial hypotheses about the use of interventions and intervention levels over the course of therapy as well as the association of interventions and mentalization in an exploratory approach.




Methods


Procedure

The psychotherapy cases used for the current study were part of a feasibility and pilot study for MBT-CD (Hauschild et al., 2023). The study was approved by the Ethics Committee of the Heidelberg University Medical Faculty (Germany; S-534/2016) and registered at clinicaltrials.gov (NCT02988453). The study design is presented in detail in Taubner et al. (2021). Three patients treated by the same therapist were chosen from the trial: on the one hand, because they were characteristic for the MBT-CD target group in terms of typical symptoms (lying, violence) and showed a successful outcome in terms of change in diagnosis and, on the other hand, to reduce therapist variance and to build kind of a prototype for MBT-CD by only using data from a highly skilled MBT supervisor and trainer. Per patient, five therapy sessions were selected over the course of therapy: one session at the beginning, three sessions from the middle and one session from the last third of therapy. The selection was based on time points of each therapy session in relation to the total amount of therapy sessions. Therapy sessions were transcribed verbatim using the software F4transcript (autotranscription, version 6.2.6) and randomized between patients and time points to ensure a blinded coding of the patients’ statements with the RF Scale (Fonagy et al., 1998) and of the therapist’s statements with a newly developed intervention coding guide (Kasper et al., 2023) (Supplementary material S1). To analyze moments of effective mentalizing, RF scores (≥ 4) and the associated interventions were used to capture high-RF sequences.



Therapist

The therapy was provided by an experienced psychotherapist for adults, adolescents, and children with specializations in psychodynamic psychotherapy (ST). The therapist is certified as a supervisor and trainer for MBT by the Anna Freud Centre London (AFC) and developer of MBT-CD. Adherence of therapy sessions to MBT was assessed in four of the total of 15 (26.7%) therapy sessions by using Bateman (2018) Adherence and Competence Scale (MBT-AC). Adherence was existent with an average score of 5.2 according to the MBT-AC manual (Bateman, 2018). Adherence ratings were performed by three raters to confirm inter-rater reliability (SH and two other reliable MBT-AC rater), which was average (Koo and Li, 2016) using a two-way mixed, absolute agreement, with an ICC of 0.72.



Patients

The patients were three males: Thomas,1 17 years old at therapy start, with a treatment duration of 18 months and 45 therapy sessions; Steven, 16 years old at therapy start, with a treatment duration of 24 months and 59 therapy sessions; Noah, 18 years old at therapy start, with a treatment duration of 22 months and 56 therapy sessions.

Diagnostics were performed pre and post therapy by using the Clinical Interview for DSM-5 (SCID-II; Fydrich et al., 1997) and the Mini-International Neuropsychiatric Interview for Children and Adolescents (Mini-Kid; Sheehan et al., 2010). Thomas fulfilled the criteria for Oppositional Defiant Disorder (ODD) and Attention Deficit Hyperactivity Disorder (ADHD). Steven met criteria for CD and Obsessive-Compulsive Disorder. Noah met the criteria for Borderline and Antisocial Personality Disorder (ASPD).

Further the Global Assessment of Functioning (GAF; Hall, 1995) was collected pre and post treatment. The GAF measures the general level of functioning in the areas of psychological, social, and occupational functioning. It ranges from 1 (lowest level of functioning) to 100 (highest level of functioning). All three adolescents showed a score between 45 and 49 (Thomas: 49; Steven: 46; Noah: 45).

In addition, mentalizing ability was assessed before and after treatment using the Brief Reflective Functioning Interview (BRFI; Rudden et al., 2005). The BRFI is a semi-structured interview designed for the assessment of mentalization with the RF-Scale (Fonagy et al., 1998). The instrument consists of 11 open questions that ask respondents to reflect on their attachment relationships. Thomas showed an RF score of 2 (lacking to low mentalizing), Steven showed an RF score of 3 (low mentalizing) and Noah showed an RF score of 5 (ordinary mentalizing). 2 of the 6 (30.3%) BRFIs were performed by two raters to confirm inter-rater reliability (LK and another reliable RF rater), which was excellent (Koo and Li, 2016) using a two-way mixed, absolute agreement, with an ICC of 1.



Treatment

MBT-CD included one weekly individual session and one monthly family session over the course of therapy. To provide a personalized treatment, duration and number of individual or family sessions was tailored to each participant. MBT-CD started with two psychoeducational sessions for the adolescent and their family on mentalizing and reciprocal effects of difficulties with mentalizing and handling emotionally challenging situations. MBT-CD is described in more detail in Hauschild et al. (2023).



Measures


The Reflective Functioning Scale (RF scale)

The RF Scale (Fonagy et al., 1998) is an 11-point rating scale for the assessment of mentalizing in the context of attachment relationships. The observer-based scale is applied to transcribed interviews such as the Adult Attachment Interview (George et al., 1996) or the Brief Reflective Functioning Interview (Rudden et al., 2005) or therapy transcripts (RF in-session). “This rating applies to passages in response to demand questions, or whenever (in the rater’s view) there is an implied demand for a mentalizing response to a probe” (Fonagy et al., 1998, p. 28). The quality of mentalizing is coded from-1 to 9 (exceptional RF), whereby −1 means negative RF, 1 means lacking RF, 3 means questionable or low RF, 5 means ordinary RF, 7 means marked RF and 9 means exceptional RF. The Coding is made regarding four dimensions: (1) awareness of the nature of mental states, (2) effort to understand mental states underlying the behavior, (3) recognition of the developmental aspects of mental states, and (4) ability to reflect on mental states in relation to the interviewer or therapist (Fonagy et al., 1998). All ratings of RF were performed by reliable and certified RF raters.


RF in session

To capture RF within therapy transcripts, the RF in-session manual (Talia et al., 2015) was designed, which divides the patient’s statements into 150-word sections and scores them for RF. In contrast, in this study each patient statement was rated: per therapy session each statement made by the patients was coded blinded for stage of therapy and patient assignment with the in-session RF Scale (Talia et al., 2015). In psychotherapy, it is the failure to respond to an implicit demand (given by the context of the therapy session) or explicit demand (in a demand question) that can be scored with less than a score of 3. For two of the fifteen (13.3%) sessions, a second RF rating was performed (LK, SH). Inter-rater reliability for the RF score was good (Koo and Li, 2016) using a two-way random, absolute agreement, with an ICC of 0.74–0.85.



High-RF sequences

We defined effective mentalizing during therapy as sequences where high RF is present. According to the RF Scale a score below 4 indicates low to negative RF and a score equal and above 4 indicates ordinary to high RF (Fonagy et al., 1998). Thus, all statements with an RF greater than or equal to 4 were analyzed in detail for content and prior interventions. Sequences were chosen as paragraphs that consist of the content that lead to effective mentalizing as documented by the high-RF. All interventions during this sequence were assessed. These sequences are referred to as high-RF sequences and were defined in consensus ratings (LK, LS). Table 1 illustrates a high-RF sequence with its starting and ending point from Thomas. In this example, it is a great achievement for the patient to communicate his own mental states such as convictions and motives to the therapist. However, it is important to emphasize that mental states are attributed to the parents with too much certainty and thus no opaqueness is given.



TABLE 1 Example of a high-RF sequence including the intervention levels and the patients’ RF.
[image: Table1]




MBT interventions coding manual

The coding manual for the therapist’s interventions was newly developed based on interventions of the MBT Adherence and Competency Scale (Bateman, 2018) and MBT manuals (Bateman and Fonagy, 2016; Taubner et al., 2019) by three clinical experts (LK, SH, ST). LK and SH have been trained in MBT by AFC certified MBT trainers. This deductive approach was complimented by an inductive approach in order to achieve an exhaustive coding of each statement made by the therapist. The MBT interventions coding manual (Kasper et al., 2023) (see Supplementary material S1 for definitions and examples of the interventions) includes 20 interventions. The coding of each therapist statement was performed after training (LS). It was allowed to code more than one intervention per statement. In case of ambiguity, decisions were always made in consensus. For three of the fifteen (20%) sessions, a second rating was performed. For testing inter-rater reliability with Cohen’s Kappa the multiple interventions per statement were translated into agreement or disagreement. The inter-rater reliability for the intervention coding was based on the 20 individual interventions per statement and was substantial at kappa 0.61 (Landis and Koch, 1977).

The interventions were categorized according to the MBT manual (Bateman and Fonagy, 2016) by three clinical experts (LK, SH, ST). The MBT manual (Bateman and Fonagy, 2016) describes a hierarchical structure of interventions, which is related to patients’ general emotional distress (arousal) (Figure 1).

[image: Figure 1]

FIGURE 1
 Categories of intervention levels according to the MBT-manual by Bateman and Fonagy (2016). Adapted from Taubner et al. (2019).


When the arousal level is high, supportive-empathic interventions should be used to make the patient feel safe and comfortable. Interventions such as clarification, exploration and challenge can be used to encourage thinking about mental states. Only with a low arousal level, interventions aiming to encourage basic mentalization are recommended, in which affects and interpersonal experiences are explored. Furthermore, relational mentalizing can be used to directly address the interaction between therapist and patient.

16 interventions were summarized into the four intervention levels “supportive & empathic,” “clarification, exploration, challenge,” “basic mentalizing & affect mode” and “relational mentalizing” according to Bateman and Fonagy (2016) (Table 2). Four Interventions such as small talk, nonverbal, organizational and not classified (only 0.9%) were summarized into a fifth category “basic communication.” When the multiple intervention codings per statement differed in their corresponding intervention level, the intervention level of lower security with high arousal was chosen (in descending order: “relational mentalizing,” “basic mentalizing & affect mode,” “clarification, exploration, challenge,” “supportive & empathic”). The multiple intervention codings rarely differed in their corresponding intervention level.



TABLE 2 Interventions divided in intervention levels according to the MBT-manual (Bateman and Fonagy, 2016).
[image: Table2]




Data analysis

Data were analyzed using the statistical program SPSS (IBM, version 28). Frequencies and percentage frequencies as well as mean values of the RF scores per patient in overall and per session were calculated. Percentage frequencies of intervention levels and interventions were calculated per patient across all sessions as well as in the high-RF sequences. RF scores and their distribution were analyzed descriptively.

To address the first research question, which intervention levels (supportive & empathic; clarification, exploration & challenge; basic-mentalizing & affect mode; relational mentalizing) are used in MBT-CD over the course of therapy, the intervention levels’ distributions were analyzed descriptively.

To address the second research question, which specific interventions and intervention levels are related to enhance effective mentalizing throughout the therapeutic process in MBT-CD, Fisher’s exact tests were used due to the large number of interventions to be tested and the low frequencies of the respective interventions in connection with effective mentalizing. Fisher’s exact tests were performed to test the differences in frequencies of interventions as well as intervention levels between high-RF sequences (RF score ≥ 4) and remaining therapy sequences (RF score ≤ 3). Because of cell frequencies less than 5, the p value was estimated with Fisher’s exact test using Monte Carlo simulation. One Fisher’s exact test was performed for each of the interventions and intervention levels per patient and standardized residuals z were calculated. The residuals indicate if interventions occur more frequently or less frequently than statistically expected in the sequences with high or low RF. Using the standardized residuals, conclusions can be drawn about which intervention or intervention level contributed to the potential association (Field, 2013). Effect sizes were calculated using Cramer’s V and assessed according to Cohen (1988) for Fisher’s exact tests with degrees of freedom equal to 2: a value of Cramer’s V within the range of 0.07–0.21 indicates a small effect, a value within the range of 0.21–0.35 a medium effect, and a value larger than 0.35 a large effect.




Results


Patients’ diagnosis and general outcomes post treatment

Thomas met criteria for ADHD, Steven met criteria for Obsessive-Compulsive Disorder and Noah did no longer fulfill criteria of Borderline and Antisocial Personality Disorder (ASPD) by the end of therapy. Regarding the GAF, all three adolescents improved at the end of therapy with 85 for Thomas, 60 for Steven and 81 for Noah.

In terms of mentalization level measured with the BRFI (Rudden et al., 2005), Thomas increased to an RF score of 3 (low mentalizing), Steven showed no improvement between surveys with a constant RF score of 3 (low mentalizing) and Noah showed no improvement with a constant RF score of 5 (ordinary mentalizing).



Reflective functioning in session

In total, 3,506 patients’ statements were coded with the RF-Scale (Fonagy et al., 1998). Overall, RF in-session scores ranged from 1 to 5. Negative mentalizing (RF = −1) and above average mentalizing (RF > 5) did not occur within the selected sessions. Analyzing the course of RF scores descriptively within the sessions and across the sessions per patient (Figure 2), fluctuations can be traced. There were noticeable differences in the numbers of statements per patient: Thomas having 1,218 statements, Steven 1,602 statements and Noah 686 statements.

[image: Figure 2]

FIGURE 2
 Reflective functioning per patient over the course of therapy.


Thomas and Steven showed an average RF score of 1.2 and Noah an average RF score of 1.40. As the majority of patients’ statements (87.9%) were rated with an RF score of 1 (absent mentalizing). Thomas and Steven showed a higher RF value than 1 in 9.1 and 10.1% of their statements, whereas Noah mentalized twice as often with an RF score higher than 1 (22.4%).


High-RF

High-RF scores (ordinary mentalizing) made up a total of 1.9% of all adolescents’ statements. Thomas showed in 2% of all his statements high-RF scores, Steven in 1.3% and Noah in 3.2%.




Distribution of the intervention levels

Descriptive analysis of the percentage frequency of the four intervention levels and the category basic communication per patient per session over the course of therapy (Figure 3) showed that the distribution of intervention levels differed per patient between sessions but also between patients. Across all patients clarification, exploration & challenge was used most frequently (Thomas 35.2 to 54.8%; Steven 37.0 to 46.2%; Noah 36.7 to 58.5%) and relational mentalizing was used least frequently (Thomas 0 to 5.2%; Steven 0 to 1.5%; Noah 0 to 0.8%). There was no clear trend in the frequency of supportive & empathic (Thomas 12.9 to 29.4%; Steven 16.2 to 36.7%; Noah 10.1 to 24.9%) and basic-mentalizing & affect mode (Thomas 10.9 to 28.7%; Steven 9.1 to 31.8%; Noah 16.6 to 31.5%) and basic communication (Thomas 8.3 to 26.2%; Steven 7.5 to 26.6%; Noah 0 to 21.9%) across patients and course of therapy.

[image: Figure 3]

FIGURE 3
 Distribution of the intervention categories used in each therapy session per patient.


The intervention levels’ distribution combined across all five therapy sessions was similar for each patient (Figure 4). Across all patients and sessions, the percentage frequency of supportive & empathic was 16.0 to 22.5%, clarification, exploration & challenge was 42.9 to 50.9%, basic-mentalizing & affect mode was 16.4 to 23.0%, relational mentalizing was 0.1 to 1.1%, and basic communication was 9.9 to 14.9%. The ranking of the intervention levels’ use was similar between patients.

[image: Figure 4]

FIGURE 4
 Distribution of the overall used intervention levels per patient.




Interventions and intervention levels in high-RF sequences

In 40 cases, patients’ high-RF statements were directly preceded by the therapist’s associated content intervention. In 27 cases, it took 2 to 7 therapeutic interventions for the patient to show a content related high-RF score. 4.2% of therapeutic interventions across all sessions and patients (n = 153) were connected to the high-RF sequences.

The patients were analyzed as individual cases regarding their intervention and intervention level frequency differences within high-RF sequences. For each patient, a Fisher’s exact test was performed for the interventions and the intervention levels within high-RF sequences (≥ 4) in comparison to sections with low-RF values (< 4). All three adolescents showed a statistically significant association between certain interventions or intervention levels and high-RF sequences.


Interventions

Investigating interventions within high-RF sequences (≥ 4) and sections with low-RF values (< 4), for Thomas a large effect was evident (V = 0.41), for Steven a small effect (V = 0.19) and for Noah a medium effect (V = 0.28).

In Table 3 interventions associated with high-RF sequences per patient using the standardized residual z are illustrated. For Thomas, a significant association with high-RF sequences was shown for the interventions change of subject (z = 2.4, p < 0.05), affect-elaboration (demand) (z = 5.6, p < 0.001), and patient-therapist relationship (z = 12.0, p < 0.001). For Steven, the interventions mentalizing for the patient (z = 2.5, p < 0.05), empathic validation (z = 4.1, p < 0.001), and affect-elaboration (demand) (z = 3.7, p < 0.001) became significant. For Noah, demand mentalizing (z = 3.7, p < 0.001), challenge (z = 3.1, p < 0.01), and affect-elaboration (offer) (z = 2.9, p < 0.01) were significantly related to the high-RF sequences. A negative correlation was found with the intervention small-talk for Steven (z = 2.0, p < 0.05) as well as clarification for Steven (z = −2.4, p < 0.05) and Noah (z = −2.3, p < 0.05).



TABLE 3 Interventions with at least one significant association with high-RF per patient across the five sessions.
[image: Table3]

Table 4 shows examples of the interventions significantly positively associated with effective mentalizing.



TABLE 4 Examples of interventions successfully used to enhance the patients’ effective mentalization.
[image: Table4]



Intervention levels

Investigating intervention levels within high-RF sequences (≥ 4) and sections with low-RF values (< 4), for Thomas a medium effect was evident (V = 0.26), for Steven a small effect (V = 0.13) and for Noah a small effect (V = 0.14).

In Table 5 intervention levels associated with high-RF sequences per patient using the standardized residual z are illustrated. For Thomas, a significant association of the high-RF sequences was shown with relational mentalizing (z = 8.3, p < 0.001), for Steven with supportive & empathic (z = 3.4, p < 0.001), and for Noah with basic-mentalizing & affect mode (z = 2.6, p < 0.01). A negative correlation was found with the intervention level clarification, exploration & challenge (z = −2.3, p < 0.05) and basic communication (z = −2.1, p < 0.05) for Steven.



TABLE 5 Intervention levels with at least one significant association with high-RF per patient across the five sessions.
[image: Table5]





Discussion

The goal of the multiple MBT-CD case study was an exploratory investigation of therapeutic interventions categorized to intervention levels regarding a general use and their percentage frequencies over the course of therapy. Furthermore, the study aimed to analyze the influence of specific interventions on effective mentalizing. Over the course of therapy, a similarly frequent use of intervention levels between patients was shown. Across all patients and sessions the most frequently used intervention level was clarification, exploration & challenge and the least frequently used was relational mentalizing. This was also evident in the patients’ individual sessions, although there were differences between therapy sessions per patient and between patients. There was no clear upward or downward tendency visible in the intervention levels’ frequencies of use across the course of therapy. A variety of interventions, such as demand questions, affect-elaboration, empathic validation, challenge, change of subject, patient-therapist relation and mentalizing for the patient, were successfully used to enhance the patients’ effective mentalization. Regarding intervention levels, supportive & empathic, basic- mentalizing & affect mode and relational mentalizing were positively related to effective mentalizing. Interventions and intervention levels enhancing effective mentalizing seem to be patient-specific and might depend on various variables, such as the patients’ arousal and pre-mentalizing mode or therapists’ mentalizing.

In order to analyze interventions in MBT-CD and their specific relation to effective mentalizing, three patients were selected. The patients are characteristic for MBT-CD target group in relation to their symptoms and show a good treatment outcome regarding their diagnosis. However, two of three patients did not show an improvement in their mentalization, measured with the BRFI (Rudden et al., 2005), at the end of therapy. Only Thomas mentalizing level, being the lowest mentalizing level of all patients (absent to lacking) at baseline, was increased to the low level at the end of therapy. Thomas (RFpre = 2, RFpost = 3) and Steven (RF = 2) correspond to the average low mentalizing level (RF = 2.6) of violent adolescents (Taubner et al., 2010) showing a partial understanding of intentions of self and others. Noah stood out with an ordinary mentalizing level (RF = 5) showing a consistent model for thoughts and feelings of self and others, which is above the average mentalizing level of healthy adolescents (RF = 3.17–4.7) (Taubner et al., 2013; Borelli et al., 2015; Cropp et al., 2019a). Overall, it should be emphasized that only Thomas showed an improvement in mentalization compared to before and after therapy. Nevertheless, there was an improvement in the diagnosis for all three adolescents, so the relationship between mentalization and treatment outcome should be investigated in further studies in more detail.

Aiming to understand the mechanisms of MBT the study furthermore focused on mentalizing as a state during therapy sessions. Overall, there was an above-average frequency of absent mentalizing. Within therapy sessions, all three adolescents showed similar lacking to low mentalizing, mentioning mental states with some evidence of consideration of mental states without explicitness. Noah mentalized twice as often as the other two patients, whereby he used mental states to explain behavior in an accurate way. It should be noted that every statement made by patients, and not just statements related to demand questions, were rated using the RF Scale (Talia et al., 2015). The assessment of monosyllabic responses or the mere absence of mentalizing when not prompted by the therapist may have led to an underestimation of patients’ mentalizing ability. However, to examine the relationship between each possible therapist intervention and patient mentalizing, it was necessary to assess each patient statement. Within sessions and across sessions fluctuations of mentalizing were visible as in other studies (Hörz-Sagstetter et al., 2015; Kornhas et al., 2020; Kivity et al., 2021). This underlines the hypotheses that mentalizing rather is a state than a trait during therapy sessions. It can be assumed that it is not in general about a mentalizing increase within therapy sessions or over the course of therapy, but about the production of moments in which mentalizing is increased and thus consequently an inner change of mental states takes place when effective mentalizing is generated. More precisely, it is about strengthening the mentalization of certain aspects of life that could not be mentalized before, such as certain triggers (When do they become violent? What are the catalysts?).


Use of intervention levels

To examine if specific therapeutic interventions are used in MBT-CD, an exhaustive rating instrument was developed. Subsequently, the 22 interventions of the coding instrument were transformed into Bateman and Fonagy’s (2016) four-level model, requiring the incorporation of basic communication as an additional category including interventions such as non-verbal response, small talk, and session organization. Based on the MBT manual (Bateman and Fonagy, 2016), the use of intervention levels is adjusted to the patient’s arousal state following a hierarchical order. Accordingly, if arousal is high, the following intervention levels should be used in the following order: supportive & empathic; clarification, exploration & challenge. If arousal is low, the following intervention levels should be used in the following order: basic-mentalizing & affect mode; relational mentalizing. According to the MBT manual (Bateman and Fonagy, 2016), relational mentalizing should only be used, when the patient is in a state of effective mentalizing. In the current study, the patients’ percentage frequencies of intervention levels were similar across the sessions, although the percentage frequencies of intervention levels per session differed between and within patients. Across all patients and sessions, the most frequently used intervention level was clarification, exploration & challenge and the least frequently used intervention level was relational mentalizing. This pattern of use was also evident in the patients’ individual sessions. There was no clear progression in the intervention levels’ frequencies. Since the intervention levels supportive & empathic as well as clarification, exploration & challenge were frequently used, it can be assumed that high arousal was present in the patients at the time of use. This conclusion is consistent with the theoretical background of the intervention levels (Bateman and Fonagy, 2016). To test this assumption, arousal should be included in future studies.

Overall, all theoretically anticipated levels of the model (Bateman and Fonagy, 2016) were used within the therapy sessions. However, use of the relational mentalizing level was conspicuously low (0.1–1.1%), although relational mentalizing is known to be a core element of MBT. This result is similar to the findings of a study of a mentalization based long-term treatment for an adult patient with borderline personality disorder, which was carried out by the same study therapist (ST) (Kornhas et al., 2020). In addition, previous studies of adult populations have also found that this intervention despite its importance is not very frequently used compared to other MBT interventions (Karterud et al., 2013; Simonsen et al., 2018). Over the course of this treatment, the patient-therapist relationship was rarely a subject of conversation. On the one hand, these results might be explained by the patients arousal being too high or the patients mentalizing being too low. On the other hand, the therapist, despite a general adherence to the MBT manual (Bateman and Fonagy, 2016), might have hardly used relational mentalizing as an intervention. This hypothesis is supported by a study by Karterud et al. (2013), whereas the low use of patient-therapist intervention appeared to be therapist-specific. If this is the case, special therapist training for this kind of intervention might be needed.



Effective mentalizing

Of particular interest for understanding mentalizing processes and their mechanisms of change are sequences of high mentalizing. In these moments, a patient’s mentalizing space expands and effective mentalizing possibly occurs (Allen et al., 2008). Accordingly, moments with above-average mentalizing resemble an effective mentalizing experience. In order to obtain a better understanding of interventions related to effective mentalizing, a sequence of content-related interventions prior to high mentalizing was formed and analyzed. High mentalizing was positively related to the intervention affect-elaboration in all three cases, whereby Steven and Thomas benefitted from a demanding and Noah from an offering phrasing. However, Noah significantly responded to demand questions aiming at cognitive internal processes with high mentalizing. It can therefore be concluded that for all three adolescents demand questions play an important positive role regarding high mentalizing, either related to cognitive or affective internal processes. This supports the assumption that demand questions are an important intervention within MBT in theory and practice and increase mentalizing (Möller et al., 2017; Kornhas et al., 2020; Kivity et al., 2021).

Furthermore, in the current study, other interventions aside demand questions were related to high mentalizing and therefore support results from Meier et al. (2023). Specific interventions such as affect-elaboration (offering), challenge, change of subject, patient-therapist relation, empathic validation and mentalizing for the patient were associated with high mentalizing. Thus, it can be postulated that MBT interventions can indeed promote effective mentalizing at various intervention levels. Although intervention levels were used similarly frequent per patient over the course of therapy, individual differences regarding effective mentalizing-promoting interventions can be identified. It can be assumed that the patient-specific use of the interventions prior to effective mentalizing is related to the patients’ arousal level and pre-mentalizing mode. Depending on the patient’s pre-mentalizing mode, specific intervention are suggested to establish mentalizing (Bateman and Fonagy, 2016). Interventions which were positively associated to high mentalizing, such as change of subject, challenge and empathic validation, belong to interventions challenging pre-mentalizing. Another intervention positively associated with high mentalizing was mentalizing for the patient. While the MBT manual advises not to mentalize for the patients, but rather use questions and statements to encourage the patient to mentalize (Bateman and Fonagy, 2016), mentalizing for the patients has been related to improving mentalizing before (Georg et al., 2019). Mentalizing for the patient can entail the risk that the patient pseudo-mentalizes, i.e., goes along with what the therapist says and reflects mental states without emotional coherence. On the other hand, the therapist’s ability to draw out subdominant aspects of the patient’s narrative is increasingly seen as part of establishing a sense of ‘we’ and epistemic trust within the therapy. The patient-therapist relation was significantly positively associated with high mentalizing. This intervention was hardly used, but if so, it had a great effect on mentalizing. Knowing that this intervention is only used when the patient is in a mentalizing state (Bateman and Fonagy, 2016) and considering its high effect on mentalizing, the question is raised, whether working on the therapeutic relationship would also be effective when the patient is not in a mentalizing state. It might be beneficial to challenge the patients’ comfort zone with a clear therapeutic stance to foster the therapeutic process as seen in a study on patients with borderline personality disorder (Folmo et al., 2019). Supporting this approach, it has been shown in a dismantling study of depressive adolescents that the exploration of the adolescents’ relations to the therapist amplified the effects of short-term psychoanalytic psychotherapy on their depressive symptoms (Ullberg et al., 2015). In addition, interventions with regards to the patient-therapist relation seemed to be especially important for patients with long-standing, more severe interpersonal problems in a dismantling study of one year psychodynamic adult-therapies (Hoglend et al., 2008). Furthermore, three out of four levels of the manual based model (Bateman and Fonagy, 2016) were significantly positively related to higher mentalizing in a patient-specific manner: supportive & empathic; basic- mentalizing & affect mode; relational mentalizing. Concluding, effective mentalizing can occur through each of these three MBT intervention levels in Bateman and Fonagy (2016) adolescents with CD.

In contrast, clarification, exploration & challenge and basic communication as well as the interventions clarification and small-talk were significantly negatively associated with high mentalizing for two patients. This can be caused by the fact that clarification focusses on facts to get a better understanding of the patients’ narratives, whereas this definition of clarification is not consistent with the MBT manual (Bateman and Fonagy, 2016). Therefore, it can be assumed that a lot of non-mentalizing report about scenes, etc. is included in clarification. It could also be that clarification might be signaling epistemic distrust of the patient (i.e., “what you say is not making much sense and I need to know more in order for me trust you”). This is particularly important for the patient group with CD, as they are particularly vulnerable in terms of not being believed and trusted (Talia et al., 2021). The definition of clarification should be specified more clearly in further studies.

However, non-significant or negative significant relations do not allow to assess whether these interventions or intervention levels are in general ineffective to increase mentalizing, since the causal dependence is not known. Furthermore, it is conceivable that a variety of interventions, which are not associated with high mentalizing, are important for understanding what is being said or for building a sustainable relationship. Particularly for young adults with higher arousal, the intervention small talk could be anxiety-reducing and pave the way for a trusting relationship.

Moreover, there are some additional factors that could contribute to the interaction between therapeutic interventions and effective mentalizing. It is of interest to examine whether different interventions or intervention levels are used depending on the patient’s arousal level. This could also test the hypothesis of the MBT manual (Bateman and Fonagy, 2016) according to which intervention levels are used depending on the patient’s arousal. Inspired by Kivity et al. (2021) it is of interest to analyze the interaction of patients’ arousal, mentalizing and a range of therapeutic interventions. To capture arousal, patients’ talking turns could be acoustically encoded (Kivity et al., 2021). In addition, it seems to be important to include the mentalizing level of the therapist in future investigations because the patients’ mentalizing was found to increase when the therapist uses a similar mentalizing level compared to that of the patients (Diamond et al., 2003; de la Cerda and Dagnino, 2021). Therefore, it might be beneficial to tailor interventions to the patient’s level of mentalizing (Diamond et al., 2003; Kasper et al., in prep)2. Two other important points within MBT are to counterbalance imbalances of patients’ mentalization dimensions (implicit/explicit, self/other, cognitive/affective, internal/external) and to contrast patients’ pre-mentalizing modes. It can be assumed that these also influence the choice of interventions and thus an increase in effective mentalizing.



Limitations

Results obtained in the exploratory, multiple case study should be regarded as promising initial indications for further research and theory building. However, number of patients and selected therapy sessions are to be named as a limitation, since no generalizable statements can be made thereby. Furthermore, three therapies of only one therapist were used to minimize therapist variance. However, despite recognition as an MBT therapist and proven adherence to the sessions, individual characteristics in the implementation of MBT may play a role.

Overall, the MBT interventions coding manual (Kasper et al., 2023) was newly developed and requires further validation. As part of the exploratory approach, the coded interventions were assigned to Bateman and Fonagy’s (2016) model by consensus of three raters. In particular, the very high number of the intervention clarification may have had an impact on the evaluation of the intervention level clarification, exploration & challenge and is not consistent with the original definition of clarification by Bateman and Fonagy (2016). Furthermore, interventions can often be interrelated. Therefore, it is artificial to build high mentalizing sequences in order to analyze the interventions that enhance mentalization. It could also be that even the best mentalizing intervention will not lead to improved RF in the context of a poor therapeutic relationship. As previously discussed, other factors seem to play an important role that were not included in the study like patients’ pre-mentalizing modes and arousal level as well as therapist mentalizing and quality of the patient-therapist relation.



Research and clinical implications

Identifying effective therapy components is necessary to improve therapy and corresponding manuals (Kazdin, 2003). Regarding MBT this means to better understand the mentalizing process. For this purpose, a uniform approach to mentalizing assessment is desirable to ensure comparability between studies which analyze in-session mentalizing processes. Previous studies have used different ways to capture mentalizing within therapy sessions using the RF scale, whereby the patients’ talking unit varied greatly (Talia et al., 2019). To examine a patients’ mentalizing level in response to prior interventions, the approach of coding statement-by-statement (Möller et al., 2017; Kivity et al., 2021) was proven appropriate. However, the strong differences in statement numbers between patients were striking. The unequal statement numbers and their meaning in therapy should be considered in more detail in further research. The methodological implementation of using high mentalizing scores and forming sequences represents a promising approach for investigating interventions related to effective mentalizing.

Overall, interventions used in therapy should be investigated in more detail, focusing on interventions positively related to effective mentalizing besides demand questions: Firstly, affect-elaboration with an offering phrasing; secondly, relational mentalizing, because of its rare use despite its importance within MBT; thirdly, mentalizing for the patient to clarify its role within MBT; fourthly, interventions potentially related to pre-mentalizing modes, such as change of subject, challenge and empathic validation. Future studies should aim at dismantling interventions by controlling their use like it has been demonstrated for transference interpretations (Ullberg et al., 2015). In general, the additional factors pre-mentalizing mode, patients’ arousal, and therapists’ mentalizing level are recommended to be considered in further investigations of interventions within MBT. This aligns with the recommendations of Meier et al. (2023), who also highlight the importance of additional factors, including patient-therapist relation.

Specific MBT interventions can be associated with effective mentalizing. Clinically, the most promising interventions might be demand questions, affect-elaboration (offering and demanding phrasing), change of subject, challenge, patient-therapist relation, empathic validation and mentalizing for the patient. However, interventions that promote high mentalizing sequences may differ between patients. Accordingly, therapists need to tailor interventions individually to identify those interventions that promote effective mentalizing.
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Footnotes

1   Names have been changed.

2   Kasper, L. A., Krivzov, J., Diederich J. and Taubner, S. (in prep.). Changes of Mentalization during Psychotherapy - a Metasynthesis.
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