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Precision and control are vital to the methodology of empirical testing 
of treatment efficacy, and treatment integrity plays an integral role. Treatment 
integrity refers to the extent to which treatment was implemented as intended 
(Vermilyea, Barlow, & O’Brien, 1984). Treatment outcome research is full of 
examples of how failure to ensure that the treatment was carried out appropri-
ately resulted in unjustified conclusions, inadequate clinical care, inappropriate 
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recommendations, and premature dissemination of treatments into clini-
cal practice (e.g., Krumholz et al., 1998; Lauritsen, 1992; Sechrest, White, 
& Brown, 1979). Failure to ensure treatment integrity poses threats to the 
experimental validity of a study and has serious implications for inferences 
drawn about the relationship between treatment and outcome (e.g., Gresham, 
MacMillan, Beebe-Frankenberger, & Bocian, 2000; Moncher & Prinz, 1991). 
Once a treatment is established as empirically supported and is disseminated 
into clinical practice, treatment integrity continues to play an important role 
in preventing deviation from and gradual alteration of the treatment manual, 
referred to as a therapeutic drift (Peterson, Homer, & Wonderlich, 1982).

The methodological necessity of treatment integrity has long been rec-
ognized (e.g., Marks & Tolsma, 1986; Morris, Turner, & Szykula, 1988). Yet, 
despite the critical significance of treatment integrity for testing therapeutic 
efficacy, only a fraction of the psychotherapy outcome studies address this topic. 
Literature reviews indicate that only 6% to 30% of outcome studies assess and 
report data on treatment integrity (e.g., Armstrong, Ehrhardt, Cool, & Poling, 
1997; Borrelli et al., 2005; Gresham, Gansle, & Noell, 1993; Wiese, 1992). 
Of those studies that do mention treatment integrity, only 10% to 50% pro-
vide quantitative data concerning the degree to which procedures were imple-
mented as designed (e.g., Gresham, Gansle, Noell, Cohen, & Rosenblum, 1993; 
Gresham et al., 2000). An examination of randomized controlled trials (RCTs) 
of psychosocial treatments indicated that only about 3.5% of the evaluated RCTs 
have adequately implemented treatment integrity procedures (Perepletchikova, 
Treat, & Kazdin, 2007). This may mean that treatment effects from only 3.5% of 
the examined RCTs can be unambiguously interpreted. Evaluation of barriers to 
adequately addressing treatment integrity suggests that psychotherapy research-
ers appreciate its importance but indicate that lack of general knowledge about 
treatment integrity and specific guidelines hinders adequate attention to treat-
ment integrity (Perepletchikova, Hilt, Chereji, & Kazdin, 2009).

The main goal of this chapter is to provide recommendations on the 
assessment of treatment integrity. In the chapter, I discuss the importance of 
treatment integrity assessment, factors that affect assessment procedures, guide-
lines on assessment strategies, recommendations on evaluating psychometric 
properties of the assessment instruments, and considerations on data represen-
tativeness and accuracy, and I provide an overview of the reporting procedures.

Why Assess Treatment Integrity

Assessment of treatment integrity (a) ascertains that inferences drawn 
about treatment effects are justified, (b) augments therapist training and 
supervision procedures, (c) prevents therapeutic drift, (d) offers opportunities 

13432-07_CH06-2ndPgs.indd   132 9/13/13   9:33 AM

Co
py

ri
gh

t 
Am

er
ic
an

 P
sy
ch
ol

og
ic
al
 A
ss
oc
ia
ti
on
. 
No
t 
fo
r 
fu

rt
he

r 
di

st
ri

bu
ti

on
.



treatment integrity in psychotherapy research           133

for isolating active ingredients of change, and (e) may help simplify dissemina-
tion procedures (Kazdin, 2003; Miller & Binder, 2002; Moos & Finney, 1983).

Experimental Validity

Assessment of treatment integrity is critical for demonstrating that treat-
ment was delivered as designed. Shadish, Cook, and Campbell (2002) out-
lined four types of experimental validity—internal, external, construct, and 
statistical conclusion validity. Establishing which manipulation (treatment 
or alternative factors) resulted in a change on dependent measures would not 
be possible without assessment of treatment integrity, and the internal validity 
of the study would be threatened. Indeed, the most cited reason for assessing 
treatment integrity is to understand ambiguous treatment outcome results or 
results that were not in the expected direction (Hohmann & Shear, 2002). 
Assessment of the degree to which a treatment was implemented as intended 
helps clarify whether such results are due to the failure of the treatment or 
the failure of the implementation. The failure of the implementation also 
has to be ruled out when results are in the expected direction, because the 
breakdown in treatment integrity can indeed enhance the effectiveness of the 
treatment (Gresham et al., 2000). Deviations can augment procedures and 
alter the protocol to better suit the treated population. Low treatment integ-
rity does not mean that the treatment is weak, just that it is different from that 
which was originally intended. When results are in the expected direction but 
treatment integrity is low, establishing what was actually done by therapists 
can provide clues for developing a more promising treatment. Thus, data and 
materials collected as part of a treatment integrity assessment (e.g., sessions 
tapes, expert ratings, therapist self-reports, clinical notes, written homework 
assignments, data collection sheets) can be critical for further research.

Lack of treatment integrity assessment can also hinder attempts to repli-
cate the study and evaluate its external validity. Generalizability of the findings 
cannot be established without the exact description of the treatment and how it 
was delivered. When a treatment is not provided as planned, the construct valid-
ity of the experiment is also compromised. Imprecision in treatment delivery can 
cause ambiguity in evaluating what the treatment was and why it produced the 
effect. When treatment integrity is compromised, the essence of the treatment 
cannot be separated from the factors that covaried with the treatment. Further, 
evaluation of the effectiveness of a treatment depends on multiple consider-
ations, including the computational aspects of statistical tests. When treatment 
is not implemented as intended, statistical conclusion validity can be compromised 
because an unsystematic error is introduced into the data. Such “noise” increases 
the within-group variability, which reduces the obtained effect size and statisti-
cal power and, thus, obscures treatment effect. A treatment might fail to produce 
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significant change on dependent measures because the variability in treatment 
implementation decreased the likelihood of detecting the effect.

Therapeutic Drift

Assessment of treatment integrity procedures is essential for prevention 
of the therapeutic drift and can also augment therapist training and supervision 
methods. Therapeutic drift can result from a multitude of factors. Therapists 
may not be sufficiently trained in treatment delivery. Further, therapists may 
adjust their presentation of the prescribed procedures to fit their personality 
and style of treatment implementation. They might view certain aspects of 
the protocol as awkward or irrelevant and might alter certain parts. Therefore, 
failure to adequately train and monitor therapists and assess their performance 
might threaten the treatment integrity of a protocol. Therapeutic drift is espe-
cially common in clinical settings (e.g., Bond, Evans, Salyers, Williams, & 
Kim, 2000; Tobin, Banker, Weisberg, & Bowers, 2007), and ongoing evalua-
tion of treatment delivery can alert supervisors to its occurrence.

Therapist Training Procedures

Well-trained therapists are less susceptible to deviation from speci-
fied treatment protocol (Beidas & Kendall, 2010; Sholomskas et al., 2005). 
Faithful rendition of the treatment is more likely with direct training pro-
cedures that include opportunities for practice and involve procedures such 
as role-playing, modeling, feedback, rehearsal, and periodic booster ses-
sions (e.g., Kratochwill, Sheridan, Rotto, & Salmon, 1991; Sterling-Turner, 
Watson, Wildmon, Watkins, & Little, 2001). Still, insufficient opportuni-
ties to observe treatment implementation is one of the main problems in 
therapist training (e.g., Fairburn & Cooper, 2011; Sharpless & Barber, 2009). 
Video modeling has been shown to increase treatment integrity of imple-
mented techniques (e.g., DiGennaro-Reed, Codding, Catania, & Maguire, 
2010; Moore & Fisher, 2007). Over the past decade, e-learning (through 
electronic media) and Internet-enhanced training have also been gaining 
interest and recognition as valuable, clinically rich, and easily accessible tools 
(e.g., Fairburn & Cooper, 2011; Weingardt, Cucciare, Bellotti, & Lai, 2009). 
Further, training therapists in research and clinical settings to adequate treat-
ment integrity levels can be facilitated by having therapists watch videotapes 
of sessions by other therapists and rate their performance with treatment 
integrity measures. Rating adherence and competence of other therapists 
and comparing these ratings to those made by experts or independent judges 
may help advance knowledge of treatment components, facilitate learning of 
required strategies, and improve identification of the adequate and inadequate 
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implementation of treatment procedures. Further, use of self-report measures 
of treatment integrity by therapists in self-monitoring of treatment integrity 
levels can greatly enhance training, as well as help therapists continue to 
adjust their performance after training is completed.

Therapists’ self-reports of treatment integrity levels offer immediate 
access to integrity data. Such access allows ongoing adjustment of treat-
ment delivery and suggestions for improvement via review of self-reports 
during supervision. Performance feedback on implementation may increase 
treatment integrity when low levels are detected, may prompt therapists 
to implement treatment with integrity, and can enhance homogeneity 
across therapists (Gresham, 1997; K. Jones, Wickstrom, & Friman, 1997). 
Therapists’ self-reports can also be compared with ratings of independent 
observers or supervisors. Feedback on self-ratings can cue therapists to strate-
gies and procedures that they tend to under- or overrate, overlook, or incor-
rectly code, as well as further their appreciation of the difference between 
required and auxiliary procedures and improve their understanding of the 
competent implementation of treatment components.

Mechanisms of Change

Careful assessment of the implementation of different treatment com-
ponents can help one identify mechanisms of change. Demonstrating a 
causal effect between the treatment and the outcome does not establish the 
way the change occurred. Treatment is a package of components that can 
be distinguished as essential for change, sufficient ingredients, or facilita-
tive ingredients via dismantling and constructive studies (Kazdin, 2007). 
Dismantling studies allow for analysis of individual components of a treat-
ment by providing a full intervention package to one group and reduced 
variation to another group or other groups. Constructive studies are used 
to evaluate whether adding components to a treatment package enhances 
the effect of an intervention. For example, in a psychoanalytic treatment, 
mechanisms research (i.e., dismantling and constructive studies) can help 
one evaluate whether expressive techniques (e.g., analysis of transference and 
countertransference) contribute to the therapeutic effect above and beyond 
the uncovering (e.g., interpretations) facets. However, without an operational 
definition of each component, meticulous monitoring of implementation, and 
precise assessment of procedures, such research cannot be done.

Dissemination

Adherence to a protocol is necessary when treatment is defined by all 
of its representative components, but many of these components may not be 
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essential. Understanding which factors underpin therapeutic effectiveness 
may simplify the transition of treatments from research laboratories to clini-
cal settings (e.g., Jensen, Weersing, Hoagwood, & Goldman, 2005; Weisz, 
Weiss, & Donenberg, 1992). Treatments may become more precise and spe-
cific once active ingredients of change are known and essential components 
are separated from sufficient and facilitative ingredients.

Factors That Affect Treatment Integrity  
Assessment Procedures

Conceptualization of Treatment Integrity

Conceptualization of treatment integrity determines assessment proce-
dures. For example, does assessment encompass adherence, competence, or 
both? Is treatment differentiation assessed as well? Are proscribed procedures 
monitored? Is a client’s compliance used to determine treatment integrity levels? 
What treatment components are assessed—those essential for change, required 
by protocol, and/or auxiliary? The following section elucidates these issues.

Aspects of Treatment Integrity

Treatment integrity consists of three aspects: treatment adherence, 
therapist competence, and treatment differentiation (e.g., Margison et al., 
2000; Waltz, Addis, Koerner, & Jacobson, 1993). Adherence refers to the 
degree to which the therapist utilizes specified procedures and avoids prohib-
ited tasks (e.g., follows the manual verbatim, performs all prescribed tasks and 
activities). Competence refers to the level of skill and judgment shown by a 
therapist in delivering a treatment (e.g., contingent reinforcement of behav-
ior, provision of prompts and feedback, accurate modeling of techniques). In 
the context of treatment integrity, competence is conceptualized as the level 
of skill in performing a specific treatment as opposed to a general therapeutic 
competence (e.g., empathy, warmth), which is related to common factors. 
Differentiation refers to whether treatments under investigation differ from 
each other along critical dimensions (e.g., implementing procedures pre-
scribed by the manual for Treatment A and avoiding procedures prescribed 
for Treatment B and vice versa). Adherence and treatment differentiation 
are closely related in the sense that a measure of adherence is sufficient to 
determine whether treatments are distinct (Waltz et al., 1993).

Therapist adherence cannot be substituted for competence. Adherence 
represents a quantitative aspect of treatment integrity (how frequently a 
therapist implements prescribed and avoids proscribed procedures), whereas 
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competence is its qualitative aspect (how well prescribed procedures are 
implemented). Therapists can adhere to a manual and still deliver a treat-
ment incompetently (e.g., appropriate procedures provided in an inappro-
priate time; application of tasks was not sensitive to the client’s needs). If 
competence is not evaluated, factors that contributed to an obtained effect 
or lack of effect cannot be identified.

Treatment integrity is sometimes extended to include participant 
responsiveness (e.g., Dane & Schneider, 1998; Dusenbury, Brannigan, Falco, 
& Hansen, 2003; H. A. Jones, Clarke, & Power, 2008). However, partici-
pant receipt and enactment considerations move treatment integrity beyond 
implementation aspects to include treatment outcome. Assessing participant 
compliance with treatment is indeed important and may moderate treatment 
effect. Yet, treatment integrity may not even be associated with an outcome 
(Perepletchikova & Kazdin, 2005). If a treatment is not effective, high treat-
ment integrity cannot be expected to lead to better outcomes, regardless of 
how a client responded to the used strategies or how closely she or he fol-
lowed the therapist’s recommendations. Low treatment integrity, in this case, 
may actually improve results, as added procedures may better address a cli-
ent’s needs. Further, a client’s responsiveness may depend on the multitude 
of factors not associated with a treatment. Client characteristics can play an 
important role here, including the client’s difficulty (e.g., anger, hostility), 
cognitive abilities, and developmental level; the problem’s severity, duration, 
and comorbidity; and the client’s readiness for change. Treatment integrity 
answers a question of whether therapy was delivered as intended by a thera-
pist and not whether it was received as intended by a client. The former is the 
independent variable, whereas the latter is the dependent variable.

Definition of Treatment Integrity

As Sanetti and Kratochwill (2009) pointed out, the field is still a long 
way from a consensus on a definition of treatment integrity and specification 
of its aspects. Given the similarities across different conceptual models of 
treatment integrity, Sanetti and Kratochwill proposed to define treatment 
integrity as the “extent to which essential intervention components are 
delivered in a comprehensive and consistent manner by an interventionist 
trained to deliver the intervention” (p. 448). This conceptualization is much 
broader and better captures the complexity of the topic. However, although 
the term essential component is frequently used in the treatment integrity lit-
erature, such use may lead to some confusion. The question of which ingredi-
ents are essential relates to treatment outcome and taps into the mechanisms 
of change and treatment specificity, rather than implementation. A clear-cut 
differentiation between essential and nonessential treatment components is 
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not always established. I propose describing the components as “required” 
instead of “essential.” The term required components includes components 
that are regarded as key therapeutic ingredients, consistent with theoretical 
framework, that differentiate the treatment from other models. Further, the 
above definition does not include proscribed procedures, the specification of 
the target, or the framework of delivery. Thus, I propose to extend the defi-
nition to incorporate these critical aspects: Treatment integrity is the extent to 
which required intervention components are delivered as designed in a competent 
manner while proscribed procedures are avoided by an interventionist trained to 
deliver the intervention in a particular setting to a particular population.

Treatment Specificity

Treatments differ in conceptual approaches, therapeutic components, and 
operational definition of competent implementation. Thus, requirements for 
demonstrating adherence and competence and measurement procedures may 
differ as a function of treatment type. For example, skills-based approaches, 
such as parenting intervention, may assess adherence in terms of the degree to 
which prescribed tasks are implemented per each session content (e.g., review 
last week’s practice assignment, discuss time-out technique, show videotaped 
vignette, role-play techniques; e.g., Breitenstein et al., 2010). Principal-based 
approaches, such as acceptance and commitment therapy, may be measuring 
adherence of implemented strategies that are prescribed for all sessions (e.g., 
identifying thoughts as thoughts and not necessarily as reality, highlighting 
that thoughts and feelings do not lead to action, facilitating willingness to con-
tact and accept difficult feelings, encouraging commitment to all aspects of life) 
and avoidance of proscribed strategies (e.g., challenging cognitions, in-session 
exposure, experiential avoidance change strategies; Plumb & Vilardaga, 2010). 
Thus, most treatment integrity measures are treatment specific.

Treatment Manual

Assessment of treatment integrity also depends on how the treatment is 
defined. An operational definition of a treatment provides (a) a clear descrip-
tion of procedures, strategies, and activities that should be implemented and 
those that should be avoided; (b) specification of the length, duration, and 
intensity of the services; and (c) definition of the target population. Explicit 
description of procedures (a) ensures that active ingredients of a treatment 
are being delivered and proscribed procedures are being avoided; (b) reduces 
complexity of manipulation checks and amount of inferences required in 
coding; and (c) increases precision of the assessment measures and data accu-
racy (e.g., Elkin, Pilkonis, & Sotsky, 1988; Heimberg & Becker, 1984).
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Treatment procedures can be detailed in a manual form. Manuals can 
be developed from conceptual frameworks, pilot studies, and consultations 
with implementers (Nelsen, 1985). Manuals reduce the variability in treat-
ment implementation (Drozd & Goldfried, 1996; Rounsaville, Chevron, & 
Weissman, 1984) and enhance treatment integrity (Ehrhardt, Barnett, Lentz, 
Stollar, & Reifin, 1996; Schinke, Gilchrest, & Snow, 1985). Manuals can  
(a) discuss the theoretical basis of a treatment, (b) outline its structure,  
(c) detail required and auxiliary components, (d) specify therapist behaviors 
(e.g., provide verbatim statements to be made by therapists), (e) describe the 
sequence of the techniques, (f) give procedures for competent implementa-
tion of tasks, and (g) provide procedures for handling deviations (e.g., Dobson 
& Shaw, 1988; McMahon, 1987; Nelsen, 1985). Nezu and Nezu (2008) sug-
gested developing treatment manuals with treatment integrity implementa-
tion and assessment procedures in mind, including detailing adequate and 
inadequate performance criteria, specifying relevance of therapists’ behavior 
by context, and matching treatment manual and treatment integrity proto-
col. Further, greater consistency in treatment delivery may arise from allow-
ing some built-in flexibility, in which required therapeutic ingredients are 
presented in conjunction with procedures that are optional or indicated for 
just some clients. This built-in flexibility must be reflected in the assessment 
guidelines and procedures.

Flexibility of an approach may also involve creative presentation of 
material. Creativity is usually seen as an important aspect of therapist com-
petence; however, when it is used as a key therapeutic component, creativity 
enters into the domain of treatment adherence. For purposes of assessing 
adherence, treatment components require operational definition. Yet, mean-
ingfully manualizing creative responding in a moment may be very difficult. 
For example, training in a humanistic therapy involves providing therapists 
with an understanding of humanistic philosophy and the theoretical basis of 
a treatment and facilitating the development of spontaneity, empathy, and 
genuineness. Creative responding and improvisation in the moment are val-
ued as key ingredients of therapeutic process, whereas specific treatment pro-
tocols are viewed as counterproductive (Bohart, O’Hara, & Leitner, 1998). 
However, such idiosyncratic responding of therapists reduced uniformity in 
therapists’ behavior. Problems with operationalizing treatment are inherent 
in any psychotherapy research (Frances, Sweeney, & Clarkin, 1985). The 
task may be challenging because including all potential scenarios of treat-
ment delivery, considering various comorbid diagnoses, and accounting for 
a client’s difficulty is not always possible or feasible. The complexity of the 
task can at least partially explain the finding that only about 65% of RCTs of 
psychosocial treatments use specific manuals (Perepletchkova et al., 2007). 
Yet, lack of a precise operational definition of a treatment introduces random 
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variation into the delivery of a treatment, impedes treatment integrity assess-
ment, reduces statistical power, and compromises the internal and external 
validity of the study.

Assessment Strategies

Treatment integrity can be assessed via direct, indirect, and hybrid strat-
egies. In deciding on a strategy, one should consider the strengths and weak-
nesses of each approach, as detailed next.

Indirect Strategies

Indirect methods of assessment include self-reports, rating scales, inter-
views, and permanent products of treatment implementation (e.g., home-
work sheets; Gresham et al., 2000). Self-reports can be obtained directly 
from therapists and include rating on the degree to which procedures were 
implemented as intended. Likert scales can be used for such assessment. The 
Therapy Procedures Checklist (Weersing, Weisz, & Donenberg, 2002), a 
therapist self-report measure that encompasses psychodynamic, cognitive, 
behavioral, and family approaches, is notable for its ability to assess treatment 
differentiation. However, although self-ratings are convenient and easy to 
obtain, they can be biased and distorted by self-interest. Demand character-
istics and a need for social approval can affect the accuracy of the reported 
adherence and competence.

Clients can be debriefed via interview or questionnaire on what was 
done by a therapist during treatment sessions. Clients may provide informa-
tion regarding the manner in which procedures were executed and what was 
received by subjects (Docherty, 1984; Kazdin, 2003). Subjective recollections 
may be inaccurate, but responses that vary systematically among experiment-
ers may provide important information about what was implemented. For 
example, clients may describe specific behaviors of a therapist or report the 
nature of assignments, monitoring of homework completion, rehearsal of 
techniques, and clarification of difficult material. Systematic endorsement of 
a therapist’s specific tendencies may provide clues about deviations from the 
manual and the therapist’s competence in treatment delivery.

Research that relies primarily on the indirect, subjective evaluations 
of treatment integrity is likely to be weak in its ability to measure treatment 
integrity accurately. Such methods are more likely to be reactive and to be 
influenced by social desirability and demand characteristics; thus, such meth-
ods are less reliable and valid. A potentially more accurate indirect method of 
treatment integrity assessment includes collection of the permanent products, 
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such as written homework assignments or data collection sheets. Each com-
ponent of the treatment is referenced to the permanent product correspond-
ing to each treatment step. Evaluation of the presence and absence of the 
corresponding products is a more reliable indirect method of treatment integ-
rity assessment.

Direct Strategies

Assessments that rely on self-report are subject to various threats 
to measurement accuracy, as discussed above. Observations conducted by 
trained staff are considered the gold standard because they can provide a 
more objective account of the implemented procedures (Hogue, Liddle, & 
Rowe, 1996; Mowbray, Holter, Teague, & Bybee, 2003). Observations can be 
done in the treatment setting, by viewing sessions through a one-way mirror 
or via monitors, or by listening to sessions via review of video/audio records. 
Attending sessions is more likely when a treatment is provided to a large 
group of people, such as in a classroom. However, the presence of an observer 
can alter performance of a therapist and may result in higher adherence to 
specified procedures during observed sessions as compared to when observa-
tions are not conducted (K. Jones et al., 1997; McMahon, 1987). Differential 
adherence may artificially inflate estimates of treatment integrity and com-
promise accuracy of integrity data.

To ameliorate reactivity, observers can “spot check” treatment implemen-
tations on a variable-time schedule (Peterson et al., 1982). Viewing sessions via 
monitors or one-way mirror may be a feasible alternative to direct observations 
in the treatment setting. Such observations are unobtrusive because they can 
be conducted without therapist awareness, and they may provide more accu-
rate data. Videotaping sessions with subsequent coding by trained observers is 
a common approach for research protocols. Usually, 20% to 40% of all sessions 
are observed or videotaped (Schlosser, 2002). Reactivity may be ameliorated 
when all treatment sessions are videotaped, with subsequent evaluation of a 
random subset of recordings.

An observational measure, the Therapy Process Observational Coding 
System for Child Psychotherapy Strategies Scale (TPOCS-S; McLeod & 
Weisz, 2010), was recently developed to address the limitations of the self-
reported Therapy Procedures Checklist. This measure assesses the extent to 
which treatment procedures from several therapeutic approaches are employed 
from direct observations of treatment sessions. The ability to examine differ-
ent therapeutic approaches is a unique strength of this measure, as most treat-
ment integrity assessment instruments are treatment specific. Such a measure 
can be used to examine implementation of evidence-based approaches in 
clinical practice. Implementation research is central to understanding the 
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needs and preferences of clinical providers and can inform dissemination 
efforts. For example, researchers using the TPOCS-S found that usual care 
therapists utilize multiple approaches and favor nonbehavioral treatments, 
such as client-centered therapy (McLeod & Islam, 2011).

Hybrid Strategies

Indirect methods of treatment integrity assessment are usually used 
to supplement direct strategies. Data obtained via direct and indirect mea-
sures may be compared to clarify treatment implementation issues (Bergan 
& Kratochwill, 1990; Gresham, 1989). Only a fraction of sessions is usually 
utilized for coding of observational data; thus, therapist self-reports collected 
after each session may offer a more detailed assessment of treatment delivery. 
Further, therapist self-reports can be used to differentiate between frequently 
and infrequently used strategies. This information can provide clues to which 
procedures therapists regard as more effective for further treatment refine-
ment (Carroll et al., 2000).

It should be noted, however, that there is low agreement between 
direct and indirect methods (Carroll, Nich, & Rounsaville, 1998; Gresham, 
1997; Wickstrom, Jones, LaFleur, & Witt, 1998). Some reasons for such dis-
parity include demand characteristics and need for social approval. Inherent 
limitations of observational ratings may also play a role. Raters are removed 
from the treatment process and may, therefore, (a) miss subtle strategies or 
those that are imbedded in reference to previous discussions, (b) misunder-
stand statements made by therapists, and (c) fail to see the full interaction 
between client and therapist (e.g., beginning and end of sessions may not 
always be recorded, and sound and picture quality of the videotapes or TV 
monitors may preclude accurate representation of a therapist’s behaviors; 
Carroll et al., 2000). Yet, as has been noted, self-reports offer immediate 
access to the adherence and competence data, and they can be used to adjust 
treatment delivery.

Reliability of Treatment Integrity Measures

There is no conventional method of establishing reliability of treatment 
integrity measures. Reliability data have been reported as the percentage of 
agreement between raters or observers (e.g., Dusenbury, Brannigan, Hansen, 
Walsh, & Falco, 2005), test–retest reliability (e.g., Resnicow et al., 1998), 
and intraclass correlations for raters (Carroll et al., 2000). Other methods 
have been suggested, such as factor analysis to determine internal structure of 
a measure and internal consistency indices (e.g., coefficient alpha; McGrew, 
Bond, Dietzen, & Salyers, 1994; Sheridan, Swanger-Gagne, Welch, Kwon, & 
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Garbacz, 2009). However, coefficient alpha reflects a correlation of variables. 
As suggested by Gresham (2009), the presence of such a correlation is a dubi-
ous assumption, because treatment components cannot be expected to relate 
to each other. For example, in dialectical behavior therapy, therapeutic strat-
egies assessed for adherence include problem assessment, problem solving, 
cognitive modification, case management, irreverence, reciprocal communi-
cation, exposure-based procedures, and crisis protocols. All of these strate-
gies cannot be expected to correlate. Calculation of interrater reliability, the 
most common method of establishing measure reliability, is done by dividing 
the number of agreements by the number of agreements plus the number of 
disagreements and multiplying by 100%. Agreement can also be calculated 
by obtaining the kappa coefficient (Cohen, 1960). The kappa coefficient is 
specifically useful when no raw data are missing, and it may provide better 
control for chance agreement.

Validation of Treatment Integrity Measures

Validation of measures may be challenging because treatment integ-
rity encompasses constructs—adherence and competence—that are not 
necessarily related. The validation process may involve examination of how 
measures behave in relation to one another. Factors (e.g., predictors, causal 
agents, moderating, mediating variables) that are known to affect constructs 
under investigation may be used to examine the validity of an instrument. 
Several factors, including client and treatment characteristics, specificity 
of a treatment manual, and the levels of therapist training and supervision, 
are known to be associated with treatment integrity (Perepletchikova & 
Kazdin, 2005).

Complexity of the treatment, required multiple resources and mate-
rials, number of treatment agents, time needed for treatment implementa-
tion, and rate of behavioral change are hypothesized to be inversely related 
to the level of treatment integrity (Gresham, 1989; Gresham et al., 2000; 
Noell, Gresham, & Gansle, 2002). Construct validity of the treatment adher-
ence measure may be evaluated by examining its association with treatment 
characteristics. Construct validity refers to the relation of a measure to other 
measures or domains of functioning. Two treatments that differ on the char-
acteristics that negatively affect treatment integrity (e.g., time consuming, 
requires multiple resources and therapists) may be compared on their effects 
on adherence levels. Validity may be supported by demonstrating that the 
characteristics of the treatments are differentially associated with levels of 
treatment integrity.

Further, evidence on the differential training effects on therapist adher-
ence levels may support validity of a measure. Adherence to protocol is more 
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likely with direct training of therapists (e.g., opportunities for practice and feed-
back) than with indirect training (e.g., didactic instructions; e.g., Kratochwill 
et al., 1991; Sterling-Turner et al., 2001). Specificity of a treatment manual 
may also differentially affect treatment integrity, where higher specificity 
contributes to greater treatment integrity levels. Manual specificity that dif-
fers as a function of treatment may be used to examine construct validity of 
a treatment integrity measure.

Discriminant validity is suggested if a measure shows little or no correla-
tion with measures with which it is not expected to correlate. Discriminant 
validity may be supported when the measure of adherence to treatment pro-
tocol is associated with the treatment for which the protocol was originally 
devised (e.g., cognitive-behavioral treatment) and is not associated with the 
treatment for which conditions are different (e.g., psychodynamic therapy). 
The same measure of adherence may be employed with both treatments, and 
significant difference on adherence ratings as a function of therapy type in 
the expected direction may be indicative of the measure’s ability to discrimi-
nate between treatments. Further, supervision and monitoring of treatment 
delivery can help reduce therapeutic drift and may facilitate adherence to the 
specified treatment protocol. Thus, concurrent validity of a treatment integ-
rity measure may be supported via its association with the levels of provided 
supervision (i.e., the higher the level of monitoring and feedback, the higher 
the adherence).

Supervision and ongoing monitoring may also enhance the com-
petence of treatment delivery. Thus, relationship between the measures  
of the levels of provided supervision with the measure of therapist compe-
tence may serve to support the concurrent validity of treatment integrity 
measures. Concurrent validity refers to the association of a measure with 
performance on another measure at the same point in time. Concurrent 
validity of the competence measure can also be examined by evaluating 
the association of therapist competence with the measures of client char-
acteristics, because therapist performance may vary as a function of client 
difficulty, hostility, high problem severity, duration, and comorbidity (e.g., 
Detrich, 1999; Foley, O’Malley, Rounsaville, Prusoff, & Weissman, 1987; 
Waltz et al., 1993).

Criterion validity of a competence measure can be suggested when 
a measure can distinguish between different therapeutic modalities (e.g., 
Barber & Crits-Christoph, 1996; Barber, Liese, & Abrams, 2003). Criterion 
validity refers to a correlation of a measure with some other specific or dichot-
omous criterion. Therapeutic approaches usually have specific requirements 
for demonstrating competence. For example, cheerleading, self-disclosure, 
and irreverent communication are commonly used in dialectical behavior 
therapy but are proscribed for psychoanalytic therapists.
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Representativeness of Treatment Integrity Data

Therapists’ adherence and competence may vary across subjects, tasks, 
and time. Representativeness depends upon the number and length of obser-
vations and collection of data across treatment phases, therapists, situations, 
cases, and sessions (Moncher & Prinz, 1991; Peterson et al., 1982). Sampling 
across these aspects of treatment delivery informs consistency in treatment 
integrity data (Docherty, 1984).

1.	Across treatment phases. A treatment usually consists of sev-
eral phases, such as introduction to therapy and assessment of 
pathology (Phase 1), skills training (Phase 2), and relapse pre-
vention (Phase 3). Phase 1 may be most conducive to higher 
treatment integrity ratings, because tasks in this phase are more 
straightforward. Phase 2, on the other hand, may have lower 
treatment integrity ratings because more complex tasks, such as 
the actual training of skills, are administered.

2.	Across therapists. Therapists may have high variability in their 
performance due to personality factors, motivation, and previ-
ous training and experience (Gresham, 1989; Miller & Binder, 
2002; Weissman, Rounsaville, & Chevron, 1982). When data 
are overrepresentative for some therapists, treatment integrity 
ratings may be skewed in a particular direction.

3.	Across situations. At times, therapists may have to deal with 
unexpected circumstances, such as when a client presents with a 
crisis. In such situations therapists may have to partially or com-
pletely deviate from a treatment protocol in order to address 
specific concerns. Hence, the integrity of treatment implementa-
tion may be lower.

4.	Across sessions. The material of sessions may vary in complex-
ity and difficulty. Therapists may find it easier to adhere to 
guidelines when material is more straightforward. When such 
sessions are overrepresented in the sample, treatment integrity 
ratings may be higher.

5.	Across cases. A therapeutic relationship with a difficult (e.g., 
angry, hostile) client may be less reinforcing for a therapist and 
may require greater effort. Greater effort in the face of little 
success may discourage a faithful rendition of the treatment 
plan. Severe cases may require more direction and coaching 
and incorporation of additional techniques to address a client’s 
specific concerns. So, treatment integrity may be higher with 
uncomplicated clients than with more difficult clients.
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Further, treatment integrity data may be more informative when they 
encompass all three aspects involved in their specification: adherence, com-
petence, and treatment differentiation. Adherence measures that include 
prescribed as well as proscribed procedures can also assess treatment differ-
entiation. Waltz et al. (1993) recommended that adherence measures should 
include items pertaining to four types of therapist behaviors: (a) those that 
are unique and essential to the specific treatment (e.g., assigning homework 
in behavior therapy); (b) those that are essential but not unique to the treat-
ment (e.g., setting treatment goals); (c) those that are compatible with the 
treatment; that is, not prohibited but neither unique nor essential (e.g., ther-
apeutic self-disclosure); and (d) those that are proscribed (e.g., interpreting 
resistance or transference in behavior therapy). Competence measures can-
not rely on the level of experience and training but should be independently 
verified by measuring how sensitively the treatment protocol is applied to 
individual clients. Within this framework, ratings of competence should con-
sider (a) stage of therapy, in terms of information about number of sessions 
completed and extent of progress; (b) client difficulty, which may impact the 
level of therapist activity and involvement; and (c) therapist approach to the 
presenting problem in a manner consistent with the prescribed procedures 
(Waltz et al., 1993).

Data Accuracy

The accuracy of the rating of treatment integrity depends on the com-
petence of raters, the sophistication of the measures, and the coding pro-
cedures. Raters have to be trained in all of the major and minor treatment 
components and subtle aspects of the treatment (Stein, Sargent, & Rafaels, 
2007). Raters who are themselves skilled in the treatment delivery may 
be most suitable for treatment integrity rating. However, when raters are 
affiliated with the project, their ratings may be biased. Rater bias occurs 
when ratings are influenced by the subjectivity of a rater. It can be reduced 
by (a) using raters not associated with a study; (b) keeping raters unaware 
of treatment assignment, which is called blinding; (c) using multiple raters; 
and (d) performing consensus ratings and interrater reliability checks 
(Marcus et al., 2006; Wu, Whiteside, & Neighbors, 2007). Hoyt (2000) 
offered bias correction procedures to minimize its adverse effect on findings. 
He proposed four types of rater bias and delineated formulas to correct for 
attenuation and inflation of observed effect sizes.

Sophistication of the treatment integrity measure can have a signifi-
cant impact on the accuracy of rating, with less sophisticated measures, 
such as indirect assessment methods, contributing to higher integrity rates 
(Miller & Binder, 2002; Robbins & Gutkin, 1994; Wickstrom et al., 1998). 
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Further, sensitivity and adequacy of the selected measures can affect treat-
ment integrity data. Sensitivity of the measure can be constrained by ceil-
ing or floor effects. Restriction in the range of scores can prevent continued 
increments in performance and result in a lower treatment integrity rating. A 
measure may not be comprehensive or specific enough to address constructs 
of interest. The importance of measurement adequacy was highlighted in the 
evaluation of the relationship between therapist competence and treatment 
outcome in the National Institute of Mental Health Treatment of Depression 
Collaborative Research Program (Shaw et al., 1999). This study showed only 
weak effects between these variables; however, the competence measure may 
have failed to tap into important aspects of cognitive-behavioral therapists’ 
performance. The selected scale may have been useful for quality-control 
monitoring, but it was inadequate as a measure of therapist competence.

Procedures for coding treatment integrity can influence the coding 
accuracy. Coding of treatment integrity can include evaluation of the occur-
rence and nonoccurrence of each treatment component and the extent to 
which each component is performed competently and as specified. Thus, a 
detailed analysis of each task can increase coding accuracy. Coding videos of 
sessions in random order can also increase coding accuracy by controlling for 
observer drift (Kazdin, 1977; O’Leary & Kent, 1973).

Reporting Treatment Integrity

Treatment integrity applies not only to the overall performance of a 
therapist in treatment delivery but also to the implementation of each treat-
ment component across and within sessions. Reporting of treatment integ-
rity in terms of overall integrity, component integrity, and session integrity 
is recommended (Gresham, 1997; Schlosser, 2002). Overall treatment integ-
rity addresses the degree to which all components were implemented across 
sessions. Component integrity refers to the integrity of implementing each 
treatment component across sessions. Session integrity refers to integrity of 
all treatment components within one session. Overall treatment integrity 
and session treatment integrity can be calculated by summing the compo-
nents that were correctly implemented (across sessions or within one session, 
respectively) and dividing this number by the total number of components, 
expressing integrity as a percentage. Component integrity can be calculated 
by summing the number of sessions during which a component was cor-
rectly implemented and dividing this number by the total number of ses-
sions, expressing integrity as a percentage. This approach is regarded as the 
most relevant because it evaluates the accuracy of treatment implementa-
tion (Schlosser, 2002). However, taking into account perspectives of only 
one observer can weaken this approach; thus, obtaining adequate levels of 
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interrater agreement is also necessary. The current state of the literature on 
treatment integrity in psychotherapy research indicates that a high integrity 
level may be demonstrated by 80% to 100% integrity, moderate integrity by 
a 60% to 80% range, and low integrity by less than 60% integrity (Gansle & 
McMahon, 1997; Gresham, Gansle, Noell, et al., 1993; Holcombe, Wolery, 
& Snyder, 1994; Noell et al., 2002).

Calculating all three estimates of treatment integrity is essential, 
because even though overall treatment integrity may be high, component 
integrity and/or session integrity may be low. For example, therapist perfor-
mance may vary as a function of client difficulty (e.g., Foley et al., 1987), 
and such variability may result in inconsistent treatment delivery within 
sessions. Although component integrity may be high across sessions, ses-
sion integrity may be low for a particular session. Failure to measure session 
integrity may hinder the evaluation of results, especially when treatment 
failed to produce significant change on dependent measures while overall 
treatment integrity was high. Treatment components may be more or less 
critical for successful treatment implementation (e.g., providing a ratio-
nale for treatment may be less crucial than contingent delivery of positive 
reinforcement; Gresham, 1997). Monitoring within-session integrity may 
supply important information on the degree of competency and consistency 
in administering each treatment component. Such fine-grained analysis of 
treatment integrity permits better evaluation of treatment outcome and 
enhances the credibility and replicability of results. Further, such analy-
sis helps distinguish among treatment components that are essential for 
change, sufficient, and just facilitative, thus aiding in the identification of 
the mechanisms of change.

Quantitative adherence and competence data must be presented in a 
publication on study outcomes, and these data should be informative of the 
treatment integrity levels. Reporting that utilization of treatment compo-
nents between treatments was significantly higher for one treatment than for 
the other does not adequately inform the research consumer about the adher-
ence levels. There may be a statistically significant difference without either 
treatment having high treatment integrity levels. That is, 50% treatment 
integrity may be significantly higher than 20% treatment integrity; how-
ever, neither represents adequate integrity levels. Further, treatment integ-
rity is sometimes evaluated by asking raters to classify videotapes of therapy 
sessions by the employed treatment modality (e.g., which tape belongs to 
cognitive versus interpersonal therapy). This method does not indicate the 
degree to which therapists were adhering to a manual or were competent in 
treatment delivery. A tape may be correctly classified because the number of 
components within a session was higher for one treatment than for the other. 
However, this classification does not demonstrate that all of the prescribed 
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components were utilized during a session or that proscribed strategies and 
procedures were avoided.

Only absolute values (not relative to each other) may be informative of 
treatment integrity levels. To be considered as informative, data may be pre-
sented as a percentage (e.g., 85% integrity of treatment delivery), a specific 
score within a clearly defined range (e.g., the median adherence score on the 
5-point Likert scale was 3.8), or a number that can be easily converted into 
a percentage (e.g., the proportion of strategies consistent with prescribed 
treatment modality was .82).

Conclusion

The question of what represents a satisfactory assurance that treat-
ment was implemented as designed may not have a straightforward answer. 
Multiple considerations may affect how treatment integrity is addressed, 
including available funding, study design, setting, level of risk of treatment 
inaccuracies, and nature of a treatment. Gresham (2009) discussed treatment 
integrity flexibility, where the required adherence levels depend on the type 
of the research study, with higher levels necessitated for efficacy studies and 
less stringent adherence accepted for effectiveness research. This discussion 
is based on a notion that treatment integrity is related to outcome and that 
treatments with “drifts” from a protocol can still produce positive effects, 
while allowing for flexibility under less controlled conditions. However, 
the main objective of establishing treatment integrity is not to increase the 
strength of the treatment but to inform the degree to which treatment was 
implemented as intended. The higher the treatment integrity level, the more 
closely the implemented treatment approximates the intended treatment. 
Low treatment integrity levels do not indicate that a treatment is weak but 
rather that a treatment is different from that originally intended.

A flexible approach to treatment integrity levels can lead to loose oper-
ational definition of a treatment and thus increase ambiguity in the inter-
pretation of the findings. Yet, the call for a flexible approach highlights the 
challenges of consistent treatment delivery in different settings and under 
different conditions. The flexibility of treatment implementation can be built 
into the treatment protocol and accounted for in the treatment integrity 
measures, thus allowing for accurate estimations of integrity levels under 
variable conditions without compromising the interpretability of the results. 
Flexibility can be built into the treatment protocol by specifying (a) proce-
dures for handling difficult cases, (b) additional treatment components for 
addressing comorbid problems, and (c) approaches for working with various 
populations (e.g., cultural issues, language barriers) and in different settings 
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(e.g., outpatient care, residential facility, inpatient units). Additionally, inter-
vention ingredients are not equally important (e.g., Sanetti & Kratochwill, 
2009), and differentiating required components from auxiliary strategies can 
further augment flexible treatment delivery. These procedures would allow 
therapists to adapt treatment delivery to the needs of a client and the limita-
tions of a particular setting, while delivering all key elements.

The call for accountability in mental health care necessitates establish-
ing a scientific basis for interventions. Requiring manipulation checks on 
treatment delivery will improve the quality of research and clinical prac-
tice. Although it may be laborious and costly, this adjustment is necessary 
to advance the psychotherapy field. Redefinition of criteria for clearing the 
“evidence-based” threshold, standardization and enforcement of treatment 
integrity procedures, increased funding for research, and provision of incen-
tives for implementing integrity procedures may aid in this quest.
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