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There is a knowledge gap regarding clinically representative therapy given in routine settings, that is treatment as usual (TAU), for patients with common
mental health problems (CMHP). This review and meta-analysis aimed to investigate what characterizes clinically representative therapy in Nordic routine
clinics and meta-analyze the outcome of such treatment. Databases (PubMed, EMBASE, PsychINFO, and SveMed+) were searched for TAU, CMHP, and
Nordic countries, together with backward and forward search in Scopus (7 November 2022). Studies were either randomized controlled trials (RCT) or
open trials, using prospective study designs, examining heterogeneous outpatient groups in routine treatment. Within- and between-group effect sizes (ES),
using random effects model, and moderator analyses were calculated. Eleven studies (n = 1,413), demonstrated a small to moderate within-group ES with
high heterogeneity (g = 0.49, I2 = 90%). ESs in RCTs were significantly smaller than in open trials. TAU had a marginally smaller ES (g = �0.21;
adjusted for publication bias g = �0.06) compared to a broad set of clinical interventions. Clinically representative therapy in the Nordic countries
demonstrated a wide variety of characteristics and also a marginally lower ES compared to other interventions. The ESs were smaller than other meta-
analyses examining evidence-based treatments in routine treatment.
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INTRODUCTION

Research on the treatment outcome of routine care for patients
with common mental health problems (CMHP), such as
depressive or anxiety disorders (National Institute for Health and
Care Excellence [NICE], 2011), has been neglected (Hewlett &
Moran, 2014). Routine mental health treatment may be equated to
treatment as usual (TAU). Rather than viewing TAU as a generic
control condition to evidence-based treatments (EBT), the effect
of TAU may also be used as an indicator of what outcome to
expect for patients who undergo treatment in mental health care
facilities (Kazdin, 2015). Meanwhile, research on TAU is
challenging, mainly due to its ambiguity (Freedland, Mohr,
Davidson & Schwartz, 2011; Kazdin, 2015; Wampold, Budge,
Laska et al., 2011; Watts, Turnell, Kladnitski, Newby &
Andrews, 2015). One of the biggest limitations of TAU research
is that many researchers do not describe the contents of it
(Wampold et al., 2011; Watts et al., 2015). Therefore, TAU is
often a laissez faire (Freedland et al., 2011) and in many
randomized control trials (RCTs) not even intended to be
therapeutic (Wampold et al., 2011). As a result, weaker TAU
leads to greater effect sizes (ES) for the intervention of interest in
direct comparisons (Cuijpers, Karyotaki, Reijnders & Ebert, 2019;
Cuijpers, Quero, Papola, Cristea & Karyotaki, 2021; Wampold
et al., 2011; Watts et al., 2015).
A second challenge is the use of TAU across different research

contexts. Patients randomized to TAU can expect inferior

treatment or receive less attention than the intervention group
(Freedland et al., 2011). A third challenge comes with the
variation in the availability and utilization of outpatient services
across the world (World Health Organization [WHO], 2021). This
in turn may affect the ES of TAU, for example between the US
compared to Scandinavia (L€ofholm, Br€annstr€om, Olsson &
Hansson, 2013). Thus, Cuijpers et al. (2021) recommended meta-
analyses to recruit studies within one country and one setting,
although with the number of expected studies and resources in
consideration.
Overall, there is substantial evidence of the effectiveness of

psychological and psychopharmacological treatment for patients
over a wide range of disorders (Leichsenring, Steinert, Rabung &
Ioannidis, 2022), and EBT in routine care (Wakefield, Kellett,
Simmonds-Buckley, Stockton, Bradbury & Delgadillo, 2021), but
few studies have examined TAU restricted to so-called clinically
representative therapy. In a review of meta-analyses, three
increasingly stringent and cumulative criteria defined clinically
representative treatment (Shadish, Matt, Navarro et al., 1997).
First, patients had to be referred in a conventional manner into
routine clinics, with regular therapists having regular caseloads.
Second, treatments had to be unaltered by the researchers. Finally,
patients had to have a spread of mental health problems and
background characteristics, while therapists were free to use a
variety of techniques, and not trained for the specific study. With
over 500 studies examined, only one fulfilled all these criteria
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(Shadish et al., 1997). An updated review found more studies
(Shadish, Matt, Navarro & Phillips, 2000). The random effect size
was d = 0.41 and effects increased with larger treatment dose and
use of specific outcome measures. However, no statistically
significant association between the degree of clinical
representativeness and ES was found.
Others have reviewed TAU for depression and anxiety but

restricted to be a control condition to cognitive behavior therapy
(CBT; Watts et al., 2015), EBT (Wampold et al., 2011) or
guideline-adherent interventions (Setkowski, Boogert,
Hoogendoorn, Gilissen & van Balkom, 2021). In studies where
TAU was a psychotherapy intervention for depression and anxiety
disorders, five studies had a between-group ES for depression of
g = 0.44 and for anxiety of g = 0.34 in favor of CBT (Watts
et al., 2015). A more stringent criterion of TAU as an active
treatment revealed three studies with a between-group ES of
d = 0.33 in favor of EBT (Wampold et al., 2011). However, the
heterogeneity for TAU in general was substantial in both these
meta-analyses. Guideline-adherent therapies have also shown
larger ES than TAU across nine different diagnosis-specific
studies, with a between-group ES of d = 0.29 (Setkowski
et al., 2021). Further, an umbrella review of 102 meta-analyses
compared psychotherapy with active TAU, with an ES of
d = 0.36 in favor of psychotherapy (Leichsenring et al., 2022).
Within-group analysis of routine treatment for patients with
depression and anxiety, treated with EBT in the Improving Access
to Psychological Therapies (IAPT) program, had an ES of
d = 0.87 and 0.88 for symptoms of depression and anxiety
(Wakefield et al., 2021).
To increase knowledge about the treatment that most people

with CMHP receive, an updated systematic review of clinically
representative therapies is necessary. In this review the Nordic
countries were selected, due to their many similarities in
population characteristics and health care utilization. The Nordic
region is often considered a distinct region in international
comparisons of health care systems, characterized by high-trust,
high-taxation, open economies (Lyttkens, Christiansen, H€akkinen,
Kaarboe, Sutton & Welander, 2016). Despite a policy for
evidence-based treatments across the Nordic countries, there is
reason to believe that there is a great deal of non-adherence to
these by therapists (Bergmark, Sundberg, Markstr€om &
Rosenberg, 2022). Although there is a lot of evidence regarding
the effectiveness of evidence-based treatment, there appears to be
a knowledge gap regarding the effect of the treatment provided in
routine mental health care. A systematic review and meta-analysis
on TAU in the Nordic region may serve as a benchmark of the
effect of treatment that most patients receive in routine mental
health care facilities, while at the same time unveiling the
characteristics of TAU in these countries.
In this review we aimed to examine: (1) the contents of

clinically representative mental health outpatient treatment for
adults with CMHP in the Nordic countries; and (2) provide a
meta-analysis regarding its treatment effects.

METHOD

In the present review, TAU was defined in accordance with the strictest
definition of clinically representative therapy (Shadish et al., 1997).

Treatment had to be active, unaltered by the researchers, and conducted in
publicly available outpatient facilities where patients are referred through
usual clinical routes. Thus, research done in private care and university
clinics were excluded. Common mental health problems (CMHP) were
defined according to, but not limited to, the clinical guidelines by
NICE (2011), which use the term for depressive and anxiety disorders.
Unlike common mental disorders (Hewlett & Moran, 2014), CMHP was
conceptualized to include subclinical populations. Most patients with
CMHP are treated within primary health care (NICE, 2011), but CMHP
are also the most common disorders in heterogeneous outpatient treatment
in secondary care. Thus, heterogeneous outpatient facilities were defined
as publicly available primary or secondary care facilities aimed to treat
CMHP, including depressive and anxiety disorders as well as related
mental health problems.

Patients had to display heterogeneity regarding demography and mental
health problems. Records examining only specific disorder groups, or for
example, severe mental health disorders (defined by the authors
themselves), or only suicidal patients were excluded. Therapists could also
not rely on a specific technique, thus records where for example, CBT was
termed TAU and was the only treatment intervention, were excluded. Both
RCTs and open trials using prospective study designs were included.

Search strategy

A systematic search in the electronic databases PubMed, EMBASE,
PsycINFO, and SveMed+ was conducted using no time-limit, which is
further described in a preregistered protocol on PROSPERO
(CRD42020213988). The search string is presented in Appendix S1. First,
a search strategy for PubMed was designed. It was then adapted to the
other databases regarding syntax and search field tags. The search strategy
included variations and synonyms of mental health problems, “routine
outpatient treatment” and outcome measurements, together with the Nordic
countries: Denmark, Finland, Iceland, Norway, and Sweden.

Terms were combined with Boolean operators (OR/AND) along with
truncation. Nordic countries were searched in all fields, other terms in title/
abstract and corresponding index terms. Duplicates were discarded first in
Endnote and then in the web tool Rayyan (Ouzzani, Hammady,
Fedorowicz & Elmagarmid, 2016). Reference lists and citing reports of the
records read for full text were identified using scopus.com, thus backwards
and forward citation searching was conducted. Three researchers (MB, ML
& JL), independently and blinded from each other, screened titles and
abstracts for eligibility according to inclusion and exclusion criteria.
Conflicting results were discussed to reach consensus. Records eligible for
full text reading, but later excluded were documented, and the reason for
the first discovered exclusion criterion was plotted. The following criteria
for exclusion were used: not Nordic, no heterogeneous adult sample, not
outpatient facility, not TAU, and not prospective study. Records using the
same dataset as one already excluded or included were marked as
secondary data if no new information of interest were presented. A data
extraction table was designed, piloted, and used to extract data. For this
review, PRISMA guidelines were followed (see Appendix S2).

Quality assessment

The Downs and Black (1998) checklist for assessment of the
methodological quality of both randomized and non-randomized studies of
health care interventions was applied. The checklist uses subscales
regarding reporting, external validity, bias of the measurement/outcome,
confounding selection of study subjects and power. The instrument was
modified (equal to Bear, Edbrooke-Childs, Norton, Krause &
Wolpert, 2020; questions regarding the intervention group were not used,
that is, items 14 and 21–24), thus yielding a maximum score of 23, where
higher scores indicated better quality. Correspondingly, cut-offs (as
suggested by Hooper, Jutai, Strong & Russell-Minda, 2008) were adjusted,
where less than 10 meant the study demonstrated poor, 10–14 fair, 15–20
good, and 21–23 excellent methodological quality. For the power analysis
item, the research group determined a maximum score of 1 for sufficient
power, and power for all studies was manually calculated. Two researchers
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conducted the assessment independently and blinded, and intraclass
correlation was calculated. Conflicting results were discussed in the
research team until full consensus was reached. The scores were used to
analyze the quality regarding external and internal validity, but also using
an overall score in meta-regression analysis. The interrater reliability for
the quality scale resulted in a moderate level of agreement (intraclass
correlation coefficient = 0.74, 95% confidence interval [CI] = 0.66–0.79,
p < 0.001).

Statistical analyses

IBM SPSS Statistics (version 27) and Comprehensive Meta-Analysis
(version 3.3.070; Borenstein, Hedges, Higgins & Rothstein, 2014) were
used for statistical analysis. Both between-group and within-group meta-
analyses were conducted with random effects model using Hedges’ g,
presented by forest plot. Generic patient reported outcome measures or
subscales measuring broader change in symptoms were used as primary
outcome measures. Well established global psychotherapeutic outcome
measures (e.g., as reviewed by Tarescavage & Ben-Porath, 2014) were
preferred. If more than one measure of interest was reported, the most
suitable measure was decided in the research group.

For studies reporting several points of assessment after the post-
treatment assessment, the final point of assessment was used as follow-up.
The intervention was assumed to affect the post-measure and standard
deviation, thus as recommended by Lakens (2013), the following formula
for ES was used: (Mpre � Mpost)/SDpre. Due to unknown pre-post-
treatment correlations, this was imputed at 0.5 (Follmann, Elliott, Suh &
Cutler, 1992). For studies presenting results for completers only analysis,
the post sample size was used. Heterogeneity was estimated with the Q-
value and I2 (Higgins, Thomas, Chandler et al., 2021). Risk of publication
bias was analyzed by inspection of Egger’s regression intercept (Egger,
Davey Smith, Schneider & Minder, 1997), and by Duval and
Tweedie’s (2000) trim-and-fill method.

The following variables were extracted for qualitative synthesis and to
examine sources of heterogeneity: main intervention, study design (RCT
or open trial), generic outcome measure, other outcome measures, country,
level of care (primary or secondary care), therapist profession, format of
therapy, type of psychological intervention, percent declined, percent
excluded before study started, non-starters, attrition to follow-up, quality
of the studies, data-collection years, number of patients at start of
treatment, percent female, mean age, working status, civil status, non-
nativity, education, diagnosis, session mean, mean duration, percent
pharmacotherapy, and weeks between pre and post measurement. To
examine sources of heterogeneity, subgroup analysis was used for
categorical variables, and meta-regression for continuous moderators. The
Cochrane handbook recommends at least 10 studies as the lowest number
for conducting subgroup analysis or meta-regression (Higgins
et al., 2021). Thus, subgroup-analysis and meta-regression were applied if
variables from at least 10 studies provided data on the variable in
question.

RESULTS

Study selection

Four database searches (October 14, 2020; November 30, 2021;
March 8, 2022, and November 7, 2022) and four backwards and
forward searches were conducted (December 7, 2020; January 3,
2022; March 23, 2022, and November 7, 2022; see Fig. 1). A
total of 7202 records were screened. Out of these, 119 reports
were read in full text, and 12 studies were accepted (see
Appendix S3 for full texts excluded with reason). Out of these,
four articles provided follow-up data (Arvidsdotter, Marklund &
Taft, 2014; Bratberg, Leira, Granan et al., 2021; Koksvik,
Linaker, Gr�awe, Bjørngaard & Lara-Cabrera, 2018; Rise, Eriksen,

Grimstad & Steinsbekk, 2016). Since most articles had results by
completers only (except Arvidsdotter et al., 2014, who provided
intention to treat results), per protocol was used.
Eleven studies provided a generic outcome measure (see

Appendix S4). For two studies, the 32-item behavior and
symptom identification scale (BASIS-32) was chosen as it was
more comprehensive than the four-item outcome rating scale
(ORS). Three studies provided disorder-specific outcome
measures, four studies provided measures of self-reported health,
and three studies provided outcomes measuring social
functioning. For meta-analytic data-synthesis, only generic
outcome measures were chosen, due to too few studies providing
other outcomes of interest.

Quality assessment

The included studies demonstrated a great variation in
methodological quality measured by a modified version of Downs
and Black (1998) (see Appendix S5). The mean quality score was
11.5 (SD = 3.3) out of 23 (range 8–17). Four studies
demonstrated poor quality, six fair, and two good quality, while
none demonstrated excellent quality. None of the included studies
described adverse effects of the intervention, two described
sufficiently the patient characteristics of attrition, and two
controlled for it in the analyses.

Study characteristics

Design and attrition. Seven studies were RCTs and five were
open trials. As a generic outcome measure, three studies used the
90-item Symptom Checklist (SCL-90), three BASIS-32, and five
used others (see Appendix S4). One study did not present
outcome using a generic symptom measure, and was excluded for
quantitative synthesis (Ramirez, Ekselius & Ramklint, 2008).
Three studies did not present clear inclusion or exclusion criteria
except reasons why patients declined (Østerg�ard, O’Toole,
Svendsen & Hougaard, 2020;, Rise et al., 2016; Werbart, Levin,
Andersson & Sandell, 2013). Number of declined, excluded, non-
starting patients, and drop-outs (attrition) spanned considerably
(see Appendix S4). However, many studies did not specify non-
starters, thus attrition statistics could have been negatively
affected.

Facility and patient characteristics. Six studies were conducted
in Sweden, five in Norway, and one in Denmark (see Table 1).
No studies conducted in Finland or Iceland were included. Four
studies examined treatment in primary care, seven examined
specialist mental health services or secondary care, and one study
examined both primary care and specialist mental health services
(correspondingly 30% and 70% of the patients; Werbart
et al., 2013). All studies had a majority of female patients
(average 72%, range 55%–90%), with mean age of 31.7 years
(range 22–42 mean years).
Diagnoses were reported in eight studies, three using DSM-IV

criteria (Hansson, Rundberg, €Osterling, €Ojehagen &
Berglund, 2013; Ramirez et al., 2008; Werbart et al., 2013), three
ICD-10 criteria (Bratberg et al., 2021; Brattland, Koksvik,
Burkeland et al., 2018; Møllersen, Sexton & Holte, 2009) and
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two without a specified diagnostic system (Arvidsdotter
et al., 2014; Østerg�ard et al., 2020). Patients with depressive, or
anxiety disorders/mental health problems were reported in eight
studies (depression range 28%–73%, anxiety range 20%–67%),
with an estimated total proportion of diagnoses of 43% depression
and 34% anxiety disorders.

Therapists and treatment characteristics. The most commonly
reported professions at the primary health care level were
psychologists and social workers (see Table 2). At the secondary
level, psychiatrists and psychologists were most frequently
reported, but also social workers, psychiatric nurses, nursing
assistants, physiotherapists, occupational therapists, and milieu
therapists were reported. Four studies did not report health care
professionals’ background.

Type of treatment also varied: two studies reported
psychotherapy as the only treatment given, seven studies reported
psychotherapy and psychopharmacotherapies used in
combination. Three studies did not explicitly report the format of
therapy (Koksvik et al., 2018; Ramirez et al., 2008; Rise
et al., 2016). All treatments were given face-to-face individually
or in group. The most common treatment interventions were CBT,
but also metacognitive-, psychodynamic-, support-,
psychoeducational-, systemic-, humanistic-, and existential-
therapies were reported. Seven studies did not report if specific
treatment interventions were given.
Six studies presented mean number of sessions per patient

(M = 7.13, range 4–27 sessions), and one study presented range,
where 52% had 1–10 visits (Hansson et al., 2013). Four articles
presented mean duration (M = 100 days, range 56 days–

Fig. 1. PRISMA flow chart of included studies.
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7 months), and three presented frequencies, between weekly to
monthly sessions. Three studies provided mean number of
sessions for both the primary intervention and TAU: one study
reported more sessions provided to the intervention (5%; Bratberg
et al., 2021), and two studies reported more sessions provided to
TAU (7% in Brattland et al., 2018; 21% for group treatment, 5%
for individual treatment in Østerg�ard et al., 2020). One study
stated no difference in number of sessions (Hansson et al., 2013),
and one provided the mean of the intervention together with TAU
(Rise et al., 2016).
Five studies reported use of medication, of which two explicitly

reported pharmacological drug of relevance for mental health
condition (33% in Bratberg et al., 2021; 47.4% in Rise
et al., 2016). One study reported drug categories (antidepressant
35%, anxiolytics 16% in Sundquist, Palm�er, Johansson &
Sundquist, 2017). Two studies presented percentage of patients
with pharmacological drug use, without explicitly reporting if it
was of relevance for their mental health condition (34.9% in
Møllersen et al., 2009; 41% in Werbart et al., 2013).

Results of synthesis

Power analysis. For the within-group meta-analysis, 12 ESs were
calculated with a mean number of treated participants of 117.8
(n = 1,413, SD = 126.6, range 28–480), and for the between-
group analysis there were nine ESs with a mean number of
treated participants of 103.8 (intervention n = 937, SD = 149.6,
range 22–492, TAU n = 932, SD = 144.8, range 28–480).
According to the formulas for power analysis in meta-analyses by
Valentine, Pigott, and Rothstein (2010), there would be a 75.6%
power for within-group and 57.8% power for between-group to
detect a small ES (0.20), when assuming that the heterogeneity of
ESs was high.

Meta analysis. Random effects model for overall within-group
resulted in a significant small to moderate ES (g = 0.49, 95%
CI = 0.30–0.68, p < 0.001; forest plot is displayed in Fig. 2).
However, the heterogeneity between the studies was substantial,
with a Q-value of 107.4, df(11), p < 0.001, and I2 = 90%. For the
studies that reported follow-up data (n = 4), the follow-up ES
(g = 0.64, 95% CI = 0.44–0.84, p < 0.001) was non-significantly
different from the post ES (Q = 1.16, p = 0.281). For these, a
non-significant test of heterogeneity was found, Q = 0.49, df(3),
p = 0.920, I2 < 1% (see Appendix S6). Nine ESs were extracted
for TAU compared to an intervention (see Fig. 2)
The random effects model for between-group resulted in a

significant small ES in favor of the interventions (g = �0.21,
95% CI = �0.36 to �0.05, p = 0.010). The Q-value, Q = 15.90,
df(8), p = 0.044, was significant and the I2 showed moderate
heterogeneity (50%). For the few studies that reported follow-up
data (n = 4), a non-significantly different ES was obtained
(Q = 0.08, p = 0.782; g = �0.25, 95% CI = �0.52 to �0.02,
p = 0.066), with smaller heterogeneity (Q = 3.21, df(3),
p = 0.361, I2 = 6%; see Appendix S6).

Publication bias. Publication bias did not seem to be a critical
issue regarding within-group analysis, with a non-significant
Egger’s regression intercept (t = �1.21, p = 0.253), and Duval

Ta
bl
e
1.

F
ac
ili
ty
an
d
pa
tie
nt

ch
ar
ac
te
ri
st
ic
s

S
tu
dy

D
at
a
co
lle
ct
io
n

C
ou
nt
ry

L
ev
el
of

ca
re

TA
U

n
F
em

al
e
%

A
ge

M
(S
D
)

W
or
ki
ng

st
at
us

C
iv
il
st
at
us

D
is
or
de
rs
/p
ro
bl
em

s

A
rv
id
sd
ot
te
r,
M
ar
kl
un
d,

an
d
Ta
ft
(2
01
4)

20
10
–2
01
1

S
w
ed
en

Pr
im

ar
y

40
88

40
(9
.1
)

U
nk
no
w
n

U
nk
no
w
n

D
ep

30
%

A
nx

20
%

B
ra
tb
er
g
et
al
.(
20
21
)

20
14
–2
01
6

N
or
w
ay

Se
co
nd
ar
y

35
64

31
.7

(1
0.
7)

56
%

em
pl
oy
ed

U
nk
no
w
n

D
ep

28
%

A
nx

59
%

B
ra
ttl
an
d
et
al
.
(2
01
8)

20
12
–2
01
6

N
or
w
ay

Se
co
nd
ar
y

85
60

34
.6

(1
2)

48
%

no
t
w
or
ki
ng

51
%

si
ng
le

D
ep

28
%

A
nx

28
%

E
lf
st
r€ o
m

et
al
.
(2
01
3)

U
nk
no
w
n

S
w
ed
en

Pr
im

ar
y

13
3

71
42
.4

(1
2.
9)

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

H
an
ss
on

et
al
.
(2
01
3)

20
07
–2
00
8

S
w
ed
en

Se
co
nd
ar
y

18
6

69
39

(1
4.
1)

39
%

un
em

pl
oy
ed

66
%

si
ng
le

D
ep

33
%

A
nx

24
%

K
ok
sv
ik

et
al
.
(2
01
8)

20
09
–2
01
3

N
or
w
ay

Se
co
nd
ar
y

40
76

37
.0
9
(1
2.
8)

23
.9
%

em
pl
oy
ed

40
%

m
ar
ri
ed

U
nk
no
w
n

M
øl
le
rs
en

et
al
.(
20
09
)

19
99
–2
00
1

N
or
w
ay

Se
co
nd
ar
y

33
5

61
36
.0
1
(1
1.
9)

60
%

em
pl
oy
ed

U
nk
no
w
n

D
ep

43
%

A
nx

31
%

Ø
st
er
g� a
rd

et
al
.(
20
20
)

20
14
–2
01
6

D
en
m
ar
k

P
ri
m
ar
y

74
0

75
25
.1
9
(4
.6
)

U
nk
no
w
n

U
nk
no
w
n

D
ep

43
%

A
nx

30
%

R
am

ir
ez

et
al
.(
20
08
)

20
02
–2
00
4

S
w
ed
en

Se
co
nd
ar
y

19
1

80
22
.4

(1
.9
)

U
nk
no
w
n

U
nk
no
w
n

D
ep

73
%

b
A
nx

67
%

R
is
e
et
al
.(
20
16
)

20
10
–
U
nk
no
w
n

N
or
w
ay

Se
co
nd
ar
y

38
55

29
.2

(u
nk
no
w
n)

15
.8
%

w
or
ki
ng

37
%

liv
in
g
al
on
e

U
nk
no
w
n

S
un
dq
ui
st
et
al
.
(2
01
7)

20
12

S
w
ed
en

Pr
im

ar
y

10
5

90
41

(1
1)

U
nk
no
w
n

65
%

m
ar
ri
ed

a
U
nk
no
w
n

W
er
ba
rt
et
al
.
(2
01
3)

20
07
–2
01
0

S
w
ed
en

Pr
im

ar
y
&

S
ec
on
da
ry

18
0

74
36

(1
0.
9)

U
nk
no
w
n

U
nk
no
w
n

D
ep

42
%

A
nx

24
%

a I
nf
or
m
at
io
n
pr
ov
id
ed

in
Su

nd
qu
is
t
et
al
.,
20
19
,

b
D
ep
re
ss
iv
e
di
so
rd
er
s,
dy
st
hy
m
ia
an
d
bi
po
la
r
di
so
rd
er
.

© 2023 The Authors. Scandinavian Journal of Psychology published by Scandinavian Psychological Associations and John Wiley & Sons Ltd.

Representative therapy for Nordic outpatients 315Scand J Psychol 65 (2024)

 14679450, 2024, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/sjop.12976 by N

tnu N
orw

egian U
niversity O

f S, W
iley O

nline L
ibrary on [03/06/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Ta
bl
e
2.

Th
er
ap
is
ts
an
d
tr
ea
tm
en
t
ch
ar
ac
te
ri
st
ic
s

St
ud
y

T
he
ra
pi
st
s
pr
of
es
si
on

(n
)

F
or
m
at
of

th
er
ap
y

Ps
yc
ho
lo
gi
ca
l

In
te
rv
en
tio

n
S
es
si
on
s
M

(S
D
)

M
ea
n
du
ra
tio

n
(F
re
qu
en
cy
)

M
ed
ic
at
io
n

A
rv
id
sd
ot
te
r
et
al
.(
20
14
)

U
nk
no
w
n
(U

nk
no
w
n)

P
sy
ch
ol
og
ic
al
&

ph
ar
m
ac
ol
og
ic
al

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

B
ra
tb
er
g
et
al
.
(2
02
1)

P
sy
ch
ol
og
is
ts
,p

sy
ch
ia
tr
is
ts
,
ps
yc
hi
at
ri
c
nu
rs
es
,
m
ili
eu

th
er
ap
is
ts
an
d
so
ci
al
w
or
ki
ng

cl
in
ic
ia
ns

(U
nk
no
w
n)

P
sy
ch
ol
og
ic
al
&

ph
ar
m
ac
ol
og
ic
al

C
B
T,

M
C
T,

P
D
T,

an
d/
or

su
pp
or
t

th
er
ap
y

13
.8

(U
nk
no
w
n)

7
m
on
th
s

(U
nk
no
w
n)

33
%

B
ra
ttl
an
d
et
al
.(
20
18
)

P
sy
ch
ol
og
is
ts
(1
1)
,p

sy
ch
ia
tr
is
ts
(6
),
an
d
ot
he
r
m
en
ta
l

he
al
th

ca
re

pr
of
es
si
on
s
(3
)
(T
ot
al
20
)

P
sy
ch
ol
og
ic
al

P
D
T,

hu
m
an
is
tic
/

ex
is
te
nt
ia
l,
C
B
T

13
.0
1
(1
0.
92
)

(W
ee
kl
y/
B
iw
ee
kl
y)

U
nk
no
w
n

E
lf
st
r€ o
m

et
al
.
(2
01
3)

P
sy
ch
ol
og
is
ts
(U

nk
no
w
n)

P
sy
ch
ol
og
ic
al

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

H
an
ss
on

et
al
.
(2
01
3)

P
sy
ch
ia
tr
is
ts
,
nu
rs
es
,
ps
yc
ho
lo
gi
st
s,
so
ci
al
w
or
ke
rs
,

ph
ys
io
th
er
ap
is
ts
an
d
oc
cu
pa
tio

na
l
th
er
ap
is
ts
(T
ot
al
56
)

P
sy
ch
ol
og
ic
al
&

ph
ar
m
ac
ol
og
ic
al

U
nk
no
w
n

U
nk
no
w
n

10
w
ee
ks

(U
nk
no
w
n)

U
nk
no
w
n

K
ok
sv
ik

et
al
.(
20
18
)

U
nk
no
w
n
(U

nk
no
w
n)

N
ot

sp
ec
ifi
ed

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

M
øl
le
rs
en

et
al
.(
20
09
)

P
sy
ch
ia
tr
is
ts
(1
1)
,P

sy
ch
ol
og
is
ts
(9
),
Ps
yc
hi
at
ri
c
nu
rs
e

(7
),
C
lin

ic
al

so
ci
al
w
or
ke
rs
(6
)
(T
ot
al
33
)

P
sy
ch
ol
og
ic
al
&

ph
ar
m
ac
ol
og
ic
al

U
nk
no
w
n

9.
0
(8
.0
)

7.
2
m
on
th
s
(1
.4

tim
es

pe
r
m
on
th
)

34
.9
%

Ø
st
er
g� a
rd

et
al
.(
20
20
)

P
sy
ch
ol
og
is
ts
an
d
so
ci
al
w
or
ke
rs
(T
ot
al
33
)

P
sy
ch
ol
og
ic
al

C
B
T,

P
D
T,

sy
st
em

ic
/

hu
m
an
is
tic

9.
3
(4
.7
8)

a

4.
12

(2
.4
6)

b
56

da
ys

(1
0
da
ys
)a

83
da
ys

(2
7
da
ys
)b

U
nk
no
w
n

R
am

ir
ez

et
al
.
(2
00
8)

U
nk
no
w
n
(U

nk
no
w
n)

N
ot

sp
ec
ifi
ed

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

R
is
e
et
al
.(
20
16
)

P
sy
ch
ia
tr
ic
nu
rs
e
(3
),
ps
yc
ho
lo
gi
st
s
(1
0)

(T
ot
al
17
)

N
ot

sp
ec
ifi
ed

U
nk
no
w
n

U
nk
no
w
n

U
nk
no
w
n

47
.4
%

Su
nd
qu
is
t
et
al
.
(2
01
7)

P
sy
ch
ol
og
is
ts
an
d
so
ci
al
co
un
se
llo

rs
(U

nk
no
w
n)

P
sy
ch
ol
og
ic
al
&

ph
ar
m
ac
ol
og
ic
al

80
%

C
B
T,

20
%

un
kn
ow

n
6.
3
(U

nk
no
w
n)

U
nk
no
w
n

35
%

A
nt
id
ep
.

16
%

A
nx
.

W
er
ba
rt
et

al
.
(2
01
3)

U
nk
no
w
n
(T
ot
al
75
)

P
sy
ch
ol
og
ic
al
&

ph
ar
m
ac
ol
og
ic
al

17
%

C
B
T,

66
%

P
D
T,

17
%

IN
T

27
.4

(U
nk
no
w
n)

U
nk
no
w
n

(i
nt
er
ve
nt
io
n

de
pe
nd
en
t)

41
%

N
ot
es
:

A
nx

=
A
nx
io
ly
tic
s/
tr
an
qu
al
iz
er
;

A
nt
id
ep

=
A
nt
id
ep
re
ss
iv
e

m
ed
ic
at
io
n;

C
B
T
=
C
og
ni
tiv

e
th
er
ap
y

or
co
gn
iti
ve

be
ha
vi
or
al

th
er
ap
y;

IN
T
=
In
te
rp
er
so
na
l

th
er
ap
y;

M
C
T
=
M
et
ac
og
ni
tiv

e
th
er
ap
y;

PD
T
=
Ps
yc
ho
dy
na
m
ic
th
er
ap
y.

a G
ro
up

tr
ea
tm

en
t,

b
In
di
vi
du
al
tr
ea
tm

en
t.

© 2023 The Authors. Scandinavian Journal of Psychology published by Scandinavian Psychological Associations and John Wiley & Sons Ltd.

316 M. Brattmyr et al. Scand J Psychol 65 (2024)

 14679450, 2024, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/sjop.12976 by N

tnu N
orw

egian U
niversity O

f S, W
iley O

nline L
ibrary on [03/06/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



and Tweedie’s (2000) method suggested one condition to be
trimmed (adjusted g = 0.53). However, potential publication bias
was found for between-group analysis, with significant Egger’s
regression intercept (t = �3.49, p = 0.010), and Duval and
Tweedie’s procedure indicated five conditions to be trimmed left
of the mean (adjusted g = �0.06). Thus, the difference between

the intervention and TAU groups could be close to zero when
adjusted for publication bias.

Moderator analysis. Only the subgroup analysis for difference
between open trials and RCTs was statistically significant (see
Table 3; Q = 4.60, p = 0.032). Open trials demonstrated both

Forest plots depicting random effect sizes at post-treatment for TAU and comparisons with 
other interventions 

Study g 95% CI Hedges’ g and 95% CI

Within-group effects for TAU

Arvidsdotter, 2014 0.44 0.10 to 0.78

Bratberg, 2021 0.34 -0.03 to 0.70

Brattland, 2018 0.69 0.40 to 0.97

Elfström, 2013 1.19 0.97 to 1.41

Hansson, 2013 0.13 -0.05 to 0.30

Koksvik, 2018 0.05 -0.27 to 0.37

Møllersen, 2009 0.31 0.16 to 0.47

Østergård, 2020 a 0.33 0.05 to 0.61

Østergård, 2020 b 0.76 0.66 to 0.86

Rise, 2016 0.44 0.06 to 0.82

Sundquist, 2017 0.33 0.12 to 0.54

Werbart, 2013 0.80 0.63 to 0.97

Pooled 0.49 0.30 to 0.68

−1.00        0.00         1.00       2.00

Negative outcome                     Positive outcome

Between-group effects (TAU vs. intervention)

Arvidsdotter, 2014 -0.81 -1.29 to -0.33

Bratberg, 2021 -0.35 -0.84 to 0.15

Brattland, 2018 -0.24 -0.61 to 0.13

Hansson, 2013 -0.04 -0.28 to 0.20

Koksvik, 2018 -0.30 -0.75 to 0.15

Østergård, 2020 a -0.26 -0.67 to 0.15

Østergård, 2020 b 0.02 -0.11 to 0.14

Rise, 2016 -0.35 -0.91 to 0.20

Sundquist, 2017 -0.17 -0.47 to 0.13

Pooled -0.21 -0.36 to -0.05

−1.00                    0.00                     1.00                     2.00

Favors intervention                         Favors TAU

a Group treatment. b Individual treatment.

Fig. 2. Forest plots depicting random effect sizes at post-treatment.
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higher ES (g = 0.68, p < 0.001) and also greater heterogeneity
(df[4], Q = 53.10, p < 0.001, I2 = 92%) compared to RCTs
(g = 0.33, p < 0.001, df[6], Q = 14.57, p = 0.024, I2 = 59%).
When one outlier was removed (Elfstr€om, Evans, Lundgren,
Johansson, Hakeberg & Carlsson, 2013) the results demonstrated
the same tendency, but were non-significant (open trials g = 0.56,
RCT g = 0.33, Q = 2.17, p = 0.141). Statistically significant
differences were not found for country, level of care, or any of the
continuous variables in the meta-regression analysis including
study quality (see Table 4).

DISCUSSION

This review demonstrated a great variability in what constituted
clinically representative therapy, TAU, and resulted in a small to
moderate within-group ES (g = 0.49). It also showed high
heterogeneity, which partially was explained by research design
(higher effects in open trials, smaller in RCTs). Compared to a
broad set of interventions, TAU was only marginally less effective
(g = �0.21, adjusted for potential publication bias g = �0.06).
Further, follow-up scores were not significantly different from
post-treatment scores. The results should be interpreted with
caution and not as the true effect of clinically representative
therapy in the Nordic countries, as there is a need for more
studies of higher methodological quality.
The results demonstrated a variety of methodological qualities,

and a plethora of patient characteristics, professional backgrounds

and treatments were reported in these, assumed to be, clinically
representative therapies within the Nordic countries. However,
more than half of the studies did not provide information on what
intervention the psychological treatment consisted of, and half of
the comparative studies did not provide mean number of sessions
of both intervention and TAU. In addition, assessment for
publication bias indicated potentially missing studies of TAU with
higher ES. Further, high heterogeneity of ES is a finding in line
with previous meta-analyses of TAU (Wampold et al., 2011;
Watts et al., 2015). Still, no study in the present review examined
TAU on its own as the primary intervention, which is noteworthy,
considering the widely recognized knowledge gap on routine
treatment (Hewlett & Moran, 2014). However, this review used
strict inclusion criteria, which excluded articles examining other
routine treatments, and this may have biased the results.
TAU in the Nordic countries demonstrated weaker within-

group ES (g = 0.49) than EBT in IAPT (d = 0.87–0.88;
Wakefield et al., 2021). Thus, TAU seems to be less effective
than evidence-based treatments, but compared to a broad set of
interventions, the difference could be negligible, especially when
adjusting for a potential publication bias. One excluded but highly
relevant study (Nordmo, Sønderland, Havik, Eilertsen, Monsen &
Solbakken, 2020) reported a larger effect size (d = 0.85) for
patients treated between 1995–2008, who received a considerably
higher number of sessions (mean of 51) than the included studies
(range 4–27). This could indicate that a larger dose of
psychotherapy is associated with increased effects. As noted by
Shadish et al. (2000), study outcomes may vary depending on
treatment dose as well as sample- and treatment characteristics.
The effect size reported by Shadish et al. (2000), d = 0.41, which
resembles the effect found in our study, may thus be representable
for routine outpatient psychiatric facilities in the Scandinavian
countries today, but as illustrated by the Nordmo et al. study, this
effect could vary depending upon treatment duration.
Adding to the already acknowledged efficacy-effectiveness gap,

this meta-analysis demonstrated a significant difference in ES in
favor of studies conducted in open trials, in contrast to other
meta-analyses (e.g., Shadish et al., 2000). It has been said that the
ES of effectiveness studies could easily be overestimated, for
example, due to regression towards the mean and spontaneous
remissions (Cuijpers, Weitz, Cristea & Twisk, 2017). However,
using within-group comparisons, the same confounding factors
apply to efficacy studies.

Limitations

The heterogeneity of TAU, as demonstrated both in the systematic
review and meta-analysis could arguably undermine the certainty
of the results. Although this meta-analysis included more studies
than median number of studies found in the Cochrane library, the
I2 statistics is both prone to be imprecise and biased in small
meta-analyses (von Hippel, 2015). While our results had a
comparable between-size I2 statistics compared to other TAU
meta-analyses, it also indicates something else: Nordic mental
health care could be very unequal, which contradicts the very
presumption of egalitarian health care systems.
All Nordic countries were represented in the search strategy,

but we identified no matching articles from Iceland and Finland.

Table 3. Subgroup analysis for clinically representative treatment (within-
group random effects)

Variable k g 95% CI Q p

Country 1.402 0.496
Denmark 2 0.563 0.144–0.982
Norway 5 0.365 0.173–0.556
Sweden 5 0.579 0.192–0.965
Study design 4.598 0.032*
Open trial 5 0.680 0.407–0.953
RCT 7 0.331 0.166–0.496
Level of care 3.087 0.079
Primary 5 0.620 0.323–0.917
Secondary 6 0.312 0.140–0.485

Notes: k = number of comparisons.
*p < 0.05.

Table 4. Meta-regression analysis of potential moderators of treatment
outcome (within-group analysis)

Variable k Point est. z p

Quality 12 0.003 0.09 0.926
N start 12 0.001 0.82 0.412
Female % 12 �0.175 �0.17 0.864
Age mean 12 0.003 0.16 0.876
Attrition 11 0.161 0.18 0.855
Excluded 10 0.033 0.04 0.964
Weeks after start of treatment 11 �0.001 �0.14 0.890
Publication year 12 �0.007 �0.22 0.823

Notes: k = number of comparisons. Publication year = years after first
study, namely, 2013.
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Thus, only Scandinavian studies were synthesized. The database
SveMed+ was only available for Scandinavian gray literature and
was no longer updated as of January 2020. Although no gray
literature was found eligible in the present study, there was a risk
of not retrieving potential non-peer reviewed literature.
Additionally, due to low power, moderator analysis of many

potentially confounding variables was not conducted, such as for
instrument information (e.g., language of instruments), patient
characteristics (e.g., diagnosis), or treatment information (e.g., use
of pharmacotherapy or number of sessions). The latter has been
demonstrated to be significantly associated with ES in one of the
few meta-analyses on clinically representative therapies (Shadish
et al., 2000). Also, many variables were presented in different
ways, such as education, working status, and medication, which
resulted in insufficient information for subgroup comparisons.
Moreover, the subgroup analysis that was conducted may have
been underpowered, which poses a risk of both alpha and beta
errors. Therefore, non-significant findings of moderators in the
current study must be interpreted with caution.
The present meta-analysis included studies with generic

measures of symptom severity, which may have affected the
results. Generic measures have been suggested justified for
comparisons across diagnostic groups but are also associated with
less precision and lower estimates of ES than specific measures
(de Beurs, Vissers, Schoevers, Carlier, van Hemert &
Meesters, 2019; Shadish et al., 2000).

CONCLUSION

To the best of our knowledge this is the first review to
systematically assess clinically representative TAU in a restricted
geographical area. Unlike previous meta-analyses, this study
applied a stricter definition of TAU, and only studies with
heterogeneous clinical samples and treatments were included.
Although limited to the Nordic countries, this study demonstrated
the ambiguity of TAU, but also its effect compared to other
comparable meta-analyses.
Although with limitations, this review and meta-analysis may

not only serve as a benchmarking study of clinical effect in
mental health treatment for CMHP within the Nordic region, but
also an in-depth examination of the nature of TAU within a
region that shares many commonalities within the mental health
sector. Considering the widespread use of TAU in clinical
practice, and also the lack of research on it, there is a need for a
pivotal change in research attitude toward routine treatment.
Further research is warranted, to increase the understanding of the
most commonly delivered treatment by the majority of mental
health professionals, to the majority of patients.
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