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Summary

Background: The share of consultations at district psychiatric centres is increasing.
In a health-economics perspective, it is important to describe the effects of the
outpatient treatment provided at such centres.

Objective: The aim of the study was to map changes in symptom severity and the
incidence of mental disorders in patients following treatment at a district psychiatric
centre. We also wanted to assess whether the therapist’s profession had an impact on
these variables.

Method: At Elverum-Hamar district psychiatric centre, we mapped 156 patients
before therapy, and 65 patients (42 per cent) participated in a follow-up six years
later. Participants reported their own symptom severity and took part in diagnostic
interviews before therapy and as part of the follow-up. In separate analyses,
treatment outcomes were compared for patients of psychiatric nurses (n = 31) and
psychologists/psychiatrists (n = 34).
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Results: In the follow-up, 28 out of 65 patients (43 per cent) showed a clinically
significant improvement, and 27 of the 59 patients (46 per cent) who were
interviewed no longer exhibited a mental disorder. These results were due to a
particular improvement in affective disorders. The median number of consultations
during the time period was 53 (with a 4-328 spread). There was no significant
difference between patients treated by psychiatric nurses and
psychologists/psychiatrists. Apart from a higher mean age, we found no significant
difference between the patients who showed a clinical improvement and those who
did not show any improvement.

Conclusion: Despite numerous consultations at district psychiatric centres, only a
moderate share of the patients experienced a significant reduction in symptoms. The
profession of the therapists does not seem to impact the effects in the long term.

The white paper concerning the Escalation Plan for Mental Health (1) led to a large
increase in personnel and financial resources at the district psychiatric centres.
According to the guide for district psychiatric centres (2), the centres are responsible for
performing specialised evaluations and providing outpatient, inpatient, ambulant and
day-care treatment.

Furthermore, the health services provided at the district psychiatric centres must be safe
and effective, and include systems for evaluation and quality assurance. The guide for
the centres states that this development and resource allocation should be reflected in
the research activity at the centres.

The Norwegian Directorate of Health’s report on district psychiatric services from 2015
(3) states the following: ‘Adjusted for population growth, outpatient activity increased by
167 per cent during the period 1998-2015. The entire growth stems from the district
psychiatric centres. The share of consultations at the centres has thus increased from 53
to 86 per cent of all consultations.’

Central health authorities have not calculated basic preferred figures for staffing at
district psychiatric centres, but they stress the importance of an interdisciplinary group
of personnel in which the representation of specialists is strong enough to maintain a
well-functioning specialist health service (2). On a national basis, graduates with
additional qualifications make up 28 per cent of the clinicians employed at the district
psychiatric clinics (3).

Other research in the field

In a societal and health-economics perspective, it is important to obtain information on
the effects of outpatient treatment provided at the district psychiatric centres. It is
important to secure systematic knowledge of the changes that patients experience over
time, which patients experience change, as well as to map the factors that influence
these changes, including the profession of the therapists.



In a literature search in PubMed and CINAHL, we did not find any relevant Norwegian
studies from the district psychiatric centres relating to these factors. International
research on mental health care concerns the understanding of the nurse’s role in general
terms (4), mainly described in the context of the primary health service (5, 6).

In connection with outpatient specialist health services, literature was found on the
nurses’ function in defined roles, such as stimulating physical activity (7), and their
coordinating role in improving psychiatric patients’ access to general practitioners and
psychiatrists (8), or to ensure continuity between different treatment levels (9). Some
studies compare psychiatric nurses and psychiatrists, but only in a limited clinical
context, such as a risk assessment (10, 11).

We did not find any international research describing patients’ perceptions of their
degree of improvement or reductions in symptoms where nurses work on a more
independent basis in the specialist health service with both evaluations and treatment,
as is the case in the district psychiatric centres in Norway. This finding is in line with a
report by the Norwegian Directorate of Health (12), which describes the international
literature on the subject as follows:

‘Such consultation-based services are organised in different ways in different countries,
and the type of healthcare personnel involved can vary, including psychiatric nurses,
psychologists, psychiatrists or other authorised healthcare personnel. The comparative
data on access and use of consultation-based services is limited.’

Objective of the study

The objective of our naturalistic pilot study was to investigate the extent to which
patients experienced full remission after treatment at a general psychiatric clinic. We
also wanted to map the factors that affected such remission, including the significance of
the therapist’s profession.

The research questions in the study were as follows:

Are there significant changes in the symptom severity and the incidence of psychiatric
diagnoses in patients treated at district psychiatric centres in Norway when they are
followed up six years later on average? If so, what characterises those patients who
improve, and is the profession of the therapist significant?

Method

The study included patients treated at Elverum-Hamar district psychiatric centre, a
general psychiatric clinic. The baseline survey covered 156 patients who were evaluated
and treated between 1 February 2009 and 15 May 2010. Exclusion criteria in the baseline
survey were age below 20 years, clinically perceptible cognitive reduction, psychosis,
severe risk of suicide, severe somatic illness or linguistic problems. Patients who abused
alcohol or other substances were treated at a different unit in the district psychiatric
centres.



In the baseline survey, the therapists asked patients who met the criteria if they were
willing to take part. Since the original study had aimed at obtaining a sample in which 50
per cent of participants had a personality disorder, we did not ask all patients. However,
it has been documented that the incidence of personality disorders upon referral to the
specialist health service is about 50 per cent (13). Additional information about the
inclusion process is described in a separate article (14).

In the follow-up survey, we received responses from 65 of the patients (42 per cent). One
patient had died and 13 had an unknown address (the correspondence was returned).
Thus, 142 patients received a written invitation to participate in the period 22 April 2015-
30 March 2016. One reminder was sent, and responses were received from 97 of those
invited (68 per cent), of whom 26 (18 per cent) did not want to take part and 4 (3 per
cent) did not meet at the agreed time. A total of 67 (47 per cent) therefore participated

(Figure 1).

Figure 1. Flowchart for study sample
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Of the 67 participants, 59 (88 per cent) attended the interview and submitted a
satisfactorily completed questionnaire. Six patients only returned a completed
questionnaire, and two only attended an interview. Our analyses are based on the 65
patients who responded to the symptom instrument (SCL-90-R, see the section below),
and on the 59 patients who took part in a diagnostic interview both as part of the
baseline survey and the follow-up.

Demographics

Demographic data was dichotomised as follows: marital status in ‘married/cohabiting’
and ‘single’, education in ‘12 years of education or less (low)” and ‘more than 12 years of
education (high)’, employment situation in ‘paid employment’ and ‘non-paid
employment’.
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Full-time and part-time employees and self-employed patients represented the first
group, while the unemployed, those on sick leave, benefit recipients and work
assessment allowance claimants belonged to the other. Self-reported health related to
the question ‘How is your health at the moment?’, with four response options (‘Poor’,
‘Not so good’, ‘Good’ or ‘Very good”), dichotomised as ‘Good health’ and ‘Poor health’,
with two alternatives in each category (15).

Checklist for symptom severity

The Symptom Checklist 9o Revised (SCL-90-R) (16, 17) is an instrument for measuring
patients’ psychiatric symptom severity in the last week. SCL-90-R consists of 9o
questions scored on a five-point scale (0—4) from ‘Not at all’ to ‘Extremely’.

The Global Severity Index (GSI) measures the general psychopathology in SCL-90-R,
and is calculated by adding the scores of the nine sub-scales and dividing this number by
the total number of questions. All 65 patients provided complete SCL-90-R responses at
both measurement times.

Interviews

The Mini International Neuropsychiatric Interview (MINI) is a structured interview for
axis I diagnoses in the DSM-IV classification. The Norwegian 5.0.0 version from 2007
was used at both measurement times (18).

In the baseline survey, the therapists conducted the MINI interviews, and the
distribution of their main diagnoses was 71 per cent for affective disorders, 24 per cent
for anxiety disorders and 5 per cent for other disorders. During the follow-up, the first
author conducted the MINTI interviews.

The SCID-II interview was used to map personality disorders. The interview covers ten
specified personality disorders plus the category ‘personality disorder not otherwise
specified’ (19). We used the official Norwegian version of SCID-II, which was last revised
in 2004.

The therapists conducted the interviews in the baseline survey, where everyone had
already participated in a two-day SCID-II course held by the Norwegian National
Advisory Unit on Personality Psychiatry. The therapists found that 41 per cent of the
patients had one or more personality disorders. The first author conducted the SCID-II
interviews in the follow-up.

The use of psychopharmaceuticals (antipsychotics, antidepressants, anxiolytics) was
only registered at the follow-up interviews.

Therapists

The profession of the therapists was divided into nurses with further education in
psychiatry and a continuing education qualification in therapeutics (cognitive/group
analytical therapy) in one group, and psychiatrists, speciality registrars, consultant
clinical psychologists and psychologists in the other.



From the electronic journal, we recorded the sum of all treatment contact, i.e.
conversations and telephone calls, and further treatment series in addition to the index
treatment patients received at Innlandet Hospital’s Psychiatric Health Services Division
from the start of the baseline survey up to the follow-up survey.

The contact included individual outpatient conversations, group conversations and
conversations with therapists as part of inpatient treatment, as well as telephone
consultations of at least 15 minutes. Contact with patients by letter or e-mail was not
included.

The baseline and follow-up surveys were recommended by the Regional Committee for
Medical and Health Research Ethics, South-East Norway (reference number 2014/95). All
patients provided written informed consent prior to participation.

Analyses

We analysed continuous variables using t-tests, and Wilcoxon signed-rank tests were
used for skewed distribution, as indicated by an asterisk (*) in the tables. We used
Fisher’s exact test to analyse categorical variables. Change over time for continuous
variables was analysed using a paired t-test. We measured the effect size of the changes
in the GSI score using Cohen’s d method (20).

Clinically significant improvement was set to a reduction of >0.34 on the GSI score from
the baseline to the follow-up survey since that value corresponded to a standard
deviation (SD) of 0.5 of the mean score in the GSI at the baseline survey (21, 22).
Statistical significance was set to p<0.05, and all tests were two-tailed. All analyses were
conducted with SPSS version 23 (IBM, Armonk, NY).

Results

We conducted a drop-out analysis that compared the profession of the therapists, the
patients’ demographic data and psychopathology in the baseline survey between the 65
patients who participated in the follow-up survey and the 91 who did not.

The analysis showed only one significant difference - those who did not participate were
significantly older: 39.4 years (SD = 11.5) compared to 35.4 years (SD = 11.9). There was no
significant difference in the response rate between patients who had seen a specialist
nurse and those who had been treated by a doctor/psychologist.

The average time span between the baseline survey and the follow-up survey was 6.1
years (SD = 0.4). The 65 patients who participated had a mean age of 45.5 years (SD =
11.4) in the follow-up survey. Sixty per cent were married or cohabiting, 52 per cent had a
higher education, and 45 per cent were in paid employment. None of these percentages
had changed significantly from the baseline survey (Table 1).



Table 1. Description of the sample (n = 65) in baseline and follow-up surveys

Characteristics Baseline survey Follow-up survey p-value
Women, n (%) 41 (63)
Men, n (%) 24 (37)
Age, mean (SD*) 39.4 (11,5) 45.5(11,4) <0.001
Married/cohabiting, n (%) 32 (49) 39 (60) 0.29
Higher education, n (%) 31(48) 34 (52) 0.73
In paid work, n (%) 23(35) 29 (45) 0.37
Good health, n (%) 19 (29) 31 (48) 0.05
Axis | disorder (n = 59) (%)
AﬁE‘CﬁVe f:iisorder 42 (71) 17 (29) <0.001
Anxiety disorder 14 (24) 11 (18) 0.65
Other disorders 3(5) 4(7) 1.00
No diagnosis 0(0) 27 (46) <0.001
Comorbid axis | + PD** (n = 59) 24 (41) 13 (22) 0.05
Using psychopharmaceuticals (n = 59) 16 (27)
GSl, mean (SD) 1.4(0,7) 1.1(0.7) 0.00
Instances of treatment contact
Median (spread) 53 (4-328)
Profession of therapist, n (%)
Psychiatric nurse 31(48)
Psychologist/psychiatrist 34(52)
Clinical improvement (GSI***), n (%) 28 (43)

*SD = standard deviation

**PD = personality disorder

***GS| = The Global Severity Index

Clinical improvement is defined as a reduction of 2 0.34 in the GSI score.

The percentage who reported good health had increased from 29 per cent to 48 per cent,
which was almost significant (p = 0.05). The median treatment contact in this time
period was 53, with a spread of 4 to 328.

Twenty-seven out of 59 patients (46 per cent) did not have a psychiatric diagnosis in the
follow-up survey. These cases particularly concerned a reduction in the incidence of
affective disorders (71 per cent at baseline and 29 per cent in the follow-up, p<0.001).
The changes were not significant for the other two diagnostic groups. The reduction of
patients with comorbid axis I + personality disorders was almost significant (p = 0.05)
(Table 1).

The GSI showed a significant improvement in the mean scores in the follow-up
compared with the baseline survey, and the effect size was 0.43 measured as Cohen’s d.

The criteria for a clinically significant improvement in the GSI was met by 28 patients
(43 per cent). The mean age of these patients was higher than the group of patients who
did not show a significant improvement (p = 0.03, effect size 0.54), but otherwise we
found no significant differences between the groups in the baseline survey in terms of
socio-demographic data, health or diagnostic occurrence (Table 2).
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Table 2. Comparison of patients with and without clinical improvements in the six-year
follow-up

Characteristics in the baseline survey Clinical improvement* No clinical improvement p-value
(n=28) (n=37)
Women, n (%) 14 (50) 27 (73) 0.06
Men, n (%) 14 (50) 10(27)
Age, mean (SD*¥) 42.9(12,7) 36.8 (10,0) 0.03
Good health, n (%) 16 (57) 16 (42) 0.22
Married/cohabiting, n (%) 17 (61) 22 (60) 0.92
Higher education, n (%) 15 (54) 19 (51) 0.86
In paid work, n (%) 10 (36) 15 (41) 0.80
Instances of treatment contact,
median (spread) 53 (7-184) 56 (4-328) 0.92
Further treatment series 5(19) 14 (37) 0.11
Axis | disorder (n = 59) n=27 n=32
Affective disorder 21(78) 21 (66) 0.39
Anxiety disorder 5(19) 9 (28) 0.54
Other disorders 1(3) 2 (6) 1.00
Comorbid axis | + PD*** 10(37) 14 (44) 0.79
Using psychopharmaceuticals, n (%) 4(14) 12 (32) 0.07
Profession of therapist, n (%) 0.42
Specialist nurse 15 (56) 16 (42)
Psychologist/psychiatrist 13 (44) 21(58)

*Clinical improvement is defined as a reduction of 20.34 in The Global Severity Index score.
**5D = standard deviation
***pD = personality disorder

There was no significant difference in the median number of recorded treatment
conversations between those who showed a clinical improvement (53, with a 7-184
spread) and those who did not (56, with a 4-328 spread).

The share that had received two or three treatment series was 19 per cent among those
who showed an improvement, and 37 per cent among those who did not show any
improvement (p = 0.11). The share using psychopharmaceuticals at the follow-up was 14
per cent among those who showed an improvement, and 32 per cent among those who
did not (p = 0.07).

There were no significant differences in improvement between patients treated by
specialist nurses and those treated by psychologists/psychiatrists (Table 3).
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Table 3. Description of patient sample (n = 65) at the follow-up survey based on the
profession of the therapist

Characteristics in the follow-up survey Specialist nurse Psychologist/ p-value
n=31 psychiatrist
n=34
Age, mean (SD¥*) 45.3 (11.7) 45.7 (11.4) 0.89
Gender, n (%) 0.19
Female 17 (55) 24 (70)
Male 14 (45) 10 (30)
Married/cohabiting, n (%) 18 (58) 21 (56) 0.80
Higher education, n (%) 16 (52) 18 (53) 1.00
In paid work, n (%) 13 (42) 16 (47) 0.80
Good health, n (%) 17 (55) 14 (42) 0.45
GSI**, mean (SD) 1.1(0.6) 1.1(0.8) 0.77
Instances of treatment contact,
median (spread) 53 (7-225) 57 (4-328) 0.71
Clinical improvement™®** (GSI) n (%) 15 (48) 13 (38) 0.41
Diagnoses (n = 59) (%) n=27 n=32
Affective disorder 8(30) 10(31) 1.00
Anxiety disorder 5(19) 7(22) 1.00
Other disorders 1(4) 1(3) 1.00
No diagnosis 13 (47) 14 (44) 0.80
Comorbid axis | + PDH (n = 59) 5(19) 8(25) 0.75
Using psychopharmaceuticals (n = 59) 8(30) 8(25) 0.69

*SD = standard deviation

**GSI = The Global Severity Index

***Clinical improvement (GSl) is defined as a reduction of 20.34 in the GSI score.
HPD = personality disorder

Discussion

In the follow-up, 28 patients (43 per cent) showed a clinically significant remission and
27 out of 59 patients (46 per cent) no longer had any mental disorder. This was
particularly due to an improvement in affective disorders.

Apart from a higher mean age, we found no significant differences between the patients
who showed a clinical improvement and those who did not show any improvement.
There were no significant differences in remission between patients treated by
psychiatric nurses and those treated by psychologists/psychiatrists.

Therapeutic efforts and treatment contact

Viewed in the context of the median treatment contact of 53, it is reasonable to describe
the share of 43 per cent with a full remission as modest. Finding research-based
comparison data for such a heterogeneous patient group has, however, proven to be
difficult. We consider 53 instances of treatment contact to be high. By comparison,
cognitive therapies of 10-15 hours and dynamic short-term psychotherapy of 12-20 hours
are often recommended for axis I disorders, such as anxiety and depression.

«We consider 53 instances of treatment contact to be high.»
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However, the clinical reality in the specialist health service often entails patients with
complex disorders, and it has therefore been necessary in countries such as Denmark to
extend the dimensions of care pathways for psychiatric disorders, which originally
indicated 15 and 18 hours respectively for these disorders.

In the Norwegian Directorate of Health’s consultation paper (23) on care pathways for
treatment in mental health services, no specific number of hours has been given.
Although the symptom level was not checked at the start of the treatment, it is
interesting to note that the incidence of treatment contact overlaps between the group
that showed an improvement and the one that did not.

This finding can be interpreted in several ways that can be of major importance to the
treatment at district psychiatric centres, if we dare to generalise. One interpretation is
that much of the treatment contact is of a general nature, and does not entail
evaluations being done of whether the patient is actually improving along the way.
Another point of view is that evaluations are done, but that the therapists choose to
continue with patients who, realistically, have little potential for change or who are not
particularly motivated.

A third interpretation is that finalising treatment with a patient and taking on new
patients requires a lot of work and documentation. This requirement may lead to
therapists retaining patients out of convenience, whereby the contact increases without
any well-founded professional basis.

Associated factors for improvement

Symptom improvement is not significantly associated with being employed or having
good self-reported health, but this finding may correlate to possible type II errors. Of the
65 patients who participated, the share in paid work and with self-reported good health
increased by 10 and 19 percentage points respectively (Table 1).

Our findings imply that both the socio-economic and personal gain over time is
moderate, while other factors that were not mapped in the study may also play a role.
For example, a reduced incidence of affective disorders at the follow-up may be due to
spontaneous remission (24). Another example is the use of antidepressants.
Unfortunately, we do not have data on how many patients were taking antidepressants at
the time of referral or were prescribed them during the course of the baseline survey.

Our therapists are well acquainted with the national guidelines for treating anxiety
disorders and affective disorders. However, we have not specifically mapped the extent
to which the guidelines were followed. The Norwegian Directorate of Health assumes
that the treatment given in the psychiatric specialist health service complies with these
guidelines.

Since the treatment outcome in the study is moderate in relation to the extent of
treatment given, we believe that treatment guideline compliance would be a useful area
of research in new studies of treatment outcomes at district psychiatric centres.



Profession

The therapists at district psychiatric centres have different occupations and professional
experience, and their theoretical fields of interest and level of further education also
differ. By virtue of their expertise, psychiatric nurses with a continuing education
qualification in therapeutics have attained a high level of independence as therapists.

An interesting question is whether specialist nurses achieve treatment outcomes that do
not differ materially from those achieved by psychiatrists and psychologists. A
profession-based analysis showed no significant differences in the treatment outcome.
Nor did ‘sicker’ patients with higher GSI scores in the baseline survey show a skewed
distribution between the two groups of professions. The finding supports the claim that
specialist nurses have an equal value as therapists in interdisciplinary collaborations vis-
a-vis patients referred to general psychiatric clinics at the district psychiatric centres.

«A profession-based analysis showed no significant
differences in the treatment outcome.»

Patients whose therapist was a specialist nurse in the baseline survey may have been
treated by a doctor or psychologist in subsequent treatment series, and vice versa. Due
to the throughput of therapists, professions or therapists may also have changed during
the baseline survey itself. We do not have data on such changes, but our impression is
that they did not occur often enough to affect the result.

Several professions with three-year undergraduate programmes today offer the
opportunity to study for a master’s degree in mental health work. The Norwegian Nurses
Organisation’s professional interest group for nurses within mental health and
substance abuse is working to introduce a master’s degree based on a purely nursing
specialisation (25), while others believe that nurses need a master’s degree in psychiatric
treatment (26).

We believe that our findings may be of significance to the ongoing discussion concerning
professions and staffing policy at district psychiatric centres. There is no doubt a
difference between the professions in terms of pay, however this study found that the
profession of the therapist had no impact on the patients’ degree of improvement.

Earlier studies

We did not find any research on specialist nurses’ results with conversational therapy at
a specialist level, but the nurse’s role and function in municipal health and substance
abuse work is well documented in a report (27). The report shows that the majority of
nurses working in mental health and substance abuse have further education and more
than five years of clinical experience. It also shows that those who work in a clinical
setting have the highest levels of education, but does not mention treatment outcomes.



The Norwegian Directorate of Health’s report (12) states that there is little international
research that satisfactorily compares the outcomes achieved between the various
professions employed in psychiatric clinics in the specialist health service.

Strengths and limitations of the study

In principle, we believe that our patient dataset on affective disorders (mostly
depression), anxiety disorders and comorbid personality disorders is fairly
representative of what is generally treated at general psychiatric clinics at district
psychiatric centres in Norway with a similar organisation. The drop-out analysis showed
minimal differences in the baseline survey between those who participated in the follow-
up survey and those who did not, which reinforces the representativeness of the
material.

In the follow-up, 17 per cent (n = 26) of invited patients declined to participate, and this
may be due to the experiences with the district psychiatric centres, the treatment
outcome or a need to put this particular period of their life behind them. This may also
be the case for the 45 patients (29 per cent) who did not respond.

It is difficult to know whether the 46 per cent who did not take part in the follow-up
would have had a positive or negative effect on the share who experienced full remission.
There was no significant difference in the response rate between patients who saw a
specialist nurse and those who were treated by a doctor/psychologist.

Based on our experience, almost half of former outpatients at district psychiatric centres
will participate in a follow-up survey six years after starting treatment. This finding may
be of importance when planning new follow-up studies at general psychiatric clinics at
district psychiatric centres.

We believe that the participation rate may increase if patients are referred by their
previous therapists rather than a senior consultant that the patient is not familiar with,
or if the patients are given an incentive to participate. The fact that the follow-up was
conducted after six years is a strength in that it enables patients to take a retrospective
view of the treatment and weigh up its importance in relation to other life events.

The drop-out rate in the study and lack of information on the extent to which the
therapies were terminated by agreement represent a weakness in our findings, with a
probable selection bias towards patients who were either satisfied with the treatment
and/or were satisfied with their current life situation. The drop-out rate also means that
the groups we examined were small and had an increased risk of statistical type II errors.
This means that several differences could have been significant if our group had been
larger, which in itself is a weakness of the study.



A third weakness is the lack of consideration that our design gave to possible
intermediate variables in the six-year follow-up period. Intermediate variables can
include negative life events during the follow-up period, such as the death of a close
relative, the breakdown of a relationship or unemployment. Over a six-year period, we
must also consider that spontaneous remission may occur. Despite these weaknesses, we
cannot preclude treatment as an explanatory factor for the registered improvement.

The final weakness relates to the diagnostics being carried out by several therapists in
the baseline survey, but only the first author in the follow-up, despite the same
diagnostic tools being used in both surveys. We therefore decided to change the self-
reported symptom severity (GSI) as our primary outcome measurement.

Implications of the study

A few years ago, one of Norway’s leading psychiatrists, Trond F. Aarre (28), wrote that
psychiatry should not require more resources, but should rather assess the way in which
the employees work. Our findings seem to support Aarre’s conclusion. It is positive that
resources are added, but it is worrying that, despite the requirement in the regulations,
little research is done on the impact of the treatment at the district psychiatric centres
on patients’ function and symptom level.

Central health authorities and regional health authorities should therefore jointly map
possible obstacles and initiate measures to stimulate treatment research at the district
psychiatric centres. The production requirement at the centres is high, and planning and
conducting research that increases the workload of the therapists is a challenge.

Conclusion

Central health authorities require mental health care to be beneficial and cost effective.
Our study shows that despite a high instance of treatment contact at district psychiatric
centres, only a moderate share of patients experience full remission. The profession of
the therapist appears to have no bearing on this finding.

Our results indicate that there is a need to review patient selection and working
methods at the general psychiatric clinics at district psychiatric centres. There is also a
need to investigate whether patient selection and working methods are in line with
current national guidelines for the most common diagnoses.

Thanks go to specialist nurse Hildur Rosenlund Engen, who assisted with the data collection
and proofread the manuscript.
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