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Abstract 
 

Background: The global primary health care declaration emphasizes empowering patients 
to exert influence over their own health. A person-centered approach to care involves a shift 
from the traditional passive patient role to active involvement in health care decisions. Internet-
delivered cognitive behavioral therapy (ICBT) increases access to care and is effective for vari-
ous mental health conditions.  

Aims: The overarching aim of this doctoral thesis was to enhance the patient’s role by ex-
ploring how patient influence can be conceptualized and integrated into acceptance-based trans-
diagnostic ICBT for anxiety disorders treated in Swedish primary care.   

Results: Four studies were performed within the scope of this doctoral dissertation. Study 
I used mixed methods to investigate patient experiences and the feasibility and acceptability of 
adding peer support workers (PSWs) into acceptance-influenced ICBT for anxiety disorders. 
Incorporating PSWs into ICBT was practically feasible and well received by participants in a 
small sample of primary care patients (n=9). The qualitative results emphasized the personal 
relationship in therapeutic guidance and the sense of empowerment from sharing experiences. 
Study II was an RCT investigating a patient-driven acceptance-influenced ICBT for patients 
with anxiety disorders treated in primary care (n=55). Participants in the patient-driven inter-
vention chose and self-tailored their treatment, resulting in greater perceived control and reduced 
anxiety symptoms compared to standard treatment. A medium-sized association was observed 
between changes in anxiety symptoms and empowerment. Study III assessed the effectiveness 
of an internet-delivered acceptance and commitment therapy (ACT) for adolescents with anxiety 
disorders in an RCT. Participants (n=52) were a self-selected group recruited from all over Swe-
den. The treatment was effective in increasing quality of life and psychological flexibility and 
had a positive effect on post-treatment diagnoses. A strong association was found between 
changes in psychological flexibility and anxiety symptoms. Study IV was a psychometric eval-
uation of the Swedish version of the Empowerment Scale – Making Decisions conducted on 
clinical patients in primary care (n=210) and psychiatric care (n=221) using confirmatory factor 
analysis (CFA). Results showed that none of the previously suggested factor solutions, tested 
through CFA, could be confirmed in our samples of primary care and psychiatric care patients 
and that it is doubtful whether the scale represents a single empowerment construct.  

Conclusions: This doctoral thesis contributes to the field of internet-delivered mental health 
interventions by exploring the integration of patient influence through acceptance and commit-
ment therapy, incorporating patient-driven components, and making patients’ experiences part 
of treatment. The research underscores the potential for improving treatment outcomes and qual-
ity of life, promoting psychological flexibility, belonging, and a sense of control over one’s care. 
The studies serve as a foundation for future research and development, paving the way for per-
son-centered and tailored approaches in digital mental health treatments. 
 
Keywords: Internet-based intervention, Anxiety disorders, Primary health care, Acceptance 
and commitment therapy, Patient involvement, Person-centered care, Patient empowerment
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Sammanfattning (Swedish summary) 
 

Bakgrund: I Sverige är primärvården ansvarig för att identifiera och ge första linjens vård 
vid psykisk ohälsa. Primärvården har under de senaste åren genomgått, och fortsätter att ge-
nomgå, en reform för att kunna möta mer komplexa behov, ge mer långtidsvård och ta hand om 
en större och åldrande befolkning, faktorer som blivit aktuella utifrån förändringar i demografi, 
livsstil och mer effektiva behandlingar av tidigare dödliga sjukdomar. Primärvården har utifrån 
politiska beslut getts uppdraget att vara den naturliga första punkten vid vårdkontakt och att ge 
en nära och samordnad vård till befolkningen. 

En viktig aspekt av den nära och samordnade vården är att patienter ska involveras i sin egen 
vård, och att vården ska vara person-centrerad. Ett personcentrerat förhållningssätt innebär en 
förskjutning från den traditionella relationen mellan vårdgivare och patient, där patienten är en 
passiv mottagare av vård, till att se patienter som aktiva agenter som är delaktiga i beslut kring 
egen hälsa och sjukvård. Ett personcentrerat förhållningssätt till vård går hand i hand med den 
tredje pelaren i att som vårdpersonal arbeta evidensbaserat, som understryker vikten av att inte-
grera patientens individuella situation, erfarenheter, preferenser och önskemål i beslut rörande 
den egna sjukvården. Att ta hänsyn till patientens preferenser för behandling har visat sig på-
verka resultatet av, följsamheten till och tillfredställelsen med behandlingen. 

Internetbaserad kognitiv beteendeterapi (IKBT) är en evidensbaserad behandling som byg-
ger på självhjälp tillsammans med regelbundet stöd från en behandlare, ofta i skriftlig form. 
IKBT kan ge ökad tillgång till vård för patienter, och har visat sig vara en effektiv behandling 
vid en rad olika psykiska problem. Detta är av betydelse då ett av de största problemen gällande 
behandling av psykisk ohälsa, både internationellt och i Sverige, är bristen på tillgång till be-
handling, med för få utbildade yrkesverksamma med specifik expertis inom området psykisk 
hälsa. En begränsning med IKBT-behandlingar är dock att de är fasta strukturerade program, 
vilket begränsar möjligheten att anpassa behandlingen utifrån patientens unika situation, prefe-
renser och problem. Många patienter i primärvården har flera samtidiga psykiska besvär som 
kan behöva adresseras genom olika interventioner och behandlingar. För att förbättra resultaten 
av internetbaserade psykologiska behandlingar kan det därför vara viktigt att undersöka faktorer 
för att personanpassa behandlingen. 

Acceptance and Commitment Therapy (ACT) bygger på kärnprinciperna för KBT och pas-
sar väl in i det personcentrerade förhållningssättet och tredje pelaren i evidensbaserad vård. Det 
främsta syftet med ACT-behandling är att främja patientens psykologiska flexibilitet, vilket kan 
definieras som förmågan till flexibelt handlande utifrån situationen och i riktning mot sina lång-
siktiga värderingar. Inom ACT läggs tonvikt på att hjälpa patienterna att identifiera sina egna 
värderingar och att ta reda på vad som är viktigt i deras liv. Värderingar ses som en del av 
motivationen som patienten kan behöva för att kunna acceptera händelser och motgångar i livet 
och med alla former av känslor leva livet utifrån en känsla av meningsfullhet. ACT är en trans-
diagnostisk behandling och bygger på holistiska principer som anses signifikanta för all form av 
psykiskt lidande. ACT kan därmed vara en lämplig behandlingsmetod för att adressera flera 
samtidiga tillstånd och psykiska diagnoser hos patienterna. Karaktäristiskt för ACT är också att 
undersöka verksamma mekanismer i behandling som bidrar till positivt behandlingsutfall. Ge-
nom kunskap om verksamma mekanismer kan behandlare lättare anpassa interventionerna till 
de specifika behoven hos den enskilda patienten. 
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Syfte: Det övergripande syftet med den här doktorsavhandlingen var att stärka patientens 
roll i internetbaserad psykologisk behandling genom att utforska hur patientinflytande kan kon-
ceptualiseras och integreras i relation till denna behandlingsform. Studierna som ingår i avhand-
lingen utforskar var för sig olika dimensioner av patientinflytande inom acceptansbaserad trans-
diagnostisk IKBT för ångestproblem. 

Resultat: Fyra vetenskapliga studier utfördes inom ramen för doktorsavhandlingen. I Studie 
I användes både kvalitativa och kvantitativa metoder för att undersöka patientupplevelser, ge-
nomförbarhet och acceptans av att inkludera ”peer supportrar” som en extra stödperson för pa-
tienter som tog del av en acceptansbaserad IKBT-behandling för ångest. En peer support är en 
person med egen erfarenhet av psykisk sjukdom och behandling, som anställs inom vården för 
att fungera som en professionell stödperson för patienter utifrån egna erfarenheter och upplevel-
ser. Deltagare till studien rekryterades från vuxna patienter som sökte eller hade hänvisats till 
internetbaserad behandling inom primärvården. Resultaten visade att det var genomförbart att 
inkludera peer-supportrar i IKBT-behandling i ett litet urval av primärvårdspatienter med ångest 
och att behandlingen togs väl emot av deltagarna (n=9). De kvalitativa resultaten av patienternas 
upplevelser av behandlingen betonade den personliga relationen som skapades med peer-sup-
portrarna, och betydelsen av att kunna dela erfarenheter för känsla av hopp och normalisering. 
Resultaten ger initialt stöd för acceptansen och genomförbarheten av behandlingen och kan väg-
leda framtida studier och utveckling av internetbaserade kamratstödda interventioner.  

Studie II var en randomiserad kontrollerad studie (RCT) som undersökte en patientdriven 
acceptansbaserad IKBT-behandling för patienter med ångest som rekryterades från primärvår-
den (n=55). Den patientdrivna interventionen innebar att deltagarna fick välja och själva skräd-
darsy delar av sin behandling. Den patientdrivna gruppen jämfördes med en grupp som tog del 
av behandlingen så som den vanligtvis brukar ges, där behandlingsprogrammet har ett standar-
diserat upplägg och inriktning på programmet i hög grad bestäms utifrån patientens diagnos. 
Resultaten visade att deltagarna i den patientdrivna gruppen upplevde en högre känsla av kon-
troll över behandlingen och hade en större effekt på förbättring av ångestsymtom i jämförelse 
med standardbehandlingen. Resultaten visade vidare på ett medelstarkt samband mellan föränd-
ring i ångestsymtom under behandlingens gång och förändringar i skattad känsla av ”empower-
ment” (på svenska ungefär ”egenmakt”). Detta skulle kunna indikera att de deltagare som upp-
lever sig stärkta utifrån skattningar på empowerment också förbättrats mer i sin ångest, eller 
tvärtom att de som förbättrats mer i sin ångest också upplever sig vara mer ”empowered”. Re-
sultaten kan dock inte tolkas utifrån ett orsakssamband då studien endast tittade på samband, 
men kan indikera att empowerment skulle kunna vara en viktig mekanism att stödja i behandling, 
och det är något som kan undersökas i framtida studier. 

Studie III var en randomiserad kontrollerad studie (RCT) som utvärderade effekten av en 
internetbaserad ACT-behandling för ungdomar med ångest. Deltagarna (n=52) bestod av ung-
domar som själva hade sökt till behandlingen och de rekryterades från hela Sverige. Deltagarna 
lottades till antingen en behandlingsgrupp, som tog del av behandlingen under tio veckors tid, 
eller till en väntelista. Resultaten visade att behandlingen var effektiv för att öka deltagarnas 
livskvalitet och psykologiska flexibilitet. Behandlingen hade också en positiv effekt på upp-
fyllda diagnoskriterier efter behandling och deltagarna i behandlingsgruppen uppfyllde i högre 
grad inte längre kriterier för sin ursprungliga ångestdiagnos efter behandling. Ingen skillnad 
mellan grupperna syntes dock utifrån självskattade ångestsymtom. Ett starkt samband sågs mel-
lan förändringar i psykologisk flexibilitet och förändringar i ångestsymtom under behandlingens 

 
 

gång, vilket kan indikera att psykologisk flexibilitet kan vara en viktig mekanism att stödja under 
behandlingen. Likt Studie II kan dock inte resultaten visa på några orsakssamband då studien 
endast undersökte korrelation mellan de två variablerna, men resultaten kan vägleda framtida 
studier i att titta närmare på detta samband. 

Studie IV bestod av en psykometrisk utvärdering av en skattningsskala för att mäta ”empo-
werment” hos patienter med psykisk ohälsa. Studien undersökte den strukturella validiteten, di-
mensionaliteten och den interna konsistensen av den svenska versionen av skattningsskalan 
”Empowerment Scale - Making Decisions” i två populationer av patienter som vardera hade 
rekryterats från primärvård (n=210) och psykiatri (n=221). I studien användes konfirmatorisk 
faktoranalys (CFA) för att jämföra faktorstrukturen i de två populationerna med faktorlösningar 
som har hittats i tidigare studier. Resultaten visade att ingen av faktorlösningarna från tidigare 
forskning kunde bekräftas i de två urvalen av patienter från svensk primärvård- och psykiatrisk 
vård. Resultaten visade därtill på dålig passform för en enfaktorslösning, vilket indikerar att det 
är tveksamt om skalan representerar ett enda empowerment-konstrukt och att skalan snarare 
mäter flera relaterade och närliggande begrepp. Resultaten belyser och bekräftar komplexiteten 
i empowerment-begreppet, som är ett mångfacetterat begrepp som är uppbyggt av flera olika 
och relaterade aspekter och som har använts i olika forskningsfält och under olika tidsperioder, 
och följaktligen också svårigheterna att mäta det. 

Slutsats: I primärvårdens uppdrag ingår att öka patientdelaktighet och att ge patienterna 
möjlighet att utöva inflytande över deras egen hälsa och vård. Forskningsstudierna som ingår i 
den här doktorsavhandlingen kan tillsammans bidra med kunskap för att utveckla området kring 
internetbaserad psykologisk behandling, genom att visa på hur patientinflytande kan förstås och 
integreras i behandlingen. Genom att integrera behandlingskomponenter och influenser utifrån 
ACT, låta patienters egna värderingar bli vägledande i deras sjukvård, tillämpa patientdrivna 
komponenter genom att låta patienter få inflytande över upplägget på behandlingen, och göra 
patienters kunskaper och erfarenheter till en del av behandlingen och sjukvården i stort, under-
stryker avhandlingen potentialen för att förbättra behandlingsresultat och livskvalitet samt 
främja psykologisk flexibilitet, samhörighet och känsla av kontroll över sin vård. Resultaten 
betonar också behovet av att i framtida forskning begreppsliggöra vad ”empowerment” innebär 
i en primärvårds- och digital behandlingskontext.  

Alla utom en studie i föreliggande avhandling inkluderar deltagare utifrån patienter som har 
rekryterats i det naturliga patientflödet i primärvården, vilket medför att avhandlingens bidrag 
är av direkt kliniskt intresse för behandlare, chefer och ledningsfunktioner som arbetar inom 
primärvården. Genom att utforska distinkta dimensioner av patientinflytande i relation till inter-
netbaserad psykologisk behandling bidrar varje studie med unika perspektiv som tillsammans 
berikar förståelsen för effektiva behandlingsstrategier, genomförbarhetsöverväganden och möj-
ligheter till förbättringar. De explorativa och innovativa studierna i avhandlingen utgör tillsam-
mans en grund för framtida forskning och utveckling av internetbaserade behandlingar för psy-
kisk ohälsa, och banar väg för personcentrerade och skräddarsydda tillvägagångssätt. 
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lever sig stärkta utifrån skattningar på empowerment också förbättrats mer i sin ångest, eller 
tvärtom att de som förbättrats mer i sin ångest också upplever sig vara mer ”empowered”. Re-
sultaten kan dock inte tolkas utifrån ett orsakssamband då studien endast tittade på samband, 
men kan indikera att empowerment skulle kunna vara en viktig mekanism att stödja i behandling, 
och det är något som kan undersökas i framtida studier. 

Studie III var en randomiserad kontrollerad studie (RCT) som utvärderade effekten av en 
internetbaserad ACT-behandling för ungdomar med ångest. Deltagarna (n=52) bestod av ung-
domar som själva hade sökt till behandlingen och de rekryterades från hela Sverige. Deltagarna 
lottades till antingen en behandlingsgrupp, som tog del av behandlingen under tio veckors tid, 
eller till en väntelista. Resultaten visade att behandlingen var effektiv för att öka deltagarnas 
livskvalitet och psykologiska flexibilitet. Behandlingen hade också en positiv effekt på upp-
fyllda diagnoskriterier efter behandling och deltagarna i behandlingsgruppen uppfyllde i högre 
grad inte längre kriterier för sin ursprungliga ångestdiagnos efter behandling. Ingen skillnad 
mellan grupperna syntes dock utifrån självskattade ångestsymtom. Ett starkt samband sågs mel-
lan förändringar i psykologisk flexibilitet och förändringar i ångestsymtom under behandlingens 

 
 

gång, vilket kan indikera att psykologisk flexibilitet kan vara en viktig mekanism att stödja under 
behandlingen. Likt Studie II kan dock inte resultaten visa på några orsakssamband då studien 
endast undersökte korrelation mellan de två variablerna, men resultaten kan vägleda framtida 
studier i att titta närmare på detta samband. 

Studie IV bestod av en psykometrisk utvärdering av en skattningsskala för att mäta ”empo-
werment” hos patienter med psykisk ohälsa. Studien undersökte den strukturella validiteten, di-
mensionaliteten och den interna konsistensen av den svenska versionen av skattningsskalan 
”Empowerment Scale - Making Decisions” i två populationer av patienter som vardera hade 
rekryterats från primärvård (n=210) och psykiatri (n=221). I studien användes konfirmatorisk 
faktoranalys (CFA) för att jämföra faktorstrukturen i de två populationerna med faktorlösningar 
som har hittats i tidigare studier. Resultaten visade att ingen av faktorlösningarna från tidigare 
forskning kunde bekräftas i de två urvalen av patienter från svensk primärvård- och psykiatrisk 
vård. Resultaten visade därtill på dålig passform för en enfaktorslösning, vilket indikerar att det 
är tveksamt om skalan representerar ett enda empowerment-konstrukt och att skalan snarare 
mäter flera relaterade och närliggande begrepp. Resultaten belyser och bekräftar komplexiteten 
i empowerment-begreppet, som är ett mångfacetterat begrepp som är uppbyggt av flera olika 
och relaterade aspekter och som har använts i olika forskningsfält och under olika tidsperioder, 
och följaktligen också svårigheterna att mäta det. 

Slutsats: I primärvårdens uppdrag ingår att öka patientdelaktighet och att ge patienterna 
möjlighet att utöva inflytande över deras egen hälsa och vård. Forskningsstudierna som ingår i 
den här doktorsavhandlingen kan tillsammans bidra med kunskap för att utveckla området kring 
internetbaserad psykologisk behandling, genom att visa på hur patientinflytande kan förstås och 
integreras i behandlingen. Genom att integrera behandlingskomponenter och influenser utifrån 
ACT, låta patienters egna värderingar bli vägledande i deras sjukvård, tillämpa patientdrivna 
komponenter genom att låta patienter få inflytande över upplägget på behandlingen, och göra 
patienters kunskaper och erfarenheter till en del av behandlingen och sjukvården i stort, under-
stryker avhandlingen potentialen för att förbättra behandlingsresultat och livskvalitet samt 
främja psykologisk flexibilitet, samhörighet och känsla av kontroll över sin vård. Resultaten 
betonar också behovet av att i framtida forskning begreppsliggöra vad ”empowerment” innebär 
i en primärvårds- och digital behandlingskontext.  

Alla utom en studie i föreliggande avhandling inkluderar deltagare utifrån patienter som har 
rekryterats i det naturliga patientflödet i primärvården, vilket medför att avhandlingens bidrag 
är av direkt kliniskt intresse för behandlare, chefer och ledningsfunktioner som arbetar inom 
primärvården. Genom att utforska distinkta dimensioner av patientinflytande i relation till inter-
netbaserad psykologisk behandling bidrar varje studie med unika perspektiv som tillsammans 
berikar förståelsen för effektiva behandlingsstrategier, genomförbarhetsöverväganden och möj-
ligheter till förbättringar. De explorativa och innovativa studierna i avhandlingen utgör tillsam-
mans en grund för framtida forskning och utveckling av internetbaserade behandlingar för psy-
kisk ohälsa, och banar väg för personcentrerade och skräddarsydda tillvägagångssätt. 
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Introduction 
 
Anxiety is a common mental health problem 
 

The term “common mental disorders” refers to depression disorders, anxi-
ety disorders, and stress-related disorders, all highly prevalent mental disorders 
(World Health Organization, 2017). Approximately one person in five has a 
common mental disorder annually, and close to 30% have a common mental 
disorder during their lifetime (Steel et al., 2014). Common mental disorders 
entail great personal suffering and loss of functioning. Depression is consid-
ered the single largest contributor to non-fatal health loss, whereas anxiety dis-
orders are collectively ranked as the sixth contributor (World Health Organi-
zation, 2017). 

The term “anxiety disorders” refers to several distinct mental disorders, in-
cluding generalized anxiety disorder (GAD), panic disorder, phobias, obses-
sive-compulsive disorder (OCD), post-traumatic stress disorder (PTSD), and 
social anxiety disorder (World Health Organization, 2017). In 2015, an esti-
mated 3.6% of the global population, or 264 million people, were living with 
an anxiety disorder. This can be compared to an estimated 4.4% who had a 
depressive disorder. Anxiety and depression disorders frequently occur simul-
taneously, making comorbidities between these conditions high (World Health 
Organization, 2017). 

Anxiety is, moreover, the most common mental health disorder among chil-
dren and adolescents (Beesdo et al., 2009). Compiled numbers show that more 
than half of those diagnosed with an anxiety disorder had their onset before the 
age of 18, and around a third before the age of 14 (Solmi et al., 2022). Un-
treated anxiety in childhood is associated with poorer mental health and psy-
chopathology in adulthood and with an increased risk of comorbid conditions 
such as depression (Beesdo et al., 2009). 

Anxiety disorders are most effectively treated with psychopharmacological 
medication and/or psychological treatment in the form of cognitive behavioral 
therapy (CBT; National Board of Health and Welfare, 2021; National Institute 
for Health and Care Excellence, 2011; Swedish Council on Technology As-
sessment in Health Care, 2005). However, globally, most people with mental 
illness do not receive evidence-based psychological care (Holmes et al., 2018; 
Wang et al., 2007), which is equally evident in youths with mental health prob-
lems (Patel et al., 2007). One major problem is the limited access to evidence-
based psychological treatments within health care (Kohn et al., 2004). This is 
largely because of the limited availability of trained psychologists and psycho-
therapists (Bower & Gilbody, 2005). Moreover, psychotherapy is provided 
mainly in high-income countries, which leads to inequalities in who receives 
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care (Holmes et al., 2018). Additional problems include individuals’ worries 
about stigma and avoidance as well as a lack of recognition and poor detection 
of mental health disorders in primary care, which is usually the first care con-
tact (National Institute for Health and Care Excellence, 2011).  
 
Primary health care 
 

Primary health care is the first line of health care in many countries, includ-
ing Sweden. The care provided by primary health care ranges from preventive 
to active, rehabilitative, and palliative care and addresses all ages and health 
needs (World Health Organization and the United Nations Children’s Fund 
(UNICEF)[WHO and UNICEF], 2018). Primary health care is grounded in 
principles of social justice, equality, and patient participation. The renewed 
declaration of 2018 for global primary health care states that the mission for 
primary care is to meet people’s health needs throughout life, using evidence-
based practices to identify and address important social, economic, environ-
mental, and individual factors for health, as well as to empower patients to 
exert influence over and optimize their own health (WHO and UNICEF, 2018). 
The declaration calls for primary health care to encompass a whole-of-society 
approach and work to maximize health and well-being for as many people as 
possible based on close and equal care that is easily accessible. PHC should 
work towards empowering individuals, families, and communities for social 
participation as well as improved self-confidence about one’s own health care 
(WHO and UNICEF, 2018).  

In Sweden, primary care is also responsible for identifying and providing 
first-line care for mental illness (SOU, 2021:6). In recent years there have been 
increased demands on primary health care centers to administer early and evi-
dence-based interventions for mental health disorders and to promote mental 
health. Investigations have increasingly identified and drawn attention to the 
problems that mental illness causes, and it is emphasized that mental illness is 
a large and growing social problem as well as the most common cause of sick 
leave (SOU, 2021:6). Figures on all patients admitted to local primary care 
centers in western Sweden show that 12% received a psychiatric diagnosis 
(Gervind et al., 2024). 

With the renewed declaration of 2018 for worldwide primary health care, 
new directions are also put forward for primary care. As people around the 
world live longer, health care needs have changed; whereas the focus has pri-
marily been on providing care for acute conditions, there is an increased need 
to provide treatment and care for more chronic and long-term conditions. New 
medical treatments have enabled a world where diseases that were historically 
fatal have now become long-term conditions that people can live with (WHO 
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and UNICEF, 2018). These factors place new demands on primary care, which 
today must meet more complex needs, provide more long-term care, and serve 
a larger and aging population (WHO and UNICEF, 2018). The new challenges 
also include common mental disorders, such as depression and anxiety disor-
ders, which did not have the same societal focus when the health care system 
was developed (WHO and UNICEF, 2018). For example, more than half of 
primary health care patients (53.6%) presented with one or more common men-
tal disorders, according to a large study, the most prevalent being affective 
disorders followed by anxiety disorders and somatoform disorders (Roca et al., 
2009). A psychiatric comorbidity was found in around a third of the sample, 
with the most common comorbidity being depression and anxiety (19.5%; 
Roca et al., 2009). Similarly, another study found that 40% of primary health 
care patients presented with a psychiatric disorder, although only around 5% 
of the patients visited their primary care center specifically for their mental 
illness (Ansseau et al., 2004).  

In Sweden, primary care is undergoing reform to align with society’s evolv-
ing needs and patients’ expectations of accessible and modern first-line health 
care. A 2016 Swedish government report emphasized that, in order to provide 
accessibility and proximity to the patient and to coordinate health care efforts 
in the light of more frequent chronic and complex conditions, Swedish health 
care must change from a system that has largely focused on providing emer-
gency and highly specialized health care to one that more strongly emphasizes 
primary health care (SOU 2016:2). As a result of this, legislation was passed 
on a national mission for primary care to be responsible for the population’s 
first contact with care regarding both preventive work and diagnostic assess-
ments, treatment, and rehabilitation for most conditions, and to refer patients 
to specialized care when necessary. Primary care is also given overall respon-
sibility for coordinating the patient’s care needs (SOU 2018:39). Primary care 
thus becomes the natural first point for providing close and coordinated care to 
the population. Included in the restructuring is the goal of involving patients 
more in their own care, based on a person-centered approach (SOU 2018:39). 
Consequently, there has been a shift from seeing patients as mere passive re-
cipients of care to active agents, or co-managers, in decisions regarding their 
own health care. The Swedish Patient law from 2014 stresses that the patient’s 
position should be strengthened, and that health care should work to foster the 
patient’s autonomy, participation, and integrity (SFS 2014:821). Policy docu-
ments for the restructuring of primary care highlight the need to involve pa-
tients in treatment decisions and to inform them of the care process as prereq-
uisites for successful treatment (SOU 2018:39). The guidelines of Sweden’s 
National Board of Health and Welfare (2020) state that “the decisive factor for 
good care is that the choice of treatment is based on the patient’s individual 
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needs, conditions and wishes.” Moreover, there are calls for user participation 
and cooperation with patient organizations regarding strategic improvements 
and organizational development of health care (Swedish Association of Local 
Authorities and Regions, 2018). 

Part of the restructuring of Swedish primary care includes an increased fo-
cus on digital solutions, with more digital care appointments, digital self-mon-
itoring of symptoms at home, patients being able to book care appointments 
themselves via the internet, and the use of artificial intelligence (AI) to help in 
decision support (SOU 2018:39). In this way, primary care will become more 
digital and closer to patients, with a greater focus on health promotion work. 
Digital solutions may also play a part in making patients more involved in their 
own care. They create increased opportunities for those patients who want to 
take greater responsibility for their own care, while more supportive interven-
tions and physical appointments can be provided to those who need and request 
them (SOU 2018:39). 
 
Person-centered care  
 

Person-centered care has been advocated in recent decades, including in 
primary health care. Person-centered care is understood as care provided 
through collaboration between patients, their families, and health care profes-
sionals (Britten et al., 2020). It involves providing coordinated care that is in-
dividually tailored to the patient’s needs, circumstances, and preferences (The 
Health Foundation, 2016). It indicates a need to look beyond diagnosis and 
illness and focus on the patient as a person and to personalize care rather than 
just follow certain routines or a certain flow of care linked to a diagnosis. Per-
son-centered care is also enabling; it empowers patients to recognize their own 
abilities to live independently. The health care professional and the patient 
work together in partnership when making treatment decisions, and they seek 
to identify and adapt the care plan based on the patient’s goals and long-term 
values (The Health Foundation, 2016).  

Providing person-centered care is also consistent with working in line with 
evidence-based practice (EBP), which guarantees efficient and safe care 
(American Psychiatric Association, 2006). Evidence-based practice rests on 
three pillars that inform decisions on medical interventions: the best available 
knowledge based on scientific research; best practice and the professional’s 
expertise; and the individual patient’s situation, experiences, and preferences 
(American Psychiatric Association, 2006). The three pillars building up evi-
dence-based practice make it a broader term than “evidence-based treatments” 
(EBT), a term that refers to specific treatment techniques or interventions that 
have proven effective in randomized controlled trials (Kazdin, 2008). The 
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distinction is important because even if a treatment is effective in research en-
vironments, it will not necessarily work for the individual patient. A treatment 
is considered evidence-based if, in randomized controlled trials (RCT), it has 
been possible to show that there are statistically significant differences in out-
comes between the group that has received the treatment compared with a no-
treatment control or treatment as usual. However, statistical significance is also 
a result of factors such as sample size and variability within and between re-
search participants. Hence, the fact that a treatment has been shown to produce 
statistical differences between groups in controlled research settings does not 
necessarily mean that the difference will be reflected in the individual research 
participant’s everyday functioning and life, nor that the results can be trans-
lated to patients in clinical practice (Kazdin, 2008). Although a treatment might 
have a satisfactory effect, it is equally important for it to suit the target group’s 
treatment preferences, and the treatment method, psychotherapist, patient, and 
context together interact in producing the outcome (American Psychiatric As-
sociation, 2006). Therefore, evidence-based practice includes basing medical 
decisions not solely on research on evidence-based treatment methods or in-
terventions, but equally on clinical expertise and, moreover, on the person’s 
unique experiences, context, and preferences.  

Although person-centered care has been advocated in health care and pri-
mary care for a long time, there is still no structured definition for it, and there-
fore individual health care professionals, patients, and stakeholders may have 
their own understanding of what it means and how best to achieve it in clinical 
practice (Jørgensen & Rendtorff, 2018). Terms such as patient participation, 
patient engagement, patient/user involvement, patient empowerment, shared 
decision making (SDM), and person-centered care, which all refer to the pa-
tient’s active role in their own health care, are used simultaneously and inter-
changeably (Hickmann et al., 2022; Jørgensen & Rendtorff, 2018). Moreover, 
although most caregivers endorse a person-centered approach, few apply it sys-
tematically and consistently, including in Sweden (Ekman et al., 2011). For 
example, a national Swedish survey from the SOM Institute in collaboration 
with the Center for Person-Centered Care at the University of Gothenburg 
(GPCC) showed that the respondents in general wanted to have more influence 
over their own health care. Around a third felt that they had little opportunity 
to be involved in planning their own care, and a quarter perceived that they had 
not received sufficient information to participate in decisions regarding their 
own health care (Wallström et al., 2016). Sweden also ranks low in interna-
tional comparisons with countries within the Organization of Economic Co-
operation and Development (OECD) in terms of patients’ experiences of par-
ticipation in care (Swedish Agency for Health and Care Services Analysis, 
2021). Health care staff report various challenges when striving to adhere to a 



INTRODUCTION 

4 
 

needs, conditions and wishes.” Moreover, there are calls for user participation 
and cooperation with patient organizations regarding strategic improvements 
and organizational development of health care (Swedish Association of Local 
Authorities and Regions, 2018). 

Part of the restructuring of Swedish primary care includes an increased fo-
cus on digital solutions, with more digital care appointments, digital self-mon-
itoring of symptoms at home, patients being able to book care appointments 
themselves via the internet, and the use of artificial intelligence (AI) to help in 
decision support (SOU 2018:39). In this way, primary care will become more 
digital and closer to patients, with a greater focus on health promotion work. 
Digital solutions may also play a part in making patients more involved in their 
own care. They create increased opportunities for those patients who want to 
take greater responsibility for their own care, while more supportive interven-
tions and physical appointments can be provided to those who need and request 
them (SOU 2018:39). 
 
Person-centered care  
 

Person-centered care has been advocated in recent decades, including in 
primary health care. Person-centered care is understood as care provided 
through collaboration between patients, their families, and health care profes-
sionals (Britten et al., 2020). It involves providing coordinated care that is in-
dividually tailored to the patient’s needs, circumstances, and preferences (The 
Health Foundation, 2016). It indicates a need to look beyond diagnosis and 
illness and focus on the patient as a person and to personalize care rather than 
just follow certain routines or a certain flow of care linked to a diagnosis. Per-
son-centered care is also enabling; it empowers patients to recognize their own 
abilities to live independently. The health care professional and the patient 
work together in partnership when making treatment decisions, and they seek 
to identify and adapt the care plan based on the patient’s goals and long-term 
values (The Health Foundation, 2016).  

Providing person-centered care is also consistent with working in line with 
evidence-based practice (EBP), which guarantees efficient and safe care 
(American Psychiatric Association, 2006). Evidence-based practice rests on 
three pillars that inform decisions on medical interventions: the best available 
knowledge based on scientific research; best practice and the professional’s 
expertise; and the individual patient’s situation, experiences, and preferences 
(American Psychiatric Association, 2006). The three pillars building up evi-
dence-based practice make it a broader term than “evidence-based treatments” 
(EBT), a term that refers to specific treatment techniques or interventions that 
have proven effective in randomized controlled trials (Kazdin, 2008). The 

INTRODUCTION 

5 
 

distinction is important because even if a treatment is effective in research en-
vironments, it will not necessarily work for the individual patient. A treatment 
is considered evidence-based if, in randomized controlled trials (RCT), it has 
been possible to show that there are statistically significant differences in out-
comes between the group that has received the treatment compared with a no-
treatment control or treatment as usual. However, statistical significance is also 
a result of factors such as sample size and variability within and between re-
search participants. Hence, the fact that a treatment has been shown to produce 
statistical differences between groups in controlled research settings does not 
necessarily mean that the difference will be reflected in the individual research 
participant’s everyday functioning and life, nor that the results can be trans-
lated to patients in clinical practice (Kazdin, 2008). Although a treatment might 
have a satisfactory effect, it is equally important for it to suit the target group’s 
treatment preferences, and the treatment method, psychotherapist, patient, and 
context together interact in producing the outcome (American Psychiatric As-
sociation, 2006). Therefore, evidence-based practice includes basing medical 
decisions not solely on research on evidence-based treatment methods or in-
terventions, but equally on clinical expertise and, moreover, on the person’s 
unique experiences, context, and preferences.  

Although person-centered care has been advocated in health care and pri-
mary care for a long time, there is still no structured definition for it, and there-
fore individual health care professionals, patients, and stakeholders may have 
their own understanding of what it means and how best to achieve it in clinical 
practice (Jørgensen & Rendtorff, 2018). Terms such as patient participation, 
patient engagement, patient/user involvement, patient empowerment, shared 
decision making (SDM), and person-centered care, which all refer to the pa-
tient’s active role in their own health care, are used simultaneously and inter-
changeably (Hickmann et al., 2022; Jørgensen & Rendtorff, 2018). Moreover, 
although most caregivers endorse a person-centered approach, few apply it sys-
tematically and consistently, including in Sweden (Ekman et al., 2011). For 
example, a national Swedish survey from the SOM Institute in collaboration 
with the Center for Person-Centered Care at the University of Gothenburg 
(GPCC) showed that the respondents in general wanted to have more influence 
over their own health care. Around a third felt that they had little opportunity 
to be involved in planning their own care, and a quarter perceived that they had 
not received sufficient information to participate in decisions regarding their 
own health care (Wallström et al., 2016). Sweden also ranks low in interna-
tional comparisons with countries within the Organization of Economic Co-
operation and Development (OECD) in terms of patients’ experiences of par-
ticipation in care (Swedish Agency for Health and Care Services Analysis, 
2021). Health care staff report various challenges when striving to adhere to a 



INTRODUCTION 

6 
 

person-centered approach in their work. For example, they require extra time 
to explore the patient’s needs and wishes, and they may have doubts as to 
whether all patients, for example, those with serious illness, are able to partic-
ipate actively. Health care professionals may also be unaccustomed to focusing 
on patients’ strengths and abilities rather than on their symptoms and problems 
(Jørgensen & Rendtorff, 2018). 

A proposed prerequisite for patient participation is the concept of health 
literacy. It is defined as the patient’s ability to receive health information and 
to understand and act on it (Mårtensson & Hensing, 2012). Health literacy is 
considered important for enabling patients to make decisions about their own 
health care. Rather than seeing it as a static characteristic that differs according 
to individual abilities, health literacy can also be understood as a complex phe-
nomenon that is influenced by social and cultural contexts and that is created 
in interactions between patients, health care professionals, and society at large. 
Caregivers and health care professionals thus need to become more actively 
aware of how their own part in the meeting with a patient contributes to the 
patient’s level of health competence in a specific situation. The patient’s ability 
to actively participate and make well-founded decisions about their own care 
requires that they be given opportunities to receive information as well as 
enough time to discuss it and ask questions in the meeting with the health care 
professional. In addition, patient participation needs to be actively encouraged 
both in the individual care meeting and in the workplace at large (Mårtensson 
& Hensing, 2011). However, there is a general lack of information and tools to 
support patients in making choices about their health, although “decision-aid” 
tools have recently been developed in the United Kingdom, for example, to 
ensure that medical decisions and treatment reflect patient preferences and per-
sonal values and that patients are well informed about their treatment and pos-
sible support options (NHS England, n.d.-a). Examples of other structured in-
itiatives to elicit person-centeredness within health care include the Gothen-
burg model of person-centered care in Sweden (Britten et al., 2020) and the 
NHS’s personalized care and support planning in England (NHS England, 
n.d.-b). Most recently, a draft guideline on recommendations for treatment of 
depression was presented by the National Institute for Health and Care Excel-
lence (NICE) in the United Kingdom, whereby patients, in discussion with 
their health care practitioner, could choose from a menu of different evidence-
based treatment options according to their own preferences (National Institute 
for Health and Care Excellence, 2021). The University of Gothenburg Centre 
for Person-Centered Care in Sweden has proposed three cornerstones for work-
ing according to person-centered care in practice: creating a partnership by lis-
tening to the patient’s narrative about their illness and symptoms and how they 
impact the patient’s daily life; developing the partnership by together 
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formulating a health plan through shared decision making; and safeguarding 
the partnership and continuity of care by documenting the health plan and mak-
ing patients’ preferences and values transparent (Ekman et al., 2011). Another 
approach is the development of an assessment instrument to measure the extent 
to which a person-centered approach is applied within the individual care meet-
ing. The assessment is based on observation, where an observer rates the meet-
ing based on about 50 questions related to person-centered care, such as 
whether the patient is getting an opportunity to voice their opinion, how atten-
tive the health care professional is to the patient, and whether goals for the 
treatment have been defined (Ekman, 2023). Yet another attempt to concretize 
a person-centered approach to care involves the use of “patient contracts”, 
which aim to deepen patient participation through a co-production between the 
patient and the health care professional. With a patient contract, the patient and 
caregiver agree on a coherent plan, the patient gets a fixed care contact, and 
meeting times are agreed upon in consultation. The aim is to increase partici-
pation, coordination, accessibility, and cooperation (Swedish Association of 
Local Authorities and Regions, 2022). 

Importantly, patient participation and person-centered care are not the same 
as demand-driven care. As stated in the Swedish government policy document 
for the renewed primary care, the professional must not simply provide care 
based on the patient’s wishes if this is completely contrary to science and best 
practice (SOU 2018:39). Nor can medical care be provided at any time based 
on the patient’s wishes; it must be based on a priority order where emergency 
medical care comes before less urgent care. In this way, citizens can rely on 
receiving the right and effective care at the right time without being either over- 
or undertreated (SOU 2018:39). 

 
The stepped care model and low-intensity treatments  
 

One of the biggest concerns with regard to the treatment of mental health 
problems, both internationally and in Sweden, is the lack of resources, with too 
few educated and trained professionals with specific expertise in the field of 
mental health (Holmes et al., 2018; SOU 2018:39). One proposed solution to 
the limited access to evidence-based psychological care is the stepped care 
model (Bower & Gilbody, 2005). In this model, the first recommended treat-
ment should be the least intensive one, often interpreted in terms of the amount 
of therapist time required, that will still lead to increased health. At the same 
time, the stepped care model should be self-correcting, meaning that treatment 
gains are systematically monitored, and patients are offered an intervention 
higher up in the model if the current intervention does not lead to improvement 
(Bower & Gilbody, 2005). Under this model, most patients are initially treated 
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with so-called low-intensity treatments, and common high-intensity treatments 
such as face-to-face CBT are reserved for patients who fail to respond to treat-
ments within the first steps of the model. However, high-intensity treatments 
may be offered in a first step to patients where low-intensity treatments are 
deemed inappropriate, for example, due to initial severity of the mental health 
problem, or in cases where adverse effects may result from starting a patient at 
a too-low step, such as an eating disorder (Bower & Gilbody, 2005). However, 
some evidence suggests that patients with severe depression may gain as much 
benefit from low-intensity treatments as patients with mild and moderate de-
pression (Bower et al., 2013). This was also true in a sample of adolescents 
with anxiety disorders, where greater baseline severity in both anxiety and de-
pression predicted greater improvement (Stjerneklar et al., 2019). Low-inten-
sity treatments are often based on cognitive behavioral therapy (CBT) and may 
consist of, for example, self-help material or group therapy (Bower & Gilbody, 
2005). A common low-intensity treatment is internet-delivered cognitive be-
havioral therapy (ICBT; Bower et al., 2013). Since 2016, Sweden has been 
working to expand the integration of ICBT into primary care (Swedish Asso-
ciation of Local Authorities and Regions, 2021). 
 
Internet-delivered cognitive behavioral therapy (ICBT) 
 

Internet-delivered cognitive behavioral therapy (ICBT) delivers evidence-
based psychological treatment, including self-help, on a secure internet plat-
form offering psychoeducative elements through texts, videos, and audio clips, 
together with exercises of psychological strategies and home assignments (An-
dersson, Titov et al., 2019). ICBT can be delivered with or without therapist 
support, which can be either asynchronous, using written messages on the 
treatment platform, or synchronous, via telephone or a chat function. In most 
RCT studies the guidance typically consists of weekly scheduled feedback 
through written messages from the therapist and opportunities for the patient 
to ask questions (Andersson, Titov et al., 2019). Therapist-guided internet in-
terventions have generally been shown to be more effective for symptom re-
duction and completion of treatment than unguided programs (Baumeister et 
al., 2014).  

ICBT has been developed during the last 25 years (Andersson, 2018). ICBT 
presents several advantages in terms of accessibility and thus may bridge the 
gap between mental health needs and accessible evidence-based psychological 
treatments. The internet-based form of the treatment generally requires less 
time of the therapist, it can bridge geographical distances between patients and 
health care providers, and it provides flexibility for the patients in terms of 
when they can obtain the treatment. By providing anonymity, it may also 
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decrease potential feelings of stigma associated with visiting a care clinic (An-
dersson, Titov et al., 2019; Ralston et al., 2019). 

ICBT has been found cost-effective and related to lower health care and 
societal costs compared to, for example, group CBT therapy, treatment as 
usual, wait-list, and telephone counseling for several diagnoses, with the 
strongest evidence for guided internet interventions for anxiety disorders, ac-
cording to one systematic review (Donker et al., 2015). 

To date, studies on the efficacy of ICBT have been investigated in around 
300 randomized controlled trials (RCT) as well as in systematic reviews and 
meta-analyses (Andersson, Titov et al., 2019). ICBT has been found effective 
for several psychiatric conditions when compared to control groups, including 
depression, different anxiety disorders, and PTSD as well as some somatic 
conditions such as insomnia, chronic pain, stress, and tinnitus (Andersson, Ti-
tov et al., 2019). In an individual patient data meta-analysis of aggregated data 
from 2866 patients with anxiety, depression, and other diagnoses (such as erec-
tile dysfunction, relationship problems, and gambling disorder) from 29 clini-
cal trials conducted in Sweden, around half of the participants improved (re-
sponded to treatment) following therapist-guided ICBT, and around a third 
were considered in remission, that is, within a non-clinical state (Andersson, 
Carlbring, & Rozenthal, 2019). The benefits of ICBT also seem to be sustained 
over time (Andersson et al., 2018). In addition, at least two meta-analyses con-
clude that therapist-guided ICBT produces effects equivalent to those of face-
to-face CBT (Carlbring et al., 2018; Hedman-Lagerlöf et al., 2023). When it 
comes to anxiety disorders alone, several systematic reviews and meta-anal-
yses show evidence for therapist-guided ICBT for anxiety and suggest that it 
may not be different from face-to-face therapy, although studies of better qual-
ity are needed (Andrews et al., 2018; Kumar et al., 2017; Olthuis et al., 2016). 
Less research exists on the efficacy of ICBT for children and adolescents, but 
promising results have been documented (Ebert et al., 2015; Lilja et al., 2021; 
Vigerland et al., 2016). 

Much research is done in controlled contexts where conditions are as close 
to ideal as possible, with rigorous research designs and strict selection of par-
ticipants, in so-called efficacy studies (Möller, 2011). These studies have high 
internal validity, but they might lack external validity as the ideal research con-
ditions do not accurately simulate the real world. Effectiveness studies, in con-
trast, are conducted in naturalistic clinical settings (Möller, 2011). Many stud-
ies on ICBT are efficacy studies, and more studies on ICBT performed within 
routine clinical care are needed (Olthuis et al., 2016). However, some effec-
tiveness studies have been conducted and show support for ICBT in clinical 
settings. A meta-analysis of RCT studies performed in routine clinical care 
showed an overall large impact on both anxiety disorders and depression, with 
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all assessed effect sizes being at least moderate (Etzelmueller et al., 2020). 
Therapist-guided ICBT has been shown to be effective for social anxiety dis-
order (SAD), with sustained effects 4 years after treatment in patients treated 
within routine psychiatric care (El Alaoui et al., 2015), for depression in pa-
tients treated in primary and psychiatric care (Flygare et al., 2020), and in de-
pressed patients in primary care with sustained effects 1 year after treatment 
(Eriksson et al., 2017), among others. Moreover, examples of successful im-
plementations of central ICBT clinics in routine health care exist, including in 
Sweden, Norway, Denmark, Canada, and Australia (Titov et al., 2018). These 
clinics all report high patient satisfaction, clinical improvements, and low 
amounts of patient deterioration (Titov et al., 2018). Clinical trials from these 
clinics show therapist-guided ICBT to be successful in treating depression and 
anxiety, as well as insomnia, irritable bowel syndrome, and chronic pain. Ther-
apist-guided ICBT also proved to be effective for patients with severe symp-
toms, as mean symptoms ranged between moderate to severe in trials from 
these clinics (Titov et al., 2018). 

Although ICBT has been proven effective for several mental health prob-
lems, not all patients who receive ICBT improve. It has been suggested that 
around one fourth of those receiving ICBT do not respond to treatment (Ro-
zental et al., 2019), although these figures are comparable to those of non-re-
sponders in face-to-face therapy (Luo et al., 2020). Relatedly, not all partici-
pants who take part in the treatment complete the full program, and the uptake 
of the treatment varies considerably between persons. Numbers on non-adher-
ence to treatment are complicated due to inconsistency in the definition and 
reporting of completion rates (Etzelmueller et al., 2020). One meta-analysis 
analyzing data from just under 1000 participants taking part in either face-to-
face therapy or internet-delivered CBT for depression found that 65% of the 
participants receiving internet-delivered treatments completed the whole treat-
ment, which was significantly lower than in face-to-face therapy (84.7%; van 
Ballegooijen et al., 2014). However, when looking at percentages of completed 
modules, the ICBT group completed on average 80% of the treatment, and this 
did not differ significantly from the face-to-face group (van Ballegooijen et al., 
2014). On the other hand, when looking at studies on ICBT for depression or 
anxiety performed within routine clinical care, the numbers were lower, with 
about 60% of participants completing the treatment as planned (full course) 
according to a meta-analysis (Etzelmueller et al., 2020). The average percent-
age of completed modules was 57.3% for ICBT for anxiety and 62.6% for 
ICBT for depression (Etzelmueller et al., 2020). 

There is incomplete evidence on patient factors influencing non-adherence 
and drop-outs. Factors identified related to successful adherence include, for 
example, intrinsic motivation to complete treatment and perceiving the 
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treatment as credible (Alfonsson et al., 2016), while preferences for face-to-
face interactions may work as a barrier (Holst et al., 2017; Johansson et al., 
2015). Some patient characteristics that have been negatively associated with 
treatment completion include younger age, greater initial symptom severity, 
not being in a relationship, lower educational level, and multiple co-existing 
psychosocial difficulties (Cross et al., 2022). One study analyzing patient fac-
tors of a large sample of participants recruited from routine clinical care found 
that these factors were cumulative, for example, the more positive factors a 
patient presented, the greater the likelihood that they would start treatment, 
complete treatment, or improve with treatment (Cross et al., 2022). Some qual-
itative findings from an internet-delivered stress program for health care work-
ers showed that participants generally reported several reasons for discontinu-
ing treatment, including person-related factors such as lack of time, life cir-
cumstances, fatigue, and previous participation in treatment with similar con-
tent (Nomeikaite et al., 2023). Other reasons were related more to factors aris-
ing when taking part in the treatment, such as a perceived lack of fit with the 
treatment content and thus not perceiving the program as suitable; technical 
difficulties in accessing the treatment program; and negative experiences dur-
ing the treatment, such as increased symptoms and self-critical thoughts (No-
meikaite et al., 2023). Similar reasons were reported in a qualitative study of 
non-adherence in an internet-delivered treatment for patients with generalized 
anxiety disorder (Johansson et al., 2015). The authors proposed a dyadic model 
where treatment-specific aspects such as the time needed for treatment, com-
plexity and extensiveness of the text content, and the fixed treatment arrange-
ment do not align with personal aspects such as daily routines, level of con-
centration and reading capacities, and expectations of treatment. The last item 
mentioned was salient in that participants expressed that they had little under-
standing of what the treatment content and process would entail (Johansson et 
al., 2015).  

 
A third wave approach to cognitive and behavioral therapies 
 

Research in psychology to date has mainly been focused on evaluating dif-
ferent treatment methods targeting different diagnoses (Hayes & Hofmann, 
2021; Kazdin, 2008). Cognitive behavioral therapy (CBT) has been included 
as one effective evidence-based treatment for mental health conditions in a va-
riety of research-based treatment protocols targeting various DSM-defined 
psychiatric disorders, including various anxiety disorders (Hayes & Hofmann, 
2021). The Diagnostic and Statistical Manual of Mental Disorders (DSM; 
American Psychiatric Association, 2013) and similar diagnostic classification 
systems of mental disorders, such as the International Statistical Classification 
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American Psychiatric Association, 2013) and similar diagnostic classification 
systems of mental disorders, such as the International Statistical Classification 
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of Diseases and Related Health Problems – ICD (World Health Organization, 
2019), arise from the medical field, where diseases have a clear etiology. Sim-
ilar symptoms arise from a common underlying cause; for example, a tumor 
which causes symptoms of cancer. However, to date, for all but a few mental 
disorders, no laboratory markers have been found that identify a common un-
derlying cause of a specific mental illness as defined by the DSM, and epide-
miological studies show excessive comorbidity between the disorders 
(Kendler, 2012). It is a matter of course in psychological science that mental 
illness is affected by several different factors, where biology, psychology, and 
environmental factors interact. The assembled research shows that risk factors 
present themselves at all these levels (Kendler, 2012). Consequently, this has 
brought about questions as to whether the defined disorders should even be 
understood as distinct entities. Several new attempts to understand mental ill-
ness have emerged in recent years that counteract the medical view of mental 
health problems as distinct diseases. A recent approach that tries to solve the 
limitations of the diagnostic systems is “the network theory of mental disor-
ders,” which postulates that psychiatric symptoms cause each other rather than 
being the result of a common cause or “disease” (Borsboom, 2017). The net-
work theory is neutral regarding the etiology of the causal relationships be-
tween symptoms, and these may be derived from biological, psychological, or 
social processes, or through interactions between these processes. Network 
theory also explains the excessive comorbidities that exist between diagnoses, 
since when one symptom is activated the probability that another, related, 
symptom will activate increases. Moreover, through “feedback loops,” the net-
work can become self-sustaining, in that symptoms keep each other activated 
even when an external trigger has disappeared (Borsboom, 2017). Other ap-
proaches include, for example, the Hierarchal Taxonomy of Psychopathology 
(HiTOP), which characterizes psychopathology as dimensions that cut across 
the dichotomous categories of different diagnoses in the traditional diagnostic 
systems (Conway et al., 2019). The HiTOP theory uses the general factor of 
psychopathology (p-factor, compare to the g-factor for intelligence), which 
theorizes that there is a general genetic predisposition for developing psycho-
pathology. The model also theorizes a hierarchical structure, and the p-factor 
can further be broken down into lower spectrums of, for example, internaliz-
ing, externalizing and somatoform disorders, with common characteristics. 
The p-factor could also be used to predict the likelihood of a current patient 
developing future mental health problems (Conway et al., 2019). 

The medical view of psychiatric illnesses has nevertheless influenced treat-
ment guidelines and the organization of care into subspecialized diagnostic 
teams. The treatment given is based on diagnosis-specific guidelines where all 
patients with the same diagnosis are recommended the same standardized 
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treatments. The diagnosis thus determines which treatment is given, rather than 
the patient’s individual conditions, experiences, and preferences (Holmqvist & 
Herlofson, 2019).  

 
Acceptance and commitment therapy 

 
A process-based approach 

Acceptance and commitment therapy (ACT) is a method within the new 
generation of CBT therapies, the so-called third wave of development of CBT 
(Hayes, 2004). Characteristic of ACT is its process focus based on a well-de-
veloped theoretical foundation concerning common and underlying mecha-
nisms assumed to affect therapeutic change (Hayes et al., 2022). Process-based 
therapies step away from syndrome-based protocols that each target specific 
diagnoses and towards so-called transdiagnostic protocols. Less focus is 
placed on specific protocols for each mental condition and more is placed on 
common factors that lead to change across the different diagnoses (Hayes & 
Hofmann, 2021). Although several effective psychological treatments exist, 
little is still known about how psychological treatments work (Cuijpers, 
Reijnders, & Huibers, 2019). By revealing the processes through which ther-
apy works, new treatment methods that focus on core processes in therapy 
might develop. Treatment may be adapted to specific contexts or populations 
by designing interventions that specifically target the mechanisms of change. 
This might not only create more efficient treatments but may also facilitate the 
synthesizing of research on different treatment methods (Cuijpers, Reijnders, 
& Huibers, 2019). It may provide answers to whether different treatment meth-
ods work through specific or similar processes and, if the latter is the case, 
bridge the gap between different treatment methods and pave the way for trans-
diagnostic treatments (Hayes & Hofmann, 2021; Kazdin, 2008). Thus, instead 
of speaking of evidence-based treatments we might be able to speak about “ev-
idence-based mechanisms of change” (Kazdin, 2008).  

The study of mechanisms of change may also provide answers regarding 
which treatment methods work best for which individuals and thus form the 
basis for person-centered care and tailored treatment methods. By recognizing 
which factors in treatment contribute to change, clinicians will gain knowledge 
about what aspects of the treatment can be promoted to facilitate change for 
the patient in front of them and to improve response to treatment and patient 
adherence (Kazdin, 2008). It is by answering these questions that treatment 
methods can be improved, and research may contribute to optimizing the clin-
ical practice. 
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An acceptance focus 
ACT builds on the core principles of CBT, such as behavioral change pro-

cesses and exposure to avoidance of thoughts, feelings, and situations, but it 
extends traditional cognitive behavioral therapy by focusing on acceptance and 
mindfulness techniques (Hayes et al., 2013). It is developed based on an ex-
tensive theoretical foundation on the distinct philosophy of functional contex-
tualism and a science of cognition, namely, relational frame theory (Hayes et 
al., 2013). ACT theory argues that human suffering lies in an unwillingness to 
remain in contact with private experiences and an inability to maintain flexible 
behavior and engage in values-based action (Hayes et al., 1996). Based on the 
relational frame theory of cognition, it argues that much private suffering 
comes not only form direct learning experiences but also from the way humans 
use language, and thereby thoughts, to derive conclusions (Twohig & Levin, 
2017). According to relational frame theory, humans build up their understand-
ing of the world by relating objects and events to each other. These relational 
frames between objects and events are not necessarily based on formal prop-
erties but may also be formed based on arbitrary cues derived from language 
and context (Hayes et al., 2013). ACT theory thus postulates that verbal-rule 
governance and avoidance are two processes involved in much of psycho-
pathology and mental illness (Hayes et al., 2022).  For example, a depressed 
patient might let self-critical thoughts such as “I am unlovable” lead to social 
withdrawal, thereby losing contact with the present moment and missing out 
on alternative experiences and signs of being liked (Twohig & Levin, 2017). 
This is by no means opposed to the views of traditional CBT, which also rec-
ognize the significance of behavioral avoidance in creating mental ill health 
(Hayes et al., 2013). Likewise, the view in traditional CBT is that it is not life 
events in themselves that cause mental distress, but rather the way we interpret 
those events. However, the approach for addressing this problem differs be-
tween traditional CBT and ACT. In traditional CBT, the focus lies on helping 
the patient identify and change negative and distorted thoughts by replacing 
these with more rational and constructive ways of thinking. This can be done 
through interventions such as cognitive restructuring, where the therapist helps 
the patient question the thought and come up with alternative explanatory mod-
els. Conversely, the ACT approach emphasizes that it is difficult to completely 
and permanently restructure cognitive networks and relational schemas. In-
stead, the ACT method aims to help the patient change the functional context 
of the inner experiences such as thoughts and feelings; that is, it tries to change 
the influence that distorted thoughts exert on the patient’s life rather than trying 
to correct the content of the thought. In practice, this can be achieved by mind-
fulness and acceptance-based interventions, such as teaching the patient to no-
tice and acknowledge the thought without judging or trying to alter it. The ACT 
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therapist tries to help the patient create distance from the thought, helping them 
see that “I am having a thought that I am unlovable,” and thus creating flexi-
bility and choice in how to respond to the thought (Hayes et al., 2013). 

The theoretical foundation of ACT, based on the philosophy of functional 
contextualism, also has implications for how interventions are used (Twohig 
& Levin, 2017). According to functional contextualism, a scientific idea is con-
sidered true if it is helpful in predicting and altering behavior, thus it is based 
on pragmaticism. Consequently, the therapy method constitutes of a set of prin-
ciples rather than a set of techniques, and the ACT therapist can flexibly apply 
the model. The function rather than the form of the technique is considered 
when forming behavioral change. The therapist is oriented to the idea that any 
technique is just one method to help the client and therapist accomplish their 
goals (Twohig & Levin, 2017; Hayes et al., 2013). 
 
Increasing psychological flexibility  

The goal of ACT is not primarily to reduce or regulate symptoms or nega-
tive internal states but to promote functioning and well-being (Hayes et al., 
2013). Symptom reduction might, however, be a result when increasing func-
tioning, as many studies on ACT treatment also show treatment effects on 
symptoms (Gloster et al., 2020). The primary goal of ACT, however, is to im-
prove the patient’s psychological flexibility, which is defined as the ability to 
act flexibly, by persisting in or changing behavior, based on the situation and 
in the service of long-term values (Hayes, 2004). In other words, the focus is 
on helping the patient increase engagement in valued activities, regardless of 
distressing thoughts, feelings, or internal states that may be present or arise in 
this context. Six essential processes are integrated to build psychological flex-
ibility: acceptance, defusion, flexible attention to the present moment, “self-
as-context” or a perspective-taking sense of self, value-based living, and com-
mitted action (Hayes, 2004). The first four processes can be grouped together 
as “acceptance and mindfulness” processes and aim to reduce the influence of 
difficult inner experiences that make it hard to act from a value-based direction. 
The goal is for the patient to be able to be in touch with their inner experiences, 
to be able to learn from them when they are useful, and to not let them control 
their behavior (Twohig & Levin, 2017). The last two processes can be grouped 
together as “behavior change” processes, and they involve determining values 
and direction for behavioral change. The process for achieving behavioral 
change involves more traditional CBT interventions, with the goal of helping 
the patient accomplish behavioral change in alignment with their personal val-
ues (Twohig & Levin, 2017). The six core processes can be targeted by differ-
ent ACT interventions to enable a positive treatment change (Hayes, 2004). 
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Effectiveness of ACT 
A meta-analytic review including 20 meta-analyses based on 133 individual 

studies found that ACT is effective for several diagnoses, including anxiety, as 
well as depression, substance abuse, and chronic pain when aimed transdiag-
nostically, with effect sizes from small to medium (Gloster et al., 2020). The 
effect sizes were on average larger when compared to non-active (wait-list, g= 
0.57, corresponding to a medium effect) or passive (placebo, g = 0.54, corre-
sponding to a medium effect) conditions and were shown to be non-signifi-
cantly different or in some cases superior to active control conditions such as 
treatment as usual (g = 0.46, corresponding to a small effect) and active inter-
ventions other than CBT (g= 0.57, corresponding to a  medium effect). When 
compared to CBT, most meta-analyses found that ACT was not statistically 
different from CBT, with an average negligible effect size (g = 0.16). Consid-
ering that the aim of ACT is to enhance functioning rather than symptom relief, 
ACT also showed efficacy within a small to medium effect size range on qual-
ity of life and measures of well-being, and effect sizes ranging from small to 
large for psychological flexibility (Gloster et al., 2020) 

Also, there is an emerging research base where psychological flexibility has 
been evaluated as a mechanism of treatment change. Many of the early studies 
were of a correlational nature but generally showed a moderate relationship 
with psychological outcomes, broadly defined (Hayes et al., 2006). A system-
atic review of 12 studies using formal mediation analyses found general sup-
port for psychological flexibility as mechanism of change mediating the treat-
ment outcomes for mental health symptoms (Stockton et al., 2019). When 
looking at the specific core components that together build up psychological 
flexibility, acceptance and cognitive defusion were the most researched pro-
cesses, while the other four processes have not been much studied. The most 
consistent support was found for acceptance, which seems to be a unique 
mechanism of change for ACT when compared to other psychotherapies 
(mostly CBT) and which mediated treatment change across all outcomes being 
studied, that is, mental health, patient functioning, health-related behaviors, 
and quality of life. Most studies examining cognitive defusion and committed 
action found a significant mediation result, suggesting that these are also fruit-
ful mechanisms of change in treatment, but they did not consistently mediate 
the effect between psychotherapy type and so may not be unique aspects of 
ACT treatment. Although these studies give initial support for psychological 
flexibility as an important mechanism of change in producing clinically rele-
vant change, more studies of high quality are needed to address some of the 
methodological limitations of the included studies. Further, future research 
needs to focus on all six of the core processes in the psychological flexibility 
model; many measurements developed to assess psychological flexibility that 
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exist currently include only some of the key facets of this concept (Stockton et 
al., 2019). A recent literature review examined successful mediation processes 
across more than 54 000 randomized controlled studies of psychological inter-
ventions for various mental health outcomes (Hayes et al., 2022). Fifty-seven 
successful mediators of outcome were identified across the studies, and psy-
chological flexibility and mindfulness were the far most common replicated 
mediators. These two aspects together accounted for about 45% of successful 
mediators that have been examined across studies to date (Hayes et al., 2022).  

Other examples of research on psychological flexibility include a study by 
Stabbe and colleagues (2019), which used a person-centered approach and 
found six different profiles of individuals based on their functioning with re-
gard to psychological flexibility. Groups with higher flexibility had greater 
well-being, and the presence of inflexibility in groups was associated with 
lower functioning, such as greater psychological distress, rumination, and 
physical ill-health (Stabbe et al., 2019). Recent studies on the impact of the 
COVID-19 pandemic have, moreover, shown preliminary support for psycho-
logical flexibility as a resilience factor in mental health during the pandemic 
(Kroska et al., 2020; McCracken et al., 2021). 
 
Internet-delivered ACT  

Based on successful results of internet-delivered CBT, there has been in-
creased interest in delivering other branches of psychological therapy via the 
internet (Andersson, Titov et al., 2019), including internet-delivered ac-
ceptance and commitment therapy (iACT; Kelson et al., 2019). ACT in the 
context of internet-delivered treatments is a relatively new research field. A 
systematic review of internet-delivered ACT for anxiety disorders identified 
20 existing studies, about half of which were randomized controlled trials, the 
rest being uncontrolled feasibility studies (Kelson et al., 2019). All of the stud-
ies were published after 2012. Eighteen of the 20 studies showed preliminary 
effectiveness for internet-based ACT with small to large anxiety reductions, 
but there is a great need for more high-quality RCT studies. Moreover, none 
of the studies targeted children or adolescents (Kelson et al., 2019). Yet another 
recent meta-analysis examined the results from 53 randomized controlled trials 
comparing online ACT (mostly delivered through websites and some delivered 
as apps) to either wait-list control conditions or to active conditions (treatment-
as-usual, internet-delivered CBT, or placebo; Klimczak et al., 2023). Results 
showed small and significant between-group effects for online ACT compared 
to wait-list controls at post-treatment regarding outcomes for anxiety, depres-
sion, quality of life, and psychological flexibility and when looking at all as-
sessed outcomes together. Effects were maintained at follow-up for all out-
comes except for quality of life. When comparing online ACT to active 
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as-usual, internet-delivered CBT, or placebo; Klimczak et al., 2023). Results 
showed small and significant between-group effects for online ACT compared 
to wait-list controls at post-treatment regarding outcomes for anxiety, depres-
sion, quality of life, and psychological flexibility and when looking at all as-
sessed outcomes together. Effects were maintained at follow-up for all out-
comes except for quality of life. When comparing online ACT to active 
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controls, significant between-group effects were found for psychological flex-
ibility and for all outcomes together, but not for the other assessed outcomes, 
and no between-group effects were found at follow-up. The meta-analysis was 
limited by the heterogeneity among assessed studies, such as problem targeted, 
delivery format, and amount of human support, and it additionally found indi-
cations for publication bias for the studies using wait-list control conditions 
(Klimczak et al., 2023). Taken together, internet-delivered ACT seems like a 
promising intervention that could be further investigated.  

 
Personalization of psychological treatments 
 

The focus on classification of syndromes and a quest to find treatment 
methods targeting each syndrome as defined by diagnostic classification sys-
tems such as DSM has resulted in a variety of methods and interventions sprung 
from different theoretical schools that all work from their own theories about 
effective psychological treatment and use their own theoretical concepts. Con-
sequently, there is a well-grounded research base for the efficacy of many dif-
ferent branches of psychotherapy; however, surprisingly, there seems to be 
generally little difference in outcome between different psychotherapy meth-
ods (Luborsky et al., 2002). For example, results from a review of 17 different 
meta-analyses of studies comparing one psychotherapy treatment against an-
other for patients with anxiety, depression, and mixed neurosis found a mean 
effect size of  Cohen’s d = .20, corresponding to a small and insignificant effect 
(Luborsky et al., 2002). This fact has been known as the “dodo-bird verdict” 
(from Lewis Carroll’s novel Alice in Wonderland, where the bird’s verdict on 
a race read “everybody has won, so all shall have prizes”; Mulder et al., 2017).  

One way of interpreting evidence on the equal outcomes across psychother-
apies is that some psychological treatments may be more effective for some 
patients than others. Different responses to different treatments in individuals 
may even out at the group level. Even the best evidence-based psychological 
treatments do not work for everyone, and patient drop-out and non-response 
are general problems in health care today (Holmes et al., 2018). For example, 
a meta-analysis of clinical trials of psychotherapies for depression found a 9% 
higher variance in the intervention groups compared with the control groups, 
which supports the idea of heterogeneity in individual treatment response 
across patients and hence that the outcome from therapy differs from person to 
person (Kaiser et al., 2022). Consequently, personalization of psychological 
treatments may be warranted.  

There are several approaches to the personalization of psychological treat-
ments. One of these is individually tailored (IT) treatments, where treatment 
components, such as the content, intensity, and style of delivery, are matched 
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to the specific needs of the patient (Nye et al., 2023). Another approach is 
treatment matching (TM), which seeks to increase treatment effectiveness and 
success by matching an individual with the most appropriate treatment method 
(Nye et al., 2023). The matching can be based on factors such as the individ-
ual’s symptomatology, personality traits, and previous treatment experiences 
(Cohen & Harris, 2023). A recent meta-analysis found a small significant ef-
fect size (d=.22) in favor of personalized treatments over evidence-based 
standardized treatments, which remained significant also when studies that 
were rated as at high risk of bias were removed from the analysis (d=.14). Alt-
hough it was a small effect size, this corresponded to one in eight people get-
ting a better outcome from personalized treatment in relation to standard treat-
ment by the logic of the number needed to treat (NNT). Both individually tai-
lored treatments and treatment matching methods were found to be superior to 
standardized treatment in one recent meta-analysis, but the effect size for indi-
vidually tailored studies was larger (d=.37 compared to d=-.13; Nye et al., 
2023). 

Yet, such matching is not necessarily related to understanding the individ-
ual’s own wishes and preferences regarding treatment. Evidence-based prac-
tice and person-centered care include incorporating patients’ preferences in the 
selection of treatment when several effective treatments exist, and in general 
treatment decisions when adapting treatment content and structure. This seems 
significant, for example, given a national cross-sectional survey carried out in 
England and Wales, which showed that about 50% prefer a certain type of psy-
chotherapy and 75% have a preference for when the therapy is delivered (Wil-
liams et al., 2016). Those who expressed a preference for a certain type of psy-
chological treatment and felt their preferences had not been met were six times 
less likely to agree with a statement that the therapy had helped them (Williams 
et al., 2016). Another research line of personalized psychological treatments 
comprises so-called preference studies, which entail investigating the outcome 
when accommodating the treatment given based on the patient’s own prefer-
ences regarding type of treatment. Most studies investigating preference ef-
fects have included options to choose medication along with options related to 
psychological or psychosocial treatments. Meta-analytic results from prefer-
ence studies with regard to mental illness suggest that accommodating pa-
tients’ preferences regarding treatments can directly influence outcomes in 
treatments for mental health (Delevry & Le, 2019; Lindhiem et al., 2014; Swift 
& Callahan, 2009; Swift et al., 2018; Windle et al., 2020). Patients who re-
ceived their preferred psychological treatment, either through active choice or 
through randomization, had higher treatment satisfaction and treatment com-
pletion and better clinical outcomes (d=.15) according to one meta-analytic 
review (Lindhiem et al., 2014). The effect size was modest but consistent 
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across several moderation variables, such as when comparing treatments for 
psychological disorders against treatments aimed at medical conditions, when 
comparing studies in which participants were given information about the dif-
ferent treatment options before making their choice compared to a more unin-
formed choice, or studies focusing on more severe versus mild psychological 
distress (hence, inpatient vs. outpatient). In addition, the effects were similar 
regardless of whether the patient actively chose a treatment or happened to be 
randomized to their preferred treatment, suggesting that the active choice did 
not have any additional effect apart from receiving one’s preferred treatment 
(Lindhiem et al., 2014). Swift and colleagues (2018) found a statistically sig-
nificant and small weighted average preference effect on outcome for those 
receiving their preferred psychotherapy (d=.28) and found that those patients 
whose preferences had not been met or who had not been given a choice were 
almost twice as likely (1.79) to drop out of treatment prematurely. Another 
meta-analysis of 23 identified preference trials on clinical outcomes showed a 
pooled result of a small but significant benefit for patients who had been ran-
domized to their preferred treatment, with an overall effect size of ES=0.18. 
Of the nine studies evaluating mental health treatments, eight evaluated a 
choice between psychotherapy and pharmacotherapy. The benefits of receiv-
ing a preferred treatment were higher (ES=.23) when pooling the results of the 
studies aimed at mental health problems compared to the other disease groups 
included in the review (concerning pain and functional diseases; Delevry & 
Le, 2019). In yet another recent systematic review, accommodating patient 
preferences for mental health treatments was associated with better working 
alliances and less drop-out from treatment, although unlike in other meta-anal-
yses, no association was found with outcome (Windle et al., 2020). Twenty-
one of 34 studies included offered medication as one treatment option. Among 
the psychosocial interventions included, the most common was CBT, followed 
by counseling and inter-personal therapy (Windle et al., 2020).  

However, not all studies show significant outcomes after receiving a pre-
ferred mental health treatment. In a recent double-randomized controlled pref-
erence trial including 217 Swedish participants with panic disorder and con-
ducted within Swedish routine psychiatric care, participants were randomized 
to either choosing between psychodynamic therapy or cognitive behavioral 
therapy (CBT) or being allocated to one of the two treatments or to a wait-list 
control group, using a double randomized controlled preference trial (DRCPT; 
Svensson et al., 2020). As opposed to most prior preference studies, the major-
ity of which have investigated treatment preference effects in relation to pref-
erences for psychotherapy or psychopharmacology, that study was one of the 
first to examine preference effects between two branches of psychotherapy. 
The results showed no difference between the groups regarding outcomes for 
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symptom reduction, absence from work, employment status, or drop-out from 
treatment, neither when assessed at the end of treatment nor at a 2-year follow-
up. The authors suggest that the effect of treatment preference may be limited 
when the choice is between two evidence-based psychotherapies compared to 
when the choices are between psychotherapy and medication (Svensson et al., 
2020). 
 
Personalizing internet-based treatments 

 
To improve the outcomes of internet-based psychological treatments, it 

may be important to investigate factors for personalizing the treatment. One 
limitation with ICBT treatments is that they are fixed programs with limited 
room to adapt the treatment based on the patient’s unique situation and prob-
lems. Many patients in the clinical setting, such as in primary care, have several 
comorbid conditions that may need to be addressed through various interven-
tions and treatments. Attempts have been made to address comorbid conditions 
in, for example, patients with different anxiety diagnoses (Titov et al., 2010) 
and patients with anxiety diagnoses and depression (Titov et al., 2011) by de-
veloping transdiagnostic ICBT treatments. These treatments address common 
underlying mechanisms in CBT treatments to address several different diagno-
ses. 

 
Tailored ICBT 

However, transdiagnostic treatments do not consider the patient’s prefer-
ences and unique situation. Some trials exist in which ICBT has been tailored 
and personalized for individual patients with anxiety disorders (Berger et al., 
2014; Carlbring et al., 2011; Nordgren et al., 2014; Silfvernagel et al., 2012; 
Silfvernagel et al., 2018). Individually tailored treatments mean that the treat-
ment components, such as the content, intensity, and style of delivery, are 
matched to the specific needs of the patient (Nye et al., 2023). Carlbring and 
colleagues (2011) found that an individually tailored ICBT treatment for adults 
with various anxiety disorders, including panic disorder, social phobia, and 
generalized anxiety disorder, was effective in reducing symptoms of anxiety 
and depression and increasing quality of life (mean within-group effect size 
was d=1.15 at post-treatment), with benefits remaining at a 1-year (mean 
d=1.13) and 2-year (mean d=1.04) follow-up. In another trial, an individually 
tailored treatment for patients with anxiety diagnoses, including social phobia, 
panic disorder, and generalized anxiety disorder, was compared to a disorder-
specific treatment and to a wait-list control group (Berger et al., 2014). In this 
trial, both active treatment groups improved on primary disorder-unspecific 
outcomes for anxiety, depression, and general symptomatology, which were 
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maintained at a 6-month follow-up, with no significant difference between the 
tailored and standardized group, indicating that both standardized and tailored 
ICBT are beneficial (Berger et al., 2014). Moreover, tailored ICBT has been 
found effective in a primary care setting among patients with anxiety disorders 
and comorbidities, with sustained effects 1 year following treatment (Nordgren 
et al., 2014). 
 
Self-tailored ICBT 

In addition, a couple of trials have explored outcomes in ICBT for anxiety 
disorders where patients could tailor their own treatment. The first results from 
these studies showed significant improvements in anxiety even when patients 
were allowed to choose their own treatment modules (Andersson et al., 2011), 
and they showed that self-selection of treatment modules may not differ in out-
comes compared to a disorder-specific ICBT treatment in patients with worry 
(Dahlin et al., 2022). In a recent factorial design controlled trial, participants 
with depression were randomized to (among other factorial conditions) a self-
tailored condition, where they could choose between six and 13 available mod-
ules based on a brief description, or to a clinician-tailored condition, where 
clinicians tailored treatment by choosing between six and 13 modules based on 
the client assessment interview and pre-treatment assessment (Andersson et 
al., 2023). Results showed that the self-tailored and clinician-tailored condi-
tions produced similar effects on the main outcome of depression, with a small 
but statistically significant effect between groups in favor of the self-tailored 
condition (d=0.26). When comparing self-tailored and clinician-chosen mod-
ules, there was a difference in which modules were approved; therefore, it was 
concluded that patient-tailored treatments make sense because they do not re-
sult in the same treatment content as when clinicians choose (Andersson et al., 
2023). 

 
The therapeutic relationship  

 
As indicated by the definition of person-centered care, this approach to care 

involves a collaborative and mutual partnership between the patient and the 
health care professional when making treatment decisions and adapting the 
care based on the patient’s individual circumstances and values (Britten et al., 
2020; The Health Foundation, 2016). Within the psychotherapy research, the 
working alliance, that is, the therapeutic relationship between the patient and 
the therapist, is a central component that is understood as a common factor of 
relevance in all therapeutic methods and that has been much studied (Wam-
pold, 2015). A widely used transcending model that conceptualizes the alliance 
regardless of therapy method is that of the working alliance (Bordin, 1979). 
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This model conceptualizes working alliance as a contractual relationship and a 
multidimensional concept built up by three components: mutual trust and ac-
ceptance between the patient and therapist (bond), agreement on the goals for 
the treatment (goal), and agreement on how to reach those goals (task; Bordin, 
1979). 

Several meta-analyses show a positive and robust moderate relationship be-
tween quality of the alliance and treatment outcomes in psychotherapy in 
adults (Flückiger et al., 2018; Horvath et al., 2011; Martin et al., 2000), with a 
mean correlation of r=.28 (Flückiger et al., 2018; Horvath et al., 2011), indi-
cating a close to medium positive relationship. The alliance-outcome relation-
ship has furthermore been shown in psychotherapy with children and adoles-
cents; however, it is a somewhat weaker relationship compared to that shown 
in the adult literature, with an association of r=.19, indicating a small positive 
association according to an updated meta-analysis (Karver et al., 2018). The 
alliance formation in psychotherapy with children and adolescents is, further-
more, complicated by the fact that the therapeutic relationship is often tri-di-
rectional, including also the parent/caregiver, where the therapist-parent alli-
ance might have implications for treatment continuation with the child (Karver 
et al., 2018).  

Alliance in the context of internet-delivered treatments is less studied and 
the results are contradictory (Andersson et al., 2012; Andersson & Titov, 2014; 
Carlbring et al., 2018). Due to the self-help format of the treatment, there is 
less room for the therapist’s input, and the time the therapist dedicates to the 
patient is much less than in face-to-face therapy. Additionally, the patient 
might not have met the therapist face to face. However, the therapist role might 
still be important in ICBT since the therapist encourages, validates, and gives 
feedback on the patient’s therapeutic work by private written messages (An-
dersson et al., 2012). Several studies show that it is possible to create a positive 
alliance in internet-based psychological treatment and that the patients’ ratings 
of the alliance are generally high (Andersson et al., 2012; Hadjistavropoulos et 
al., 2017; Vernmark, 2017). However, the predictive value of alliance in these 
treatments seems to differ compared to face-to-face treatments, and results typ-
ically show no statistical correlation with outcome in treatment (Andersson et 
al., 2012; Hadjistavropoulos et al., 2017; Vernmark, 2017). However, findings 
are partly contradictory. For example, in a study comparing self-help for in-
somnia with and without therapist support, findings showed that the benefit of 
therapist support on outcome was mediated by patient involvement in the most 
important parts of the therapy (i.e., sleep reduction and stimulus control; Kaldo 
et al., 2015). Hence, the therapist support improved outcomes in therapy by 
allowing greater patient involvement in treatment, rather than the support hav-
ing a direct effect on outcome (Kaldo et al., 2015). Zagorscak and colleagues 



INTRODUCTION 

22 
 

maintained at a 6-month follow-up, with no significant difference between the 
tailored and standardized group, indicating that both standardized and tailored 
ICBT are beneficial (Berger et al., 2014). Moreover, tailored ICBT has been 
found effective in a primary care setting among patients with anxiety disorders 
and comorbidities, with sustained effects 1 year following treatment (Nordgren 
et al., 2014). 
 
Self-tailored ICBT 

In addition, a couple of trials have explored outcomes in ICBT for anxiety 
disorders where patients could tailor their own treatment. The first results from 
these studies showed significant improvements in anxiety even when patients 
were allowed to choose their own treatment modules (Andersson et al., 2011), 
and they showed that self-selection of treatment modules may not differ in out-
comes compared to a disorder-specific ICBT treatment in patients with worry 
(Dahlin et al., 2022). In a recent factorial design controlled trial, participants 
with depression were randomized to (among other factorial conditions) a self-
tailored condition, where they could choose between six and 13 available mod-
ules based on a brief description, or to a clinician-tailored condition, where 
clinicians tailored treatment by choosing between six and 13 modules based on 
the client assessment interview and pre-treatment assessment (Andersson et 
al., 2023). Results showed that the self-tailored and clinician-tailored condi-
tions produced similar effects on the main outcome of depression, with a small 
but statistically significant effect between groups in favor of the self-tailored 
condition (d=0.26). When comparing self-tailored and clinician-chosen mod-
ules, there was a difference in which modules were approved; therefore, it was 
concluded that patient-tailored treatments make sense because they do not re-
sult in the same treatment content as when clinicians choose (Andersson et al., 
2023). 

 
The therapeutic relationship  

 
As indicated by the definition of person-centered care, this approach to care 

involves a collaborative and mutual partnership between the patient and the 
health care professional when making treatment decisions and adapting the 
care based on the patient’s individual circumstances and values (Britten et al., 
2020; The Health Foundation, 2016). Within the psychotherapy research, the 
working alliance, that is, the therapeutic relationship between the patient and 
the therapist, is a central component that is understood as a common factor of 
relevance in all therapeutic methods and that has been much studied (Wam-
pold, 2015). A widely used transcending model that conceptualizes the alliance 
regardless of therapy method is that of the working alliance (Bordin, 1979). 

INTRODUCTION 

23 
 

This model conceptualizes working alliance as a contractual relationship and a 
multidimensional concept built up by three components: mutual trust and ac-
ceptance between the patient and therapist (bond), agreement on the goals for 
the treatment (goal), and agreement on how to reach those goals (task; Bordin, 
1979). 

Several meta-analyses show a positive and robust moderate relationship be-
tween quality of the alliance and treatment outcomes in psychotherapy in 
adults (Flückiger et al., 2018; Horvath et al., 2011; Martin et al., 2000), with a 
mean correlation of r=.28 (Flückiger et al., 2018; Horvath et al., 2011), indi-
cating a close to medium positive relationship. The alliance-outcome relation-
ship has furthermore been shown in psychotherapy with children and adoles-
cents; however, it is a somewhat weaker relationship compared to that shown 
in the adult literature, with an association of r=.19, indicating a small positive 
association according to an updated meta-analysis (Karver et al., 2018). The 
alliance formation in psychotherapy with children and adolescents is, further-
more, complicated by the fact that the therapeutic relationship is often tri-di-
rectional, including also the parent/caregiver, where the therapist-parent alli-
ance might have implications for treatment continuation with the child (Karver 
et al., 2018).  

Alliance in the context of internet-delivered treatments is less studied and 
the results are contradictory (Andersson et al., 2012; Andersson & Titov, 2014; 
Carlbring et al., 2018). Due to the self-help format of the treatment, there is 
less room for the therapist’s input, and the time the therapist dedicates to the 
patient is much less than in face-to-face therapy. Additionally, the patient 
might not have met the therapist face to face. However, the therapist role might 
still be important in ICBT since the therapist encourages, validates, and gives 
feedback on the patient’s therapeutic work by private written messages (An-
dersson et al., 2012). Several studies show that it is possible to create a positive 
alliance in internet-based psychological treatment and that the patients’ ratings 
of the alliance are generally high (Andersson et al., 2012; Hadjistavropoulos et 
al., 2017; Vernmark, 2017). However, the predictive value of alliance in these 
treatments seems to differ compared to face-to-face treatments, and results typ-
ically show no statistical correlation with outcome in treatment (Andersson et 
al., 2012; Hadjistavropoulos et al., 2017; Vernmark, 2017). However, findings 
are partly contradictory. For example, in a study comparing self-help for in-
somnia with and without therapist support, findings showed that the benefit of 
therapist support on outcome was mediated by patient involvement in the most 
important parts of the therapy (i.e., sleep reduction and stimulus control; Kaldo 
et al., 2015). Hence, the therapist support improved outcomes in therapy by 
allowing greater patient involvement in treatment, rather than the support hav-
ing a direct effect on outcome (Kaldo et al., 2015). Zagorscak and colleagues 



INTRODUCTION 

24 
 

(2020) found that expectations of benefitting from ICBT for depression influ-
enced the strength of the working alliance (Bordin, 1979) with respect to bond, 
task, and goal ratings measured at mid-treatment. Moreover, early symptom 
changes during the therapy were associated with later alliance ratings. The task 
and goal ratings predicted therapy outcome, but not the bond rating (Zagorscak 
et al., 2020). In alignment, two recent meta-analyses conclude that alliance is 
associated with outcome in internet-based treatment programs (Kaiser et al., 
2021; Probst et al., 2019). Probst and colleagues (2019) analyzed correlational 
studies and found a moderate (r = 0.252) relationship with outcome, and that 
the subscale of task correlated more strongly with outcome than the subscale 
of bond (Probst et al., 2019). In the meta-analysis by Kaiser and colleagues 
(2021), a small and significant overall weighted effect size between alliance 
and mental health outcomes was found (r=.203). In that meta-analysis, original 
studies on all internet-based or remote psychological interventions were in-
cluded, including some that provided therapist support through telephone, 
video, or chat, although the majority provided therapist support through emails 
(which is the most common in ICBT treatments). The strength of the associa-
tion with outcome was consistent over targeted diagnosis, frequency, and mode 
of therapist contact (Kaiser et al., 2021). 

Apart from research on the predictive value of alliance in treatment out-
come, researchers have investigated factors involved in creating successful al-
liances in therapy. There is some evidence that the qualities of the therapist 
matter, and that the outcome of a specific treatment method varies between 
therapists (Wampold, 2015). Some therapists seem to be able to create strong 
alliances with diverse patients and possess “facilitative interpersonal skills,” 
including verbal fluency, emotional expression, persuasiveness, hopefulness, 
and empathy. They also express professional self-doubt and deliberately prac-
tice therapeutic skills outside of their patient therapies (Wampold et al., 2017). 
Interestingly, one study found that within-therapist working alliance variation 
was more important for the relationship between alliance and outcome than 
between-therapist effects (Uckelstam et al., 2018). This indicates that the rela-
tionship between alliance and outcome is not primarily determined by general 
therapist traits or characteristics, but that the alliance and subsequently its re-
lationship to outcome is created in the unique relationship between therapist 
and patient. The quality of the alliance may thus differ between patients seeing 
the same therapist. Thus, although some therapists on average may be more 
effective in creating good working alliances, the match between therapist and 
patient may be more important (Uckelstam et al., 2018). In line with this, the 
American Psychiatric Association’s task force on evidence-based practice 
states that the success of a treatment hinges on the interplay among factors such 
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as the treatment approach, the therapist, the therapeutic alliance, and the patient 
(American Psychiatric Association, 2006).   
 
Patient empowerment 
 

The term “patient empowerment” is closely related to practices such as per-
son-centered care and ideals of enabling patients to take control in their own 
lives. It has been widely emphasized across patient populations and settings 
and it is a general tenet to foster empowerment among patients in health care 
settings. However, because it is so widespread and emphasized in various set-
tings, the concept of empowerment has been used and defined in diverse ways, 
and there is a lack of a valid and cohesive definition (Joseph, 2020). The term 
sprang up in the 1960s in the United States, where it was used by the civil 
rights movement and the women’s movement to raise awareness of power im-
balances between groups in society (Boevink, 2017). Since then, the term has 
been used and researched across fields such as social work, organizational sci-
ence, political science, health promotion, rehabilitation and chronic diseases, 
economics, and immigration, as well as in psychology (Boevink, 2017; Cyril 
et al., 2016). Within the mental health field, the term first emerged in associa-
tion with the deinstitutionalization movement in the United States, where pro-
grams in the communities were developed to help users of psychiatric services 
grow out of the patient role and reintegrate into society (Boevink, 2017). Later, 
it showed up in the consumer movement and in self-help groups, such as the 
Alcoholics Anonymous (AA), to describe the importance of strengthening in-
fluence over one’s own life situation as well as participation and power over 
one’s own care and support (Hansson & Björkman, 2005). 

Empowerment as a concept entails complexity because of its multidimen-
sionality. It can be understood on a micro level as a feeling of influence and 
control over one’s own life, but also on a meso level, based on influence in 
communities or organizations, or on a macro level through power structures 
between different groups in society (Noordink et al., 2023). Thus, empower-
ment is both an internal process and an external one, as social interactions both 
at the dyadic and macro levels influence how people view themselves and their 
possibilities and abilities to gain power and exert control over their lives(Cat-
taneo & Chapman, 2010). Existing definitions also differ depending on 
whether empowerment is seen as a state or as a process. Empowerment as a 
state may be defined as the extent to which a person or group feels able to exert 
influence over their own life. Empowerment as a process is the effect of certain 
factors or events in enhancing the group or person’s feelings of empowerment 
through increased knowledge, skills, attitudes, or self-awareness, which in turn 
facilitate the achievement of other goals or outcomes (Fumagalli et al., 2015; 
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Noordink et al., 2023). Furthermore, much of the empowerment research has 
focused on the individual level with limited attention to how the context influ-
ences the individual’s sense of empowerment (Noordink et al., 2023). Thus, at 
the individual level, empowerment can change over situations and time, and 
because of its context-dependence, empowerment can have different meanings 
in different settings (Noordink et al., 2023). 

One definition of empowerment that builds on the core concepts from prior 
literature within the field of psychology and which integrates both individual 
and contextual aspects states it as an ongoing  

iterative process in which a person who lacks power sets a personally mean-
ingful goal oriented toward increasing power, takes action toward that goal, 
and observes and reflects on the impact of this action, drawing on his or her 
evolving self-efficacy, knowledge, and competence related to the goals. Social 
context influences all six process components and the links among them. (Cat-
taneo & Chapman, 2010, p. 647) 

This definition builds on such core concepts as power, personal values, own 
efforts, and changes in balances and power dynamics within social relation-
ships that are a result of increased empowerment. An increased sense of em-
powerment is thus a sense of power within one or several personally meaning-
ful areas that can be related to one’s own efforts. It is also a circular process, 
in which personally meaningful goals might change over time, and as 
knowledge is gained while reaching for certain goals, it might result in deep-
ened reflection that gives rise to new insights into personal values (Cattaneo & 
Chapman, 2010).  

Other synthesizing attempts have been made to specifically define patient 
empowerment in health care settings (Bravo et al., 2015; Fumagalli et al., 2015; 
Hickmann et al., 2022). A content mapping study based on a systematic liter-
ature review of definitions of patient empowerment, and its relations to terms 
such as patient engagement, enablement, activation, and participation, clarified 
patient empowerment as  

the acquisition of motivation (self-awareness and attitude through engage-
ment) and ability (skills and knowledge through enablement) that patients 
might use to be involved or participate in decision-making, thus creating an 
opportunity for higher levels of power in their relationship with professionals. 
(Fumagalli et al., 2015, p. 390)  

Patient empowerment is thus understood as both an emergent state and a 
transformative process of gaining or acquiring knowledge, skills, attitudes, and 
self-awareness (Fumagalli et al., 2015). Yet, another content mapping study 
based on previous research as well as interviews with stakeholders such as pa-
tient representatives, primary health care clinicians, and health managers, was 
carried out by Bravo and colleagues (2015) to clarify patient empowerment. 
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The understanding of patient empowerment is related to ethical considerations 
regarding patients’ rights, the promotion of autonomy, self-determination, and 
an egalitarian power balance in the patient-professional relationship. Processes 
and interventions to increase patients’ sense of empowerment include shared 
decision making, motivational interviewing, coaching, and patient education 
for disease self-management. Indicators that a patient is/has become empow-
ered include self-efficacy, personal control, knowledge, health literacy, re-
spect, and a sense of meaning and coherence in relation to their condition. Ob-
servable behaviors that signal empowerment include active participation in 
shared decision making, self-management, and proactive information seeking 
or involvement in support groups. Empowerment outcomes can be assessed as 
immediate (e.g., shared decision making), intermediate (e.g., well-being or 
quality of life), and long term (e.g., health status) effects on patients (Bravo et 
al., 2015).  

Another definition of patient empowerment is found by the European Pa-
tients Forum (EPF), which is a cross-disease coalition of patient organizations 
in Europe that work for patient advocacy. Their definition includes a patient’s 
ability to take control over and self-manage their disease as well as the ability 
to be involved and participate in their own health care and treatment decisions 
based on knowledge, skills, and self-awareness (European Patients Forum, 
2017). They also recognize that patient empowerment entails active engage-
ment and participation at multiple levels. This includes both the meso level, 
within institutions and health care settings, and the macro level, where patients 
collectively take action in political, social, and cultural settings, for example, 
in policymaking or health care research (European Patients Forum, 2017).  

As there is no uniform definition of empowerment, evaluating initiatives 
and interventions to promote empowerment is not a straight-forward matter. 
Few generic measurement scales of empowerment exist, and none of the exist-
ing measurement scales measure the exact same underlying dimensions (Barr 
et al., 2015; Cyril et al., 2016). In a systematic literature review, the existing 
assessment scales of empowerment covered from one to 11 domains and in-
cluded aspects such as control, competence, participation, power, motivation, 
political efficacy, leadership, and positive relationships (Cyril et al., 2016). In 
another systematic review, the 19 measurement scales included together en-
compassed 38 different underlying concepts (Barr et al., 2015). In yet another 
recent systematic review, the variety of definitions and measurement scales 
identified highlights the lack of an agreed definition of patient empowerment. 
This review also revealed methodological limitations in studies exploring fac-
tors predicting empowerment and its connection to treatment outcomes (Acuña 
Mora et al., 2022).  
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As a result, certain researchers assert that the understanding of empower-
ment is dependent on the situation, and its interpretation may vary between 
groups, research fields, and circumstances. Thus, creating universal measure-
ment scales of empowerment may be both unfeasible and undesirable, and the 
researchers stress the need for measurement tools that are tailored to the con-
text in which empowerment is being evaluated (Noordink et al., 2023). 

 
Peer support 
 

A peer support worker (PSW) is a person who self-identifies as having (or 
having had) mental health challenges (as well as other social, psychological, 
or medical challenges) and who, by mutual agreement, delivers social and 
emotional support based on lived experiential knowledge to patients with sim-
ilar challenges (Fortuna et al., 2022). Peer support services can be delivered 
and organized in various ways, such as by peer-delivered self-help, peer-run 
services, or peers in recovery as employees (Fortuna et al., 2022). The latter 
category is a fast-growing approach that began in the United States in 2001 
and since then has spread to other parts of the world, including Australia, New 
Zealand, and the United Kingdom, as well as countries in Europe, including 
Sweden (Fortuna et al., 2022; Mutschler et al., 2022). In this context, PSWs 
are individuals who self-identify as having lived experience of being or having 
been health care users for their own mental challenges and who become em-
ployed within the health care sector to support patients based on their own ex-
periences. PSWs commonly work in collaboration with conventional psychi-
atric care (Fortuna et al., 2022). Within the United States, 43 states now employ 
peers as employees. They are typically required to receive training and are su-
pervised in their role (Fortuna et al., 2022). 

In Sweden, PSWs have only recently begun to be introduced within health 
care. At the beginning of 2014, PSWs who had received training for their role 
became employed in five psychiatric units in the southern part of Sweden (Ros-
enberg & Argentzell, 2018). The initiative has been evaluated in a qualitative 
study on service users’ (patients’) experiences of having contact with a peer 
supporter in addition to their ordinary treatment (Rosenberg & Argentzell, 
2018). The peer supporters were considered non-judgmental, and the 
knowledge that the peer supporters had “been there themselves” reduced pa-
tients’ self-stigma and feelings of alienation, helping them feel more comfort-
able about talking openly than they might with regular staff at the unit. The 
peer supporters’ experiences fueled patients’ hopes that they too could recover 
and be part of a community and workplace as the peer supporters now were. 
Another finding was that the implementation of PSWs paved the way for a 
change in the organizational climate and in the relationship between patients 
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and the health care system, and the participants described how the contact with 
PSWs enhanced their trust and belief in the psychiatric care unit, motivating 
them engage in treatments. The presence of PSWs reinforced a sense that the 
unit valued a recovery-oriented approach and user involvement in care (Ros-
enberg & Argentzell, 2018).  

Beginning in 2016, the PEER (personlig egenerfaren resurs) Project was 
initiated by the network organization the National Collaboration for Mental 
Health (Nationell samverkan för psykisk hälsa [NSPH]; Wenzer, 2018). NSPH 
brings together 13 national patient and kinship organizations and works to 
strengthen patient involvement within psychiatric care (Wenzer, 2018). Be-
tween 2016 and 2018, NSPH established a national framework and method 
book for training PSWs, and it recruited, educated, and provided supervision 
for PSWs (Nordén & Falkman, 2018). The project took place in collaboration 
with four pilot counties in Sweden, where the PSWs were employed within 
organizations providing psychiatric or social psychiatry care. NSPH coordi-
nated the implementation with the health care organizations within the four 
counties (Nordén & Falkman, 2018). PSWs now work within seven out of 21 
health care regions in Sweden, with the majority working in psychiatric care 
or social psychiatry (NSPH, 2023).  

Integral to peer support programs are the focus on empowerment of patients 
with mental problems and the focus on strengths and resources rather than 
solely on symptom reduction, together with support based on shared lived ex-
perience (Farkas & Boevink, 2018). Several critical ingredients and theoretical 
processes have been proposed for peer support services, such as social support, 
the sharing of experiential knowledge, social learning theory, empowerment, 
helper therapy principle, and self-determination theory. Regarding the latter, it 
is proposed that three universal psychological needs – autonomy, competence, 
and relatedness – motivate self-initiated behavior, or intrinsic motivation, and 
likewise are necessary for psychological health (Fortuna et al., 2022). Some 
core competences to guide the work of peer supporters have been outlined 
(Substance Abuse and Mental Health Services Administration [SAMHSA], 
2015). The assistance offered by peer supporters is centered around the princi-
ples of recovery, emphasizing autonomy, strengths, and resources in the indi-
viduals they assist. It is recognized that there are various paths to recovery, and 
peer supporters empower patients to make their own choices. Peer support ser-
vices are, moreover, relationship focused, acknowledging that the foundation 
of support lies in the connection between the peer supporter and the individuals 
they serve. This support is built on collaboration, mutual trust, empathy, and 
equality derived from shared experiences. In addition, it is trauma-informed, 
aiming to establish a secure environment where patients can cultivate a sense 
of control and empowerment (SAMHSA, 2015). 
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Research investigating the effectiveness of peer support services is ham-
pered by a lack of methodological rigor, as the studies lack randomized con-
trolled trials or have a high risk of bias (Fortuna et al., 2022). However, an 
existing meta-analysis including 30 randomized controlled trials of peer sup-
port interventions delivered both in group format and individually, showed 
small and significant effect sizes for peer support interventions on psychiatric 
symptoms and personal recovery (such as hope, agency, and sense of purpose) 
at post-measurement but not for functional recovery (including quality of life 
and vocational and social functioning) when compared to care as usual and 
wait-list controls (Cuijpers et al., 2023). The effect on clinical symptoms was 
sustained at 6- to 9-month follow-ups, but was not significant for longer-term 
follow-ups, whereas no significance was found for personal recovery at follow-
ups. Limitations of the meta-analysis, however, included a high risk of bias in 
the studies, heterogeneity in measures for the analyzed categories, and not all 
studies reporting long-term follow-ups, meaning that these analyses included 
a smaller sample size (Cuijpers et al., 2023). Another meta-analysis looked at 
peer support limited to interventions delivered in an individual format in 19 
randomized controlled trials and found a modest effect of peer support (as an 
adjunct to usual care or, in four studies, as a substitute for other mental health 
care personnel performing a similar role) on empowerment and recovery (such 
as well-being and service engagement White et al., 2020). No significant dif-
ference was found between peer-supported interventions and controls on psy-
chiatric symptoms, quality of life, satisfaction with services, or general and 
social functioning. The authors consequently suggest that the effect of peer 
support interventions is primarily psycho-social in nature and that future stud-
ies should give consideration to outcome measures targeting these aspects. Re-
sults also showed a tendency for peer support to make a difference in outcomes 
of working alliance compared to traditional health care personnel, although this 
outcome had a relatively small sample size, including participants from three 
trials of 213 participants (White et al., 2020). 

 
Summary and knowledge gap 

 
In sum, anxiety disorders entail much suffering for the individual as well as 

large societal costs. Although effective evidence-based psychological treat-
ments exist, many people do not receive adequate care. Internet-delivered cog-
nitive behavioral therapy (ICBT) may increase access to care by reducing some 
of the barriers that exist for receiving evidence-based psychological care, such 
as limited therapist time, geographical distances, inflexibility in terms of when 
to visit health care centers, and potential stigmas. Although ICBT has been 
proven effective for a range of mental health conditions, even the best 
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evidence-based treatments do not work for everyone. Person-centered care and 
patients’ active involvement are advocated in health care, but few trials have 
investigated how patient-influenced principles can be endorsed in internet-de-
livered psychological treatments. Acceptance and commitment therapy builds 
on the core principles of CBT and fits well with the person-centered approach 
and the third pillar in evidence-based care in terms of personalizing treatment. 
Moreover, research on effective psychological treatments ultimately needs to 
be conducted within the settings those treatments aim to work in. Primary care 
is part of the first line psychiatry in Sweden and deals with people of all ages 
and all mental health diagnoses. Effectiveness studies on internet-delivered 
psychological treatments performed in primary care are of high value. 
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Aim 
 
The overarching aim of this doctoral thesis is to amplify the patients’ voices 

in internet-delivered psychological treatments by exploring how patient influ-
ence can be integrated into the treatment. The included studies each explore 
dimensions of patient-influenced parts in acceptance-influenced internet-deliv-
ered cognitive behavioral therapy (ICBT) for patients with anxiety disorders. 
Based on this objective, the doctoral thesis aims to answer the following re-
search question: How can patient influence be conceptualized and integrated 
into acceptance-based internet-delivered CBT for anxiety disorders in primary 
health care? 

 
Defining patient influence 
 

Although person-centered care is advocated in health care and primary care, 
no coherent definition exists (Jørgensen & Rendtorff, 2018). Terms such as 
patient participation, patient engagement, patient/user involvement, shared de-
cision making (SDM), patient empowerment, person-centered care, and pa-
tient-centered care are used interchangeably and combined with terms such as 
patients, clients, citizens, and service-users to denote to the importance of pa-
tients being given the opportunity to be active agents who participate in their 
own care (Hickmann et al., 2022; Jørgensen & Rendtorff, 2018). Likewise, 
there is a focus on evoking patient experiences and preferences of treatment. 
Moreover, there are calls for user participation and cooperation with patient 
organizations and patient representatives in promoting strategic improvements 
and organizational development of health care, as well as in the development 
and research of treatment interventions (Swedish Association of Local Author-
ities and Regions, 2018; Vindefjärd, 2020). In this doctoral thesis the term “pa-
tient influence” has been chosen as a broad term to encompass the patients’ 
active participation in treatments; the fostering of patients’ own values to guide 
treatment change; patient involvement in choices and design of treatments; in-
tegration of patients’ experiential knowledge and involvement of health care 
users in treatment design and research; patients’ experiences with treatment; 
and the emphasis on patient control, agency and empowerment, and a trustful 
therapeutic relationship. 
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Summary of studies 
 

Table I summarizes the studies included for the doctoral thesis. 

Table I. 

Summary of the included studies for the doctoral thesis 

 Study I Study II Study III Study IV 
 

 
Title  

 
Primary care peer-
supported internet-
mediated 
psychological 
treatment for adults 
with anxiety 
disorders: Mixed 
methods study 

 
Effects of patient-driven 
ICBT for anxiety in routine 
primary care and the 
relation between increased 
experience of empowerment 
and outcome: A randomized 
controlled trial 

 
Effectiveness of and 
processes related to 
internet-delivered 
acceptance and 
commitment therapy for 
adolescents with 
anxiety disorders: a 
randomized controlled 
trial 
 

 
Empowerment in 
primary care and 
psychiatric settings: A 
psychometric evaluation 
of the Swedish version 
of the Empowerment 
scale 

Participants Adult patients in 
primary care 
diagnosed with an 
anxiety disorder 
(according to PRIME 
MD) and referred to a 
central unit for ICBT 
in the Västra Götaland 
region 

Adult patients in primary 
care diagnosed with an 
anxiety disorder (according 
to MINI and PRIME MD) 
and referred to a central unit 
for ICBT in the Västra 
Götaland region 
 

Self-referred adolescents 
aged 15–19 years from all 
over Sweden meeting 
criteria for one or more 
anxiety disorders 
(according to MINI- KID) 
 
 
 
 

Adult patients in 
primary care seeking 
care for mental health 
problems, as well as 
psychiatric outpatients 

ICBT program The Internet Help for 
Anxiety Problems 
(Internethjälpen vid 
ångestproblem), 
Livanda-
Internetkliniken AB 

The Internet Help for 
Anxiety Problems/Worries, 
Depression, Stress 
Problems, Sleep Problems 
(Internethjälpen vid 
ångestproblem/oro/nedstäm
dhet/stress/sömnproblem), 
Livanda-Internetkliniken 
AB 
 

Anxiety Help for 
Adolescents 
(Ångesthjälpen Ung), 
Psykologpartners 

N/A 

Design Single-arm mixed 
methods intervention  

Randomized controlled trial 
(RCT) with two arms; 
active control condition 

Randomized controlled 
trial (RCT) with two 
arms; non-active control 
condition 

Psychometric 
evaluation of the scale’s 
structural validity, 
dimensionality, and 
internal consistency 
 

Intervention 9 participants 
receiving the 
intervention ICBT 
with additional peer 
support 

55 participants randomized 
to (1) patient-driven ICBT 
and (2) standard ICBT 

52 participants 
randomized to (1) 
intervention group iACT 
or (2) wait-list control 
group 

431 participants 
answering the 
measurement scale at 
baseline before taking 
part in any intervention 
(the primary care 
sample: n=210, the 
psychiatric sample: 
n=221) 
 

Data analysis Qualitative inductive 
thematic analysis; 
descriptive statistics; 
quantitative within-
group analysis with 
the non-parametric 
Friedman analysis of 
variance  
 

Multilevel models, 
correlation analyses 

Multilevel models, 
correlation analyses 

Confirmatory factor 
analysis (CFA), 
coefficient Omega (ω) 
and Cronbach’s alpha 
(α) 
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Study I: Primary care peer-supported internet-mediated psycho-
logical treatment for adults with anxiety disorders: Mixed meth-
ods study 
 
Aims 

The aim of this study was to explore patient experiences and the preliminary 
effectiveness, feasibility, safety, and acceptability of the addition of peer sup-
port workers (PSWs) in acceptance-influenced ICBT treatment in a small sam-
ple of adults with anxiety disorders treated in primary care. 
 
Method 

Procedure and participants. Participants were adults aged 18 years or older 
with an anxiety disorder diagnosed according to ICD-10 (World Health Organ-
ization, 2019). Participants were recruited from primary care patients referred 
to a central unit for ICBT in the Västra Götaland region, Sweden. The recruit-
ment period for the study was 4 weeks in the spring of 2019. Twenty-one pa-
tients booked for a first assessment interview during this period met the inclu-
sion criteria and were asked to participate. Fifteen respondents agreed to par-
ticipate, nine of which were included in the final study. All participants were 
interviewed before and at the end of treatment by a psychologist using the 
structured diagnostic interview instrument PRIME-MD (Spitzer et al., 1994). 
Participants answered questionnaires about their symptoms and functioning on 
four occasions: before treatment, at the middle of the treatment, at post-treat-
ment, and at a 3-month follow-up assessment. After completion of the treat-
ment, the participants were interviewed by a trained research assistant (with no 
relationship to the participants) about their experiences and attitudes towards 
treatment. The interviews were conducted by telephone 2 to 5 weeks after com-
pletion of treatment using a semi-structured interview guided with open-ended 
questions. 

Intervention. The treatment program used in this study was developed by 
Livanda-Internetkliniken AB to treat anxiety problems. It is a transdiagnostic 
anxiety treatment targeting several different anxiety disorders and is aimed at 
mild-to-moderate problems. The program is based on both CBT methods and 
acceptance and commitment therapy (ACT) interventions. It consists of eight 
modules containing psychoeducative materials and evidence-based tools for 
treating anxiety problems. Two peer supporters were recruited through a Swe-
dish patient organization, the National Cooperation for Mental Health in 
Gothenburg (NSPHiG), which has an established program for Swedish peer 
support education. 

All the included participants received the internet-based treatment program 
as well as weekly written support from a PSW. Peer supporters and participants 
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interacted in the treatment program via asynchronous secure messages. Peer 
supporters provided support and feedback on exercises in the treatment pro-
gram. The participants received a follow-up telephone call from the peer sup-
porter in the middle of the treatment. Participants also had limited contact with 
two licensed psychologists through written messages in the treatment program. 
Both psychologists worked at the participating clinic and were experienced in 
working with internet-based treatment programs. The psychologists monitored 
the treatment and ensured that no adverse events were reported. In all cases, 
peer supporters had the most contact with the participants. To stay true to how 
peer support operates in nondigital interventions and to ensure that the content 
solely reflected the peer support intervention, the contact between the partici-
pants and the psychologists was limited to messages informing the participants 
that new modules had been activated in the treatment program, and more de-
tailed feedback on exercises and written messages from the psychologists was 
given only upon request from the participants. 

Measures. Quantitative assessments for anxiety (GAD-7; Spitzer et al., 
2006), depression (MADRS-s; Montgomery & Asberg, 1979), psychological 
distress (CORE-10; Barkham et al., 2013), and empowerment (the Empower-
ment Scale – Making Decisions; Rogers et al., 1997) were collected at four 
time points. Qualitative data were collected through semi-structured interviews 
with the participants at the end of the treatment. 

Data analysis. This study followed a mixed methods convergent design, 
where qualitative and quantitative data complemented each other to provide a 
fuller understanding of the research problem. Qualitative and quantitative data 
were analyzed separately and integrated and interpreted during the discussion 
of the results. The qualitative data of interviews with participants, as well as 
messages sent by the peer supporters in the treatment program, were analyzed 
by thematic analysis (Braun & Clarke, 2006). An inductive bottom-up ap-
proach was used to capture experiences and opinions as unconditionally as 
possible. The analysis was performed using a realist approach to identify the 
manifest content of the participants’ views of the treatment. The quantitative 
data analysis was carried out using the Friedman analysis of variance 
(ANOVA) for repeated measures, which is a nonparametric correspondence to 
a one-way ANOVA with repeated measures. Post hoc analyses were performed 
using the Wilcoxon signed rank test for related samples. A Bonferroni-adjusted 
significance level was calculated to minimize the risk of type 1 error since 
multiple post hoc comparisons were made. The analysis was performed based 
on the intention-to-treat approach and using last observation carried forward 
(LOCF) to deal with missing data. This was supplemented by clinical measures 
of remission from pre-treatment to post-treatment diagnosis as determined by 
the PRIME-MD diagnostic interview, and clinically significant improvement 
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by comparing scores on the GAD-7 and MADRS-S against the thresholds for 
mild, moderate, and severe anxiety and depression at the beginning and end of 
treatment. 

 
Main findings 

The main finding in Study I was that it seems feasible to incorporate PSWs 
into acceptance-influenced ICBT treatment for anxiety disorders and that the 
intervention was acceptable to the participants within a small sample of pa-
tients recruited from primary care. No adverse outcome was reported. Clinical 
measures showed that five of the nine participants (56%) no longer fulfilled 
criteria for their main anxiety diagnosis after treatment, and eight of the nine 
participants were classified as “improved” based on cut-offs for severity of 
anxiety symptoms. Quantitative assessments showed statistically significant 
improvements for anxiety and depression, and increased empowerment from 
pre-measurement to 3-month follow-up (p=.01 -.003, r=.57 -.63) and enhanced 
general functioning at the end of the treatment. Participants described feeling 
less anxious and more empowered after going through the treatment. They de-
scribed doing things they had previously avoided, saying that they felt that they 
now had strategies to deal with their symptoms, and they felt that they had been 
strengthened by knowing they were not the only ones struggling with anxiety. 
The participants further appreciated being able to share experiences with the 
PSW and felt that the relationship with the PSW was more personal than was 
the case with the usual health care professionals. Participants also indicated 
that a digital treatment format made them feel in control over their own treat-
ment, which for many participants felt empowering, although a few felt it was 
too demanding. As a complement to the interviews, we examined the text mes-
sages exchanged between peer supporters and participants in the treatment pro-
gram. Results from this analysis resulted in three themes of behaviors that the 
peer supporters used: reinforcement of resources, being present for the patient, 
and being personal. The last theme captures how the peer supporters effectively 
used self-disclosure by sharing their own life experiences, particularly in deal-
ing with challenges. Additionally, they offered personal reflections on the 
treatment program’s content and tools that they found beneficial. 
 
Conclusions 

This study provided a preliminary indication about the feasibility and ac-
ceptability of adding peer support to acceptance-influenced ICBT for adults 
with anxiety disorders in primary care. Qualitative results suggest that clini-
cians may be more effective by allowing themselves, like PSWs, to be more 
personal and self-disclosing in their messages in the treatment program. The 
study was conducted in a clinical setting and thus supports the acceptability of 
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adding peer support to acceptance-based ICBT treatment in real-world set-
tings. Findings may guide the development of future internet-delivered peer-
supported interventions, which may examine such treatment with larger sam-
ple sizes and randomized controlled trials. 
 
Study II: Effects of patient-driven ICBT for anxiety in routine pri-
mary care and the relation between increased experience of em-
powerment and outcome: A randomized controlled trial 
 
Aims 

The aim of this study was to explore the effect of making an acceptance-
based ICBT program, aimed at patients with anxiety disorders recruited in pri-
mary care, more patient-driven by letting patients choose elements of their 
treatment. The Study Investigated patients’ perceptions of their control over 
the treatment, their compliance with treatment, and their symptoms of anxiety. 
A secondary aim was to assess the relationship between changes in empower-
ment and changes in anxiety symptoms. 
 
Method 

Procedure and participants. Participants were recruited from clinical pa-
tients in primary care who had been referred to a central unit for ICBT in the 
Västra Götaland region in Sweden between November 2019 and March 2021. 
Before initiating treatment, the participants were interviewed by a psychologist 
using a structured diagnostic interview called Mini International Neuropsychi-
atric Interview (MINI version 7.0.1; Sheehan et al., 1998). The diagnostic in-
terview was conducted via video call upon referral from the primary health 
care centers. After the assessment interview, all patients who were offered 
ICBT and met the inclusion criteria were asked to participate in the study. 
Twenty-two patients, 27.66% of the patients assessed for eligibility, declined 
to participate in the study. A total of 56 participants were included in the study, 
28 randomized to the intervention condition (patient-driven ICBT) and 28 to 
the control condition (standard ICBT). One participant never answered the pre-
assessment measurement forms, and hence data analyses are based on a total 
of 55 participants. Participants were asked to answer measurement forms for 
the pre-assessment, following which they were given access to the treatment 
program. Participants were further asked to answer follow-up measurement 
forms at the middle of the treatment (by module 4), at the end of the treatment 
(by module 8), and at the 3-month follow-up assessment. For safety reasons, 
participants in the treatment program also answered a weekly question on sui-
cidal ideations. 
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by comparing scores on the GAD-7 and MADRS-S against the thresholds for 
mild, moderate, and severe anxiety and depression at the beginning and end of 
treatment. 

 
Main findings 

The main finding in Study I was that it seems feasible to incorporate PSWs 
into acceptance-influenced ICBT treatment for anxiety disorders and that the 
intervention was acceptable to the participants within a small sample of pa-
tients recruited from primary care. No adverse outcome was reported. Clinical 
measures showed that five of the nine participants (56%) no longer fulfilled 
criteria for their main anxiety diagnosis after treatment, and eight of the nine 
participants were classified as “improved” based on cut-offs for severity of 
anxiety symptoms. Quantitative assessments showed statistically significant 
improvements for anxiety and depression, and increased empowerment from 
pre-measurement to 3-month follow-up (p=.01 -.003, r=.57 -.63) and enhanced 
general functioning at the end of the treatment. Participants described feeling 
less anxious and more empowered after going through the treatment. They de-
scribed doing things they had previously avoided, saying that they felt that they 
now had strategies to deal with their symptoms, and they felt that they had been 
strengthened by knowing they were not the only ones struggling with anxiety. 
The participants further appreciated being able to share experiences with the 
PSW and felt that the relationship with the PSW was more personal than was 
the case with the usual health care professionals. Participants also indicated 
that a digital treatment format made them feel in control over their own treat-
ment, which for many participants felt empowering, although a few felt it was 
too demanding. As a complement to the interviews, we examined the text mes-
sages exchanged between peer supporters and participants in the treatment pro-
gram. Results from this analysis resulted in three themes of behaviors that the 
peer supporters used: reinforcement of resources, being present for the patient, 
and being personal. The last theme captures how the peer supporters effectively 
used self-disclosure by sharing their own life experiences, particularly in deal-
ing with challenges. Additionally, they offered personal reflections on the 
treatment program’s content and tools that they found beneficial. 
 
Conclusions 

This study provided a preliminary indication about the feasibility and ac-
ceptability of adding peer support to acceptance-influenced ICBT for adults 
with anxiety disorders in primary care. Qualitative results suggest that clini-
cians may be more effective by allowing themselves, like PSWs, to be more 
personal and self-disclosing in their messages in the treatment program. The 
study was conducted in a clinical setting and thus supports the acceptability of 

SUMMARY OF STUDIES 
 

39 
 

adding peer support to acceptance-based ICBT treatment in real-world set-
tings. Findings may guide the development of future internet-delivered peer-
supported interventions, which may examine such treatment with larger sam-
ple sizes and randomized controlled trials. 
 
Study II: Effects of patient-driven ICBT for anxiety in routine pri-
mary care and the relation between increased experience of em-
powerment and outcome: A randomized controlled trial 
 
Aims 

The aim of this study was to explore the effect of making an acceptance-
based ICBT program, aimed at patients with anxiety disorders recruited in pri-
mary care, more patient-driven by letting patients choose elements of their 
treatment. The Study Investigated patients’ perceptions of their control over 
the treatment, their compliance with treatment, and their symptoms of anxiety. 
A secondary aim was to assess the relationship between changes in empower-
ment and changes in anxiety symptoms. 
 
Method 

Procedure and participants. Participants were recruited from clinical pa-
tients in primary care who had been referred to a central unit for ICBT in the 
Västra Götaland region in Sweden between November 2019 and March 2021. 
Before initiating treatment, the participants were interviewed by a psychologist 
using a structured diagnostic interview called Mini International Neuropsychi-
atric Interview (MINI version 7.0.1; Sheehan et al., 1998). The diagnostic in-
terview was conducted via video call upon referral from the primary health 
care centers. After the assessment interview, all patients who were offered 
ICBT and met the inclusion criteria were asked to participate in the study. 
Twenty-two patients, 27.66% of the patients assessed for eligibility, declined 
to participate in the study. A total of 56 participants were included in the study, 
28 randomized to the intervention condition (patient-driven ICBT) and 28 to 
the control condition (standard ICBT). One participant never answered the pre-
assessment measurement forms, and hence data analyses are based on a total 
of 55 participants. Participants were asked to answer measurement forms for 
the pre-assessment, following which they were given access to the treatment 
program. Participants were further asked to answer follow-up measurement 
forms at the middle of the treatment (by module 4), at the end of the treatment 
(by module 8), and at the 3-month follow-up assessment. For safety reasons, 
participants in the treatment program also answered a weekly question on sui-
cidal ideations. 



SUMMARY OF STUDIES 
 

40 
 

Intervention. The treatment programs used in Study II were developed by 
Livanda Internetkliniken AB, and each targeted different mental health prob-
lems: anxiety, worries, depression, stress problems, and sleep problems. The 
program consists of eight modules including psychoeducative materials and 
evidence-based tools for dealing with various mental health problems. The 
tools presented are based on principles from cognitive behavioral therapy 
(CBT) and acceptance and commitment therapy (ACT), and include tools such 
as exposure, acceptance, value-based living, mindfulness, and cognitive de-
fusion. Participants were randomized to the intervention group (1) patient-
driven ICBT or to the control group (2) standard ICBT. Before the start of the 
treatment, the participants in the intervention group were invited to choose be-
tween several aspects of treatment. Patient-driven ICBT (1) was thus adapted 
to participants’ own preferences regarding the focus of the treatment program, 
which modules/chapters to receive in treatment and in what order, amount of 
telephone contact and written contact with the therapist, and pace of the treat-
ment. Standard ICBT (2) received the treatment program targeting anxiety 
problems with a fixed number of modules/chapters (eight modules), written 
support from a therapist once a week, and telephone support in the middle and 
at the end of treatment. 

Measures. The outcome measures were patients’ perceived control over 
treatment (measured with a questionnaire developed specifically for this 
study), adherence to treatment (measured by completed treatment modules), 
symptoms of anxiety (GAD-7; Spitzer et al., 2006), depression (MADRS-s; 
Montgomery & Asberg, 1979) and general disability (WHODAS 2.0 – the 
WHO Disability Assessment Schedule–12-item version; Rehm et al., 1999) 
and feelings of empowerment (the Empowerment Scale – Making Decisions; 
Rogers et al., 1997) were collected at pre- and post-treatment and at a 3-month 
follow-up. 

Data analysis. Differences in perceived control over the treatment were an-
alyzed by an independent t-test. Adherence to treatment was assessed by de-
scriptive statistics and by percentage of completed modules between the 
groups, as well as by the non-parametric Mann–Whitney U test.   

The analyses for the outcome measures of anxiety symptoms, depression, 
general disability, and empowerment included all participants who were ran-
domized, according to the intention-to-treat principle. Continuous outcomes 
variables measured at pre- and post-treatment and at 3-month follow-up were 
analyzed using multilevel modelling (MLM) for repeated measures with an 
unstructured covariance structure to test the overall change over time in the 
patient-driven condition and the interaction between the two groups and time, 
where time was included as a factor (pre-, mid-, post-, and follow-up). Each 
model’s overall interaction effect was tested, as well as the interactions from 
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pre-treatment to each of the following time points. Both within-group and be-
tween-group effect sizes (Cohen’s d) were calculated on observed data. 

Correlations between empowerment and severity of anxiety symptoms 
were analyzed by comparing changes in perceived empowerment and changes 
in anxiety symptoms from pre- to post-assessment using Pearson correlation 
coefficients. All correlation analyses were based on actual values. 

Mediation analysis with bootstrapping was performed using PROCESS by 
Hayes (2022) to investigate whether empowerment would mediate the effect 
of treatment condition on outcomes for anxiety. Results from this analysis are 
found in Appendix I.  

 
Main findings 

Results showed that participants in patient-driven ICBT (1) had statistically 
higher perceived control over treatment than participants in the standard ICBT 
(2) group (d=.65). A significant interaction effect was found for anxiety symp-
toms, where the patient-driven group had a significantly larger reduction in 
anxiety symptoms compared to the standard ICBT group over time. However, 
symptoms of anxiety, depression, and general disability were significantly re-
duced in both groups over time. At a 3-month follow up, between-group effects 
for observed values showed that participants in the patient-driven group 
showed larger reductions in symptoms of anxiety (d=0.33), depression 
(d=0.47), and general disability (d=.0.56).  

Empowerment increased in both groups over time and no interaction effect 
was found. However, at post-measurement and at a 3-month follow up, the 
patient-driven group scored higher on feelings of empowerment, with a large 
between-group effect size for observed values at the 3-month follow-up (d 
=0.86). A significant medium correlation was found between pre- and post-
measurement changes in empowerment for both groups combined (r = −0.47), 
indicating that participants who had improved the most in empowerment also 
had the greatest decreases in anxiety symptoms and vice versa – patients whose 
anxiety decreased the most improved the most in empowerment. The results 
from the mediation analysis are found in Appendix I.  

There was no difference in adherence to treatment between the two groups. 
 

Conclusions 
This study’s results indicated that ICBT that is to a larger extent patient-

driven may have a greater effect on anxiety than standard ICBT. The effect on 
perceived control over treatment might also be larger in patient-driven treat-
ments than in standard ICBT. Empowerment increased in both groups over 
time. Internet-based therapies inherently promote patients as active agents of 
their own care and might be well suited for promoting perceived control and 
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empowerment. Findings need to be replicated given the small sample size and 
the explorative nature of the study. 
 
Study III: Effectiveness of and processes related to internet- 
delivered acceptance and commitment therapy for adolescents 
with anxiety disorders – A randomized controlled trial 
 
Aims 

The aim of this study was thus to assess the effectiveness of an internet-
delivered transdiagnostic anxiety treatment for adolescents based on ACT. 
Secondary aims were to assess the relationship between psychological flexi-
bility and treatment outcomes for anxiety, and between the participating 
youths’ and therapists’ working alliance and treatment outcomes for anxiety. 

 
Method 

Procedure and participants. Participants were recruited through advertise-
ments on social media, in schools, primary health care centers, and outpatient 
psychiatric clinics during December 2019 and January 2020. In the first step 
of the sample’s pre-assessment, those interested were contacted by email and 
given a link to a website where they were given Study Information and could 
give their consent to participate and fill in measurement forms assessing symp-
toms of anxiety, quality of life, and psychological flexibility. Those who met 
the eligibility criteria were contacted by phone and underwent a diagnostic in-
terview using the MINI-KID instrument (Sheehan et al., 2010). The diagnostic 
interviews were conducted by four students in their last semester of the mas-
ter’s program in psychology, all of whom had had training in clinical patient 
work and CBT during their education. The student therapists received regular 
supervision from a clinical psychologist who worked at the participating clinic, 
Psykologpartners, and who was available to answer questions about their as-
sessments and clinical work with participants. Eligible participants were ran-
domized to either (1) an intervention group that received a 10-week transdiag-
nostic ACT treatment delivered through the internet (n=27) or to (2) a wait-list 
control group (n=25). The researchers responsible for randomization used the 
tool random.org. After randomization, the intervention group was given access 
to the 10-week treatment program. At the end of the treatment period, all par-
ticipants were sent an email link to post-treatment measurement forms. Partic-
ipants in the intervention group also answered questions about their treatment 
experience through the online link. All participants diagnosed with at least one 
anxiety disorder at the pre-treatment assessment were contacted by telephone 
at the end of the treatment period and completed another diagnostic interview 
with the MINI-KID instrument. Only the diagnoses confirmed at baseline were 
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screened for again. After the post-treatment assessment, participants in the 
control group were offered access to the treatment program, but with no active 
treatment support. 

Intervention. The treatment period went from February to April 2020. Par-
ticipants in the intervention group were treated for 10 weeks with the treatment 
program, Ångesthjälpen Ung (Anxiety Help for Adolescents; 
https://www.kbtonline.se; https://angesthjalpen-ung.webnode.se/), developed 
by the private psychology company Psykologpartners. Anxiety Help for Ado-
lescents is an evidence-based transdiagnostic internet treatment based on ACT 
and CBT interventions to treat anxiety in young people (Fang & Ding, 2020; 
Gloster et al., 2020; Reynolds et al., 2012). The program is based on the ACT 
treatment structure designed by Hayes, Pistorello, & Levin (2012), with mod-
ifications specifically focused on anxiety (Eifert & Forsyth, 2005) and adapted 
to suit young people in accordance with the work of Bailey and colleagues 
(2012) and Hayes and Ciarrochi (2015). The content, overall structure, lan-
guage level, concretization of theoretical concepts, and clinical examples in the 
program were adapted to suit the age and maturity of adolescents and young 
adults.  

Participants in the intervention group were supported with weekly written 
feedback from one of the four participating master’s students in psychology 
for this study, all of whom had training in clinical patient work and received 
regular supervision from the clinical psychologist who worked at 
Psykologpartners. The participants were also offered treatment support in a 
start-up call with their therapist and subsequent calls in the middle and at the 
end of the treatment. If participants stopped working with the treatment, the 
therapists contacted them via messages through the treatment program, email, 
or telephone to increase their motivation and compliance.  

Measures. Outcome measures for anxiety (SCAS-S and GAD-7; Ahlen et 
al., 2018; Spitzer et al., 2006), quality of life (BBQ; Lindner et al., 2016), psy-
chological inflexibility (AFQ-Y8; Greco et al., 2008), and therapeutic alliance 
(WAI-SR; Hatcher & Gillaspy, 2006) were collected at two time points, at the 
start and at the end of the treatment. Remission of diagnosis was assessed by 
the diagnostic interview MINI-KID (Sheehan et al., 2010) to reassess pre-treat-
ment anxiety diagnosis at post-treatment.   

Data analysis. Main analyses for outcome measures for anxiety, quality of 
life, and psychological inflexibility were based on the intention to treat by an-
alyzing all participants that were randomized, and used multilevel modelling 
(MLM) for repeated measures, which were fitted with full information, maxi-
mum likelihood estimation, and an unstructured covariance structure. MLM 
was chosen to handle the dependency in the data since several observations 
were made for the same individuals and because it is an advantageous method 
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for dealing with missing data. The analyses tested the overall change over time 
in the intervention group and the interaction between the two groups, where 
time was included as a factor (pre- and post-intervention). We used a model 
with fixed effects for time, treatment condition, and time-by-treatment interac-
tion effect. The time slope was modeled as a fixed effect due to the small num-
ber of data observations, which hampered the computation of random slopes, 
and since the significance test determined by -2LL did not show that a model 
with random effects for time was adequate. Within-group (Cohen’s dRM, pool) 
and between-group effect sizes (Cohen’s dS) were calculated on observed data. 
Effect sizes above d=.20 were interpreted as small, above d=.50 as medium, 
and above d=.80 as strong (Cohen, 1992). Complementary analyses for the 
main analyses were made based on repeated measures mixed analysis of vari-
ance (ANOVA), using last observations carried forward to deal with missing 
data as well as listwise deletion for analyses per protocol. Results from these 
analyses did not differ significantly from the main analyses. 

The effect of the treatment on diagnosis remission was assessed using a chi-
squared test of between-group differences in post-treatment diagnoses. 

The relationship between psychological flexibility and severity of anxiety 
symptoms was assessed by comparing changes in psychological flexibility and 
changes in anxiety from pre- to post-assessment using Spearman’s Rho coef-
ficients (rs). Correlations for patient- and therapist-rated alliance were assessed 
using rs and by examining the relationship for i) expected alliance by using the 
scores for alliance estimates before treatment; ii) for alliance rated in the mid-
dle of treatment (week 3); and iii) for development of alliance by evaluating 
changes in alliance ratings between week 3 and week 7 in treatment, with the 
difference between pre- and post-measurement of anxiety estimates (assessed 
with SCAS-S). In addition, correlations for the three subscales of the alliance 
ratings (task, bond, goal) were examined. The same analyses as for the patient-
rated alliance estimates were performed for the therapist-rated alliance. 
 
Main findings 

The overall results showed that the treatment was effective in increasing 
participants’ reported quality of life and psychological flexibility, with moder-
ate between-group effect sizes (dS=.65 and dS=.51, respectively). Participants 
in the intervention group were also significantly less likely to meet the criteria 
for any of their initial anxiety diagnoses after treatment (65%) than those in the 
control group (6.7%). However, the results showed no significant between-
group difference over time for the participants’ self-rated anxiety symptoms, 
but both the intervention group and the control group showed some improve-
ments in their self-rated anxiety symptoms on the primary outcome measure 
SCAS-S between the pre- and post-assessments. Results furthermore showed 
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a strong statistically significant correlation between changes in psychological 
flexibility and changes in anxiety symptoms for the intervention group as as-
sessed on both outcome measures for anxiety (SCAS-S; rs=.50 and GAD-7; 
rs=.68). The alliance was in general rated as high by both the participating ad-
olescents and the therapists, which indicates that it is possible to create a posi-
tive alliance in internet-delivered treatments for adolescents. However, no sig-
nificant associations were found between either patient-rated or therapist-rated 
alliance and treatment outcomes for anxiety in this study. Lastly, the partici-
pating adolescents found the treatment an acceptable intervention. 
 
Conclusions 

This study showed promising results for iACT treatment for adolescents 
with anxiety disorders. The results showed that the treatment was effective in 
increasing the adolescents’ perceived quality of life and psychological flexi-
bility, and it had a positive effect on post-treatment diagnoses in the interven-
tion group. A strong association was found between changes in psychological 
flexibility and changes in anxiety symptoms, which indicates that psychologi-
cal flexibility might be an important process to support during treatment. Fu-
ture research should validate the findings from this Study In larger samples, in 
clinical settings, and using formal mediational analysis. 

 
Study IV: Empowerment in primary care and psychiatric settings: 
A psychometric evaluation of the Swedish version of the Empow-
erment Scale. 
 
Aims 

The aim of Study IV was to conduct a psychometric evaluation of the Swe-
dish version of the Empowerment Scale – Making Decisions (Rogers et al., 
1997). The study examined the structural validity, dimensionality, and internal 
consistency of the scale in two populations of clinical patients in primary care 
and psychiatric care using confirmatory factor analysis (CFA). 

 
Method 

Procedure and participants. Participants consisted of two samples of pri-
mary care and psychiatric care patients seeking care for mental health prob-
lems. Participants for the primary care sample (sample 1, n=210) consisted of 
participants assembled from four different studies conducted within Swedish 
primary care between 2019 and 2023. The psychiatric sample (sample 2, 
n=221) consisted of participants from four different subsamples of patients in 
contact with Swedish psychiatric mental health services between 2002 and 
2014.  
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Measures. Self-ratings for empowerment (the Empowerment Scale – Mak-
ing Decisions; Rogers et al., 1997) were collected at one time point, before 
participants were taking part in any intervention. 

Data analysis. Reliability measures were determined by coefficient Omega 
(ω) as well as Cronbach’s alpha (α). The dimensionality of the scale was tested 
by using confirmatory factor analysis (CFA). Based on previous research, we 
identified four different CFA models that had been proposed for the scale: 
model 1: a five-factor solution based on the original 28 items; model 2: a five-
factor solution based on 25 items; model 3: a five-factor solution based on 20 
items; and model 4: a three-factor solution based on 25 items. See the manu-
script for further descriptions of each model. We tested the four models in each 
of the two samples (primary care and psychiatric care). In addition, we added 
a one-factor solution applied to the original 28 items in the two samples. Apart 
from investigating goodness-of-fit statistics, the pattern and magnitude of fac-
tor loadings was inspected based on the factor weights.  
 
Main findings  

The one-factor solution yielded poor model fit in our two samples of par-
ticipants from primary care and psychiatric care. Out of the previously pro-
posed factor solutions, a three-factor solution with the dimensions Self-esteem, 
Powerlessness, and Activism, which has previously been proposed by Morris 
and colleagues (2014), entailed less complexity and the best model fit accord-
ing to CFA in both our samples. However, this solution still did not provide an 
acceptable model fit in either of our samples, and some of the factor loadings 
were problematic. We therefore proceeded by refining the model that exhibited 
the most favorable fit in both samples. These model modifications were guided 
by our empirical findings. First, we removed items with factor loadings below 
.4 as well as items that cross-loaded on several factors. Second, we inspected 
the modification indices for further adjustments. 

The adjusted model for the primary care sample (sample 1) resulted in a 
three-factor solution, with the dimensions self-esteem, powerlessness, and ac-
tivism, based on 20 items and indicated an overall acceptable model fit: 
(x2(166) = 307, p<.001), CFI = .90, TLI = .89, RMSEA= .06 (90% CI .05; .08), 
SRMR = .07. The adjusted model for the psychiatric sample (sample 2) like-
wise resulted in a three-factor solution based on 20 items, with the dimensions 
self-esteem, powerlessness, and activism. The items differed somewhat in re-
lation to the model in the primary care sample but were overall similar. The 
model fit indices for the adjusted model in the psychiatric sample was poor for 
CFI and TLI, but RMSEA and SRMR were together more acceptable (x2(165) 
= 498, p<.001), CFI = .87, TLI = .85, RMSEA = .10 (90% CI .09; .11), SRMR 
= .08.  
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Since there were just slight differences between the adjusted models for the 
two samples respectively, our last step involved removing the items that dif-
fered between the samples and refitting this model in the respective samples. 
This was motivated by a practical aim of arriving at a solution of the scale that 
could be used within health care contexts in general, whether in primary care 
or psychiatric care. The model fit indices indicated overall acceptable model 
fit for the primary care sample: (x2(131) = 240, p<.001), CFI = .91, TLI = .90, 
RMSEA = .06 (90% CI .05;.08) and SRMR = .07. For the psychiatric care 
sample, the fit indices for CFI and TLI were still poor, but RMSEA and SRMR 
were acceptable and lower than our first adjusted model for the psychiatric 
sample, indicating somewhat better model fit. 
 
Conclusions 

The empirical results from this study gave a similar picture about the scale’s 
dimensionality in both the primary care and psychiatric care sample. A refined 
version of the scale based on 18 items and a three-factor solution with the sub-
scales Self-Esteem, Powerlessness, and Activism was put forward. The sug-
gested factor solution remains relatively clear compared to the proposed solu-
tions in previous research in our two samples of primary care and psychiatric 
care patients. However, overall, the results from this study reinforced the dif-
ficulties in measuring empowerment. The notion of empowerment is highly 
influenced by the context, and the fact that we could not replicate any of the 
previously suggested factor structures could be explained by factors such as 
different populations, settings, and statistical methods in previous studies. 
However, the findings showed little support for the unidimensionality of the 
scale, suggesting that the scale may better measure several related constructs 
rather than a unitary concept. Further research is needed to explore how em-
powerment can be conceptualized and measured within health care settings for 
patients with mental health problems, whether this is by a unified measure or 
by several different measurement instruments targeting different constructs. 
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General discussion 
 

The common central theme of this doctoral thesis is the exploration and 
advancement of internet-delivered mental health interventions, specifically in 
the context of anxiety disorders. The thesis aims to enhance these interventions 
by considering ways in which the patient’s role in treatment can be strength-
ened, and how the treatments can be adapted to the patient’s preferences, ex-
periences, and unique situation, in line with person-centered care and the third 
pillar of evidence-based practice. All but one study was conducted in primary 
care clinical practice, providing support for the feasibility of these interven-
tions in the “real world” and making this thesis’s contribution of direct clinical 
interest. 

The principles for person-centered care indicate a need to look beyond di-
agnosis and illness and focus on the patient as a person, to personalize care 
rather than just follow a certain routine or a certain flow of care linked to a 
diagnosis (The Health Foundation, 2016). The present doctoral thesis stresses 
the principles of person-centered care by exploring different ways to personal-
ize internet-based treatments. The personalization of treatment is achieved 
through the use of acceptance and commitment therapy, the patients’ self-tai-
loring of treatment, exploring ways to create a trustful therapeutic relationship 
that endorses strengths and resources among patients, and focusing on enhanc-
ing patients’ sense of control and empowerment. At the same time, the thesis 
takes a broader look at how to achieve patient influence in care. Through the 
incorporation of peer support and, additionally, cooperation with patient or-
ganizations, the provision and approach of health care may be transformed. 
Peer supporters are patients in recovery who have had their own experiences 
of being treated within various forms of mental health care. Thus, when pa-
tients gain insight into health care and the treatments offered, the larger per-
spective in policies regarding patient participation and influence in care is em-
phasized. Likewise, patients’ experiences with treatment are emphasized by 
qualitative research methods, with the aim of amplifying the patients’ voices 
and letting their experiences guide revisions and improvements in the devel-
opment of future treatment interventions.  

In the context of psychotherapy research, the notions of patient-centered, 
patient-directed, and patient-influenced care emerge as common factors. Com-
mon factors in psychotherapy refer to the overall factors that appear to be com-
mon to different therapeutic methods and that contribute to therapeutic changes 
(Wampold, 2015). There has been a resurgence of interest among researchers 
in investigating “common factors” within psychotherapy in recent years 
(Cuijpers, Reijnders, & Huibers, 2019). The hypothesis is that common factors 
may potentially account for a larger portion of the outcomes observed in 
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psychotherapy studies compared to specific therapeutic approaches. The vari-
ous therapeutic approaches may seem different but perhaps may work through 
similar mechanisms (Cuijpers, Reijnders, & Huibers, 2019). Several aspects of 
treatment explored in the thesis, such as the emphasis on patients’ choice in 
treatment decisions, the therapeutic relationship, and sense of control and em-
powerment, can be viewed as common factors in psychological therapy over-
all, regardless of specific methods such as CBT or psychodynamic ther-
apy. The mechanism of psychological flexibility is closely related to ACT, alt-
hough a holistic focus on the patient and emphasis on promoting the patient’s 
values aligns well with a more general focus on person-centered care. This 
convergence underscores the significance of integrating patient-centric ele-
ments as common factors in therapeutic approaches, emphasizing the im-
portance of tailoring care to individual needs, and fostering a collaborative 
therapeutic alliance. 

Figure I shows the various interventions used within the PhD project and 
the theoretical assumptions underpinning the rationale for using them. The 
concrete elements used within the studies together create a holistic framework 
for patient-influenced psychological internet-based treatments. The elements 
are hypothesized to work through increasing patient agency, connectedness, 
and value-based living, which in the long term may enhance quality of life and 
prevent deteriorating mental health. 

The remaining discussion explains the components of the model and seeks 
to answer the research question posed for this PhD thesis: How can patient 
influence be conceptualized and integrated into acceptance-based internet-de-
livered CBT for anxiety disorders in primary health care? 
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How can patient influence be conceptualized and integrated into 
acceptance-based internet-delivered CBT for anxiety disorders in 
primary health care? 
 

Patient influence within the digital mental health treatments was fostered 
and conceptualized in several ways throughout the studies for this doctoral the-
sis. 
Acceptance-based internet-delivered treatments 

Studies I–III all incorporated the evaluation of internet-delivered treatments 
based on influences from acceptance and commitment therapy. Through the 
acceptance-based approaches to treatment within the studies, patient influence 
is fostered by emphasizing the patients’ personal values and autonomy, and 
through this the active involvement of the patient in their own therapeutic jour-
ney. In ACT treatments, there is an emphasis on empowering patients in iden-
tifying their own values and finding out what is important in their lives. An-
other key aspect of ACT is its universalism; it is a transdiagnostic approach 
that is not targeted towards specific diagnoses but rather emphasizes the uni-
versal experience of being human and the suffering entailed within this. It fo-
cuses on ways to help individuals live fulfilling and authentic lives, regardless 
of their particular symptoms. Thus, there is a focus on seeing the whole patient, 
beyond the disease. Characteristic of ACT is also its focus on research on pro-
cesses in therapy, and an extensive theory on mechanisms that produce thera-
peutic change (Hayes et al., 2022). Although in most psychotherapy methods 
there are theoretical thoughts on how the treatment works by targeting different 
processes of relevance for the outcome, less scientific evidence on these pro-
cesses exists (Cuijpers, Reijnders, & Huibers, 2019; Mulder et al., 2017). The 
study of processes focuses on these theoretically derived and empirically tested 
mechanisms that are supposed to change during treatment and, because of 
those changes, result in positive treatment outcomes (Hayes & Hofmann, 2021; 
Kazdin, 2008). By learning about successful treatment processes, clinicians 
may be better equipped to tailor treatments to the specific needs of the patient 
in front of them to facilitate change, improve response to treatment, and im-
prove patient adherence. Thus, through this, the therapy becomes personalized. 
Studying process variables and mechanisms of change may provide answers 
about which treatment methods work best for which individuals and form the 
basis for person-centered care and tailored treatment methods (Kazdin, 2008). 

Hence, through the value focus and process-based transdiagnostic approach 
in ACT, the foundation for the treatment aligns well with the person-centered 
approach to care. Person-centered care is about involving the patient as a co-
creator in care. The health care professional and the patient work together in a 
mutual partnership when making treatment decisions, and they seek to identify 
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and adapt the care based on the patient’s goals and long-term values (The 
Health Foundation, 2016). The focus in health care shifts from asking the pa-
tient “what’s wrong with you?” to “what’s important for you?” (Swedish As-
sociation of Local Authorities and Regions, 2018). This is in alignment with 
the transdiagnostic focus in ACT and the addressing of common underlying 
mechanisms of change in therapy through process-based interventions. Pro-
cess-based interventions are designed for person-specific contexts (what works 
for whom) in contrast to generic treatment protocols designed for specific di-
agnoses. Thus, within both the person-centered approach and the ACT ap-
proach there is a focus on seeing the whole patient and not just the disease; it 
is about personalizing care rather than just following a certain routine or flow 
of care linked to a diagnosis.  

The use of internet-delivered treatment programs based on ACT for anxiety 
disorders is a relative new research avenue, but existing studies show prelimi-
nary support for the treatment (Kelson et al., 2019; Klimczak et al., 2023). 
However, none of the studies included in these two meta-analyses targeted 
children or adolescents. In Study III we evaluated an internet-delivered ACT 
program for adolescents with anxiety disorders. The overall findings showed 
promising results in favor of the internet-delivered ACT treatment. The treat-
ment was effective in increasing the participating adolescents’ quality of life 
and their psychological flexibility. Moreover, it was clinically effective, since 
65% of the participants no longer met criteria for their main anxiety diagnosis 
after treatment, compared to only 6.7% in the control group. In addition, almost 
three quarters of the participants (74%) felt that the treatment was an accepta-
ble intervention and that they would recommend it to a friend with similar 
problems.  

However, a limitation with this Study Is that the internet-delivered ACT 
intervention was tested against a wait-list control group. Wait-list control 
groups receive no treatment during the period of the experimental phase but 
typically receive the experimental intervention when the research period is fin-
ished (Mohr et al., 2014). Problems with wait-list control groups have been 
discussed. For example, it has been noted that participants on a waiting list are 
likely to just wait rather than do anything to try to solve their problems during 
the waiting period; these participants may improve less than those enrolled in 
an active control group, and also less than patients seeking no treatment at all 
(Cuijpers & Cristea, 2016; Mohr et al., 2009). A meta-analysis of randomized 
controlled trials for depression showed that studies using a wait-list control 
group produced significantly larger between-group effects compared to studies 
using care-as-usual and other control groups (Cuijpers, Karyotaki, et al., 2019). 
Further, when using a wait-list control group, it is not possible to fully rule out 
expectation, demand characteristics, attention, and other non-specific factors 
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and adapt the care based on the patient’s goals and long-term values (The 
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However, none of the studies included in these two meta-analyses targeted 
children or adolescents. In Study III we evaluated an internet-delivered ACT 
program for adolescents with anxiety disorders. The overall findings showed 
promising results in favor of the internet-delivered ACT treatment. The treat-
ment was effective in increasing the participating adolescents’ quality of life 
and their psychological flexibility. Moreover, it was clinically effective, since 
65% of the participants no longer met criteria for their main anxiety diagnosis 
after treatment, compared to only 6.7% in the control group. In addition, almost 
three quarters of the participants (74%) felt that the treatment was an accepta-
ble intervention and that they would recommend it to a friend with similar 
problems.  

However, a limitation with this Study Is that the internet-delivered ACT 
intervention was tested against a wait-list control group. Wait-list control 
groups receive no treatment during the period of the experimental phase but 
typically receive the experimental intervention when the research period is fin-
ished (Mohr et al., 2014). Problems with wait-list control groups have been 
discussed. For example, it has been noted that participants on a waiting list are 
likely to just wait rather than do anything to try to solve their problems during 
the waiting period; these participants may improve less than those enrolled in 
an active control group, and also less than patients seeking no treatment at all 
(Cuijpers & Cristea, 2016; Mohr et al., 2009). A meta-analysis of randomized 
controlled trials for depression showed that studies using a wait-list control 
group produced significantly larger between-group effects compared to studies 
using care-as-usual and other control groups (Cuijpers, Karyotaki, et al., 2019). 
Further, when using a wait-list control group, it is not possible to fully rule out 
expectation, demand characteristics, attention, and other non-specific factors 



GENERAL DISCUSSION 

54 
 

as explanations for the differences between conditions (Cuijpers & Cristea, 
2016). The choice of control condition thus impacts the outcome in random-
ized controlled studies, and future studies would preferably evaluate the inter-
net-delivered ACT treatment for adolescents used in Study III against active 
control groups.  

The primary goal of ACT treatments is to improve the patient’s functioning 
by enhancing their ability to act in accordance with long-term values, which is 
termed “psychological flexibility” (Hayes et al., 2006). Therefore, ACT does 
not primarily aim for symptom reduction, and there is a theoretical possibility 
of an increase in symptoms when altering behaviors to align with long-term 
values. ACT underscores the acceptance of uncomfortable thoughts and feel-
ings while simultaneously committing to actions that resonate with individual 
values. The findings in Study III showed increased functioning in terms of psy-
chological flexibility, quality of life, and remission of diagnosis. However, no 
significant interaction effects between groups were found for self-rated anxi-
ety. Through the lens of ACT, this may be an indication that although symp-
toms remained, possibly due to increased actions in line with long-term values, 
it is possible that they no longer posed functional impairment given remission 
of diagnosis, for which a main criterion is that symptoms pose functional im-
pairments. However, there are also other plausible explanations, such as atten-
tion effects or spontaneous remission in the control group, or events related to 
the fact that the second half of the study period occurred at the same time as 
the outbreak of the COVID-19 pandemic, which may have affected both 
groups in various ways.  

Yet, in Study III a strong statistically significant association was found be-
tween development of psychological flexibility and changes in anxiety symp-
toms for the participants taking part in the ACT-based digital intervention. The 
findings might thus be interpreted as giving some indication that psychological 
flexibility might constitute a fruitful mechanism of change in treatment, and 
that clinicians may find it beneficial to support this ability in their patients. 
However, the treatment processes in Study III for this doctoral thesis were in-
vestigated only through correlations. Because of this we cannot be sure 
whether improvements in psychological flexibility caused the observed anxi-
ety improvements, nor can we control for other third variables that may be in 
play for how these two factors are associated. An avenue for future studies on 
internet-delivered ACT treatments for adolescents could thus be to investigate 
psychological flexibility as a mechanism of change in treatment by using for-
mal mediation analysis (Cuijpers, Reijnders, & Huibers, 2019). The results, 
however, align with a growing evidence base of psychological flexibility as an 
important mechanism of action in ACT treatments (Stockton et al., 2019). 
Some examples of psychological flexibility as an important process variable 
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specifically in internet-delivered ACT treatments have previously been 
demonstrated in relation to patients with pain. For example, in a Swedish study 
of an internet-delivered ACT treatment for adult patients with chronic pain, 
significant time x group interaction effects for the iACT treatment group were 
found for psychological flexibility (measured with the Psychological Inflexi-
bility in Pain Scale; Wicksell et al., 2008), as well as value progress and value 
obstruction. These measures were collected weekly and support the notion that 
these could potentially be important processes in treatment (Rickardsson et al., 
2021). In another study using formal mediation analyses, psychological flexi-
bility, measured with AAQ-II, was found to mediate improvements in all out-
comes of an online-based ACT, such as pain interference, physical functioning, 
and health-related quality of life as well as anxiety and depression (emotional 
functioning; Lin et al., 2018). 

 
Self-tailored internet-delivered treatment 
 

Another approach to conceptualizing patient influence is tested in Study II 
by letting the patients self-tailor elements of their internet-delivered treatment. 
There are several approaches to the personalization of psychological treat-
ments. One approach includes individually tailored treatments, where treat-
ment components such as content, intensity, and style of delivery are matched 
to the specific needs of the patient (Nye et al., 2023). The effects of tailored 
treatment compared to standardized treatment showed an overall middle-sized 
effect in one recent meta-analysis (d=.37). Previous research has investigated 
tailoring, where the treatment content is adapted to each patient, in relation to 
ICBT (Berger et al., 2014; Carlbring et al., 2011; Nordgren et al., 2014; 
Silfvernagel et al., 2012; Silfvernagel et al., 2018). Yet another approach to 
personalization of psychological treatments is treatment matching, where treat-
ments are matched to the patient’s individual needs, for example, based on the 
specific symptomatology, personality traits, or previous treatment experiences 
(Cohen & Harris, 2023). 

However, none of these approaches necessarily incorporate the individual’s 
own wishes and preferences when deciding upon treatment adaptations. Since 
evidence-based practice and person-centered care include incorporating pa-
tients’ preferences in the selection of treatment when several effective treat-
ments exist, and in general treatment decisions when adapting treatment con-
tent and structure (The Health Foundation, 2016; American Psychiatric Asso-
ciation, 2006), it may be important to investigate aspects of how to tailor the 
treatment based on the patient’s preferences. Preference studies focus on un-
derstanding the individual’s own wishes and preferences regarding treatment, 
and findings from such studies suggest that acknowledging the patient’s 
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preferences is of relevance for treatment outcomes, treatment completion, 
working alliance, and treatment satisfaction (Delevry & Le, 2019; Lindhiem et 
al., 2014; Mergl et al., 2010; Williams et al., 2016; Windle et al., 2020). To 
date, a few studies have investigated self-tailored ICBT, where the patients 
themselves individualize their treatment based on their preferences (Andersson 
et al., 2011; Andersson et al., 2023; Dahlin et al., 2022).  

Study II involved self-tailoring and the acknowledgement of patient prefer-
ences in that the participants were offered different choices regarding how to 
carry out their treatment. The participants had all been diagnosed with an anx-
iety disorder during the assessment interview for the study, but they could de-
cide which treatment program they wanted to go through. The programs tar-
geted different main problems, including anxiety, worry, depression, stress, 
and sleep problems. The participants also decided on the amount of written and 
telephone support they would get from their therapist, the length of the treat-
ment program (in terms of number of modules/chapters), and the order in 
which they wanted the modules presented. Finally, they decided on the pace of 
the treatment in terms of how often they wanted to receive new modules and 
the total number of weeks it would take to finish the treatment. Thus, by invit-
ing patients to be involved in the planning and decision making regarding their 
own treatment, patient influence was fostered. 

The overall results of Study II indicated that it is an acceptable and feasible 
intervention to let patients control and choose elements of their own treatment. 
Both treatment groups improved in main symptoms of anxiety and secondary 
symptoms of depression and general disability. Patients’ sense of empower-
ment improved in both groups from the start of treatment to a 3-month follow-
up. Participants in the patient-driven group experienced greater control over 
their treatment and a larger reduction in anxiety symptoms over time. The pre-
liminary results thus indicate that it is equally effective to let patients self-tailor 
their own ICBT treatment as the standard procedure in which the therapist 
chooses the treatment program and decides on the structure of the treatment. 
However, to investigate equivalence between two treatment methods, a much 
larger sample size would be needed than was used for this study (Cuijpers & 
Cristea, 2016). The results could thus be interpreted as a preliminary indication 
that patient-driven ICBT treatments may be as effective as the standard ap-
proach with “therapist-driven” treatments, but future studies with larger sam-
ple sizes are needed to be able to draw any firm conclusions.  

The results from Study II are in line with a recent factorial design random-
ized controlled trial comparing (among other factors) a self-tailored and clini-
cian-tailored condition in ICBT treatment for participants with depression (An-
dersson et al., 2023). Results in that study showed that both conditions pro-
duced similar treatment outcomes, with a small but statistically significant 
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between-group effect in favor of the self-tailored condition (d=0.26). Like in 
the study by Andersson and colleagues (2023), Study II involved tailoring con-
tent, while many other preference trials within the mental health field have 
involved more general choices, such as choosing between psychotherapy and 
medication, or choosing the type of psychotherapy, such as CBT or psychody-
namic therapy. Yet in the study by Andersson and colleagues (2023), the par-
ticipant choices were limited to deciding between available treatment modules, 
thus tailoring only the content of the treatment program. Study II for this thesis 
extended the patient choice even more to also include decisions on the treat-
ment’s structure, such as amount of therapist contact and number of weeks per 
module, along with tailoring the treatment content. Although, in theory, the 
more factors that can be influenced, the greater the control the patient may have 
over treatment, a limitation with the design in Study II is that we cannot draw 
conclusions about which of the choices, if any, were more significant for the 
outcome than others. Relatedly, we cannot separate effects caused by the act 
of choosing from effects due to these choices’ consequences. For example, alt-
hough all participants for the study had been diagnosed with an anxiety disor-
der, the participants in the patient-driven experimental group could choose be-
tween all available treatment programs offered at the participating ICBT clinic, 
targeting different mental health problems, while participants in the standard 
group received the anxiety program by default as was the standard procedure 
at the clinic. We hypothesized that this choice, like the other choices, would 
contribute to an increased sense of control, which in turn could affect treatment 
outcome. However, another possibility is that the participants’ choice of an-
other treatment program may have led to their being exposed to other thera-
peutic content, which may have affected the treatment outcome per se. In the 
end, the results showed that only a few of the participants in the patient-driven 
group chose a treatment program other than the anxiety program, so this is 
probably not the explanation for the observed difference in improvements in 
anxiety symptoms between the groups. However, these and other possible 
mechanisms or causal pathways, for example, the frequency in receiving new 
modules, cannot be separated from each other given the study design used in 
Study II. 

The results in Study II further showed that the patient-driven condition did 
not differ much in terms of participants’ choices compared to the default treat-
ment structure received by the standard condition. The choices that differed 
most from standard treatment were contact with therapist (over half of the par-
ticipants in the patient-driven condition wanted more frequent contact) and 
more time to complete the treatment (about 10%). To increase the power and 
strength of the study design, one improvement in future studies might be to 
give participants more elaborate tools for facilitating their decision making. 
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Andersson and colleagues (2023) found that participants in the self-tailored 
condition made unique choices about the treatment content compared to when 
clinicians chose the modules. In that study, the participants were able to read a 
brief description of each module’s content before making their choices. In 
Study II, the choice of treatment elements was made during a 15-minute ran-
domization call, and only verbal information was given about the content of 
treatment programs and modules. Thus, participants may need more elaborate 
information, possibly in written format, and more room for discussion with 
their clinician about the different treatment choices to maximize the effect of 
choosing. For example, participating therapists at the clinic indicated that sev-
eral participants expressed that it was difficult to make treatment decisions be-
fore having any notion or experience of what the treatment would be like. How-
ever, as opposed to the hypothesis that participants may need more information 
before making their choices, a meta-analysis found that the beneficial effect of 
receiving one’s preferred treatment was equal regardless of whether partici-
pants were given information about the different treatment options before mak-
ing their choice compared to a more uninformed choice (Lindhiem et al., 
2014). 

In Study II, allowing patients to choose elements of the treatment influ-
enced the outcome in that the patient-driven group experienced greater control 
over the treatment and had greater improvement in anxiety symptoms over 
time. This is an interesting finding in that patients may not be experts in terms 
of knowing what treatment they need, but the feeling of control matters. It is 
well known from placebo studies that the expectation of benefiting from a 
treatment can affect the actual outcome of the treatment. Patient participation 
in treatment decisions may thus be a means for boosting expectation effects in 
patients and hence the outcome of treatment. Some preference studies have 
compared preference effects to choice effects to determine whether the act of 
choosing in itself is beneficial beyond receiving a preferred treatment 
(Lindhiem et al., 2014). In such studies, a double randomized controlled design 
is used, where participants in a first step are randomized to choose treatment 
or not. In the second step, those randomized to the non-choice group are re-
randomized to a treatment. The choice and non-choice groups are then com-
pared, when controlling for treatment effects (Lindhiem et al., 2014). However, 
in one meta-analysis of preference studies, the positive effects of receiving 
one’s preferred treatment were consistent regardless of whether participants 
actively chose their preferred treatment or were randomly assigned to it 
(Lindhiem et al., 2014). This suggests that the act of making a choice itself 
may not necessarily have any added benefit to the outcomes. This meta-analy-
sis included studies evaluating preferences for different treatments for mental 
illness, including medication as one option. In Study II, self-tailoring of the 
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treatment was used, which may be understood as a blend of preference studies, 
which often investigate the effect of choosing between two or several treat-
ments (Delevry & Le, 2019), and tailored treatments, where components of a 
specific treatment are tailored based on the specific needs of the individual 
(Nye et al., 2023). One might speculate as to whether the act of choosing thus 
has greater significance within a self-tailored treatment where the choices are 
connected to psychological treatments only, as well as connected to decisions 
about the structure and treatment support of the treatment. 

The results from Study II align with research that underlines the importance 
of considering patient preferences regarding treatments for mental health and 
their association with treatment outcomes (Delevry & Le, 2019; Lindhiem et 
al., 2014; Mergl et al., 2010; Swift & Callahan, 2009; Swift et al., 2018; Wil-
liams et al., 2016), treatment completion (Lindhiem et al., 2014; Swift et al., 
2018; Windle et al., 2020), working alliance (Windle et al., 2020) and treat-
ment satisfaction (Lindhiem et al., 2014). However, the research is not uni-
form, and a recent study conducted within Swedish routine psychiatric care 
(n=217) found no relationship between receiving a preferred treatment and 
treatment outcomes, in the context of choosing between CBT and psychody-
namic therapy for panic disorder (Svensson et al., 2021). As opposed to other 
preference studies, most of which have investigated treatment preference ef-
fects in relation to preferences for psychotherapy or psychopharmacology, that 
study was one of the first to examine preference effects between two branches 
of psychotherapy. Consequently, and given that the results from that study dif-
fer from existing meta-analyses on the topic, the researchers suggest that the 
benefit of receiving one’s preferred treatment may be less when the choice 
stands between two evidence-based psychotherapies (Svensson et al., 2021). 
 
Integrating patients’ experiential knowledge in treatment  

Another way patient influence is fostered within this thesis’s frame was 
through incorporating lived experiences and patients’ experiential knowledge 
into the treatment through peer support workers. Strategic policy documents 
for Swedish health care call for more user participation and cooperation with 
patient organizations and patient representatives in organizational develop-
ment of health care and participation in the design of health care services (Swe-
dish Association of Local Authorities and Regions, 2018). Thus, in a broader 
perspective, the use of peer supporters in health care and cooperation with pa-
tient organizations can affect the provision and approach of health care. Peer 
supporters are patients in recovery with lived experience of mental health prob-
lems, as well as experiences of being or having been mental health care users. 
They are employed within the health care sector to support patients based on 
their own experiential knowledge (Fortuna et al., 2022). Through patients 
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treatment was used, which may be understood as a blend of preference studies, 
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They are employed within the health care sector to support patients based on 
their own experiential knowledge (Fortuna et al., 2022). Through patients 
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gaining insight into health care and the treatments offered, the larger perspec-
tive in policies regarding patient participation and influence in care is empha-
sized. For example, peer support services have been found to alter the organi-
zational climate towards a more recovery-oriented approach in Swedish psy-
chiatric care (Rosenberg & Argentzell, 2018). It has also been found that the 
presence of PSWs at the psychiatric care units enhanced the relationship be-
tween health care professionals and patients, affected the health care person-
nel’s attitudes towards the patients, and contributed to patients’ willingness to 
engage in their treatments (Rosenberg & Argentzell, 2018). 

Yet, it was hypothesized that letting patients’ own experiences become part 
of the treatment would benefit the participants taking part in the internet-deliv-
ered treatment and increase their sense of empowerment, belonging, and hope. 
Theoretical models of PSWs state that they may function as role models for 
the patients; by sharing their experiential knowledge and their own journeys to 
recovery, they might create hope and empower patients to become actively en-
gaged in their own self-care (Fortuna et al., 2022). Core competencies identi-
fied to guide peer supporters’ work have been put forward (SAMHSA, 2015). 
The support provided by the peer supporter is recovery oriented, focusing on 
eliciting autonomy, strengths, and resources among those they serve, recogniz-
ing that there are several ways to achieve recovery and empowering patients to 
choose for themselves (Farkas & Boevink, 2018; SAHMSA, 2015). It is, more-
over, relationship focused, in that it recognizes that it is the relationship be-
tween the peer supporters and those they serve that is the foundation for the 
support. The support is based on collaboration and mutual trust, empathy, and 
equality based on shared experiences. It is also trauma-informed in that it seeks 
to create a safe environment where patients can build a sense of control and 
empowerment (SAMHSA, 2015). Thus, peer support services work to create 
an environment where people receiving support feel understood and accepted, 
which can foster a deeper and more meaningful path to well-being. In sum-
mary, the overall core competencies of PSWs, together with the theoretical 
therapeutic assumptions of fruitful mechanisms of change underpinning peer 
support, align with a focus on patient influence in treatment. Peer support in-
terventions may create a unique opportunity for individuals to share their ex-
periences and perspectives, which can influence care. The recovery-oriented 
focus, emphasizing individual autonomy, strengths, and resources and going 
beyond symptoms alone, may contribute to a more tailored and person-cen-
tered approach.  

Study I explored the incorporation of peer support in health care by testing 
the feasibility of adding PSWs in an acceptance-influenced internet-delivered 
CBT treatment for anxiety disorders. To our knowledge, this is the first study 
trying this arrangement in primary care. To date, PSWs have mainly been 
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tested within psychiatric care (Rosenberg & Argentzell, 2018; Wenzer, 2018), 
and trying PSWs in a Swedish primary care setting is new. Moreover, the in-
corporation of PSWs in digital mental health is a relatively new field, although 
a recent systematic review on the subject concluded that digital peer support 
services appear feasible and acceptable to patients (Fortuna et al., 2020). Apart 
from peer support services, the patient influence in Study I was additionally 
highlighted by the, in part, qualitative design of the study, in which the pa-
tients’ experiences and opinions on the treatment were voiced. Patients’ expe-
riences with treatment are increasingly recognized as a central aspect of health 
care quality, together with more traditional measures such as clinical effective-
ness and patient safety (European Observatory of Health Systems and Policies, 
2019). A systematic review of studies including a range of diseases (mostly 
somatic diseases), clinical settings, population groups, and outcome measures 
found consistently positive associations between patient experiences and clin-
ical effectiveness (Doyle et al., 2013). Positive patient experiences with health 
care were linked to both objectively measured and self-rated physical and men-
tal health outcomes, adherence to and compliance with treatments, hospital and 
primary care visits, and adverse events (Doyle et al., 2013). Thus, a significant 
aspect of patient influence is also to assess patient experiences with treatment 
and obtain feedback from participants and let this guide future revisions and 
improvements of health care interventions.  

The main finding in Study I was that it was feasible to incorporate PSWs in 
ICBT treatments for anxiety and that the intervention was well received by 
participants in a small sample of primary care patients. The qualitative results 
showed that the participants appreciated the support of the PSW. The partici-
pants appreciated being able to share experiences with the PSW and felt that 
the relationship was more personal than with usual health care professionals. 
It can be speculated that, because of the nature of the treatment medium and 
the physical absence of a therapist, ICBT might demand more self-discipline 
and personal responsibility from the patient in implementing the interventions 
in one’s own life. Key elements of peer support interventions are the focus on 
strengthening the patient’s resources and creating hope and a sense of belong-
ing based on shared lived experience of mental health problems (Farkas & 
Boevink, 2018). Thus, the disclosing of mutual experiences and the feeling of 
a personal relationship might counter this fact. The qualitative results in Study 
I supported this notion. Participants expressed that the treatment medium 
placed them behind the wheel, which for some participants felt empowering, 
although for others, it felt too demanding. The idea of the peer supporter as a 
role model was supported in that participants expressed how contact with the 
peer fueled hope and made them see that it is possible to recover. The contact 
with the peer supporter was described as more personal compared to that with 
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traditional health care professionals, based on having mutual experiences of 
mental disease. The peer supporter was seen as a fellow human being who 
could understand patients’ problems differently based on having their own ex-
periences. This aligns with proposed theoretical processes of peer support ser-
vices, such as social support and social learning theory, creating relatedness 
and autonomy (Fortuna et al., 2022), and peers being able to function as role 
models who provide hope to the patients (Solomon, 2004). It additionally 
aligns with prior studies where participants described how the contact with the 
peer supporter felt more nonjudgmental and reduced self-stigma, contributing 
to a sense of being able to talk more openly than with other health care staff 
(Rosenberg & Argentzell, 2018). There are also some indications that patient 
ratings of working alliance may be higher with PSWs than with ordinary men-
tal health professionals (White et al., 2020). 

There are limitations to Study I that should be considered. The results are 
based on only nine participants, eight of which took part in the interviews, 
whereas a larger Study Including more participants would have provided a 
richer understanding of patient experiences of peer-supported acceptance-in-
fluenced ICBT treatments. Consequently, the qualitative findings from this 
study cannot claim transferability to other settings, although they may guide 
the development of future internet-delivered peer-supported interventions. Ad-
ditionally, it is debatable whether quantitative analyses provide meaningful in-
formation when applied to such a small group. However, a strength is that these 
measures were complemented with clinical measures of remission of diagnosis 
and improvements based on normative cut-offs for symptom severity. From a 
design perspective, the study was an uncontrolled feasibility study which in-
cluded no control group, and it would be interesting to compare experiences of 
patients receiving peer-supported ICBT with patients receiving standard CBT 
with only therapist support. In Study I, each participant had support from both 
a PSW and a clinical psychologist. The therapists, however, were instructed to 
primarily let the PSW provide emotional support to facilitate the creation of a 
therapeutic alliance between the patient and the PSW. The therapists thus tried 
to limit their own role to practical tasks such as opening new treatment modules 
and monitoring the safety of the treatment. However, with this approach, the 
interpretation of the results might be questioned as to whether the benefit the 
participants felt from the PSW’s support was due to unique functions of the 
peer support; it is possible that the participants would have similarly benefited 
from emotional support had the alliance been with the therapist instead of the 
PSW. Research shows that guided ICBT is more effective than unguided 
(Baumeister et al., 2014); however, there is also some evidence that the quali-
fication of the therapist providing support might be of less importance in ICBT 
(Baumeister et al., 2014). This might be because the guidance is often of a 
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more practical and supportive nature rather than purely therapeutic (Andersson 
& Titov, 2014). In addition, since only two PSWs were employed for the study, 
there is a risk of bias in that the participants’ experiences were colored by these 
individual PSWs’ personalities and abilities. According to social learning the-
ory, watching similar others influences notions about one’s own abilities (Ban-
dura, 1977). Social learning is more likely to take place when the observer can 
relate to and identify with the model (Bandura, 1977). This aligns with research 
on peer support interventions, which shows that, for peer support services to 
be effective, it is important that they reflect cultural diversity (Solomon, 2004). 
Indeed, a couple of participants in Study I described how they had wished to 
know more about the peer supporter’s background and experiences to facilitate 
connection with each other. 

 
Patient empowerment and sense of control 

The renewed declaration of primary health care states that primary care 
should work to empower patients to make their own decisions about issues 
concerning their health (WHO and UNICEF, 2018). Empowerment is thus 
closely related to the practice of person-centered care and is of interest for this 
doctoral thesis as a means for conceptualizing and assessing patient influence. 
Although empowerment theoretically may be an important aspect to foster in 
internet-delivered treatments, the results from Study IV shed light on the com-
plexity entailed in this concept and the difficulties in measuring it.  

A hope for Study IV was to contribute to the search for a measurement tool 
capable of assessing the impact of primary care settings and interventions on 
patient empowerment. However, in synthesizing research on empowerment, 
there is considerable inconsistency in defining and measuring the concept, as 
well as overlap of related terms (Acuña Mora et al., 2022; Barr et al., 2015; 
Cyril et al., 2016; Fumagalli et al., 2015; Joseph, 2020; Noordink et al., 2023). 
In Study IV we therefore sought to contribute to the evaluation and refinement 
of one of the existing measurement instruments for empowerment within the 
mental health field: the Empowerment Scale – Making Decisions (Rogers et 
al., 1997).  

Study IV illuminated the scattered results from previous studies investigat-
ing the scale and its factorial structure. The overall implications from the em-
pirical results of Study IV were that it is doubtful whether the scale represents 
a single empowerment construct, and it may more accurately measure several 
related constructs. This makes it problematic when calculating a single em-
powerment score from the scale for clinical practice. Additionally, we found 
that none of the previously proposed factor solutions of the scale, presenting 
different subscales, could be confirmed in our two samples of either primary 
care or psychiatric care patients. This could be explained by the different 
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contexts in which the scale has been evaluated, for example, in different coun-
tries (the United States, the Netherlands, Portugal, and Sweden), on different 
patient populations (psychiatric inpatients or psychiatric outpatients), or using 
different statistical methods to arrive at the factor solutions (principal compo-
nent analysis/CFA, orthogonal/oblique rotation; Castelein et al., 2008; Corri-
gan et al., 1999; Hansson & Björkman, 2005; Jorge-Monteiro & Ornelas, 2014; 
Morris et al., 2014; Rogers et al., 1997; Rogers et al., 2010; Wowra & 
McCarter, 1999). However, difficulties in arriving at a coherent factor structure 
across studies may also reflect the fact that empowerment is a multifaceted and 
complex concept, which has been theorized on, used, and researched across 
fields sprung from different theoretical domains. 

Thus, to assess patient empowerment in different primary care contexts or 
as an outcome of health care interventions, it remains an open question of how 
best to measure this. The findings may align with the view that it is hard to 
develop a one-size-fits-all measurement of empowerment. The notion of em-
powerment may be highly influenced by the context in which it is used and the 
population being considered. Consequently, some researchers have empha-
sized that empowerment instruments need to be specifically developed and 
adapted to the context in which they will be used (Joseph, 2020). Other aspects 
likely become more adequate when assessing patient empowerment in a health 
care relationship than some of the aspects measured in the scale developed by 
Rogers and colleagues (1997). Consequently, it may be an inquiry for future 
research to develop instruments adapted specifically for health care settings in 
the context of the mental health field. Based on the findings of Study IV, it 
remains an open question whether such an instrument would assess patient em-
powerment, or whether this is such a multifaceted concept that it would better 
measure several related concepts to assess patient agency and sense of influ-
ence over one’s health care. Future research would also benefit from exploring 
how patients in various health care settings perceive patient agency and factors 
influencing this. This could serve as a means for developing a useful instru-
ment that could assess health care practices and interventions for person-cen-
tered care. 

Nevertheless, the results from the thesis studies provided some indication 
that the interventions could be an effective way to strengthen patients’ sense 
of control and agency in treatments. First, the format of internet-delivered 
treatment programs, which are largely built on self-help with limited therapist 
support, may promote patients as active agents of their own care. Considering 
that there is less therapist contact than in traditional face-to-face therapy, more 
responsibility is placed on the patient to actively engage with the treatment 
content by logging on to the treatment platform, engaging with text, video, and 
audio clips, and carrying out possibly demanding homework assignments such 
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as exposure and behavioral experiments. It can thus be speculated that, by go-
ing through the treatment, patients’ feelings of being responsible for their own 
well-being and improvements in mental health may consolidate. This specula-
tion aligns with the results in Study I, where participants described how the 
digital treatment format with limited in-person contact made it clear that they 
were the ones who had to deal with their problems, which felt reinforcing.  

Second, the patient-influenced parts in Study I and Study II, through peer 
support and patient-driven choices about their treatment, were hypothesized to 
strengthen patient empowerment. Study I provided some qualitative evidence 
that the treatment contributed to an increased sense of agency. This was con-
nected to the treatment format itself but also to the peer-supported part of the 
treatment. The participants described how the decision to start treatment in-
creased their sense of agency. They further expressed that the treatment me-
dium placed them behind the wheel, empowering them to see their own abili-
ties in carrying out treatment change. Some described how the treatment cre-
ated a positive feedback loop, and when they gradually started doing things 
they had previously avoided, they felt more self-confident. Through the peer 
supporter, the participants described how sharing experiences strengthened 
them by making them realize that it is possible to feel better, and they ex-
pressed that they felt less alone knowing they were not the only ones dealing 
with anxiety problems. 

In Study II, outcomes based on the scorings of the Empowerment Scale 
(Rogers et al., 1997) showed no significant time x group interaction effect, but 
both groups improved in their scorings on the Empowerment Scale over time. 
A consideration regarding Study II is that empowerment was measured at pre-
measurement, before the participants had started the treatment but after the 
participants in the patient-driven intervention group had made their choices 
regarding the treatment structure. The opportunity to influence treatment and 
make choices might in itself affect the feeling of empowerment, however. 
Thus, there may be statistically less room for improvement in scorings on em-
powerment for the patient-driven group over treatment and time. This could be 
a consideration for future studies, which should investigate empowerment 
measured before giving participants the option to decide on their treatment. 
Since no interaction effect was found between the groups on empowerment, it 
did not seem relevant to explore empowerment as a mediating factor in treat-
ment, even though the study was designed for this. However, through correla-
tion analyses, a medium-strong association was found between changes in 
scorings on the Empowerment Scale (Rogers et al., 1997) and improvements 
in anxiety from pre- to post-treatment when looking at both treatment groups 
combined, giving some indication that empowerment as scored on this scale 
may play a role in treatment outcomes in internet-delivered treatment 
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programs. However, through correlation analyses it is not possible to draw any 
firm conclusions about increased empowerment causing improvements in anx-
iety other than that there was a relationship.  

Related to the concept of empowerment, we also assessed group differences 
in patients’ sense of control over their treatment in Study II. This was done 
with a measurement form developed specifically for Study II that included 
questions such as “How much impact do you feel you have had on the overall 
treatment plan?”, “How much impact do you feel you have had on the content 
of the treatment?”, and “Would you have liked to have more influence over the 
structure of the treatment?” Results showed that the patient-driven group 
scored significantly higher on these questions post-treatment than the standard 
ICBT group. Thus, future research could investigate whether a measurement 
instrument with similar questions could be a way to examine patient agency in 
relation to health care interventions.  

 
The therapeutic relationship  

Within the lens of patient influence, the working alliance is of relevance for 
creating a mutual and respectful relationship where the therapist and patient 
work together to achieve the best possible treatment outcomes, focusing on the 
patient’s individual needs and preferences. A trustful therapeutic relationship 
paves the way for shared decision making and more possibilities for patients 
to be actively involved in their care, and to receive individualized treatment. 
Alliance is a much-researched process variable that has consistently been 
shown to have a predictive value for therapeutic change in face-to-face treat-
ments (Flückiger et al., 2018; Karver et al., 2018). However, the role of the 
therapeutic alliance in internet-delivered treatment programs is less clear (An-
dersson, 2018). Research shows that guided ICBT is more effective than un-
guided (Baumeister et al., 2014), but little is known about what makes for ef-
fective guidance in internet-delivered treatment programs.  

Although not a measure of alliance, Study I explored the nature of the ther-
apeutic relationship between patients and the PSWs through qualitative inter-
views with the patients. The qualitative findings in Study I supported the notion 
that the therapeutic support matters. Internet-delivered programs provide little 
personal contact and may therefore appear more effortful to patients. The par-
ticipants expressed the usefulness of having the peer supporter checking in on 
them regularly and reminding them about the treatment work. The peer sup-
porters were also seen as giving a sense of legitimacy to the program by mak-
ing it feel more real when there were “real people” in it. The examination of 
the text messages exchanged between peer supporters and participants in the 
treatment program showed that the peer supporters effectively used self-dis-
closure by sharing their own life experiences, particularly in dealing with 
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challenges. Additionally, they offered personal reflections on the treatment 
program’s content and tools that they found beneficial. The value of this ap-
proach was reinforced in the participant interviews, wherein many participants 
highlighted the personal connection they felt when they could confide in some-
one who had gone through experiences similar to their own. Drawing from 
these empirical results, a theory is that one potential element contributing to 
effective guidance in internet-delivered treatment programs may involve the 
incorporation of personal and self-disclosing messages. Such an approach 
could boost the emotional bond between the patient and therapist, thereby mak-
ing the standardized treatment program feel more personal and adapted. This 
may counter the absence of in-person interactions and alliance-forming factors 
such as body language, tone, and implicit validation strategies. An implication 
for clinicians working with internet-delivered treatments might thus be to be 
more personal and self-disclosing in their messages in the treatment program. 
Self-disclosure, together with affirmation (validation) and encouragement, was 
also found to correlate positively with adherence and improvements from ther-
apy in a study on therapist behaviors in ICBT for depression (Holländare et al., 
2016). 

In Study III, the association between rated alliance and treatment outcomes 
was explored. A hypothesis was that treatment outcomes could be enhanced 
by nurturing the therapeutic alliance and instilling hope and expectations in the 
youth that the treatment would be beneficial, and that it would strengthen their 
engagement with treatment. Nowadays, young people frequently communicate 
digitally through text messages, messenger apps, social media, and computer 
games, making a virtual therapeutic relationship seem suitable in treatments 
with adolescents. The results from Study III showed that the adolescents gen-
erally rated the alliance with the therapist as high. This indicates that it is pos-
sible to create a supportive working alliance with adolescents in an internet-
delivered treatment format. This aligns with prior research on alliance in ICBT 
for adults, which shows that the alliance estimates are generally high in such 
treatments (Andersson, Titov et al., 2019, Vernmark, 2017). It thus seems like 
the treatment format plays a smaller role for the development of alliance. The 
alliance ratings of participants taking part in an internet-delivered treatment for 
depression did not differ whether they received therapist contact through e-
mail or telephone (Lindner et al., 2014), and some studies have shown that 
alliance ratings are comparable to those in face-to-face therapy (Berger, 2017). 

However, no significant relationship between either patient-rated or thera-
pist-rated alliance during treatment and treatment outcomes for anxiety was 
found in Study III. Prior research on alliance in ICBT for adults shows mixed 
results with regard to its associations with outcome (Andersson et al., 2012; 
Andersson et al., 2018; Andersson & Titov, 2014; Carlbring et al., 2018; 
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Vernmark 2017), although two recent meta-analyses conclude that alliance is 
indeed associated with outcome (Kaiser et al., 2021; Probst et al., 2019). Probst 
and colleagues (2019) analyzed correlational studies and found a relationship 
of r = 0.252 with outcome, and that the subscale of task correlated higher with 
outcome than the subscale of bond (Probst et al., 2019). Kaiser and colleagues 
(2021) found a small and significant overall weighted effect size between alli-
ance and mental health outcomes (r=.203). The majority of the included studies 
evaluated therapist support through emails (which is the most common type of 
therapist support in ICBT treatments), although some studies provided thera-
pist support through telephone, video, or chat (Kaiser et al., 2021).  

One explanation for the mixed results on the predictive relationship of alli-
ance in internet-delivered treatment formats, and the lack of evidence for a 
relationship with outcome in Study III, could be that alliance is of less im-
portance for the outcome in such treatments due to the largely self-help format 
of the treatments. However, another consideration is that many of the prior 
studies on alliance in internet-delivered treatments have suffered from low 
power, which affects the possibility of detecting significant relationships (Ber-
ger, 2017). 

Yet another explanation could be that other measurement instruments are 
needed to capture the unique aspects of alliance-forming factors in internet-
delivered treatment formats, as opposed to face-to-face treatments. Some au-
thors have proposed that since internet treatments involve less contact with the 
therapist, the patient may create an alliance with both the therapist and the 
treatment program itself (Andersson et al., 2012). The treatment programs are 
often designed with alliance building content to create user-friendliness, and 
the self-help text and videos may display understanding and empathy and cre-
ate a sense of normalization and hope. It is therefore suggested that more re-
fined measurements might be needed to capture all the aspects of alliance in 
ICBT and to be able to assess whether they are of any relevance for the out-
come (Andersson et al., 2012; Probst et al., 2019). In one study, the measure-
ment used to assess working alliance, the Working Alliance Inventory (WAI-
SR; Munder et al., 2010), was adapted to better suit the internet-delivered for-
mat and asked for the participants’ agreements with respect to the goal and task 
subscales in relation to the self-help program, as opposed to in relation to the 
therapist. Findings showed moderate and statistically significant associations 
with the subscale task when rated early in treatment and outcome in a stand-
ardized disorder-specific treatment group (as opposed to a treatment group re-
ceiving tailored treatment), supporting the hypothesis that alliance in internet-
delivered treatments is better captured through other adapted measurement in-
struments (Berger et al., 2014). Relatedly, there are some indications that some 
of the aspects of the working alliance are more relevant than others with respect 
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to internet-delivered treatments. A narrative literature review concludes that, 
when looking at subscale analyses of existing studies, many studies show no 
statistically significant association between the subscale for bond and outcome, 
while meaningful and statistically significant associations have been found be-
tween ratings on the subscales for goals and tasks with outcome (Berger, 2017). 
Zagorscak and colleagues (2020) likewise found that the task and goal ratings 
predicted therapy outcome, but not the bond rating (Zagorscak et al., 2020). In 
a recent meta-analysis of correlational studies, which found support for the 
idea that alliance is associated with outcome in internet-based treatment pro-
grams also, the subscale of task additionally correlated higher with outcome 
than the subscale of bond (Probst et al., 2019). The affective bond between the 
patient and the therapist thus may be of less importance in internet-delivered 
treatments, as opposed to in face-to-face treatments. Yet another consideration 
that has been proposed is that different participants use the message function 
in the treatment program differently and to different extents, and consequently 
that the bond aspect of the alliance ratings may be more relevant for some par-
ticipants than others (Berger, 2017).  

Although not significant, the results in Study III showed a trend towards 
significance (p=.06) and a nearly moderate strength association between pa-
tient-rated expected alliance before treatment and treatment outcomes (rS=.39). 
Subscale analyses also revealed that patient-expected bond and task had a sig-
nificant and moderate relationship with outcome. These results may be com-
pared to a study showing that expectations about treatment had an influence on 
alliance ratings measured in the middle of treatment (Zagorscak et al., 2020). 
Future studies could therefore explore whether it is important to create high 
expectations in the patient before treatment, and whether motivational aspects 
of the task of treatment are of special importance in internet-delivered treat-
ments. Most studies on alliance in internet-delivered treatments have been ef-
ficacy studies, which specifically recruit research participants; this was also 
the case in Study III for this doctoral thesis, and consequently there is a need 
to investigate the role of alliance in internet treatments delivered in routine care 
(Berger, 2017). Future studies would thus benefit from further investigation 
into which practices or therapist behaviors are beneficial for creating strong 
working alliances in internet-delivered treatments. Research questions such as 
these can help inform therapist considerations when working with internet-de-
livered treatments in routine clinical practice. 

 
 
 

 



GENERAL DISCUSSION 

68 
 

Vernmark 2017), although two recent meta-analyses conclude that alliance is 
indeed associated with outcome (Kaiser et al., 2021; Probst et al., 2019). Probst 
and colleagues (2019) analyzed correlational studies and found a relationship 
of r = 0.252 with outcome, and that the subscale of task correlated higher with 
outcome than the subscale of bond (Probst et al., 2019). Kaiser and colleagues 
(2021) found a small and significant overall weighted effect size between alli-
ance and mental health outcomes (r=.203). The majority of the included studies 
evaluated therapist support through emails (which is the most common type of 
therapist support in ICBT treatments), although some studies provided thera-
pist support through telephone, video, or chat (Kaiser et al., 2021).  

One explanation for the mixed results on the predictive relationship of alli-
ance in internet-delivered treatment formats, and the lack of evidence for a 
relationship with outcome in Study III, could be that alliance is of less im-
portance for the outcome in such treatments due to the largely self-help format 
of the treatments. However, another consideration is that many of the prior 
studies on alliance in internet-delivered treatments have suffered from low 
power, which affects the possibility of detecting significant relationships (Ber-
ger, 2017). 

Yet another explanation could be that other measurement instruments are 
needed to capture the unique aspects of alliance-forming factors in internet-
delivered treatment formats, as opposed to face-to-face treatments. Some au-
thors have proposed that since internet treatments involve less contact with the 
therapist, the patient may create an alliance with both the therapist and the 
treatment program itself (Andersson et al., 2012). The treatment programs are 
often designed with alliance building content to create user-friendliness, and 
the self-help text and videos may display understanding and empathy and cre-
ate a sense of normalization and hope. It is therefore suggested that more re-
fined measurements might be needed to capture all the aspects of alliance in 
ICBT and to be able to assess whether they are of any relevance for the out-
come (Andersson et al., 2012; Probst et al., 2019). In one study, the measure-
ment used to assess working alliance, the Working Alliance Inventory (WAI-
SR; Munder et al., 2010), was adapted to better suit the internet-delivered for-
mat and asked for the participants’ agreements with respect to the goal and task 
subscales in relation to the self-help program, as opposed to in relation to the 
therapist. Findings showed moderate and statistically significant associations 
with the subscale task when rated early in treatment and outcome in a stand-
ardized disorder-specific treatment group (as opposed to a treatment group re-
ceiving tailored treatment), supporting the hypothesis that alliance in internet-
delivered treatments is better captured through other adapted measurement in-
struments (Berger et al., 2014). Relatedly, there are some indications that some 
of the aspects of the working alliance are more relevant than others with respect 

GENERAL DISCUSSION 

69 
 

to internet-delivered treatments. A narrative literature review concludes that, 
when looking at subscale analyses of existing studies, many studies show no 
statistically significant association between the subscale for bond and outcome, 
while meaningful and statistically significant associations have been found be-
tween ratings on the subscales for goals and tasks with outcome (Berger, 2017). 
Zagorscak and colleagues (2020) likewise found that the task and goal ratings 
predicted therapy outcome, but not the bond rating (Zagorscak et al., 2020). In 
a recent meta-analysis of correlational studies, which found support for the 
idea that alliance is associated with outcome in internet-based treatment pro-
grams also, the subscale of task additionally correlated higher with outcome 
than the subscale of bond (Probst et al., 2019). The affective bond between the 
patient and the therapist thus may be of less importance in internet-delivered 
treatments, as opposed to in face-to-face treatments. Yet another consideration 
that has been proposed is that different participants use the message function 
in the treatment program differently and to different extents, and consequently 
that the bond aspect of the alliance ratings may be more relevant for some par-
ticipants than others (Berger, 2017).  

Although not significant, the results in Study III showed a trend towards 
significance (p=.06) and a nearly moderate strength association between pa-
tient-rated expected alliance before treatment and treatment outcomes (rS=.39). 
Subscale analyses also revealed that patient-expected bond and task had a sig-
nificant and moderate relationship with outcome. These results may be com-
pared to a study showing that expectations about treatment had an influence on 
alliance ratings measured in the middle of treatment (Zagorscak et al., 2020). 
Future studies could therefore explore whether it is important to create high 
expectations in the patient before treatment, and whether motivational aspects 
of the task of treatment are of special importance in internet-delivered treat-
ments. Most studies on alliance in internet-delivered treatments have been ef-
ficacy studies, which specifically recruit research participants; this was also 
the case in Study III for this doctoral thesis, and consequently there is a need 
to investigate the role of alliance in internet treatments delivered in routine care 
(Berger, 2017). Future studies would thus benefit from further investigation 
into which practices or therapist behaviors are beneficial for creating strong 
working alliances in internet-delivered treatments. Research questions such as 
these can help inform therapist considerations when working with internet-de-
livered treatments in routine clinical practice. 

 
 
 

 



GENERAL DISCUSSION 

70 
 

Methodological considerations and limitations 
 
Below is a discussion of some broad methodological considerations that 

apply to some or all of the included studies in this doctoral thesis and which 
need to be kept in mind when interpretating the results. 
 
Effectiveness studies and complex interventions 

Both Study I and Study II for this doctoral thesis are effectiveness trials; 
that is, they are conducted within real-world conditions, in clinical practice 
(Möller, 2011). The fact that the research is carried out in the real world, on 
real patients seeking primary care because of their anxiety, is partly a strength. 
Most controlled trials within psychology have traditionally been “efficacy 
studies”, performed under strict research criteria where the included patients 
are recruited specifically for the study, for example through ads, and have a 
well-defined problem (Möller, 2011). Efficacy studies are usually considered 
phase one when evaluating interventions (Kazdin, 2008). Within this type of 
research design the treatment methods are evaluated based on a highly stand-
ardized treatment format, with, for example, a fixed number of sessions and 
standardized content for each session, which might differ considerably from 
the clinical practice (Kazdin, 2008). The clinicians treating the study partici-
pants may be included because of their specific competence in the method be-
ing evaluated, and they are nevertheless trained for the specific protocol, work-
ing under supervisors and being monitored for their allegiance to that method 
(Cuijpers & Cristea, 2016). Efficacy studies thus have high internal validity, 
and experimental control is emphasized. Confounding variables and third fac-
tors are ruled out as far as possible according to best research practice (Shadish 
et al., 2002). But because of this, efficacy studies are also criticized for lacking 
external validity as the ideal conditions might differ from real-world applica-
tion (Kazdin, 2008; Möller, 2011). Targeting different diagnoses and protocols 
thus may limit the integration of research into clinical practice (Kazdin, 2008).  

The opposite of efficacy studies are “effectiveness studies,” which are car-
ried out in a naturalistic setting in clinical practice (Möller, 2011). In these 
naturalistic research studies, both clinicians and patients are more heterogene-
ous. Patients in the “real world” often have comorbid problems with several 
diagnoses, may have more severe problems, undergo several treatments at 
once, and haven’t actively enrolled for a specific treatment method based on a 
research study. Moreover, the “real-world” clinicians may not follow a stand-
ardized treatment protocol or be specifically trained for a certain treatment 
method. There is evidence that when researchers have a strong loyalty to a 
particular treatment method, it affects the outcomes in favor of that treatment 
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(Cuijpers & Cristea, 2016). Thus, therapists’ commitment to a particular treat-
ment method in intervention trials matters.  

Moreover, many health care interventions are so-called complex interven-
tions in that they include multiple interacting components that need to be con-
sidered when evaluating their effectiveness (Campbell et al., 2000; Craig et al., 
2008). The success of a complex intervention is not dependent on a single com-
ponent but on the synergy and interaction between components such as patient 
characteristics (for example, age, cultural background, severity of the condi-
tion, and comorbidities), contextual factors (such as the type of health care fa-
cility, organizational culture, treatment guidelines and policies), provider fac-
tors (such as experience and training of the professional delivering the inter-
vention), and economic factors (such as available resources or technological 
advances). Policies, health care regulations, and management decisions can 
sometimes make it hard to use gold standard methods for research, such as 
randomized controlled studies; health care personnel may not have the time or 
desire to follow an extensive research protocol; and it may be hard to integrate 
new methods into existing practices. Carrying out research studies in clinical 
practice is administratively difficult and costly, and it is not uncommon for 
clinical trials to be based on a small sample size. Key questions to consider 
when evaluating complex interventions are how local conditions contribute to 
the outcome and how the effectiveness of the intervention may vary between 
sites and receivers. Another key question to consider is how the intervention 
works and what are the active ingredients enabling a successful outcome (Craig 
et al., 2008). Because of the multifaceted nature of complex interventions, a 
framework developed by the British Medical Research Council (MRC) has 
been advanced for evaluating such interventions (Campbell et al., 2000; Craig 
et al., 2008). This framework emphasizes a theory of active ingredients when 
developing interventions; pilot studies to identify the feasibility and accepta-
bility of the intervention to the target group and health unit that it is intended 
for; and a selection of outcome measures that, apart from symptoms or behav-
ioral changes, also include wider aspects of relevance to the health system, 
such as economic measures. The framework also gives recommendations on 
high-quality alternatives to randomized controlled trials when such a Study Is 
not feasible, and emphasizes the use of mixed methods, combining quantitative 
and qualitative data to get a rich understanding of how varied factors interact, 
and of factors that can hinder and facilitate implementation (Campbell et al., 
2000; Craig et al., 2008). 

The participants in Study I and Study II were recruited in routine primary 
care, and thus constituted a clinical group. Background variables and diagnoses 
in the participant samples were largely representative of the patient profile in 
primary care, presenting with a range of clinical and socioeconomic 
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Methodological considerations and limitations 
 
Below is a discussion of some broad methodological considerations that 

apply to some or all of the included studies in this doctoral thesis and which 
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backgrounds. For example, in Study II, the most common psychiatric diagnosis 
was the unspecified anxiety disorder, representing 48% of the sample. Gener-
alized anxiety disorder, panic disorder, and health anxiety were also common 
in the sample and mirror the general primary care setting well. Almost two 
thirds of the participants had previous experiences of psychological treatment, 
and 37% had simultaneous psychopharmacological treatment when starting the 
ICBT treatment. However, conducting the studies within routine clinical care 
also posed a challenge in recruiting enough participants. Additionally, because 
of the “messiness” in the real routine clinical care, it is difficult to control for 
possible confounding variables that might have interacted with the results. The 
studies for this doctoral thesis made use of several of the recommendations put 
forward within the British Medical Research Council framework for complex 
interventions (Campbell et al., 2000; Craig et al., 2008), including the use of 
mixed methods and explorative studies to assess the feasibility and acceptabil-
ity of the interventions. However, this also calls for future studies evaluating 
the initial and preliminary findings from the research studies included in this 
doctoral thesis; these would be randomized controlled studies with larger sam-
ple sizes, adopting the use of methods to assess mechanisms of change and 
process variables to investigate how and for whom the interventions may work. 
 
Research designs of the included studies 
 

The design of a research Study Is important for the validity of the conclu-
sions that are drawn from the results (Shadish et al., 2002). Validity refers to 
the extent to which a conclusion can be considered true. Generally, four types 
of validity have been put forward: 1) Internal validity refers to whether a rela-
tionship between a treatment and an outcome can accurately be considered 
causal; 2) External validity refers to whether the local causal relationship holds 
when generalized to other persons, treatments, observations, and settings 
(UTOS); 3) Statistical conclusion validity refers to the accuracy of the infer-
ences about the size and effect between the treatment and outcome; and 4) 
Construct validity refers to whether the research design (or measurement in-
strument) accurately captures the intended construct of interest varied over per-
sons, treatments, observations, and settings (Shadish et al., 2002). Validity re-
fers to the inferences we draw and not to the research design itself, although 
the latter is often the way it is referred to in casual conversation. However, 
different designs strengthen or weaken different types of validity (Shadish et 
al., 2002). Thus, below is a discussion of the different research designs of the 
included studies for this doctoral thesis. 

Study I was a mixed methods intervention study using both quantitative and 
qualitative methods. The study used a convergent design, giving equal 
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importance to the quantitative and qualitative parts of the study to provide a 
richer understanding of the research questions (Creswell & Plano Clark, 2018). 
Traditionally, quantitative methods have been seen as the main approach for 
illustrating causal relationships, with the experiment put forward as the ideal 
approach (Maxwell & Levitt, 2023). However, the experiment only gives a 
causal description, that is, describing the outcome of isolating and manipulat-
ing a certain intervention, but it does not necessarily offer a causal explanation, 
namely, the treatment mechanisms involved in producing the outcome, and the 
specific circumstances under which that causal relationship works (Shadish et 
al., 2002). A causal explanation can help examine processes and mechanisms 
of change in therapy, offering guidance in clinical practice by helping clini-
cians tailor treatment to the specific needs of the patient in front of them. 
Therefore, some researchers have recently begun to challenge the traditional 
view that only quantitative methods are suitable for investigating causality 
(Maxwell & Levitt, 2023). Qualitative methods focus on in-depth understand-
ing of people’s meaning making and have a detailed focus on contextual influ-
ences. Because beliefs and reasons largely influence people’s behaviors, qual-
itative methods can be argued to be well suited to understanding causality, es-
pecially in psychotherapy research (Maxwell & Levitt, 2023). Study I used 
both methods, and the qualitative findings combined with quantitative 
measures, including statistical analysis and clinical measures, supported 
greater emphasis on each. 

However, there are also limitations to Study I. First, it includes only nine 
participants and has no control group to account for confounding variables, 
which are major concerns from a quantitative standpoint. The usefulness of 
quantitative analyses in providing meaningful information can be debated 
when applied to such a small sample group, and the external validity of the 
results is not valid, that is, the findings may be highly colored by the circum-
stances of the individuals taking part in the intervention and is not generaliza-
ble to other persons and settings (Shadish et al., 2002). Additionally, because 
of the within-group design, we cannot know whether the participants would 
have seen similar progress in the outcome variables without treatment, or in an 
internet-based treatment with support from traditional health care personnel 
only. The qualitative data are based on the experiences of eight participants, 
and there are questions as to whether the results could be considered saturated. 
Saturation is defined as when the description of a phenomenon seems to be 
fully explored and further qualitative data would not contribute novel infor-
mation to the analysis (Morse, 2015). Since the qualitative analysis in this 
study was based on the enrolled participants for the treatment evaluation, we 
do not know if additional insights would have been provided had the Study 
Included more participants. The themes and results from the qualitative data in 
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this study cannot assert transferability to other settings but may be seen as 
providing valuable insights for shaping future developments of peer-supported 
interventions integrated into internet-based treatments.  

Study II was a randomized controlled trial (RCT) with two arms, including 
an intervention group and an active control group. The RCT design is the 
strongest experimental design to prove causation (Shadish et al., 2002) and is 
a strength of the study. The randomization is considered to result in groups 
balanced on both observed and unobserved characteristics of relevance for the 
outcome. If the randomization trial is carried out correctly, confounding factors 
and third variables are considered to be accounted for, and any difference in 
outcome between the experimental and control group can be attributed to the 
treatment intervention and not to pre-existing differences between the groups. 
The trial is then considered internally valid, that is, the outcomes from the trial 
are the result of the experimental intervention, and alternative explanations can 
be ruled out (Shadish et al., 2002). The control condition in Study II was an 
active control group based on treatment-as-usual (TAU) at the ICBT clinic. 
The outcome of the experimental condition is always relational to the outcome 
of the control condition, and the selection of type of control condition thus has 
consequences for the interpretation (Mohr et al., 2009). Having control groups 
based on treatment-as-usual means that the control group participants receive 
the ordinary intervention used in the setting where participants are recruited. 
Some common problems with TAU controls are that it may be unclear what 
TAU is since this may vary based on the working method of the unit or the 
clinician carrying out the intervention. In the development and delivery of the 
experimental condition there is often rigorous training and supervision of study 
therapists and fidelity monitoring of the delivery of the intervention, while in 
a TAU condition there is typically no specific training, supervision, or moni-
toring of therapists. This may create bias in that the therapists in the interven-
tion and TAU arm might differ in expertise, fidelity, beliefs, and enthusiasm 
regarding the intervention they deliver. These are all factors that might affect 
the outcomes of those specific treatments, resulting in bias and threats to the 
internal validity of the study (Mohr et al., 2009). Since the ICBT program used 
in the TAU condition in Study II is largely built on self-help, many of the prob-
lems with TAU control conditions could be avoided, and the standard ICBT 
arm was highly standardized, and easily followed and described. Yet another 
strength of Study II was that, apart from assessments being carried out before, 
during, and after treatment, the outcome assessments also included a 3-month 
follow-up, and thus long-term effects were evaluated. 

However, there are also some considerations regarding Study II that deserve 
mentioning. Although the study made use of the gold standard method of RCT, 
threats to internal validity can arise depending on how the RCT is carried out 
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(Mohr et al., 2009). One threat that applies to Study II is that it was not possible 
to blind the participants to the treatment conditions. Since the participants ran-
domized to the patient-driven condition were asked to make choices before 
starting treatment, participants knew whether they received the patient-driven 
or standard ICBT format. This may have introduced potential bias into the re-
sults, such as expectancy effects, in that patients in the intervention group had 
been informed that they were receiving “personalized” treatment as opposed 
to standardized care. However, the study was conducted in routine clinical care 
and, because of this, expectancy effects might have had less influence than they 
would have had if the participants had sought a study specifically based on 
their desire for a patient-driven treatment. Moreover, the study had a relatively 
small sample size, which might have affected the possibility of detecting sig-
nificant effects (Kazdin, 2023). Yet another aspect of small sample sizes is that 
they also entail the possibility of overestimating the effect of the treatment, 
since, although participants are randomized, the likelihood of systematic dif-
ferences between the treatment conditions increases (Cuijpers & Cristea, 
2016).  

Study III was also a randomized controlled trial with two arms, which, as 
discussed above, is a strength in terms of being able to make causal inferences 
(Shadish et al., 2002). A limitation with the design in Study III, however, is 
that the control group was non-active, consisting of a wait-list control group 
(WLC), which entails some problems, as discussed elsewhere in this thesis 
(Cuijpers & Cristea, 2016; Mohr et al., 2009). For example, studies using wait-
list control groups produce significantly larger between-group effects com-
pared to studies using care-as-usual and other control groups (Cuijpers, 
Reijnders, et al., 2019). Thus, in future research it would be preferable to test 
the intervention against an active control group. In such an evaluation, smaller 
effect sizes between the treatment conditions would be expected, hence it 
would require a considerably larger sample size (Cuijpers & Cristea, 2016). 
This was not possible in the current study due to limitations in resources, and 
it could be argued that when evaluating a new treatment method, it is reasona-
ble to evaluate the treatment against non-active controls before performing 
more costly study designs. Moreover, as opposed to Study I and Study II, Study 
III was an efficacy Study Including participants recruited with advertisements. 
This may have affected the representativeness of the study participants and 
limited the ecological validity of the study, that is, the conclusion that can be 
drawn from this Study In relation to clinical practice. For example, participants 
actively applying to a research Study Investigating an internet-delivered treat-
ment may result in selection bias, meaning that they may be more willing and 
motivated to use such a treatment format, potentially resulting in a more favor-
able outcome than if the intervention had been tested on patients recruited in 
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routine clinical care. The study participants could be argued to constitute a 
clinical group in terms of severity of anxiety and number of diagnostic criteria 
they met before treatment. Many had also received previous psychological 
treatment, strengthening the notion that these adolescents could have been 
found within a regular health care context. However, a minority of the partici-
pants (n=7) had subclinical anxiety based on the diagnostic interview, but since 
they were seeking help and did not differ in the severity of their scorings on 
the main measurement scale for anxiety (SCAS-S), a decision was made to 
include them in the study.  

Additional limitations regarding the design of Study III were that the treat-
ment outcomes were evaluated only post-treatment with no further follow-up, 
although follow-up would have been preferable. However, from an ethical per-
spective this also meant that the wait-list control group received treatment 
within a more reasonable time frame than they would have if they had to con-
tinue waiting during a follow-up period. Challenges to digital mental health 
research include evaluating treatments against active control conditions, in 
routine clinical care, and identifying and resolving potential barriers in the im-
plementation of these interventions in the real world, such as education and 
training for clinicians and ensuring that the interventions are appealing and 
accessible to patients (Katharine et al., 2023). These challenges could therefore 
be considered in future research studies when evaluating internet-delivered 
ACT treatments for adolescents.  

Study IV was a psychometric study using confirmatory factor analysis 
(CFA) for examining the structural validity and dimensionality of a measure-
ment scale aimed at assessing empowerment in patients with mental health 
problems. We compared the scale’s structural properties in a primary care and 
a psychiatric care sample. Participants for the two samples comprised patients 
recruited from Swedish primary care and psychiatric care. Considering that 
measurement instruments ideally need to be tested in the context where they 
are supposed to be used, it was a strength that the participants had been re-
cruited within routine health care. However, participants for the two samples 
were assembled from different subsamples of participants recruited for differ-
ent studies during different time periods, and it is always dubious to conclude 
that they represent a primary care or a psychiatric population. The two popu-
lations also differed in aspects such as time of recruitment and gender distri-
bution. For example, all participants for the primary care sample had been en-
rolled for the studies within the past 5 years, while participants for the psychi-
atric sample had been recruited between 2007 and 2014. The primary care sam-
ple had a large bias towards women, and all participants, except for subsample 
3 (n=35), had been recruited for research studies on internet-delivered treat-
ment programs. Because of the emphasis on self-help, it could be hypothesized 
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that patients enlisted for internet-delivered treatments may present with higher 
self-efficacy, which could contribute to higher empowerment scores compared 
to patients seeking other forms of treatment. Since the feeling of empowerment 
may be strongly influenced by contextual factors, including time and societal 
norms, power imbalances, gender aspects, and so forth, the above-mentioned 
factors may all have influenced the participants’ views of empowerment. Fi-
nally, the primary care and psychiatric sample were relatively small, and it 
would have been preferable to have more participants when performing the 
factor analyses. For example, it was methodologically not possible to test some 
of the factor solutions proposed in previous research in our psychiatric sample, 
probably due to a limited sample size relative to the complexity of these mod-
els.   

 
Data analysis  

Statistical power. Intervention studies make use of the null hypothesis sig-
nificance test to determine if there is any difference between groups over time 
(for between-groups designs) or between measurement points (for within-
group designs) as a result of treatment (Lakens, 2013), together with effect 
sizes to determine the size of the effect (Lakens, 2013). The reporting of effect 
sizes is significant for several reasons, including being a standardized metric 
that can be compared across studies regardless of the specific scale that is used 
within the individual study. Effect sizes tell about the practical significance of 
the result, the magnitude of the effect, instead of only determining the likeli-
hood of the result in a study, given that there is no actual effect in the popula-
tion. Effect sizes are also useful when planning new studies, as they are used 
in a priori power analyses to determine the sample size needed to be able to 
detect a statistically significant result with a certain desired likelihood (Lakens, 
2013). 

Statistical power refers to the probability of correctly rejecting the null hy-
pothesis in a significance test, that is, the probability of detecting a true effect 
if there is one (Cohen, 1988). Statistical power is low when the sample size is 
small or when the effects are small, or both (Button et al., 2013). Low statistical 
power for a study means that the chance of finding genuine true effects is low, 
and such studies produce more false negatives (Button et al., 2013). Another 
problem with low power refers to the effect sizes. If an under-powered study 
discovers a true effect, it is likely that the estimation of the magnitude of the 
effect is exaggerated (Button et al., 2013). Lack of statistical power thus threat-
ens the statistical conclusion validity, that is, the researcher risks making inva-
lid inferences about the existence and size of the relationship between two var-
iables (Shadish et al., 2002). 
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GENERAL DISCUSSION 

77 
 

that patients enlisted for internet-delivered treatments may present with higher 
self-efficacy, which could contribute to higher empowerment scores compared 
to patients seeking other forms of treatment. Since the feeling of empowerment 
may be strongly influenced by contextual factors, including time and societal 
norms, power imbalances, gender aspects, and so forth, the above-mentioned 
factors may all have influenced the participants’ views of empowerment. Fi-
nally, the primary care and psychiatric sample were relatively small, and it 
would have been preferable to have more participants when performing the 
factor analyses. For example, it was methodologically not possible to test some 
of the factor solutions proposed in previous research in our psychiatric sample, 
probably due to a limited sample size relative to the complexity of these mod-
els.   

 
Data analysis  

Statistical power. Intervention studies make use of the null hypothesis sig-
nificance test to determine if there is any difference between groups over time 
(for between-groups designs) or between measurement points (for within-
group designs) as a result of treatment (Lakens, 2013), together with effect 
sizes to determine the size of the effect (Lakens, 2013). The reporting of effect 
sizes is significant for several reasons, including being a standardized metric 
that can be compared across studies regardless of the specific scale that is used 
within the individual study. Effect sizes tell about the practical significance of 
the result, the magnitude of the effect, instead of only determining the likeli-
hood of the result in a study, given that there is no actual effect in the popula-
tion. Effect sizes are also useful when planning new studies, as they are used 
in a priori power analyses to determine the sample size needed to be able to 
detect a statistically significant result with a certain desired likelihood (Lakens, 
2013). 

Statistical power refers to the probability of correctly rejecting the null hy-
pothesis in a significance test, that is, the probability of detecting a true effect 
if there is one (Cohen, 1988). Statistical power is low when the sample size is 
small or when the effects are small, or both (Button et al., 2013). Low statistical 
power for a study means that the chance of finding genuine true effects is low, 
and such studies produce more false negatives (Button et al., 2013). Another 
problem with low power refers to the effect sizes. If an under-powered study 
discovers a true effect, it is likely that the estimation of the magnitude of the 
effect is exaggerated (Button et al., 2013). Lack of statistical power thus threat-
ens the statistical conclusion validity, that is, the researcher risks making inva-
lid inferences about the existence and size of the relationship between two var-
iables (Shadish et al., 2002). 



GENERAL DISCUSSION 

78 
 

Another problem with low-power studies is that they are more sensitive to 
other biases that may occur in research, such as publication bias, selective re-
porting of outcome measures, and vibration effects. Vibration effects mean that 
the results may easily change and vary depending on analytical choices, such 
as the use of a particular statistical method and choices related to this (Button 
et al., 2013). Small sample sizes might also bias the results in intervention trials 
in the opposite direction, in more easily producing systematic differences be-
tween the treatment conditions. Cuijpers and Cristea (2016) give the example 
of tossing a coin; if you toss it 10 times, the chances of heads turning up more 
often than tails is quite likely, but if you toss the coin 100 times, the likelihood 
of equal display of both sides is much greater. A small sample size might also 
diminish the external validity: the generalizability of the results to other per-
sons, settings, treatments, and measurement variables (UTOS; Shadish et al., 
2002). The conclusions drawn are more likely to be colored by individual var-
iations and specific characteristics that exist among the participants, while 
these influencing factors become less important the more people participate in 
the intervention (Shadish et al., 2002). 

As discussed elsewhere, because both Study I and Study II were conducted 
within routine clinical care, it was hard to recruit enough participants. This was 
because of organizational and regulatory challenges in conducting intervention 
trials within clinical practice. In Study I, employing peer supporters within pri-
mary care proved difficult. The aim of Study I was not to assess the efficacy 
of the treatment but rather its feasibility and practicality, thus making statistical 
power of less significance. Study II, however, was underpowered based on the 
a priori power analysis conducted before initiating the study. An a priori power 
analysis provides an estimate of the sample size needed to be able to observe a 
significant effect (Lakens, 2013). Thus, it is possible that additionally signifi-
cant effects would have been seen had the recruitment period continued and 
the Study Included more participants. Furthermore, due to the study being un-
derpowered, there is increased uncertainty about the effect sizes and a risk that 
these are inflated (Button et al., 2013).  

Study III was not conducted within clinical practice but included partici-
pants recruited by advertisement. A power analysis showed that it was neces-
sary to include 50 participants in order to find a middle-sized effect. The study 
results are based on 52 participants, meaning that the study was accurately 
powered.  

 
Missing data. The researchers’ choices in how to handle study dropouts is 

another factor that affects the data analysis. Participants that drop out from a 
study are often the ones for whom the intervention is not helpful or, in the worst 
case, participants that are experiencing harmful effects of the treatment. Thus, 
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if only analyzing data from participants that have completed the intervention, 
the significance and effect size of the intervention will be biased (Cuijpers & 
Cristea, 2016). Because of this, it is recommended that the intention to treat 
(ITT) principle be used, where all participants that were included in the trial 
are analyzed, whether they finished the treatment or not. However, the partic-
ipants who drop out of the study will have missing data points for one or sev-
eral measurements, which needs to be considered when statistically analyzing 
the data. Several methods for handling missing data have been proposed, such 
as last observation carried forward (LOCF), multiple imputation, or mixed 
models for repeated measurements (Cuijpers & Cristea, 2016). All the inter-
vention studies included for this doctoral thesis made use of the intention-to-
treat approach. In Study II and Study III, mixed models for repeated measures, 
or multilevel modelling, were used, which has generally been proposed as an 
advantageous method for handling missing data. This method makes use of all 
the data, including from participants with missing data at one or several data 
points (Singer & Willett, 2003). Study IV was not an intervention study, thus 
in this study only participants with complete data were analyzed to avoid data 
imputation bias. Study I made use of LOCF to handle missing data points. This 
seemed suitable in the context of the small sample size in this study, which 
made more advanced statistical methods incompatible. However, it should be 
mentioned that recent research cautions against using this method. LOCF has 
traditionally been a pervasive method and proposed as a conservative method 
for handling missing data, which would rather underestimate the effect 
(Lachin, 2016). However, LOCF can introduce both positive and negative bi-
ases that can both overestimate and underestimate the effect, and voices have 
been raised against using the method at all (Lachin, 2016). Nevertheless, a 
strength of Study I is the combination of several different methods for analysis, 
where the quantitative results formed one part of the results, coupled with both 
clinical measures and qualitative insights. 

 
Self-reports. In all the studies included in this doctoral thesis, the outcome 

measures used were self-report forms, and we do not know if the participants’ 
answers correspond to notable and actual behavioral changes. Problems with 
self-report measures as subjected to different response biases have been dis-
cussed (Bogner & Landrock, 2016). For example, participants included in the 
experimental group may answer more favorably because of social desirability: 
the tendency to answer in accordance with what they think the researchers ex-
pect of them. When participants are asked to answer several self-reports, ques-
tion order or halo effects may appear, meaning that participants answer subse-
quent questions based on their answers on previous effects (Bogner & 
Landrock, 2016). Another problem refers to measurement reactivity, namely, 
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that people may start to behave differently or feel better simply because they 
know they are being measured. 

 
Correlation studies. In both Study II and Study III, we explored potential 

effective elements in treatment through correlation analyses between empow-
erment, alliance, psychological flexibility, and outcomes. The study of mech-
anisms of change, however, is best done by mediation models (Cuijpers, 
Reijnders, & Huibers, 2019). A mediator is the underlying/third variable that 
explains the association between the treatment intervention and the outcome. 
Several statistical assumptions must be met to perform mediation models. 
However, providing statistical proof that a mediation exists is not enough to 
prove that a variable is in fact a mechanism of change. Studies also need to 
prove temporal associations – indicating that the change in the mediator pre-
cedes the change in the outcome – a dose-response relationship between the 
mediator and the outcome, experimental manipulation of the hypothesized me-
diator, and the provision of a theoretical rationale explaining how and why the 
mediator contributes to the observed change (Cuijpers, Reijnders, & Huibers, 
2019). In addition, there is always a possibility that the mediator works as a 
proxy for one or several underlying third variables that cause the change in 
both the outcome and the mediator. To date, most of the research on working 
mechanisms and process variables in ACT is correlational in nature, and few 
studies exist based on the extensive criteria by Cuijpers, Reijnders, & Huibers 
(2019). Likewise, as discussed, in both Study II and Study III, correlation anal-
yses were used to investigate associations between changes in variables hy-
pothesized to be of relevance for positive treatment change and changes in the 
outcomes. Study II, however, was designed to assess empowerment as a po-
tential mediator in the treatment process. For example, the study considered 
the timing of changes in empowerment in relation to changes in treatment out-
comes. Empowerment was measured at multiple points during the treatment, 
including a mid-treatment assessment. However, the primary outcome analysis 
did not reveal any significant interaction between time and treatment group for 
empowerment. Therefore the mid-treatment assessment suffered from a signif-
icant number of missing data points (almost 50%), and the poor quality made 
it hard to use this assessment point in a mediation analysis. As a result, inves-
tigating empowerment as a mediator for treatment outcomes in the patient-
driven condition did not seem relevant. However, for explorative reasons we 
conducted a mediational analysis, using the post-treatment score of empower-
ment as the mediator while controlling for the pretreatment scores of empow-
erment in order to obtain a “change score” of empowerment during treatment. 
The result from the mediation analysis can be found in Appendix I. Study III, 
on the other hand, was not designed to assess mediation and included only a 
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pre- and post-measurement assessment point. Thus, the results from Study II 
and Study III show correlation between the hypothesized variables and treat-
ment outcome but cannot prove causation. The findings can be used as a foun-
dation for theories about process variables in acceptance-based ICBT treat-
ments, but future research needs to formally study the mediational nature of 
these variables. 

 
Ethical considerations 
 

The studies included for this doctoral thesis were approved by the Swedish 
Ethics Review Authority (Drn: 845-18; Drn: 2019-03786; Drn: 2019-05-784; 
Dnr 2020-03581).  

Conducting research on humans always involves ethical considerations. In 
the context of clinical research, researchers should carefully consider the ethi-
cal implications of involving mentally fragile patients in additional study-re-
lated tasks. The process of completing assessment forms before, during, and 
after treatment can be time-consuming for patients and may evoke emotional 
responses. Nonetheless, it remains crucial to ensure that health care treatments 
are grounded in evidence-based practices and are subject to evaluation through 
research. In practice, clinical research therefore involves a delicate balance be-
tween minimizing inconvenience for individual patients and advancing treat-
ment methods to better assist future patients.  

For all studies discussed in this thesis, informed consent was obtained from 
all participants. The participants were informed about the study and possible 
risks prior to treatment start, that they could withdraw from the study at any 
time and that this would not affect their current or future treatment. They were 
informed that all their personal information and responses to assessment forms 
would be handled confidentially and would be reported anonymously at group 
level. They further received information about whom they could contact about 
questions or remarks about the study. The participants in Study I and Study II 
all had support from their mental health professional, whom they could turn to 
should completing assessment forms or otherwise participating in the study 
evoke negative feelings. Likewise, in Study III, half of the study participants 
had support from their mental health professional throughout the treatment in-
tervention. The participants in the control group could contact the responsible 
researchers if their mental health began to deteriorate, and they would be re-
ferred to regular care.  

Internet-based interventions have been proposed as a way to reduce health 
disparities and disparities in access to health care that exist between different 
socioeconomic, ethnic, and linguistic groups (Ralston et al., 2019). All treat-
ment programs used in the research studies were given in Swedish and 
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consequently had an inclusion criterion of being able to speak and understand 
Swedish adequately. This inevitably excludes patients from different language 
groups who do not speak or understand Swedish well enough. This exclusion 
raises ethical questions about fairness and accessibility in Internet-based treat-
ment programs. It is important to reflect on how this limitation can affect dif-
ferent social groups and whether it can contribute to reproducing existing 
health differences. To promote ethical responsibility in research and health 
care, it is necessary to consider alternative methods in order to include and 
provide care to non-Swedish-speaking populations. This may involve translat-
ing treatment programs into different languages and designing culturally ap-
propriate intervention strategies to ensure that internet-based treatment pro-
grams are accessible and effective for a wider and more diverse patient popu-
lation. Efforts to accomplish a more inclusive and fair care environment re-
garding internet-based treatment programs may usefully be considered in fu-
ture research. 
 
Contribution and directions for future research 
 

Primary care is part of the first line psychiatry in Sweden and meets a large 
proportion of patients with mental health problems. In addition, recent policy 
documents direct more responsibilities for mental health problems to primary 
care. In the light of this there is a need to investigate how evidence-based psy-
chological treatments can best be delivered in the clinical setting as well as 
how treatment methods can be made more efficient to help more people. Inter-
net-delivered treatment programs may increase access to evidence-based care 
by reducing some of the barriers that exist in today’s primary care, such as 
limited trained psychologists and psychotherapists, vast geographical distances 
to a primary health care centers for some patients, inflexibility regarding when 
to visit health care clinics, and potential stigmas patients may feel when sharing 
mental health problems. The studies included in this thesis investigate internet-
delivered CBT with different amounts of influence from acceptance and com-
mitment therapy (ACT), delivered in the clinical setting of Swedish primary 
health care. 

In Sweden, primary care is responsible for identifying and providing first-
line care for mental illness (SOU 2021:6). The mission of primary care is to 
meet people’s health needs throughout life using evidence-based practices to 
identify and address important social, economic, environmental, and individ-
ual factors for health as well as to empower patients to exert influence over and 
optimize their own health (WHO and UNICEF, 2018). Policies state that pri-
mary health care should be based on person-centered care, and they underline 
the importance of patients being active agents in their own care (National 
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Board of Health and Welfare (Socialstyrelsen), 2020; SOU 2018:39; WHO and 
UNICEF, 2018). Considering patients’ individual and contextual factors as 
well as their experiences, wishes, and preferences for treatment is thereto sig-
nificant in evidence-based practice (American Psychiatric Association, 2006). 
Taking part in psychological treatments generally requires greater active in-
volvement from patients compared to other evidence-based treatments, such as 
psychopharmacological treatments. The treatment work requires time and 
commitment, and the therapy often involves emotional strain. Because of the 
nature of digital treatment programs, which to a large extent involve self-help 
and less contact with a therapist than traditional face-to-face treatments, these 
aspects might be even more pronounced in digital treatments, where more re-
sponsibility is placed on the patient. For primary health care to deliver ICBT 
successfully, it may therefore be important to personalize and tailor the treat-
ment and foster patient influence. 

The thesis contributes to the field of internet-delivered mental health inter-
ventions by exploring how the patient’s role and influence in the treatments 
can be enhanced, with a specific focus on addressing anxiety disorders. 
Through the exploration of distinct dimensions within this realm, each article 
offers unique perspectives that collectively enrich our understanding of effec-
tive treatment strategies, feasibility considerations, and avenues for improve-
ment. By examining the integration of acceptance and commitment therapy, 
patient-driven and self-tailored treatments, and patients’ experiential 
knowledge and experiences, and by focusing on ways to enhance the patient’s 
sense of control, empowerment, preferences, values, and individual resources 
in treatment, the thesis contributes to a more comprehensive knowledge base 
surrounding internet-based interventions. 

Within the aim of this doctoral thesis, the following research question was 
posed: How can patient influence be conceptualized and integrated into ac-
ceptance-based internet-delivered CBT for anxiety disorders in primary health 
care? 

The compiled results from this doctoral thesis suggest that treatment com-
ponents based on acceptance and commitment therapy, such as strengthening 
and eliciting the patients’ personal values in life and helping them live more in 
accordance with those, may be a fruitful treatment for patients with anxiety 
disorders and fit well with the practice of person-centered care and the overall 
mission of primary care to empower patients to exert influence over their own 
health (WHO and UNICEF, 2018). Patient-driven and self-tailored parts of the 
treatment seem like feasible ways of personalizing the treatment and are ini-
tially promising in terms of strengthening patients’ sense of control over their 
treatment. Incorporating patients’ experiential knowledge and experiences in 
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acceptable to patients and could be investigated as an intervention in future 
randomized controlled trials, with the hypothesis that guidance based on shared 
experiences and a recovery-oriented focus on patients’ strengths and resources 
may contribute to a sense of personal connection, patient agency, and hope. 
Finally, in the light of the definition of primary care, which focuses on empow-
ering individuals treated by professionals, it is important to find ways to have 
patients feel that they have control and influence in their contact with primary 
care. Internet-based therapies inherently promote patients as active agents of 
their own care and may strengthen the feeling of empowerment. Additional 
ways to personalize treatment may yet be warranted to improve the effective-
ness of those treatments and foster patient control and agency even more. How-
ever, additional research is needed to fully conceptualize what empowerment 
means in a primary care and digital treatment setting and how this can best be 
measured. 
 
Directions for future research  

This doctoral dissertation explores and highlights patient influence in inter-
net-delivered acceptance- and commitment-based treatments. The dissertation 
underscores the importance of promoting a sense of control in treatment, con-
nectedness, and patients’ values within their health care experiences. In terms 
of future directions, given the explorative nature of the doctoral thesis, there is 
a compelling need for further research to delve into treatment considerations 
across larger sample sizes and more diverse patient populations, employing 
rigorous experimental designs. Since these are the first steps of exploring pa-
tient influence in internet-delivered acceptance- and commitment-based treat-
ments, several avenues for future studies emerge: 

 
 Expanded Treatment Modalities: Investigate acceptance-based 

treatments, peer support, and patient-driven internet-delivered 
treatments in randomized controlled studies, incorporating larger 
sample sizes and active control groups, spanning various health 
care contexts. 

 
 Long-Term Effects: Explore the long-term effects of these treat-

ments to gain a comprehensive understanding of their sustained im-
pact on patients. 

 
 Informed Patient Choice: Elaborate on patient choice before and 

during treatment by providing comprehensive information on vari-
ous treatment options. Enhance patients’ health literacy to facilitate 
informed decision making. 
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 Determinants of Patient-Driven Treatments: Investigate the relative 

importance of different choices in patient-driven treatments 
through methodologies such as component analyses. 

 
 Mediational Studies: Conduct mediational studies focusing on em-

powerment, alliance, and psychological flexibility as crucial pro-
cess variables in acceptance-based internet-delivered cognitive-be-
havioral therapy (ICBT). Understanding these factors can guide cli-
nicians in promoting specific aspects of treatment to facilitate pa-
tient change and improve adherence. 

 
 Working Alliances in Internet-Delivered Treatments: Investigate 

practices or therapist behaviors that contribute to the development 
of strong working alliances in internet-delivered treatments. Ex-
plore the role of alliance in internet treatments when integrated into 
routine care. 

  
These research questions collectively aim to, in the future, further inform 

therapists working with internet-delivered treatments in routine clinical prac-
tice, offering insights into optimizing treatment strategies, enhancing patient 
outcomes, and ensuring effective integration into health care contexts. 

 
Conclusions 

The research studies included in this doctoral thesis collectively contribute 
to the field of internet-delivered mental health interventions by exploring how 
patient influence can be integrated into the treatment. The included studies 
each explore distinct dimensions on how to incorporate the patient’s individual 
preferences, experiences, resources, and values, and they offer unique perspec-
tives that collectively enrich our understanding of effective treatment strate-
gies, feasibility considerations, and avenues for improvement. By incorporat-
ing acceptance and commitment-based treatments, patient-driven approaches, 
and patients’ experiential knowledge and experiences, the thesis underscores 
the potential for enhancing treatment outcomes and psychological flexibility, 
fostering agency, sense of control, and connectedness, and promoting patients’ 
own values in their health care. In sum, the included research studies together 
serve as a foundation for future research and development, paving the way for 
innovative and tailored approaches in the realm of digital mental health inter-
ventions. 
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The world is facing many challenges linked to climate change and overex-
ploitation of natural resources. The carbon impact of internet-based cognitive 
behavioral therapy (CBT) can vary. While it reduces the need for physical 
travel, potentially lowering carbon emissions, it still requires energy for serv-
ers, data centers, and device usage. Assessing its precise impact involves con-
sidering data storage, server energy consumption, and individual device usage, 
which can be complex. ESG (Environmental, Social, and Governance) criteria 
focus on assessing a company’s impact on the environment, society, and its 
corporate governance. As for the push for sustainability and ESG reporting in 
2024, regulations focusing on carbon footprint disclosures might prompt re-
searchers in projects to scrutinize and mitigate the environmental impact of 
their digital services, including internet-based therapies. 
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Appendix I 
 
Supplementary material for Study II: Effects of patient-driven 
ICBT for anxiety in routine primary care and the relation be-
tween increased experience of empowerment and outcome: A 
randomized controlled trial 
 
Analysis  
 

An additional mediation analysis with bootstrapping was performed using 
PROCESS (Hayes, 2013) to investigate the mediation of empowerment scores 
measured post-treatment for the effect of treatment condition on changes in 
anxiety symptoms between pre- and post-treatment. 

Results from the mediation model using PROCESS (Hayes, 2013) showed 
that the effect of the treatment condition on changes in anxiety symptoms from 
pre- to post-treatment was significantly mediated by empowerment scored at 
post-treatment, when controlling for empowerment scores at pre-assessment, 
with an alpha-level set at p=.05. The effect size of the mediator was .27, indi-
cating that 27% of the proportion in the outcome was accounted for by changes 
in empowerment from pre- to post-treatment. The regression coefficient (a1) 
between treatment condition and empowerment scored at post-assessment was 
–4.57 and statistically significant. The regression coefficient between empow-
erment scored at post-assessment and changes in anxiety between pre- to post-
treatment (b1) was −.30 and statistically significant. The direct effect of treat-
ment condition on changes in anxiety symptoms between pre- and post-treat-
ment (c1) had a regression coefficient of 3.61 (.53)(6.69) and was statistically 
significant. The indirect effect of empowerment scored at post-assessment on 
changes in anxiety symptoms between pre- and post-treatment had a regression 
coefficient 1.36 (.009)(3.53) and was statistically significant. 
 
Discussion 
 

In line with perceptions of influence over the treatment, this study also 
aimed to explore the mechanism of empowerment in ACT-influenced internet-
delivered CBT in routine primary care. Results from the main analysis showed 
a significant time effect for empowerment between pre-assessment and 3-
month follow-up, but no significant interaction effect between group and time 
was observed. However, by the end of the treatment as well as by the 3-month 
follow-up, a significant difference was found between groups, where the pa-
tient-driven group experienced a higher degree of empowerment on both occa-
sions. At the 3-month follow-up, a large between-group effect size based on 
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observed values was found (d=0.86). Results furthermore showed a signifi-
cant medium negative association between changes in anxiety symptoms and 
changes in empowerment between start and end of treatment, indicating that 
participants whose anxiety symptoms had decreased the most also had im-
proved the most regarding feelings of empowerment. An explorative media-
tional analysis showed that empowerment measured at post-treatment medi-
ated the impact of patient-driven ICBT vs. standardized ICBT on changes in 
symptoms of anxiety between pre- and post-treatment, when controlling for 
empowerment scored at pre-treatment assessment. However, no firm conclu-
sions should be drawn from this analysis because of its explorative nature. To 
establish evidence for a mediating effect, it is essential to demonstrate temporal 
associations – indicating that the change in the mediator precedes the change 
in the outcome – a dose-response relationship between the mediator and the 
outcome, experimental manipulation of the hypothesized mediator, and the 
provision of a theoretical rationale explaining how and why the mediator con-
tributes to the observed change (Cuijpers, Reijnders, & Huibers, 2019). How 
and where mediation is tested should ideally be based on when and how the 
treatment can conceivably affect the mediator, as well as when and how the 
mediator is thought to affect outcomes. Considering the temporal association, 
it could be argued that it would have been preferable to use empowerment 
scored at mid-treatment as a mediator variable in our analysis, to be able to 
show that feelings of empowerment during treatment occurred before changes 
in anxiety symptoms. However, the mid-treatment assessment suffered from a 
significant number of missing data points (almost 50%), thus we used the post-
treatment assessment in the mediational analysis, while statistically controlling 
for the pre-assessment scores to obtain a “change score” in feelings of empow-
erment. This seemed theoretically motivated in that we had no clear theory on 
when change in empowerment would take place, and feelings of empowerment 
may well occur later in treatment, as a result of behavioral changes due to treat-
ment, for example, value-based living and exposing oneself to situations pre-
viously avoided.  

Another consideration is that we used the raw scores of changes between 
pre- and post-assessment scores for anxiety as the outcome in our mediation 
analysis. However, another approach for obtaining a “change score” of anxiety 
could be to use the post-scores of anxiety symptoms as the outcome variable, 
statistically controlling for the pre-assessment anxiety scores. This could avoid 
problems with regression to the mean, which can occur when using the raw 
scores for change between pre- and post-measurement points as was done in 
this analysis. 

In sum, the findings together may give indicative support for the hypothesis 
that the patient-driven intervention, letting the patient choose different 
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elements in the treatment, targeted empowerment strongly enough to lead to 
change in outcome by the end of the treatment. Empowerment, moreover, 
seems to be an important process in treatment that correlates with anxiety 
symptoms.  
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