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Abstract:  55 

Background:  56 

Clinicians usually conduct diagnostic assessments in order to establish a diagnosis or to evaluate the 57 

effect of treatment. One meta-analysis suggests that diagnostic assessment administered in collaboration 58 

with the patient along with personalized feedback might  have a therapeutic effect. 59 

 60 

Methods:  61 

We wish to carry out a systematic-review and meta-analysis of the effect on symptomatology when 62 

using assessment as a therapeutic intervention for patients with psychiatric illness.  63 

We will search in five relevant electronic databases. Two reviewers will independently conduct article 64 

selection against pre-defined eligibility criteria, data extraction and quality assessment of included 65 

studies. Randomized studies that report on the use of psychological assessment as an intervention will 66 

be included in the meta-analysis. We will extract data on symptom-related outcomes, quality of life, 67 

dropout and re-diagnoziation and use meta-analysis techniques to compute the effect size of assessment-68 

related psychotherapeutic interventions.  69 

The review will be conducted and reported according to the Preferred Reporting Items for Systematic 70 

Reviews and Meta-analysis statement (PRISMA). Risk of bias will be assessed by using the Risk of 71 

Bias tool RoB 2.0 of the Cochrane Collaboration. 72 

Discussion: 73 

The results will be able to inform clinicians and policymakers on the effect of assessment, and, 74 

depending on the results, could lead to a recommendation for modified assessment procedures and 75 

approaches in the mental health services. Ultimately, it might improve the outcome of treatment in the 76 

mental health services. 77 

Registration: registered in PROSPERO: Registration number CRD42021270567. 78 

 79 

 80 

 81 



Background 82 

Psychological assessment has usually been viewed exclusively as a way to diagnose psychiatric 83 

disorders, gather information about patients’ and clients’ symptomatology, and plan and monitor 84 

treatment. This is described as the information gathering model of assessment [1]. Recently evidence 85 

has emerged, which suggests that psychological testing might be useful as a treatment, if administered 86 

in a way that enlists the patient as a collaborator and not an “object” of the assessment. Several mental 87 

health professionals have developed frameworks for utilizing standardized psychological assessment as 88 

a therapeutic intervention (PATI), of which the major are the Therapeutic Assessment (TA) and 89 

Collaborative Assessment (CA) frameworks [2, 3].  90 

 91 

These terms cover a range  of semi-structured, brief, therapeutic interventions, where a therapist 92 

(usually a psychologist) administers standardized psychological tests in a collaborative manner, and 93 

delivers feedback in a useful and enriching way that can be therapeutic for the patient. CA and TA 94 

practitioners recognize that psychological assessment is an interpersonal event, and that the relationship 95 

between assessor and patient is paramount both in relation to the validity of the result, and in relation to 96 

the patients further treatment[3]. 97 

TA-practitioners place an emphasis on respect for the patient, and the assessor recognizes that patients 98 

are “experts on themselves.” In the TA-assessment the practitioner ask the patients what they wish to 99 

learn from the assessment at the beginning of the treatment. They do this by making the patient 100 

formulate a series of therapeutic questions they would like to “ask the tests,” and work with the patients, 101 

to find personally viable solutions to their problems and answers to these questions. This includes 102 

personalized feedback both in oral and written form based on results from each individual test that has 103 

been administered, and their answers to the patient’s therapeutic questions, that have been produced 104 

during the intervention. In addition to this, the patient is given a report of the assessment, which is 105 

formulated in simple language.  106 

A field related to TA/CA and PATI is Collaborative Assessment of Suicidality (CAMS), which utilizes 107 

a short assessment in the treatment of suicidality. In contrast to TA/CA, CAMS utilizes an assessment 108 



especially developed for the intervention, and usually does not use tests that are administrated with a 109 

therapeutic overlay, in a therapeutic framework.   110 

 111 

The PATI-literature consists of mainly textbooks [2-4] and single case studies. In addition to this are an 112 

amount of randomized controlled studies and non-controlled studies published, of which most are 113 

included in a meta-analysis by Poston and Hanson (2010) [5]. They reported on 17 primary studies 114 

including 1496 patients, of which seven studies were from clinical psychology and 10 were from 115 

counselling psychology. They calculated 18 independent and 52 dependent Cohen’s d effect sizes (ESs). 116 

They calculated a statistically significant overall Cohen’s d ES of 0.423 (95% CI). They concluded that 117 

“(…) psychological assessment procedures—when combined with personalized, collaborative, and 118 

highly involving test feedback—have positive, clinically meaningful effects on treatment, 119 

especially regarding treatment processes.”[5]  120 

 121 

 122 

Proposed mechanism of action:  123 

The key papers and books [2-4] authored on PATI do not include any proposed mechanism of action. 124 

We propose the following mechanism to account for the proposed mechanism of PATI:  125 

 126 

(1) PATI provides the patient with information on her own psychological processes and 127 

psychopathology, and therefore acts as psychoeducation. This helps the patient become aware of what 128 

she needs to work on in therapy, and aware that she has a need for treatment. Together, this makes her 129 

more ready for psychotherapy. (2) The patient develops a relationship with the PATI-accessor during 130 

the course of  the PATI-intervention, which will carry-over to the therapeutic-relationship with the 131 

psychotherapist who is handling her treatment; (3) due to the semi-structured PATI-format, the patient 132 

will be confident that her problems are seen and understood by the therapist, and the institution she is 133 

representing; (4) PATI aids the therapist in gathering comprehensive information on the patient’s 134 

psychology and psychotherapy, which allows the therapist to treat the patient more effectively in 135 



psychotherapy. (5) In cases where the patient is referred to a PATI-assessment by an external accessor 136 

on account of being stocked in therapy, PATI aids the therapist in reconceptualization of the case, and 137 

the new information helps her and the patient move forward in therapy. (6) Lastly, we suspect that the 138 

common factors in psychotherapy such as expectations, empathy, goal consensus and collaboration, 139 

congruence/genuineness and emotional experience also contribute to the possible effectiveness of PATI 140 

[6, 7].  141 

 142 

Why it is important to do this review 143 

Poston and Hanson (2010) were critiqued by Lilienfeld, Garb, and Wood (2011) [8] for having too wide 144 

inclusion criteria, leading to too wide sampling and results. They further argued that the Barnum effect 145 

accounted for a great deal of the potential efficacy of psychological assessment as a therapeutic 146 

intervention. Hanson and Poston (2011) [9] replied to the critique put forth by Lilienfeld, Garb, and 147 

Wood (2011). Herein they excluded three studies and reanalyzed the remaining 14 studies (n=1,375) 148 

and found the overall weighted Cohen’s d ES to be 0.399 (95% CI) and statistically significant. They 149 

further replied that the Barnum effect might contribute to the effect of psychological assessment as a 150 

therapeutic intervention, but that their research questions and hypotheses related to “whether” the 151 

interventions were efficient, rather than why.  152 

 153 

Even after this revision, we still see the need for an updated systematic review and meta-analysis of 154 

PATI. This is due to Hanson and Poston (2011) focusing on the entire body of literature which 155 

investigates PATI, and did not distinguish between patient populations who received an assessment as a 156 

treatment, and healthy adults referred to college counselling or career counselling. Instead, they listed 157 

the studies as “client” or “nonclient” studies. Neither Hanson and Poston (2011) or Poston and Hanson 158 

(2010) provided data on which studies that included patient populations, and which included healthy 159 

individuals seeking counselling. Neither did they include information about which psychiatric diagnoses 160 

the studies concerned. Hanson and Poston (2011) did not access the risk of bias of the included studies, 161 

and they did not access the certainty of the evidence, and included both randomized and non-162 

randomized studies, which they treated as one body of evidence, without performing any subgroup-163 



analyses. Finally did Hanson and Poston (2011) calculate the overall weighted Cohen’s d ES by 164 

utilizing a mean of all the reported effect sizes that could be calculated from the data in the given paper 165 

(e.g. on both symptomatology and self-esteem), instead of focusing on one specific outcome or group of 166 

outcomes such as symptomatology.   167 

 168 

Thus, we find it important to conduct a systematic review and meta-analysis, which focuses solely on 169 

the use of PATI in clinical populations. This is in order to quantify the effect of this family of 170 

interventions, when used in clinical populations receiving treatment in primary care setting or in mental 171 

health service outpatients or inpatients facilities. The results of such a study will be able to advice 172 

clinicians and policymakers in deciding which kind of assessment should be utilized, and whether they 173 

should apply psychological assessment as a primary intervention or as a pre-therapy intervention. In 174 

addition, the review will provide a status of the evidence in the research field and provide data to guide 175 

the research field forward.  176 

 177 

As of current, no such systematic review and meta-analysis exist and the International Prospective 178 

Register of Systematic Reviews (PROSPERO; https://www.crd.york.ac.uk/PROSPERO/; accessed 25 179 

May 2021) does not indicate any ongoing review dealing with using assessment as an intervention.  180 

 181 

 182 

Objective  183 

To provide an evidence synthesis of the effectiveness, benefits and harms of collaborative diagnostic 184 

assessment as a treatment along with personalized feedback, compared to assessment as usual for adults 185 

in primary care or mental health service outpatient-settings 186 

 187 

The review will follow the PRISMA guidelines [10], and this protocol will adhere to the PRISMA-P 188 

protocol guidance [11]. The review has been registered in the PROSPERO International Prospective 189 

Register of Systematic Reviews (registration number: CRD42021270567). 190 

 191 

https://www.crd.york.ac.uk/PROSPERO/


Methods/design 192 

Criteria for considering studies for this review 193 

 194 

Types of studies 195 

Randomized controlled trials  196 

 197 

Types of participants 198 

Adult patients in primary care setting or secondary (mental health service) outpatient-settings, with all 199 

psychiatric diagnosis diagnosed according to both the American Psychiatric Association’s Diagnostic 200 

and Statistical Manual of Mental Disorders (DSM) III [12], IV [13] and V [14], and the WHO's 201 

International Statistical Classification of Diseases (ICD) 9 [15] or 10 [16], with or without comorbid 202 

conditions, except mental retardation. 203 

 204 

Types of interventions 205 

Eligible trials will examine the effects of using collaborative, diagnostic assessment with standardized 206 

tests and instruments, and personalized feedback as an intervention. We will consider that a study 207 

examines this, if the study describes utilizing the test as a part of the treatment, and administration of the 208 

tests collaboratively with a therapeutic overlay. This both administered individually but also in groups 209 

(as defined by the authors of the primary studies).  210 

 211 

Exclusion criteria:  212 

We exclude studies on Collaborative Assessment of Suicidality (CAMS). We do so because we find the 213 

intervention better suited to be treated in a separate meta-analysis, since we consider it a research field 214 

on its own different from PATI. 215 

 216 

 217 

 218 



Types of comparator(s) 219 

For inclusion in the meta-analysis, studies will be required to have a comparator, which is assessment as 220 

usual. The comparator intervention will be defined as the administration of a psychiatric assessment 221 

without a therapeutic overlay and personalized feedback.  222 

 223 

Outcomes 224 

Outcomes can be self‐rated by patients or observer‐rated by clinicians. All outcome must be 225 

psychometrically validated. 226 

 227 

Primary outcomes 228 

 229 

Symptomatology. In the meta-analysis we will include studies with a symptom-related outcome given 230 

as continuous data, and that have published data on mean and standard deviation. If more than one 231 

symptom-related outcomes are reported, we will use the one described as the primary outcome in the 232 

study. If no symptom-related outcome is described as primary, then NR, ORH and JRG will make a 233 

consensus-decision on the most appropriate outcome. This process will be documented in the final 234 

paper. We will use the reported end-of-treatment data. 235 

 236 

Adverse events. We will further report on outcomes on adverse events, and use the Euromean 237 

Medicines Agency definition of adverse events and serious adverse events [17]. We will (I) report on 238 

the  Risk Ratio of experiencing any adverse events, and (II) the Risk Ratio of  experiencing a serious 239 

adverse events. 240 

 241 

Secondary outcomes 242 

Readiness for treatment. We will report on readiness for treatment measures. Due to the possibility of 243 

studies utilizing different measures for readiness for treatment, NR, ORH and JRG will make a 244 

consensus-decision of whether a measure is an appropriate measure for readiness for treatment.  245 



 246 

Search methods for identification of studies 247 

Search terms and mesh – full table for one database in appendix 248 

 249 

Information sources  250 

Five electronic databases are selected for searching: PubMed, PsycInfo, Web of sciences, Cochrane 251 

Central Register of Controlled Trials (CENTRAL) and Embase.  252 

These sources will be searched using combinations of relevant search terms that we developed and 253 

tested for sensitivity in advance of the systematic review and meta analysis, which will be reported in 254 

the appendix along with the dates the search were conducted on. 255 

Furthermore, we will supplement the literature search with a manual review of the reference lists from 256 

eligible publications including textbooks on the subject. 257 

 258 

Data collection and analysis  259 

We will conduct this review according to guidelines set out in the Cochrane Handbook for Systematic 260 

Reviews of Interventions [18], and perform the analyses using the latest version of Review Manager 5 261 

(RevMan 5), Cochrane's statistical software [19]. 262 

 263 

Data management 264 

The Covidence application [20] will be used to manage records throughout the review process [21]. The 265 

selection, removal and rejection of studies will be documented in the PRISMA flow diagram [10]. 266 

 267 

Selection of studies 268 

After removal of duplicate citations, studies will be screened in two stages: title/abstract and full text. 269 

Titles and abstracts of identified study reports will be independently screened by ORH and JRG using 270 

the inclusion and exclusion criteria described in the appendix. If they are in disagreement, theywill 271 

discuss the matter and receive a consensus. If they cannot reach an agreement, they will consult NR. 272 



 273 

If the title and abstract is deemed relevant, the paper will be read in full by both ORH and JRG 274 

independently, again using the inclusion and exclusion criteria described in the appendix. If they are in 275 

disagreement, disagreements will be resolved through discussion. If an agreement cannot be reached, 276 

they will again consult NR. In case of the exclusion of a trial, reasons for doing so will be documented. 277 

 278 

We will list apparently relevant RCTs that do not fulfil the inclusion criteria with reasons for exclusion 279 

in the 'Characteristics of excluded studies' tables. To ensure transparency of study selection, we will 280 

provide a flow chart in accordance with the PRISMA statement, to show how many records have been 281 

excluded and for what reason, and how many records that have been included [11].  282 

 283 

Data Extraction 284 

 285 

Study and sample characteristics 286 

In terms of general study characteristics, we will extract the following information: 287 

• Author 288 

• Publication year 289 

• Location 290 

• Study design (only RCT-studies) 291 

• Sample size 292 

• Sample characteristics (age, biological gender, ethnicity, country, diagnosis) 293 

• Setting (primary care or secondary care)  294 

• Participation and attrition rates 295 

• Intervention type (CA, TA or other) and length 296 

• Assessment instruments applied 297 

• Outcomes relating to symptomatology 298 

• Outcomes relating to readiness for psychotherapy  299 



• Outcomes relating to adverse effects 300 

 301 

Data extraction and management 302 

ORH and JRG will extract data, and ORH will enter the data into RevMan 5. They will resolve 303 

disagreements by discussion. In cases where there is not enough data or data is unclear in the published 304 

trial reports, we will contact the trial authors, requesting them to supply the missing information. We 305 

will develop data extraction forms to facilitate standardization of data extraction. 306 

 307 

Assessment of risk of bias in included studies  308 

Risk of bias in the included RCTs in the meta-analysis be assessed by using the updated Risk of Bias 309 

tool RoB 2.0 of the Cochrane Collaboration[22].  310 

For each included trial, ORH and JRG will independently evaluate each risk of bias domain as being at 311 

low risk, some concerns or high risk, resolving disagreements by discussion. Each study as a whole, will 312 

following this initial rating, be rated according to its highest risk of bias in any of the assessed domains. 313 

However, we will rate studies with ‘Some concerns’ in multiple domains as “High risk” of bias [22]. 314 

Disagreement will be resolved via consensus discussion or consultation with NR. 315 

 316 

We will assess the following domains in our risk of bias assessment: 1) bias arising from the 317 

randomization process, 2) bias due do deviations from the intended interventions, 3) bias due to missing 318 

outcome data, 4) bias due to measurement of the outcome, and 5) bias due to selective reporting [22]. 319 

 320 

Outcome data 321 

To measure the effectiveness of the intervention in terms of our primary outcome, we will extract the 322 

following: 323 

 324 

 325 

 326 



Continuos data  327 

• Baseline symptom severity for all outcomes and if possible symptom severity at follow-up. 328 

• Duration of a possible follow-up measurement 329 

 330 

Categorical data 331 

• Which symptom-related outcomes were used 332 

• Amount of reported adverse-events (yes/no) in percentage 333 

 334 

Measures of treatment effect 335 

Continuous data  336 

We will compare the mean score between the two groups to give a mean difference (MD) and present 337 

this with 95% CIs. We will use the overall MD, where possible, to compare the outcome measures from 338 

trials. We will estimate the standardized MD (SMD) where different outcome measures are used to 339 

measure the same construct in the trials. We will calculate SMDs using both end‐scores and change-340 

scores at post‐treatment results, and will also group the two different measures into independent groups, 341 

and test for subgroup differences.  342 

 343 

Our first choice will be to calculate effect sizes on the basis of intention‐to‐treat (ITT) data. If means 344 

and standard deviations from an ITT analysis and missing values that were replaced are available, we 345 

will use these data. In other cases, we will conduct the analysis using only the available data. 346 

We will perform all calculations using the latest release of RevMan 5 software [19]. 347 

 348 

We will report and utilize data on continuous outcome reported at both end of treatment and follow-up. 349 

We will utilize the reported number of patients, means and SD’s to calculate Cohen’s d’s effect sizes. 350 

We will interpret the Cohen d’s effect sizes using the following general guidelines: small (0.2), medium 351 

(0.5) and large (0.8) [23].  352 



In case of missing data, will we instead try to calculate these values from other reported values such as 353 

t-tests and p-values.  354 

If the outcome-scales utilized in the studies measure a positively outcome with a high score compared to 355 

a low score, will we transform this value by multiplying -1.   356 

 357 

Dichotomous data  358 

We plan to analyze the dichotomous data as risk ratios (RR) and present these with 95%CIs.  359 

 360 

Unit of analysis issues  361 

We will analyze data at end of treatment and at the longest reported follow-up   362 

 363 

Cluster‐randomized trials 364 

We do not expect cluster-randomized trials. However, if such trials are located in the literature search, 365 

we will anticipate that investigators will have presented their results after appropriately controlling for 366 

clustering effects (robust standard errors or hierarchical linear models). If it is unclear whether a cluster‐367 

randomized trial has used appropriate controls for clustering, we will contact the investigators for 368 

further information. Where appropriate controls have not been used, we will request and reanalyze 369 

individual participant data using multilevel models that control for clustering.  370 

 371 

Studies with multiple treatment groups 372 

If a trial compares more than two intervention groups, we will include all pair‐wise comparisons as long 373 

as they are not subject to the same meta‐analysis. 374 

 375 

Dealing with missing data 376 

We will try to obtain any missing data, including incomplete outcome data, by contacting trial authors. 377 

We will report this information in the 'Risk of bias' tables. 378 

 379 



Assessment of heterogeneity  380 

We will group heterogenicity of the reported trials into three domains: (1) clinical heterogeneity will 381 

refer to the possible variability in the patient populations regarding diagnoses, age, treatment-site etc. 382 

(2) Methodological heterogeneity will refer to differences regarding the intervention applied in the 383 

particular study. (3) Statistical heterogeneity as the difference in the intervention effects on the trials.  384 

 385 

We will utilize I2 statistic for quantifying inconsistency in order to give an estimate on the percentage of 386 

variation in effect estimates, which can be regarded as due to heterogeneity rather than sampling error.  387 

We will judge I2 values of 0% to 40% as indicating little heterogeneity; 30% to 60% as indicating 388 

moderate heterogeneity; 50% to 90% as indicating substantial heterogeneity; and 75% to 100% as 389 

indicating considerable heterogeneity [18]. We will assess potential reasons for the heterogeneity by 390 

examining individual trial characteristics and subgroups. 391 

 392 

Data synthesis and analysis 393 

We will perform statistical analyses according to recommendations in the latest version of the Cochrane 394 

Handbook for Systematic Reviews of Interventions [18]. In carrying out the meta‐analysis, we will apply 395 

the inverse‐variance method, in order to give more weight to more precise estimates from studies with 396 

less variance (mostly larger studies). We will use the random‐effects model for meta‐analysis, since we 397 

expect some degree of clinical heterogeneity to be present in most cases, though not so substantial as to 398 

prevent pooling in principle. We will prefer observer‐rated measures as the primary analysis, but will 399 

include self-reported outcomes if observer-rated outcomes are not available.  400 

 401 

Sensitivity analysis 402 

We plan to test any possible difference between ”end-of treatment scores” and ”change scores.” We will 403 

further conduct a sensitivity analysis to determine whether the findings are sensitive to random effects 404 

or fixed effects models.  405 

 406 



Subgroup analysis 407 

We will conduct the following subgroup analysis: 408 

- Risk of bias (high risk of bias or low risk of bias accessed by the RoB tool) 409 

- Biological gender (male and female)  410 

- Length of the intervention (more or less than ten hours) 411 

- Setting (primary care or secondary care) 412 

- Intervention modality (TA, CA or other) 413 

- Age group (mean age <30, 30-60 or >60) 414 

- Psychiatric comorbidity (yes or no)  415 

- Referral diagnosis (emotional, psychotic, no diagnosis, or substance abuse) 416 

 417 

GRADE assessment  418 

To assess the certainty of the body of evidence, we will apply the GRADE approach (Grading of 419 

Recommendations Assessment, Development and Evaluation)[24] as recommended by Cochrane [25]. 420 

We will utilize GRADE on our two primary outcomes, symptomatology and adverse effects.   421 

  422 

Discussion 423 

Available evidence suggests that standardized psychological test can be administered with a 424 

psychotherapy-oriented approach, which might benefit patients suffering from psychiatric illness[9]. 425 

The review described in the present protocol will aim at providing an evidence synthesis of the 426 

effectiveness of administering standardized psychological tests as an integrative part of the treatment of 427 

patient populations with psychiatric illness.  428 

There has already been one attempt to quantify the effects of psychological testing administered 429 

together with personalized feedback using meta-analysis techniques. However, this review is now both 430 

aged and was conducted with suboptimal techniques, and had wide inclusion criteria.  431 

 432 



In our review, we utilize contemporary standards including assessment of bias, and focuses solely on 433 

clinical populations. In addition to this and in order to further narrow the inclusion criteria down, we 434 

will exclude studies on Collaborative Assessment of Suicidality (CAMS). We will do so because CAMS 435 

utilizes a test developed specifically for the purpose, and does not utilize a standardized psychological 436 

test in a new way, as seen in the rest of the literature on PATI. In addition to this,CAMS can be 437 

considered a research-field in itself, and is therefore better suited for treatment in a separate systematic 438 

review and meta-analysis.  439 

 440 

We see some limitations to our design. PATI is a heterogeneous field, and it is debatable which 441 

interventions should be regarded as PATI and which should not. The heterogeneity of PATI makes 442 

conduction of a thorough literature search difficult. Thus, we might overlook psychological 443 

interventions that could be regarded as PATI, because they are not highlighted as being collaborative by 444 

the authors, and therefore do not show up in the literature search. However, do we plan to conduct a 445 

manual review of the reference lists from eligible publications including textbooks on the subject, which 446 

we believe will ensure literature saturation.  447 

 448 

To the authors’ knowledge, this is the first systematic review and meta-analysis that explicitly and 449 

exclusively intends to inform the development of therapeutic interventions that utilize assessment as a 450 

treatment, to treat psychiatric illness and their associated distress. 451 

The review will provide an overview of psychological interventions utilizing psychological testing for 452 

purposes beyond diagnostic and monitoring of treatment. The results might have the potential to 453 

improve the outcome of existing psychotherapeutics treatments, to modify existing treatments, and to 454 

improve the choice between different treatments based upon more solid data.  455 

 456 

 457 

 458 
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