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Introduction
Based at the University of Tromsø, the preventive unit at the Centre for Child and Adolescent
Mental Health, Northern Norway (RBUP Nord) is in the process of establishing a knowledge
database of preventive and health-promoting activities relating to the mental health of children
and adolescents. The knowledge database, which has been named Ungsinn – Young Minds
– was initiated by the Norwegian Directorate of Health. Ungsinn is a web-based project and
can be accessed at www.ungsinn.uit.no from 6 October 2008.
Ungsinn’s target groups are primarily professionals and decision-makers in the health service,
but researchers and the authorities will also benefit from the database. Ungsinn will contain
descriptions of health-promoting and preventive measures presented in a standardised
format and be accompanied by relevant information for the target groups. With every
intervention Ungsinn also carries out an evaluation of the certainty with which the measure
in question is effective. The valuations will be produced by the Ungsinn panel, comprising
scientists, practitioners and decision-makers. The evaluation is reinforced by classifying the
interventions according to their level of evidence and degree of documentation.
Ungsinn’s method of classifying levels of evidence and degrees of documentation has been
developed by the project’s scientific committee, led by Professor Willy-Tore Mørch at RBUP
Nord. Other committee members were Associate Professor Simon-Peter Neumer at RBUP Nord
and Professor Per Holth at the Akershus University College. The methods are described in more
detail in this article and are based on international recommendations for evidence-based practice,
the report “Forebyggende innsatser i skolen” [Preventive work in schools], experiences from the
Dutch Jeugdinstituut database in Utrecht and on discussions with other experts in the field.

The purpose of Ungsinn
The purpose of Ungsinn is to help raise the quality of preventive and health-promoting
measures for children, adolescents and their parents. The project is based on a three-part
model: i: To encourage the documentation of the effectiveness of preventive measures. ii: To
inform the target groups of available preventive measures, and iii: To help identify specific
fields within mental health that require a stronger evidence base.
Ungsinn believes it is important that the criteria for evaluating levels of evidence and degrees
of documentation stimulate providers to seek further and better documentation than what
is available at any given time. The criteria are intended to act as a source of inspiration for
seeking further documentation.

Background
Understanding evidence-based practice
There is an increasing consensus among both practitioners and researchers that interventions
in the mental health of children and adolescents must be based on the best possible

evidence available. It is therefore natural, and important, that a database of preventive and
health-promoting activity is designed in such a way that the levels of evidence and degrees
of documentation are made clear. However, there are diverging views on what constitutes
evidence. Kazdin & Weisz (2003) set a standard for evidence-based treatment by assuming
that the method used can be replicated, that it must be evaluated by way of closely
monitored studies and that it must be proven that the same (good) effects can be achieved
when the method is being evaluated by other researchers. In reality the authors advocate a
Randomised Controlled Trials (RCT) design as the basis for evidence-based treatment.
The Society for Prevention Research (SPR) has set evidence standards by describing
the criteria for efficacy, effectiveness and dissemination. (Flay et al 2005). According to
this standard an efficacious intervention must have been tested in at least two extensive
experiments in which 1) the subjects are drawn from a well defined population, 2)
psychometrically sound instruments and good data collection methods have been used,
3) the data is analysed using rigorous statistical methods, 4) the results show consistently
positive effects, and 5) at least one long-term follow-up is reported.
An effective intervention (effectiveness) is required to meet all these standards but must also
1) include manuals, training and materials to allow a third party to adopt and implement the
method, 2) be evaluated under normal conditions for the target group for which the method
was intended, 3) have made possible any clinical significance of the intervention (clinical
significance), and 4) have clearly demonstrated the target groups for which the results can
be generalised. A method that is ready for general dissemination is required to meet all the
standards for efficacious and effective interventions but must also 1) prove that the method
is ready to be disseminated on a large scale, 2) include information about costs, 3) include
an evaluation tool in order that the organisation can monitor the implementation process. As
we can see, SPR has produced a set of high standards in order to ensure that preventive
measures remain evidence-based.
In 2005 the American Psychological Association (APA) issued a declaration (APA Policy
Statement, EBPP) in which it sets out the factors that will ensure effective psychological
practices. The best research evidence largely follows SPR’s evidence standards. In
addition, clinical expertise is considered a prerequisite for effective practice. This includes
observations used as a basis for clinical decisions, treatment plans, the establishment of
therapeutic alliances, the implementation of methods and the monitoring of patient progress.
Furthermore, it involves the use of self-reflection on the part of the therapist, his/her use of
research results as basis for treatment and assumes that he/she understands the importance
of cultural, individual and contextual differences in the treatment, seeks the resources
necessary for the treatment and has a rationale for choosing clinical strategies. The treatment
will be more effective if the therapist takes into account patient characteristics, values and
context. This includes the patient’s specific problems, strengths, personality, socio-cultural

background and preferences. It also involves variations in symptom range, behaviour, age,
developmental level, gender, gender identity, social class, religion, family structure etc.
Decisions must be made in partnership with the patient based on the best and relevant
evidence while taking into account costs, benefits and available resources.
These lists are not exhaustive, but they show how the APA incorporates a series of factors
that help make an intervention as effective as possible. The Norwegian Psychological
Association has adopted a declaration of principles on evidence-based psychological
practice that is a copy of the APA declaration. Such a declaration increases the need for an
overview of available measures and their accompanying evidence and effectiveness levels.
Other, alternative views on evidence have been formulated by Woody, D’Souza & Darman
(2006), for example. They include information from qualitative studies, plausible theories
and information from patients in the evidence concept. We could say that these research
methods represent a more indirect level of evidence and extend evidence-based practice
to include measures supported by qualitative, theoretical and clinical knowledge bases
(Veerman & van Ypern, 2007). We would also like to refer to the debate that has been taking
place in the Norwegian Psychological Association journal (TNPF) in recent years, such as the
April 2008 issue which was dedicated in its entirety to evidence-based practice (TNPF 2008
Vol 45) and Ekeland (1999, 2001 and 2007)
The structure of Ungsinn is designed to address the various alternative views on evidencebased practice. However, the aim must be – apart from providing relevant information
about available measures to users – to contribute towards the creation of the best possible
evidence base for preventive and health-promoting interventions without excluding measures
that are in the infancy of their evaluation process.

The Nederlands Jeugdinstituut database in
Utrecht
The Jeugdinstituut in Utrecht has developed a database covering more or less the same
area that Ungsinn is intended to address. The database has only been operational for a short
while but has been able to develop as a result of experience and has already been subject to
revisions based on these experiences. It currently describes 73 interventions. The database
is today well recognised and providers are pleading to be included. The primary aim of the
database is to contribute towards an improvement in the quality of care and service for
children, adolescents and their parents. The database takes a dual approach: i: transfer of
knowledge and information, ii: a development model for encouraging the development of
knowledge and information. The idea is that The Netherlands is a small country with few
evidence-based interventions. It is therefore important that the programme developers
get started with a simple design based on the resources and possibilities available before
moving on to a more sophisticated design in the future. The database is intended to provide

information on the entire spectrum of research and encourage more sophisticated research
designs. It has been described as “a development model for the effectiveness of services”.
The model comprises four levels of evidence along with information about the type of
research required in order to achieve the various types of evidence and a classification of the
effectiveness of the intervention (Veerman & van Yperen 2007).

The Ungsinn classification structure
Classifying evidence levels
Like the Dutch database, Ungsinn employs a model with four levels of evidence. These levels are:
Evidence level 1: Potential effective intervention
The elements of the intervention are described in details with aims, target group, methods
and materials.
Evidence level 2: Probable effective intervention
This evidence level assumes that there is a sensible and plausible rationale for the
intervention’s success. In addition to the level 1 descriptions, level 2 also includes a theory
that sets out the probable effect vis-à-vis aims and target groups.
Evidence level 3: Functional effective intervention
At this level of evidence it has been demonstrated that the intervention leads to desirable
changes in the target group. In addition to the descriptions for levels 1 and 2 it also includes
systematic evaluations carried out in Norway.
Evidence level 4: Documented effective intervention
At this level there is strong evidence that the results shown in the evaluation are an effect
of the intervention and not of any other factors. In addition to descriptions and research
results available for levels 1, 2 and 3, level 4 also includes research of a design that makes it
probable that the results were caused by the intervention.

Classifying degrees of documentation
The classification degrees have been divided into three levels. Classification starts at evidence
level 3 (functional effective intervention). The degree of documentation is linked to research
methods and displayed as stars ranging from  (simple pre and post measurements) to
 (RCT or series with n=1 design). This informs the practitioner in a straightforward
way what evaluation methods have been used and the certainty with which the effectiveness
of the intervention has been documented.

Describing levels of evidence and classifying
the degree of documentation of the
interventions
Evidence level 1: Potential effective intervention
If an intervention is “potential effective”, its aims and target groups have been described. It
must also include a clear description of methods, techniques and materials. A number of
research methods can be used to determine which components an intervention contains,
such as interviews, text analysis, descriptions, observation analyses, qualitative studies and
case studies. This type of research can help practitioners and managers gain an overview
of the intervention and the elements it contains. From a research perspective this type
of descriptive evidence will be essential in order to progress with research that aims to
understand the rationale of the intervention and to identify any effects. In The Netherlands
attempts have been made to describe more than an estimated 1,500 interventions in
so-called intervention units or intervention modules in a manner that meets the criteria
for evidence level 1. (Veerman & van Yperen, 2007). There is reason to believe that a
large number of interventions can also be described in Norway. Practitioners are carrying
out interventions with which they have good experiences but which have either not yet
been described or which have not been recorded in the format described above. If these
interventions can be described it would represent a huge increase in the amount of evidence
for interventions that are taking place in practice while also forming a solid basis for future
research. Interventions at this level are described as potential effective interventions.
Evidence level 2: Probable effective intervention
Evidence level 2 goes slightly further than a potential effective intervention (evidence level 1) in
that it includes a sensible and plausible rationale for the intervention’s success. A theory must
be presented that describes the effectiveness of the intervention vis-à-vis its aims and target
groups. Such a theory may be a commonly recognised theory on the reason behind the first
occurrence of a psychological health problem, such as the theory that learned helplessness
can lead to depression. There may also be theoretical knowledge based on the study of
literature or expert statements confirming or strengthening knowledge that already exists as
“tacit” knowledge amongst professionals. An example is The Research Council of Norway’s
expert opinion on the effects of the psycho-social treatment of children and adolescents
with behavioural problems that led to the import and implementation of more psycho-social
measures for children and adolescents with behavioural problems. That an intervention is
effective may also be shown by presenting simple n=1 studies (studying one subject at a
time) using few subjects.
When only overseas studies of the intervention are available or when only international
research is taken into account, the intervention will be assigned to this evidence level. This
way we wish to make it clear that we are not satisfied with international research alone but
want to encourage Norwegian research.

A plausible theory will help the practitioner identify reasons why the intervention may be
effective on a particular patient. Level 2 is an essential platform for making progress with the
development model for evidence-based knowledge. A plausible theoretical rationale provides
guidance on the type of effects that can be expected in the various target groups and
identifies mechanisms that can spark change. If there is no evidence that the intervention is
effective, a plausible theoretical rationale can convince decision-makers to allocate resources
to trying out that method. Interventions at this level will be described as probable effective
interventions.
Evidence level 3: Functional effective intervention
Functional effective interventions meet all the criteria described for levels 1 and 2 (detailed
descriptions of the intervention along with a plausible theoretical rationale). Interventions
at this level also include a systematic evaluation showing that the desired changes can be
achieved in the target group. This means that by carrying out the intervention the targets
have been reached, the problems reduced, and the target persons are satisfied. There are
numerous ways of carrying out such evaluations. Some will be user satisfaction surveys, pre
and post measurements and other target achievement surveys such as a fall in the number
of readmissions, for example. These evaluations show that progress has been made since
the intervention was launched and that progress has been positive. Such evaluations can be
used to improve the quality of services offered by the organisation.
This evidence level allows for improvements to the design by establishing some form of
benchmark for the achievement of targets (the start of the classification levels). A benchmark
study may involve comparing the average results of the chosen intervention with results from
a randomised controlled trial showing a significantly better effect for a similar intervention into
the same psychological health problem. If the average result of the intervention is higher than
for the control group in the RCT, it is an important indication that the intervention is effective.
A norm reference test involves comparing the results of the intervention with a norm, e.g. that
a given proportion of the patients are satisfied (95%), that 90% of the patients achieved the
target of the treatment or that 80% of patients achieved an average score when measured
by a standardised instrument. In theory of change studies the effect of a particular treatment
module can be studied by using correlation studies. Dose response studies determine
the number of treatment sessions (dose) required to achieve the desired effect. Quasiexperimental designs test the effect of an intervention by making comparisons with a placebo,
comparative group or waiting list control group. These groups do not necessarily have to be
randomised. At this level of evidence we also find series of n=1 studies or multiple baseline
studies. Single subject designs (n=1) imply that the subject undergoes thorough observation
in respect of important targets before the intervention is carried out (baseline) and that the
observations continue after the intervention has begun.

These designs provide practitioners with systematic feedback on the effects of the
intervention, both in terms of the individual concerned and at group level, while making it
possible to systematically monitor the intervention as well as any modifications of it. However,
these designs cannot prove that the effects have been caused primarily by the intervention.
The documentation of reasons and context assumes that other possible reasons for the
change have been eliminated or checked for. Level 3 designs still give the researcher a
strong indication that the intervention influences the result in such a way that there is
temporary evidence of effectiveness. This is particularly true if a level 3 design is repeated
under several different conditions and replicated by several groups of researchers.
Level 3 interventions must have a
clear implementation strategy
taking into account the
structure and resources
of the administering
organisation.

Functional effective interventions are classified according to their degree of documentation
as ,  or , depending on the research method. Simple pre and post measuring will
be classified as , for example. If the intervention has also been evaluated by a benchmark
study or theory of change study, the classification  is given. Classification  is given
to quasi-experimental control group designs with follow-up measuring after six months or
series with n=1 and multiple baseline designs.
Evidence level 4: Documented effective intervention
Evidence level 4 interventions meet the criteria for evidence level 1 (description), level 2
(theoretical rationale) and level 3 (demonstrating that the intervention leads to the desired
result). For an intervention to be deemed as having been documented to be effective, a
research design is required that makes it probable that the result of an intervention was
indeed caused by the intervention. Three designs meet this criterion. In randomised
controlled trials (RCT) the method used to select subjects for the control groups ensures
that the groups are comparable with regards to important variables. This ensures a high
level of internal validity. Interrupted time series analyses measure a series of data points
interrupted by one or more interventions (so-called A-B, ABA, ABC designs in which A is the
baseline and B, C etc represent various interventions). If systematic changes are identified in
the readings as a result of interventions in a large series of n=1 studies (a minimum of nine
subjects), this is strong proof that it is the intervention that is causing the results and can thus,
as a measure of effectiveness, be compared with an RCT design. Interrupted time series
designs can also be a useful supplement when time series studies are carried out on groups
of individuals such as a school class, for example. Longitudinal cohort studies mean that a
cohort (e.g. children of a specific age group) constitutes the control conditions for another
cohort in the same age group at a later date.
Studies carried out under specially designed conditions (efficacy studies) are carried out in a
university context with specially trained therapists and a client panel with “clean diagnoses”,
often recruited by advertising or by active, selective recruitment of the researchers. It
is usually the programme developers who carry out efficacy studies as an initial test to
determine whether the results were caused by the intervention. This means the external
validity is low (generalisability). The effectiveness level of level 4 increases considerably when
the study is carried out under natural conditions by independent researchers, thus raising
the external validity. This implies that the research takes place in an ordinary clinic or other
place of practice (normal access to resources) with a representative client panel (with normal
comorbidity) and that the intervention is carried out by the clinic’s regular practitioners. The
practitioners will benefit from evidence level 4 evaluations as they try to gain an understanding
of which interventions are effective on which client groups. This type of knowledge can help
adapt the intervention to the client’s characteristics. For the researcher, level 4 evaluations are
necessary in order to validate the theoretical basis of the intervention and thus contribute to

increased general knowledge of the mechanisms behind the therapeutic effects.
Documented effective interventions will be given the classifications  or .
RCT (efficacy) studies, interrupted time series designs and consecutive evaluations of the
implementation process will be given the classification . If the study has also been
replicated by at least one independent researcher under natural conditions (efficiency study)
the intervention is classified as .

Desired additional qualities of the evaluation
Interventions on level 4 with a  degree of documentation meet all the criteria for
levels 1 to 4. This means that they have been well described (1), have a plausible theory (2),
have demonstrated that the intervention leads to the targets being reached (3), and they have
documented that the results are caused by the intervention (4), including the replication by
at least one independent researcher under natural conditions. Despite an evaluation being
carried out to this high standard, further research into the intervention is desirable in order to
provide us with more knowledge of the validity of the intervention. There are also benefits to
be gained from obtaining further knowledge about the consequences of the implementation
of the intervention in a given environment. It is therefore desirable, but not necessary, that
the following questions be answered by way of research: What are the long-term effects of
the intervention (more than one year)? What are the benefits of the intervention in relation
to its costs (cost-benefit analysis)? Is there a lower instance of the mental health problem in
question after the long-term use of the intervention (after 5–10 years, for example)? Is the
intervention sustained over time with a high level of integrity and quality (programme fidelity)?
Are there particular elements of the intervention that are critical to obtaining an optimal effect
(analysis of elements)? Has the implementation of the intervention had any effect on the
organisation’s working methods, organisation and use of resources (qualitative analyses)? Is
the evaluation of the intervention included in meta analyses, thus comparing its effects with
effect readings of other interventions?
Additional evaluations of this type strengthen the validity of the intervention and are explicitly
described in the database as part of the evaluation criteria for the quality classification.

Knowledge-based and research-based
practice
Interventions at evidence levels 1 and 2 would probably represent what is called knowledgebased practice, while level 3 interventions would probably be referred to as research-based
practice. With the launch of Ungsinn, however, we would like to prove that evidence can be
obtained at a number of different levels and through a number of different research methods.
We have therefore opted to call interventions at evidence levels 1 and 2 interventions with
evidence, thus not reserving evidence-based interventions for evidence level 4 with a 5-star

degree of documentation. In our opinion, such limitations sidetrack the evidence debate and
create unnecessary divisions amongst mental health professionals. Through its structure,
Ungsinn seeks to visualise both the complexity of high level research and the manageability of
carrying out evaluations using simpler methods and designs, thus prompting interventions at
a higher evidence level.

Interventions with negative effects
Ungsinn also operates with the category “Negative effect” because evaluations are
occasionally published which – at a high evidence level – show that some interventions
have a negative effect on the main target. Demands from practitioners that journals to a
greater extent permit the publication of 0-effect studies and studies with negative effects
suggest that we may see an increasing publication rate of such studies. The use in practice
of interventions with a proven negative effect is a serious ethical problem. Interventions in
this category must be supported by research corresponding to quality classification  at
evidence level 3 (quasi-experimental control group design with a 6-month follow-up).

Table 1. Levels of evidence and their criteria for inclusion

Levels of evidence Types of evidence
4. Documented
effective intervention

As in level 1, 2 and 3, but
it is reliable evidence that
the effects is caused by the
intervention

Research methods

3. Functional
effective intervention

As in level 1 and 2 but has
demonstrated desirable
effects

Quasi-experiments with control groups,
theory of change, reference studies, normstudies. Pre- and post intervention measurements, multiple baseline design, series of
n=1 studies.

2. Probable
effective intervention

As in level 1 but the
intervention has a
mainstream theoretical
foundation

Reviews, literature analysis, expert reports,
simple n=1 with few subjects. Based on
international research only.

1. Potentially
effective intervention

Explicit description of the
intervention (goal, target
group, methods, materials)

Descriptive studies, observations, document
analyses,interviews, qualitative studies,
casuistics

Randomized control trials (efficacy and
efficiency studies). Disrupted time series
designs. Desirable additional studies.

Table 2. Degree of documentation and their research requirements

Degree of
documentation

Research methods

Desirable additional research
within degree of documentation 5




Randomized control trials (RCT)
under natural conditions (efficiency
studies). Replicated by at least one
independent research group. One
year follow up.

Long time follow up >3 years,
cost-effect analysis, incidence
analysis, “program fidelity” research,
element analysis, qualitative studies,
organisation analysis, meta-analysis



RCT efficacy studies. Disrupted
time serie analysis with one year
follow up.



Quasi-experiments with control
groups and six month follow up.



Reference studies, theory of change,
normstudies.



Simple pre- and post treatment
measures, series of n=1 studies
(multiple baseline).

Table 3. “Ungsinn” classification system

Levels of evidence

Research methods

Degree of
documentation

4. Documented
effective intervention

RCT under natural conditions (efficiency studies)
replicated by at least one independent research
group and one year follow up. Desirable additional research.



RCT effectiveness studies, disrupted time series
studies with one year follow up



Quasi-experiments with control groups



Theory of change studies, reference studies, norm
studies



Simple pre-post intervention measurements, series
of n=1 (multiple baseline)



3. Functional effective
intervention

2. Probable effective
intervention

Reviews, literature analysis, expert reports, simple
n=1 with few subjects based on international
research only

Potential effective
intervention

Descriptive studies, observations, document
analysis, interviews, qualitative studies, casuistics

Procedures for evaluating and presenting
interventions
Describing the interventions
The interventions will be described by one of Ungsinn’s writers using a standardised Ungsinn
format. The administrative unit of the prevention database carries out recruitment and
obtains all basic information from the provider. The provider completes a questionnaire with
basic information about the intervention (target groups, what the intervention is intended
to prevent, theoretical basis, published documentation, agency etc) and produces relevant
materials (intervention description, any manuals, user materials etc). The Ungsinn writer will
use the submitted material as the basis for his description but may also seek information
through other channels. It is the provider’s responsibility to submit written information,

manuals, materials and other available documentation to Ungsinn and to be available
throughout the description and evaluation process. Once the Ungsinn writer has produced
a draft description the provider will be invited to quality assure it before it is published to the
database. This way there is a balance between the provider and Ungsinn’s influence on the
presentation of the intervention. Ungsinn remains ultimately responsible for the description.
Classifying the interventions
The classification and evaluation of the interventions are carried out by the Ungsinn panel. The
panel comprises four Ungsinn writers, one representative from the local council, one local authority
practitioner and one representative from the specialist health service. The Ungsinn panel carries
out the classification and evaluation at a joint meeting. It will hold 3–4 meetings every year. The
Ungsinn writer who described the intervention prepares that particular case for the Ungsinn panel.
The qualifications and integrity of Ungsinn writers
Ungsinn writers are highly trained and qualified professionals. Their qualifications include
knowledge of preventive practice in mental health, research qualifications and theoretical
qualifications relevant to the field. Some of the writers are also experienced in implementing
health-promoting or preventive measures.
The editor will allocate interventions to be described in Ungsinn to the writer with the most
knowledge about the issue in question. For reasons of impartiality an intervention may not
be described by the provider or by a writer who has been involved in the evaluation of the
intervention in question. The provider will be notified of the identity of the writer and may, in
special circumstances, request that a different writer be assigned.
Dialogue and advice during the writing process
The dialogue between provider and writer during the writing process is also meant to be of an
advisory nature for the provider if he so wishes. The writer may act as a discussion partner on
the improvement of descriptions or further evaluations of the interventions.
Updating Ungsinn
Every year Ungsinn will invite all providers who have interventions listed in the database
to submit any revisions and evaluations of their interventions with an aim to upgrade the
database. Programme developers may also apply for an upgrade on their own accord.
The official launch of ungsinn.uit.no
Ungsinn will be officially launched during the RBUP Nord regional conference in Tromsø 6–8
October 2008. The launch will be accompanied by a conference dedicated to evidencebased preventive and health-promoting interventions in the mental health of children and
adolescents. At the time of launch the database will contain a limited number of evaluated
and classified interventions, but we aim to add 20–24 new interventions annually.
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