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A B S T R A C T

Background

There is controversy as to whether compulsory community treatment for people with severe mental illnesses reduces health service use,

or improves clinical outcome and social functioning. Given the widespread use of such powers it is important to assess the effects of

this type of legislation.

Objectives

To examine the clinical and cost effectiveness of compulsory community treatment for people with severe mental illness.

Search strategy

We undertook searches of the Cochrane Schizophrenia Group Register to 2003 and Science Citation Index. We obtained all references

of identified studies and contacted authors of each included study.

Selection criteria

All relevant randomised controlled clinical trials of compulsory community treatment compared with standard care for people with

severe mental illness.

Data collection and analysis

We reliably selected and quality assessed studies and extracted data. For binary outcomes, we calculated a fixed effects risk ratio (RR),

its 95% confidence interval (CI) and, where possible, the weighted number needed to treat/harm statistic (NNT/H).

Main results

We identified two randomised clinical trials (total n=416) of court-ordered ’Outpatient Commitment’ (OPC) from the USA. We found

little evidence to indicate that compulsory community treatment was effective in any of the main outcome indices: health service use

(2 RCTs, n=416, RR readmission to hospital by 11-12 months 0.98 CI 0.79 to 1.2), social functioning (2 RCTs, n=416, RR outcome

’arrested at least once by 11-12 months’ 0.97 CI 0.62 to 1.52), mental state, quality of life (2 RCTs, n=416, RR homelessness 0.67 CI

0.39 to 1.15) or satisfaction with care (2 RCTs, n=416, RR perceived coercion 1.36 CI 0.97 to 1.89). However, risk of victimisation

may decrease with OPC (1 RCT, n=264, RR 0.5 CI 0.31 to 0.8, NNT 6 CI 6 to 6.5). In terms of numbers needed to treat, it would

take 85 OPC orders to prevent one readmission, 27 to prevent one episode of homelessness and 238 to prevent one arrest.

Authors’ conclusions

Based on current evidence, community treatment orders may not be an effective alternative to standard care. It appears that compulsory

community treatment results in no significant difference in service use, social functioning or quality of life compared with standard

care. There is currently no evidence of cost effectiveness. People receiving compulsory community treatment were, however, less likely

to be victim of violent or non-violent crime. It is, nevertheless, difficult to conceive of another group in society that would be subject
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to measures that curtail the freedom of 85 people to avoid one admission to hospital or of 238 to avoid one arrest. We urgently require

further, good quality randomised controlled studies to consolidate findings and establish whether it is the intensity of treatment in

compulsory community treatment or its compulsory nature that affects outcome. Evaluation of a wide range of outcomes should be

included if this type of legislation is introduced.

S Y N O P S I S

The evidence found in this review suggests that compulsory community treatment may not be an effective alternative to standard care.

We examined the effectiveness of compulsory community treatment for people with severe mental illness through a systematic review

of all relevant randomised controlled clinical trials. Only two relevant trials were found and these provided little evidence of efficacy on

any outcomes such as health service use, social functioning, mental state, quality of life or satisfaction with care. No data were available

for cost and unclear presentation of data made it impossible to assess the effect on mental state and most aspects of satisfaction with

care. In terms of numbers needed to treat, it would take 85 outpatient commitment orders to prevent one readmission, 27 to prevent

one episode of homelessness and 238 to prevent one arrest.

B A C K G R O U N D

Enforced treatment for people with severe mental disorders in

the community is used in many countries, including Australia,

Israel, New Zealand, the United Kingdom and the United States

(Wilk 1988, Torrey 1995, McIvor 1998, Kanter 1995). In the

USA more than half the states have some form of compulsory

community treatment (Torrey 1995) and in Australasia similar

provisions exist in the states of New South Wales, Victoria and

Western Australia and also in New Zealand (Torrey 1995, Ded-

man 1990, Mulvany 1993). Initiatives in the United Kingdom

have included extended leave for patients leaving hospital and

a ’supervision register’ (Holloway 1996, Sensky 1991). A recent

policy document for England and Wales, ’Reforming the Mental

Health Act’ outlining proposed legislation examines provisions for

compulsory treatment in the community, although there will still

be no powers to give medication forcibly outside a clinical setting

(Dept of Health 2000).

Supporters of this approach suggest that it is less restrictive to com-

pulsorily treat someone in the community than to subject them to

repeated hospital admissions (Pinfold 2001). They also argue that

it is effective in bringing stability to the lives of people with severe

mental illness (O’Reilly 2001). Opponents of compulsory com-

munity treatment fear treatment and support will be replaced by

a greater emphasis on control, restraint and threat (Pinfold 2001).

They argue that compulsion may be used as an alternative to inten-

sive case management or assertive community treatment, which

may be all that is needed (Swartz 1995). Compulsory commu-

nity treatment may also adversely effect the therapeutic alliance

between health care professionals and patients and drive people

with severe mental illnesses away from services (Pinfold 2001),

although the limited data to date do not suggest that this has

happened (O’Reilly 2001).

The range of different interventions and ways of reporting fre-

quency of use make it difficult to estimate how often compulsory

community treatment is used. The situation is complicated by the

fact that in some jurisdictions, different forms of community treat-

ment such as extended release and involuntary outpatient treat-

ment exist in parallel. The available information indicated that

these interventions are used sparingly. Canadian and Australian

studies of community treatment orders suggest a prevalence of 5 to

15 per 100,000 of the general population (O’Reilly 2000, Preston

2002). In the United States, involuntary outpatient treatment was

used in approximately 3 per 100,000 of the general population,

9.8% of new outpatient admissions and 7.1% of continuing out-

patients (Ridgely 2001). However, use of involuntary outpatient

treatment does vary. Survey data from respondents in 13 states

and the District of Columbia indicated they used it commonly or

very commonly, while in a further 21 States, use was rare or very

rare. Some of this variation may be explained the use of alterative

provisions such as extended release (Torrey 1995).

Studies indicating limited but improved outcomes in terms of

readmission to hospital, length of stay, and adherence to treat-

ment have often not controlled for selection bias, variations in

treatment, and differing criteria for compulsory treatment in the

community (McIvor 1998). In South Carolina duration of psy-

chosis was an important determining factor for compulsory treat-

ment in the community (Schied-Cook 1987). In England and

Wales, extended leave has been used as a proxy for compulsory

treatment in the community and researchers have identified both

recent dangerousness and non-adherence as determining factors

for being placed on this provision (Sensky 1991). Community

treatment orders in New South Wales are mostly used for un-

married men with schizophrenia (Vaughan 2000). Involuntary

outpatient treatment in many American states does not include

the power to give medication forcibly in a community setting,
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but community treatment orders in Australasia do. In addition,

studies often do not include a control group to take into account

the possibility that participants were recruited when particularly

disturbed and that subsequent reductions in hospital use may be

due to other factors. In one study with a control group of patients

not subject to a compulsory treatment order, the control group

showed a similar reduction in time in hospital (Bursten 1986).

In England and Wales the extended leave provision of the Men-

tal Health Act has been evaluated as a proxy for the community

treatment order, although it does not cover compulsory treatment

in the community. One group of researchers found that extended

leave improved adherence, reduced time spent in hospital, and

reduced levels of dangerousness (Sensky 1991). The introduction

of supervised discharge meant that a patient could be conveyed to

a designated location for medical treatment, occupation, or train-

ing but was still not obliged to accept treatment; this legislative

measure has never been formally evaluated.

Even when studies have used controls, it is difficult to know

whether to attribute the health gain to the order or to non-specific

effects of increased contact with healthcare professionals (Torrey

1995, Geller 1998, Swartz 1995, Swartz 1999b). A research group

found that although patients who received prolonged involuntary

community treatment had reduced hospital readmissions and bed

days, it was difficult to separate out how much of the improve-

ment was due to compulsory treatment and how much to intensive

community management (Swartz 1999b). In the case of non-ran-

domised designs, a further difficulty is ensuring that the control

group is as severely ill as the group placed on a community treat-

ment order (Vaughan 2000).

In summary, it remains unclear whether compulsory community

treatment can improve patient outcome or reduce health service

use. Given the widespread use of such powers in Australasia, Israel,

North America and England and Wales it is important to assess

the benefit and potential harms of this type of legislation.

O B J E C T I V E S

To examine the clinical effects and cost effectiveness of compulsory

community treatment for people with severe mental illness, in

terms of patient outcome or health service use.

C R I T E R I A F O R C O N S I D E R I N G

S T U D I E S F O R T H I S R E V I E W

Types of studies

Randomised controlled trials. Whilst randomised studies remain

the least biased method of evaluating effects of all types of in-

tervention, there are certain situations where conventional ran-

domised studies might be inappropriate, difficult or impossible

to conduct (Gilbody 2002). For example, questions relating to

health policy and the organisation and delivery of care for people

with serious mental disorder might require the randomisation of

clinical teams, hospitals, geographical areas or even whole health-

care systems. Adapting the randomised study to these situations

involves the conduct of ’clustered randomised trials’. There are

specific issues regarding the appropriate conduct and analysis of

such studies, particularly the statistical implications of the similar-

ity between individuals in clusters (Gilbody 2002). Where mental

health policy - particularly legislative mental health policy - is im-

plemented at a national level, then randomisation within a country

is very difficult to achieve. Similarly, if clusters are so large (e.g.

whole healthcare systems) then it might be impossible on a prac-

tical level to generate or recruit sufficient numbers of clusters to

conduct a sufficiently powered or well-balanced randomised trial.

Non-randomised designs are used to evaluate such interventions.

The Cochrane Effective Practice and Organisational Change

(EPOC) group suggests that non-randomised controlled clinical

trials (CCTs), controlled before and after (CBA) studies and in-

terrupted time series analyses (ITS) should be considered in the

absence of randomised evidence (Bero 1998). There is currently a

Cochrane Non-Randomised Studies Methods Group (NRSMG)

that is seeking to publish guidelines on the use of non-randomised

data in Cochrane reviews (Bero 1998). In the interim, non-ran-

domised studies will only be included in reviews in cases where

randomised studies are impossible to conduct. The inclusion of

non-randomised data should be clearly justified within a review

and in collaboration with the reviewers contact editor.

This review is restricted to randomised controlled trials (RCTs) in

order to minimise bias by controlling for unknown or unmeasured

confounders. We did not include quasi-randomised trials. A future

review will consider controlled clinical trials (CCTs), controlled

before and after studies (CBAs) and interrupted time series (ITS)

designs.

Types of participants

We included adults with severe mental illnesses (mainly

schizophrenia and schizophrenia-like disorders, bipolar disorder,

or depression with psychotic features), however diagnosed, who

were managed in a community setting. Substance abuse was not

considered to be a severe mental disorder in its own right. However

studies were eligible if they dealt with people with both diagnoses,

i.e. people with severe mental illness plus substance abuse.

Types of intervention

1. Compulsory community treatment

For an intervention to be accepted as compulsory community

treatment it must be described in the trial using the following

terms: community treatment order, involuntary outpatient treat-

ment, involuntary outpatient commitment, extended leave, ex-

tended release or supervised discharge.
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Extended leave provisions or supervised discharge are applied at

the time of discharge from compulsory in-patient treatment. They

are used in Canada (Gray 2001), Great Britain (Sensky 1991) and

New Hampshire, USA (Torrey 1995). They give mental health

professionals the right to return a patient to hospital against their

wishes if they do not comply with treatment.

Community treatment orders are used in Australia (Vaughan

2000) and Canada (Gray 2001) and give mental health profes-

sionals the right to place an individual on an order, whether they

are in hospital or not. This is in contrast to extended leave or su-

pervised discharge, which only applies to patients who are being

discharged from inpatient care (Gray 2001). Community treat-

ment orders are designed to divert people from possibly having to

be admitted as inpatients. In addition, unlike leave, the individual

may not have to meet the same criteria for treatment as an inpa-

tient (Gray 2001). In Australia, it can include the power to force

medication in the community (Preston 2002). Involuntary outpa-

tient treatment or commitment is the preferred term in the United

States and covers court-ordered community treatment (O’Reilly

2001). In this case, a judge, not a health care professional decides

on the appropriateness of the order.

2. Standard care

The care that a person would normally receive had they not been

included in the research trial as long as it did not involve compul-

sory community treatment in any form.

Types of outcome measures

We classified the outcome measures under two categories: health

service outcomes and patient level outcomes (dichotomous out-

comes are at the top of each list). Primary outcomes of interest

(“*”) included inpatient service use (bed days and admissions),

outpatient service use, and forensic contacts (trouble with police,

arrests).

A. Health service outcomes

1. Health service contact and utilisation

1.1 Admission to hospital*

1.2 Mean days spent in hospital per month*

1.3 Remaining in contact with psychiatric services - leaving the

study early

B. Patient level outcomes

2. Social functioning

2.1 General

2.2 Specific - imprisonment, police contact and arrests*

2.3 Specific - employment

2.4 Specific - accommodation status

3. Mental state

3.1 General

3.2 Specific - psychopathology

4. Quality of life

4.1 General

4.2 Self esteem

5. Satisfaction

5.1 Number of needs for care

5.2 Patient satisfaction

5.3 Carer satisfaction

5.4 Perceived coercion

We did not plan to report highly specific outcomes (such as, for

example, ’sense of safety’) because multiple testing of sub-compo-

nents of outcome scales carries a risk of type I errors (finding a

difference when none was present). Outcomes relating to the pro-

cess of the interventions themselves, such as number of out-patient

visits, were not reported (Wagner 2003). We did not consider loss

to follow up for study purposes to be the same as loss to follow up

to clinical services, as consent to treatment is not necessarily the

same as consent to participate in a study.

In the original protocol for this study we stated we would group

outcomes into short term (within 12 weeks of the start of ther-

apy), medium term (between 13 to 24 weeks after the beginning

of therapy), and long-term (more than 24 weeks after the start of

therapy). As only Swartz 1999 papers reported the results of in-

termediate periods of follow-up at one and five months, we have

only used outcomes at 11 to 12 month follow-up to allow for

comparison with the 11 month outcomes of Steadman 2001.

S E A R C H S T R A T E G Y F O R

I D E N T I F I C A T I O N O F S T U D I E S

See: Schizophrenia Group search strategy

See: Cochrane Schizophrenia Group search strategy

We used the following strategies without language restriction.

1. Electronic searching

1.1 Cochrane Schizophrenia Group’s Register (May 2003): we

searched using the phrase:

[((community* AND treatment* AND order*) OR (involuntary*

AND outpatient* AND treatment*) OR (involuntary* AND

outpatient* AND commitment*) OR (extended* AND leave*)

in Title or (*community* AND *treatment* AND *order*)

OR (*involuntary* AND *outpatient* AND *treatment*) OR

(*involuntary* AND *outpatient* AND *commitment*) OR

(*extended* AND *leave*) or (*supervised* AND *discharge*)

in title, abstract, index terms of REFERENCE] or Involuntary

Commitment in intervention of STUDY)]

The Schizophrenia Groups trials register is based on regular

searches of BIOSIS Inside; CENTRAL; CINAHL; EMBASE;

MEDLINE and PsycINFO; the hand searching of relevant

journals and conference proceedings, and searches of several key

grey literature sources. A full description is given in the Group’s

module
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1.2. Cochrane Library (Issue 2 2003): we searched using the

phrase:

[(exp Commitment of Mentally Ill/ or (community NEAR

treatment NEAR order) or (involuntary NEAR outpatient

NEAR treatment) or (involuntary NEAR outpatient NEAR

commitment) or (extended NEAR leave) or (supervised NEAR

discharge)]

1.3 BIOSIS (1985 to July 2003): we searched using the phrase:

[(Commitment AND Mentally AND Ill or (extended AND

leave) or (community AND treatment AND order) or

(involuntary AND outpatient AND treatment) or (involuntary

AND outpatient AND commitment) or (extended AND leave)

or (supervised AND discharge) or (mandatory AND programs))]

1.4 CINAHL (1982 to July 2003): we searched using the

Cochrane Schizophrenia Group’s phrase for randomised

controlled trials combined with:

[(exp Involuntary Commitment/ or exp Hospitalization/ or

(extended adj1 leave) or (community adj2 treatment adj2 order)

or exp “NONCOMPLIANCE (NANDA)”/ or (involuntary adj3

outpatient adj3 treatment) or (involuntary adj3 outpatient adj3

commitment) or (supervised adj2 discharge) or (mandatory adj3

programs) or (extended adj3 leave))

1.5 EMBASE (1980 to July 2003): we searched using the

Cochrane Schizophrenia Group’s phrase for randomised

controlled trials combined with:

[(exp Commitment of Mentally Ill/ or (extended adj1 leave) or

(community adj2 treatment adj2 order) or (involuntary adj3

outpatient adj3 treatment) or (involuntary adj3 outpatient

adj3 commitment) or (extended adj3 leave) or (supervised adj2

discharge) or (mandatory adj3 programs))

1.6. MEDLINE (1966 to July 2003): we searched using

the Cochrane Schizophrenia Group’s phrase for randomised

controlled trials combined with:

[(exp Commitment of Mentally Ill/ or jurisprudence/ or exp

mandatory programs/ or (extended adj1 leave) or (community

adj2 treatment adj2 order) or (involuntary adj3 outpatient adj3

treatment) or (involuntary adj3 outpatient adj3 commitment) or

(extended adj leave) or (extended adj3 leave) or (supervised adj2

discharge))

1.7. PsycINFO (1872 to July 2003): we searched using the

Cochrane Schizophrenia Group’s phrase for randomised

controlled trials combined with:

[(exp outpatient commitment/ or exp Legal Processes/ or exp

“Commitment (Psychiatric)”/ or exp Psychiatric Hospitalization/

or exp Laws/ or exp Involuntary Treatment/ or (community

adj2 treatment adj2 order) or (involuntary adj3 outpatient adj3

treatment) or (involuntary adj3 outpatient adj3 commitment)

or (extended adj3 leave) or (supervised adj2 discharge) or

(mandatory adj3 programs))]

1.8 SCISEARCH - Science Citation Index: we sought each of

the included studies as a citation on the SCISEARCH database.

We then inspected reports of articles that had cited these studies

to identify further trials.

1.9 Google - Internet search engine (July 2003)

We searched the Internet to identify any relevant publications

using the following terms:

community treatment order, involuntary outpatient treatment,

involuntary outpatient commitment, extended leave, extended

release or supervised discharge.

2. Reference searching

We also inspected the references of all identified studies

(including those rejected from the review) for more studies.

3. Personal contact

We contacted the first author of each included study and known

experts who had published reviews in the field for information

regarding unpublished trials and extra data on the published

trials.

M E T H O D S O F T H E R E V I E W

1. Selection of trials

Two reviewers (SK, LAC) independently inspected the citations

identified from the search. They identified potentially relevant

abstracts, ordered full papers and reassessed these for inclusion

and methodological quality. They discussed and reported any

disagreement. Where the two reviewers disagreed about the

inclusion of a study, these were resolved by consensus, and

consultation with a third reviewer (NP) if a dispute could not

be resolved. Where resolution was not possible the author was

contacted to obtain more information and clarification. In order

to restrict selection bias, we printed out a list of all titles and

abstracts excluding the author’s names, institutions, and journal

titles. The article was rejected if the title and abstract contained

sufficient information to determine that the article did not meet

the inclusion criteria. We kept a record of all rejected papers and

the reasons for rejection.

2. Assessment of quality

Each reviewer, again, working independently, assigned trials to

three quality categories as described in the Cochrane Collaboration

Handbook (Clarke 2002, Table 01, Table 02, Table 03). When

disputes arose as to which category a trial was allocated, we

attempted resolution by discussion. When this was not possible,

and further information was necessary, data were not entered into

the analyses and we assigned the study to the list of those awaiting

assessment. All non-randomised studies were retained for inclusion

in the companion non-randomised study review.

5Compulsory community and involuntary outpatient treatment for people with severe mental disorders (Review)

Copyright ©2005 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd



3. Data management

3.1 Data extraction

SK and LAC independently undertook data extraction. We

discussed any disagreement, documented decisions and, where

necessary, we contacted the authors of the studies to help resolve

the issue.

3.2 Losses to follow up, and intention to treat analysis

Reports of trials should give an adequate description of the

loss of participants in terms of the number of withdrawals,

dropouts, and protocol deviations. We conducted an intention

to treat analysis, including all those who were randomised to

either compulsory community treatment or control, regardless

of subsequent disposition. In the protocol (Kisely 2004), we

proposed to exclude studies in which more than 35% of those

originally randomised had been lost to follow-up. However, the

New York study (Steadman 2001) reported attrition rates of

approximately 45% for 11-month outcomes. As we were only

able to identify two randomised controlled trials, we decided to

subject this high attrition study to a sensitivity analysis. If we found

that inclusion of this data resulted in a substantive change in the

estimate of effect, we would not add them to results from Swartz

1999, but present them separately.

4. Data analysis

4.1 Binary data

For binary outcomes we calculated a standard estimation of the

fixed effects risk ratio (RR) and its 95% confidence interval (CI) as

well as the number needed to treat/harm statistic (NNT/H). We

calculated numbers needed to treat (NNT) using the methodology

of Cook (Cook 1995) for the results that were not significant.

If statistically significant we took into account the event rate in

the control group (Bandolier 1995). If we found heterogeneity

(see section 5), then a decision was made about whether a

quantitative synthesis (meta-analysis) was the appropriate method

of summarising this body of research and used a random effects

model.

4.2 Continuous data

4.2.1 Skewed data: continuous data on clinical and social

outcomes are often not normally distributed. To avoid the pitfall

of applying parametric tests to non-parametric data we applied

the following standards to all data before inclusion: (a) standard

deviations and means were reported in the paper or were obtainable

from the authors; (b) when a scale started from a finite number

(such as zero), the standard deviation, when multiplied by two,

was less than the mean (as otherwise the mean was unlikely to be

an appropriate measure of the centre of the distribution - Altman

1996). Endpoint scores on scales often have a finite start and end

and this rule may be applied to them.

4.2.2 Summary statistic: for continuous outcomes we estimated

a weighted mean difference (WMD) between groups. Again, if

we found heterogeneity (see section 5), then we made a decision

about whether a quantitative synthesis (meta-analysis) was the

appropriate method of summarising this body of research and

used a random effects model.

4.2.3 Valid scales: we included continuous data from rating scales

only if the measuring instrument had been described in a peer-

reviewed journal and the instrument was either a self report or

completed by an independent rater or relative (not the therapist)

(Marshall 2000).

4.2.4 Cluster trials: We stated in our protocol (Kisely 2004) that we

would account for cluster randomisation in our analysis. However,

both studies identified in our review were randomised by subject,

not by clinician or practice.

5. Test for heterogeneity

Firstly, we considered all the included studies within any

comparison to judge clinical heterogeneity. Then we used visual

inspection of graphs to investigate the possibility of statistical

heterogeneity. We supplemented this using, primarily, the I-

squared statistic. This provides an estimate of the percentage

of variability due to heterogeneity rather than chance alone.

Where the I-squared estimate was greater than or equal to 75%,

we interpreted this as indicating the presence of high levels of

heterogeneity (Higgins 2003). If inconsistency was high, we did

not synthesise data, but presented them separately and investigated

reasons for heterogeneity.

6. Addressing publication bias

In our original protocol (Kisely 2004) we state that data from

all included studies would be entered into a funnel graph (trial

effect against trial size) in an attempt to investigate the likelihood

of overt publication bias (Egger 1997). Because there were never

more than two studies for each outcome, we were unable to use

this technique to investigate publication bias.

7. Sensitivity analyses

In our original protocol we also stated that we would

investigate potential sources of heterogeneity including: i) different

variations of types of intervention (e.g. community treatment

orders, involuntary outpatient treatment, involuntary outpatient

commitment or supervised discharge), and ii) variations in

methodological quality such as intention-to-treat analysis or

adequate descriptions of reasons for dropout (high versus low

methodological quality). Because there were never more than

two studies for each outcome, and all were of court -ordered

compulsory community treatment, we could not undertake such

sensitivity analyses as we had hoped.

8. General

Where possible, reviewers entered data in such a way that the area

to the left of the line of no effect indicated a favourable outcome

for compulsory community treatment.
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D E S C R I P T I O N O F S T U D I E S

See Tables of Excluded Studies and Included studies.

1. Excluded studies

Twenty-seven studies are in the excluded studies table of this re-

view. We excluded 14 as they were not randomised. These reported

the results of a wide range of interventions including extended

leave provisions or supervised discharge (Sensky 1991), commu-

nity treatment orders (Vaughan 2000, Preston 2002) and court

ordered outpatient commitment (Geller 1998, Greeman 1985,

Hiday 1987, Hiday 1989). Five other studies did not have any

control group and we had to exclude a further seven because they

were reviews that either did not contain primary data or were not

reviews of intervention studies. We excluded one randomised trial

(Wagner 2003) as it reported outcomes inherent to the process of

outpatient commitment, namely the number of out-patient visits

for medication review, counselling and case management.

2. Awaiting assessment

No trials await assessment.

3. Ongoing studies

We know of no ongoing studies but would welcome any relevant

information.

4. Included studies

Two studies are included. Both compare a form of compulsory

community treatment known as outpatient commitment (OPC)

with standard community care. Swartz 1999 was based in North

Carolina, USA and Steadman 2001 in New York.

4.1 Length of trials

All papers report a similar follow-up period of up to 12 months.

Only Swartz 1999 reported results of intermediate follow-up at

four and eight months.

4.2 Participants

The two randomised studies involved 416 people. Most partici-

pants suffered from some sort of psychosis, all were over 18 years

of age and about 40% were women. Although people were sig-

nificantly socially impaired, violence was an exclusion criteria for

both studies. Both studies were restricted to people who were being

discharged from hospital into the community. Steadman 2001 in-

volved people who were known not to be compliant with services

once discharged.

4.3 Setting

Both studies were set in outpatient mental health programmes of

the USA.

4.4 Study size

Although the number of studies was low, both trials were quite

large and included more than 150 people per study. However,

ten people in the New York study did not complete baseline as-

sessments after randomisation, leaving 142 in the trial (Steadman

2001). We have conducted an intention to treat (ITT) analysis,

and have therefore used the sample size of 152 for our calculations.

4.5 Interventions and analysis

Both trials used the American OPC (Outpatient Commitment)

form of treatment. This is a court-ordered compulsory treatment

plan for people suffering from severe mental illness who have the

capacity to survive in the community with available supports, a

clinical history indicating a need for treatment to prevent dete-

rioration that would predictably result in dangerousness, and a

mental status that limits or negates their ability to comply volun-

tarily or make informed decisions regarding treatment. Following

a hearing, the court may order compulsory community treatment,

which allows clinicians to request that law officers escort the pa-

tient to a mental health facility for examination, persuasion to

accept treatment, or eventual evaluation for involuntary inpatient

commitment (Swartz 1999). The statute explicitly prohibits forced

medication. The provisions of outpatient commitment were sim-

ilar in both states.

The intervention and control groups in both studies received a

full treatment plan, including case management and outpatient

treatment as clinically indicated.

Swartz 1999 also reported on a non-randomised subgroup of par-

ticipants but only data from the randomised part of the study were

used in this review.

4.6 Outcomes

4.6.1 Missing outcomes

Satisfaction of patients or carers were not reported in any of the

trials. We found no data for costs or mortality rates.

4.6.2 Scales

Only one scale was used by both studies.

MAES: The Modified Admission Experience Survey (Gardner

1993). This is a 15-item true/false survey measuring domains of

perceived coercion, perceived negative pressures, and process ex-

clusion.

M E T H O D O L O G I C A L Q U A L I T Y

1. Randomisation

Steadman 2001, the New York study, did describe randomisation,

using a random number list to identify assignment to either the

intervention or control group. Swartz 1999 did not provide a de-

scription of the randomisation method. Both studies were rated

’B’ (Table 01, Table 02).

2. Blinding at outcome

Both studies controlled for selection bias by using an intention to

treat analysis and used self-report measures for at least some of the

outcomes, which are effectively self-blinding. In the case of other

assessments we rated both studies ’C’ (Table 03).

3. Leaving the study early.
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Reporting on numbers leaving the studies early was unclear. Al-

though mentioned in the text, trialists did not report actual num-

bers from each individual group and because of this we were unable

to assess this outcome.

4. Data reporting

Overall data reporting was poor and confusing. Continuous data

for several outcomes were unusable as no variance was reported.

One study was reported eight times (Swartz 1999) with the differ-

ent papers presenting various aspects of the study with no single

report giving the full picture of numbers of people (i) screened, (ii)

discharged to another facility or home before randomisation, (iii)

deemed unsuitable by the treating team, (iv) not meeting exclu-

sion criteria or (v) lost to follow-up. In addition, the researchers

supplemented this same study by follow-up of an additional non-

randomised group of patients with a recent history of violence,

who had also been placed on OPC. In some instances we found it

difficult to disentangle the results of the randomised trial from the

non-randomised study. In the paper from North Carolina (Swartz

2002), data from randomised and non-randomised studies were

not presented separately. Another only reported percentages rather

than absolute numbers people who had been followed up (Swartz

1999b). We contacted the authors of the paper who kindly con-

firmed that at follow-up there were 114 people in the control

group, 102 in the OPC group and 46 who were not randomised.

Similarly, the authors of the New York study kindly supplied the

additional data for an intention to treat analysis of their paper.

R E S U L T S

1. Search

Our search identified 245 references. We had to obtain 37 papers

for further inspection and excluded 27. Only two trials (ten papers)

met the inclusion criteria of this review.

2. COMPARISON 1. COMPULSORY COMMUNITY TREAT-

MENT vs STANDARD CARE

Attrition rates for Steadman 2001 were 45%. As only two studies

were included in this review it was decided that rather than exclud-

ing data from this study, a sensitivity analysis would be carried out

and if the high attrition data substantially changed the estimate of

effect they would be presented separately. The inclusion of data

from Steadman 2001, however, did not alter the overall effect and

so were added to data from Swartz 1999.

2.1 Health service outcomes - by 11-12 months

2.1.1 Readmission to hospital

Readmission rates were similar. By 11-12 months trials found no

significant difference between groups (2 RCTs, n=416, RR 0.98

CI 0.79 to 1.2). In terms of numbers needed to treat, it would

take 85 OPC orders to prevent one readmission.

2.1.2 Compliance with medication

Similarly, at a one year follow up no difference between groups

was found for the outcome compliance with medication (2 RCTs,

n=416, RR 0.99 CI 0.83 to 1.19) ’

2.2 Patient level outcomes - by 11-12 months

2.2.1 Social functioning: trouble with police

People receiving compulsory community treatment were no more

likely to be arrested than those receiving standard care (2 RCTs,

n=416, RR outcome ’arrested at least once’ 0.97 CI 0.62 to

1.52). Results also showed people allocated compulsory commu-

nity treatment were no more likely to commit a violent act than

those in standard care (2 RCTs, n=416, RR 0.82 CI 0.56 to 1.21).

In terms of numbers needed to treat, it would take 238 OPC

orders to prevent one arrest.

2.2.2 Social functioning: homelessness

Although the results appeared to favour the compulsory commu-

nity treatment group, we found no statistically significant differ-

ence in the risk of being homelessness between groups (2 RCTs,

n=416, RR 0.67 CI 0.39 to 1.15). In terms of numbers needed

to treat, it would take 27 OPC orders to prevent one episode of

homelessness.

2.2.3 Quality of life: victimisation

Swartz 1999 provided data for this outcome. Those receiving com-

pulsory community treatment were significantly less likely to have

been victimised (been a victim once or more of either violent or

non-violent crime) than those in the standard care group (1 RCT,

n=264, RR 0.5 CI 0.31 to 0.8, NNT 6 CI 6 to 6.5).

2.2.4 Satisfaction with care: perceived coercion

For this review we defined perceived coercion as a participant feel-

ing lack of autonomy in seeking outpatient care and/or negative

pressures, captured threats and/or force pertaining to treatment.

Process exclusion consisted of participants’ feelings of lack of in-

volvement and validation in treatment decisions. Here results ap-

pear to favour standard care but the difference between groups did

not reach conventional levels of statistical significance (2 RCTs,

n=416, RR 1.36 CI 0.97 to 1.89).

3. Additional analyses

All the papers from Swartz 1999 reported the results of a non-

random post hoc analysis of the intervention group based on du-

ration of involuntary outpatient treatment. In two, this was supple-

mented with a follow-up of an additional non-randomised group

of patients with a recent history of violence who were placed on

compulsory community treatment (Swartz 2001, Hiday 2002).

These papers suggested that an OPC of greater than 180 days du-

ration was associated with improved outcomes in terms of readmis-

sion rate, compliance with medication, homelessness and forensic

history. However, such analyses are subject to the bias that ran-

domised trials are designed to minimise (Hotopf 1999). For in-

stance, analysis of people who have been not randomly assigned

to OPC groups of less than, and more than, 180 days may reflect
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a bias where OPC was selectively extended when it seemed to be

helping the patient (Szmukler 2001).

4. Sensitivity analyses & publication bias

Because there were never more than two studies for each outcome,

and all were of court-ordered compulsory community treatment,

the authors could not undertake sensitivity analyses as described

in the protocol for type of intervention (e.g. community treatment

orders, involuntary outpatient treatment, involuntary outpatient

commitment or supervised discharge) or quality of study. Simi-

larly, it was not possible to address publication bias given the small

number of studies identified.

D I S C U S S I O N

1. General

In spite of the widespread use of compulsory community treat-

ment and the continued controversy as to its effectiveness, we

were struck by the limited number of studies that have been con-

ducted in this area. We have therefore attempted to draw modest

conclusions, based on available evidence, and to highlight areas

requiring further study, rather than draw firm conclusions that

may not be based on evidence of high quality.

This review revealed little evidence for the effectiveness of compul-

sory community treatment in any of the main outcome indices:

health service use, costs, social functioning, mental state, quality

of life or satisfaction with care. We were only able to establish a

statistically significant effect for one outcome, social functioning

(victimisation).

We were surprised by the lack of data on psychosocial outcomes

as measured by standardised instruments. Although ten papers

were identified, these represented only two trials and both were

of court-ordered outpatient commitment in the United States.

Problems included small numbers of participants and questions

concerning methodological quality. This illustrates the difficult,

but not impossible, task of using trial methods to study the effect

of such legislation.

In the case of the North Carolina study (Swartz 1999), different

papers reported various aspects of the study but did not give a

clear overall results. In addition, this study was supplemented by

follow-up of an additional non-randomised group of patients with

a recent history of violence who were also placed on OPC. It was

sometimes difficult to separate the results of the randomised trials

from the non-randomised study. In the case of the New York

study (Steadman 2001), there were a relatively small number of

participants and the suggestion that members of the control group

and their case managers thought that they were actually on OPC

(NASMHPD 2001). These factors would minimise any effect of

the intervention.

2. COMPARISON 1. COMPULSORY COMMUNITY TREAT-

MENT vs STANDARD CARE

2.1 Health service outcomes

Only data for two health service outcomes (readmission to hospital

and compliance with medication) were usable. Although data on

other outcomes would have been interesting, the data we do have

is both interesting and pragmatic. In both cases there were no

differences between groups. By one year, people were no more

likely to be readmitted to hospital if they were placed on OPC than

if they had received standard care. They were also just as likely to

comply with medication. It should be noted, however, that these

results are based on two studies only and in one (Steadman 2001)

attrition rates were 45% so no firm conclusions can be made.

2.2 Patient level outcomes

Four patient level outcomes (trouble with the police, homelessness,

coercion and victimisation) were presented.

By one year, the number of arrests by police were similar for both

groups and people in the compulsory community treatment group

did not commit any more acts of violence than those in standard

care. These results are, again, only from two studies. Another prob-

lem with the data in this area was a possibility of selection bias as

patients with a history of violence were explicitly excluded from

both trials. This limits their applicability as recent dangerousness,

particularly violence against others, is often the reason for com-

pulsory treatment in hospital or the community (Lansing 1997,

Sensky 1991). There is also a risk of bias when outcome data are

not assessed blind to group status and the results of people who

were not randomised or post hoc analyses are included in papers.

Perceived coercion appeared to favour the standard care group i.e

the number of people in standard care who felt pressured into

attending treatment sessions was lower than those in compulsory

community treatment, but the difference was just not statistically

significant. Proponents of compulsory community treatment ar-

gue that it is less coercive than the alternatives of compulsory treat-

ment in hospital or imprisonment (Pinfold 2001). However, our

findings suggest that compulsory community treatment remains

an unproven way of reducing either. It may also have harmful ef-

fects. In two papers from North Carolina, perceived coercion was

significantly higher in the OPC group, although these findings

must be treated with caution given methodological problems with

both papers and the non-significant result from Steadman 2001.

On the other hand, higher perceived coercion in the OPC group

was one of only two findings in this meta-analysis to almost reach

statistical significance. This may have implications for the sub-

sequent therapeutic alliance between patients and mental health

services, in spite of claims to the contrary (O’Reilly 2001). Again,

the number of people who were homeless by one year was similar

in both groups.

The only significant result was found for victimisation with people

on compulsory community treatment less likely to be victims of

a violent or non-violent crime by one year. This result is from

data provided by a single study (Swartz 1999) and as such no firm

conclusions can be drawn.
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2.3 NNT

Using methodology that enables NNT to be calculated from sta-

tistically non-significant results, we found that high numbers of

people would have to receive compulsory community treatment

to gain a positive outcome. It could be argued that compulsory

community treatment arises from, and propagates, the erroneous

belief that people with mental illness are somehow more dangerous

than the rest of society (Steadman 1998b). No other group would

be subject to a measure that curtails the freedom of 85 individuals

to avoid one admission, or of 238 to avoid one arrest. Even where

changes in outcome have been shown such as decreased criminal

victimisation (Hiday 2002), we still do not know whether these

changes are due to the legislative framework or greater intensity

of contact (McIvor 1998, McIvor 2001).

A U T H O R S ’ C O N C L U S I O N S

Implications for practice

1. For people with serious mental illnesses

Patients and carers should question the rationale for compulsory

community treatment and advocate more effective treatments.

2. For clinicians

Clinicians and health service planners who wish to reduce hospital

admissions should consider alternatives with stronger evidence for

effectiveness such as Assertive Community Treatment (Marshall

2003b).

3. For policy makers

Based on results from this review, there is no strong evidence to

support the claims made for compulsory community treatment

that make it so attractive for legislators. It does not appear to

reduce health service use or improve patients’ social functioning.

It also does not significantly reduce perceived coercion. Lack of

data made it impossible to assess its effect on costs, mental state

and other aspects of patient/carer satisfaction.

Nevertheless, governments in jurisdictions such as Nova Scotia

and England and Wales are actively considering similar legisla-

tion. If it is introduced, one particular problem which would arise

would be the difficulty clinicians would experience in deciding

when to discharge a person from a community order, since this

would be considerably greater than deciding when to stop an in-

patient treatment order (Moncrieff 2003). Aside from this and the

risks to individual liberty, such initiatives give the impression that

legislators are addressing the needs of patients and carers while

actually doing very little at all. Legislation in this area may de-

tract from the introduction of interventions that are of benefit to

individuals with severe mental disorder such as Assertive Commu-

nity Treatment (Marshall 2003a), but which are more expensive

than legislative solutions to the problem. If governments continue

to introduce this type of legislation, without further evidence for

effectiveness, some evaluation of outcome should be included.

Implications for research

1. General

Compliance with CONSORT standards of reporting (Begg 1996,

Moher 2001) would have ensured that more data would have been

available for analysis from the two important included studies.

2. Specific

In spite of the widespread use of compulsory community treatment

it is remarkable that the only studies which we could include are

of court-ordered community treatment (outpatient commitment)

in the United States. There are much less data, and no randomised

trials, of other forms of compulsory community treatment. Fur-

ther research into the clinical effects of compulsory community

treatment is possible and necessary.

2.1 Types of studies

The pioneering trials presented in this review have set a standard,

showing that such research is difficult but not impossible and that

it can be highly informative. It has, however, been argued that the

level of difficulty involved means that further studies using this

methodology may not be feasible (Bindman 2002). The analysis

of routine administrative data sets may be an alternative strategy.

Although the analysis of such data is subject to biases and dif-

ficulties of its own, the use of epidemiological sampling frames

that cover all patients placed on compulsory community treat-

ment would help to minimise selection or follow-up bias (Preston

2002). In particular, using these would have meant that people

with a history of violence who were explicitly excluded from both

trials could have been included. The difficulty of such studies is

the identification of suitable controls. Quasi-experimental designs

comparing people from jurisdictions with similar health systems

where one allows compulsory community treatment and the other

does not, may be an answer. We plan a further review to consider

controlled clinical trials, controlled before and after studies and

interrupted time series designs using clinical or epidemiological

data.

In addition to quantitative research, qualitative techniques may

give additional insights into the effect of compulsory commu-

nity treatment on patients, carers and health care professionals

(O’Reilly 2001). We may also need to consider the place of com-

pulsory community treatment in the range of coercive measures

used to improve compliance with treatment, and look at additional

outcomes such as risk reduction (Bindman 2002).

2.2 Setting

Another interesting finding was the absence of any work from out-

side the English-speaking world, even though our literature search

was not restricted to publications in English. We do not know

whether this is due to publication bias or because such legislation

is either absent or accepted without controversy.
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2.3 Participants

Further research may determine whether there are particular peo-

ple with specific problems best managed with compulsory treat-

ment orders.

2.4 Interventions

We require further well conducted studies to establish whether it

is the intensity of treatment, its compulsory nature or legislative

framework that affects outcomes.

2.5 Outcomes

Although the outcomes that were recorded were useful and in-

formative, we were surprised by the lack of data on psychosocial

outcomes as measured by standardised instruments. Studies should

use well-validated instruments to measure outcome, and should

also collect and report categorical and ’count’ data, such as days in

hospital. Data should be in a form that can easily be incorporated

into a systematic review with means and standard deviations (or

standard errors) of all continuous outcome variables.
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T A B L E S

Characteristics of included studies

Study Steadman 2001

Methods Allocation: randomised, described.

Blindness: not blinded.

Duration: 11 months.

Participants Diagnosis: majority had psychosis.

N=152.*

Age: over 18 years.

Sex: 94 M, 48 F.

History: poor compliance with services when discharged.

Exclusion criteria: history of violence.

Interventions 1. CCT: enhanced service package + intensive, court-ordered compulsory outpatient commitment, including

involuntary medication for people thought by court to lack capacity to give informed consent. N=78.

2. Standard care: enhanced service package with inpatient assessment and comprehensive discharge treatment

plan in which patients participated, case management and oversight by OPC co-ordinating plan. N=64.**

Outcomes Hospitalisation: number of admissions.

Compliance: medication.

Social adjustment: number of arrests, homelessness.

Perceived coercion: MAES.

Unable to use -

Global state: GAF (no SD).
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Characteristics of included studies (Continued )

Hospitalistion: length of stay (no SD).

Mental state: PANSS (no SD).

Leaving the study early: (data unusable).

Quality of life: LBQL (no SD).

Adverse effects: various side effects (no SD).

Notes ITT analysis.

*142 completed baseline interview, 10 excluded from all reporting.

**There was a suggestion that members of the control group and their case managers thought that they were

actually on OPC.

Allocation concealment B

Study Swartz 1999

Methods Allocation: randomised.

Blindness: not blinded.

Duration: 12 months.

Participants Diagnosis: schizophrenia, schizoaffective disorder or other major psychotic or affective disorder.

N=264.*

Age: over 18 years.

Sex: 132 M, 132 F.

History: ill > 1 year, significant functional impairment (NCFAS score >/=90), intensive treatment in past

2 years, awaiting period of court-ordered CCT, only included patients discharged from hospital not those

already living in the community.

Exclusion criteria: personality disorder, psychoactive substance use disorder, organic brain syndrome in

absence of primary psychotic or mood disorder, recent serious act of violence involving injury or use of a

weapon.*

Interventions 1. CCT: intensive, court-ordered compulsory outpatient commitment. N=129.

2. Standard care: control group were released from outpatient commitment by notifying the court. N=135.

Outcomes Hospitalisation: number of admissions.

Compliance: medication.

Social adjustment: number of arrests, threatening behaviour, homlessness.

Perceived coercion: MAES.

Victimisation: number of violent or non-violent attacks.

Unable to use -

Hospitalisation: length of stay (data unusable).

Leaving the study early (data unusable).

Notes * data for this review based only on those randomised to treatment groups and only non-violent participants

were randomised.

The RCT was supplemented by a non-random post hoc analysis of the intervention group based on duration

of involuntary outpatient treatment. Renewals of CCT were not randomised for patients who no longer met

legal criteria.

Allocation concealment B

BSI: Brief Symptom Inventory

CCT: Compulsory community treatment

GAF: Global Assessment of Functioning Scale

ITAQ: Insight and Treatment Attitudes Questionnaire

ITT: Intent-to-treat

LBQL: Lehman Brief Quality of Life Interview

MAES: MacArthur Modified Admission Experience Survey
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Characteristics of included studies (Continued )

MPCS: MacArthur Perceived Coercion Scale

NCFAS: North Carolina Functional Assessment Scale

OPC: Outpatient commitment

PANSS: Positive and Negative Syndrome Scale

Characteristics of excluded studies

Bindman 2002 Allocation: not randomised, review.

Borum 1999 Allocation: not randomised.

Bursten 1986 Allocation: not randomised.

Fernandez 1990 Allocation: not randomised, no controls.

Geller 1998 Allocation: not randomised.

Greeman 1985 Allocation: not randomised.

Hiday 1987 Allocation: not randomised.

Hiday 1989 Allocation: not randomised.

Hiday 1999 Allocation: not randomised.

Kanter 1995 Allocation: not randomised, review.

Lidz 1999 Allocation: not randomised, review.

Miller 1982 Allocation: not randomised, before and after design.

Miller 1985 Allocation: not randomised, survey of providers.

Munetz 1996 Allocation: not randomised, retropsective design.

NASMHPD 2001 Allocation: not randomised, review.

NHPF 2000 Allocation: not randomised, review.

O’Keefe 1997 Allocation: not randomised, no controls.

Preston 2002 Allocation: not randomised.

Ridgely 2001 Allocation: not randomised.

Rohland 1998 Allocation: not randomised.

Schwartz 1997 Allocation: not randomised.

Schwartz 2001b Allocation: not randomised.

Sensky 1991 Allocation: not randomised.

Swartz 2001b Allocation: not randomised.

Van Putten 1988 Allocation: not randomised, no controls.

Vaughan 2000 Allocation: not randomised.

Wagner 2003 Allocation: randomised.

Participants: people with schizophrenia, schizoaffective disorder or other major psychotic or affective disorders.

Intervention: 1. CCT: intensive court-ordered compulsory outpatient commitment versus 2. Standard care: control

group who were released from outpatient commitment by notifying the court.

Outcomes: no usable outcomes. Only the number of subsequent out-patient visits were reported, this was consid-

ered to be inherent to the process of compulsory community treatment/outpatient commitment and not a result

of the interventions.

Zanni 1986 Allocation: not randomised, no controls.
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A D D I T I O N A L T A B L E S

Table 01. Rating of concealment of allocation

Rating Description

A indicates adequate concealment

B indicates uncertainty about whether allocation was adequately concealed

C indicates the allocation was definitely not adequately concealed

D indicates the score was not assigned

Table 02. Rating of the description of randomisation

Rating Description

A correct randomised method described

B randomised method described but incorrect (e.g. every alternate patient given the control treatment)

C randomised method not described

Table 03. Rating of blinding

Rating Description

A blinding of outcome assessor and the participant

B blinding of outcome assessor only

C blinding not done

G R A P H S

Comparison 01. COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

Outcome title
No. of

studies

No. of

participants Statistical method Effect size

01 Health service outcomes: 1.

Readmission to hospital - by

11-12 months

2 416 Relative Risk (Fixed) 95% CI 0.98 [0.79, 1.21]

02 Health service outcomes: 2.

Compliance with medication -

by 11-12 months

2 416 Relative Risk (Fixed) 95% CI 0.99 [0.83, 1.19]

03 Patient level outcomes: 1a.

Social functioning: trouble

with police - by 11-12 months

Relative Risk (Fixed) 95% CI Subtotals only

04 Patient level outcomes: 1b.

Social functioning: homeless -

by 11-12 months

2 416 Relative Risk (Fixed) 95% CI 0.67 [0.39, 1.15]

05 Patient level outcomes: 2.

Quality of life: victimisation -

by 11-12 months

1 264 Relative Risk (Fixed) 95% CI 0.50 [0.31, 0.80]
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06 Patient level outcomes: 3.

Satisfaction with care: perceived

coercion - by 11-12 months

2 416 Relative Risk (Fixed) 95% CI 1.36 [0.97, 1.89]
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G R A P H S A N D O T H E R T A B L E S

Fig. 1. Comparison 01. COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

01.01 Health service outcomes: 1. Readmission to hospital - by 11-12 months

Review: Compulsory community and involuntary outpatient treatment for people with severe mental disorders

Comparison: 01 COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

Outcome: 01 Health service outcomes: 1. Readmission to hospital - by 11-12 months

Study Treatment Control Relative Risk (Fixed) Weight Relative Risk (Fixed)

n/N n/N 95% CI (%) 95% CI

Steadman 2001 40/85 27/67 31.9 1.17 [ 0.81, 1.69 ]

Swartz 1999 56/129 66/135 68.1 0.89 [ 0.68, 1.15 ]

Total (95% CI) 214 202 100.0 0.98 [ 0.79, 1.21 ]

Total events: 96 (Treatment), 93 (Control)

Test for heterogeneity chi-square=1.41 df=1 p=0.23 I² =29.2%

Test for overall effect z=0.21 p=0.8

0.1 0.2 0.5 1 2 5 10

Favours treatment Favours control

Fig. 2. Comparison 01. COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

01.02 Health service outcomes: 2. Compliance with medication - by 11-12 months

Review: Compulsory community and involuntary outpatient treatment for people with severe mental disorders

Comparison: 01 COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

Outcome: 02 Health service outcomes: 2. Compliance with medication - by 11-12 months

Study Treatment Control Relative Risk (Fixed) Weight Relative Risk (Fixed)

n/N n/N 95% CI (%) 95% CI

Steadman 2001 57/85 47/67 49.4 0.96 [ 0.77, 1.19 ]

Swartz 1999 54/129 55/135 50.6 1.03 [ 0.77, 1.37 ]

Total (95% CI) 214 202 100.0 0.99 [ 0.83, 1.19 ]

Total events: 111 (Treatment), 102 (Control)

Test for heterogeneity chi-square=0.17 df=1 p=0.68 I² =0.0%

Test for overall effect z=0.09 p=0.9

0.1 0.2 0.5 1 2 5 10

Favours treatment Favours control
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Fig. 3. Comparison 01. COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

01.03 Patient level outcomes: 1a. Social functioning: trouble with police - by 11-12 months

Review: Compulsory community and involuntary outpatient treatment for people with severe mental disorders

Comparison: 01 COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

Outcome: 03 Patient level outcomes: 1a. Social functioning: trouble with police - by 11-12 months

Study Treatment Control Relative Risk (Fixed) Weight Relative Risk (Fixed)

n/N n/N 95% CI (%) 95% CI

01 at least one arrest

Steadman 2001 14/85 10/67 34.2 1.10 [ 0.52, 2.33 ]

Swartz 1999 19/129 22/135 65.8 0.90 [ 0.51, 1.59 ]

Subtotal (95% CI) 214 202 100.0 0.97 [ 0.62, 1.52 ]

Total events: 33 (Treatment), 32 (Control)

Test for heterogeneity chi-square=0.18 df=1 p=0.68 I² =0.0%

Test for overall effect z=0.12 p=0.9

02 ever arrested / picked up by police for violence against a person

x Steadman 2001 0/85 0/67 0.0 Not estimable

Swartz 1999 33/129 42/135 100.0 0.82 [ 0.56, 1.21 ]

Subtotal (95% CI) 214 202 100.0 0.82 [ 0.56, 1.21 ]

Total events: 33 (Treatment), 42 (Control)

Test for heterogeneity: not applicable

Test for overall effect z=0.99 p=0.3

0.1 0.2 0.5 1 2 5 10

Favours treatment Favours control

Fig. 4. Comparison 01. COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

01.04 Patient level outcomes: 1b. Social functioning: homeless - by 11-12 months

Review: Compulsory community and involuntary outpatient treatment for people with severe mental disorders

Comparison: 01 COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

Outcome: 04 Patient level outcomes: 1b. Social functioning: homeless - by 11-12 months

Study Treatment Control Relative Risk (Fixed) Weight Relative Risk (Fixed)

n/N n/N 95% CI (%) 95% CI

Steadman 2001 12/85 12/67 47.8 0.79 [ 0.38, 1.64 ]

Swartz 1999 8/129 15/135 52.2 0.56 [ 0.24, 1.27 ]

Total (95% CI) 214 202 100.0 0.67 [ 0.39, 1.15 ]

Total events: 20 (Treatment), 27 (Control)

Test for heterogeneity chi-square=0.38 df=1 p=0.54 I² =0.0%

Test for overall effect z=1.44 p=0.1

0.1 0.2 0.5 1 2 5 10

Favours treatment Favours control

20Compulsory community and involuntary outpatient treatment for people with severe mental disorders (Review)

Copyright ©2005 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd



Fig. 5. Comparison 01. COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

01.05 Patient level outcomes: 2. Quality of life: victimisation - by 11-12 months

Review: Compulsory community and involuntary outpatient treatment for people with severe mental disorders

Comparison: 01 COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

Outcome: 05 Patient level outcomes: 2. Quality of life: victimisation - by 11-12 months

Study Treatment Control Relative Risk (Fixed) Weight Relative Risk (Fixed)

n/N n/N 95% CI (%) 95% CI

Swartz 1999 20/129 42/135 100.0 0.50 [ 0.31, 0.80 ]

Total (95% CI) 129 135 100.0 0.50 [ 0.31, 0.80 ]

Total events: 20 (Treatment), 42 (Control)

Test for heterogeneity: not applicable

Test for overall effect z=2.88 p=0.004

0.1 0.2 0.5 1 2 5 10

Favours treatment Favours control

Fig. 6. Comparison 01. COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

01.06 Patient level outcomes: 3. Satisfaction with care: perceived coercion - by 11-12 months

Review: Compulsory community and involuntary outpatient treatment for people with severe mental disorders

Comparison: 01 COMPULSORY COMMUNITY TREATMENT vs STANDARD CARE

Outcome: 06 Patient level outcomes: 3. Satisfaction with care: perceived coercion - by 11-12 months

Study Treatment Control Relative Risk (Fixed) Weight Relative Risk (Fixed)

n/N n/N 95% CI (%) 95% CI

Steadman 2001 27/85 17/67 41.9 1.25 [ 0.75, 2.10 ]

Swartz 1999 37/129 27/135 58.1 1.43 [ 0.93, 2.21 ]

Total (95% CI) 214 202 100.0 1.36 [ 0.97, 1.89 ]

Total events: 64 (Treatment), 44 (Control)

Test for heterogeneity chi-square=0.16 df=1 p=0.69 I² =0.0%

Test for overall effect z=1.81 p=0.07

0.1 0.2 0.5 1 2 5 10

Favours treatment Favours control
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