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Abstract
Home treatment (HT) treats patients in an acute crisis through an interdisciplinary team with daily appointments for a short 
treatment period. The effectiveness of HT has already been confirmed. However, only few studies addressed specific patient 
characteristics associated outcome of treatment. This study aimed to identify patient characteristics associated with suc-
cessful outcomes of HT. A systematic literature search was conducted according to the PRISMA guidelines. A total of 13 
studies were included in the systematic review. Being employed, having a regular income, having an anxiety disorder and 
family involvement were associated with a successful treatment outcome in HT. High symptom severity and former hospital 
admissions were associated with unsuccessful treatment outcome in HT in the selected studies. HT seems to be especially 
beneficial for patients with paid employment or regular income, patients with anxiety disorders, and patients with familial 
or other social support.
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Introduction

The treatment concept of providing psychiatric care 
to patients in their home environment has been known 
for several decades (Hepp & Stulz, 2017; Hubbeling & 
Bertram, 2012). However, previous studies and reviews 
have recognized the lack of a universal definition of 
home-based psychiatric care (Hepp & Stulz, 2017; Sjølie 
et al., 2010) and provided an overview of the different 
approaches of home-based intervention that exist (Hepp 
& Stulz, 2017). One of these approaches is home treat-
ment (HT), which targets patients in an acute psychiatric 
crisis who would alternatively be treated in a psychiat-
ric hospital (Gühne et al., 2011). By definition, HT is 

provided by a mobile and interdisciplinary team consist-
ing of psychiatrists, psychologists, and nurses usually 
with daily appointments for a short, limited treatment 
period. To ensure safety at home, some services provide 
a 24 h emergency phone (Gühne et al., 2011; Hepp & 
Stulz, 2017). In this study, we focus on treatment based 
on the aforementioned definition of HT.

Systematic literature reviews and RCTs have supported 
the effectiveness of HT as an alternative to conventional 
inpatient treatment, as the implementation of HT reduces 
the number of admissions to psychiatric hospitals during and 
after an acute psychiatric crisis (Gühne et al., 2011; Mur-
phy et al., 2015). This was also confirmed in a recent Swiss 
randomised controlled trial in which over 700 adults in need 
of acute psychiatric treatment were randomly assigned to 
receive either conventional inpatient care or HT. Compared 
to inpatient care, HT was associated with 30% fewer days 
spent in hospital within two years after the initial crisis 
(Stulz et al., 2020).

In addition to the reduction in hospital admissions, stud-
ies focusing on changes in clinical variables found signifi-
cant improvements in symptoms and level of functioning 
(Klug et al., 2010; Mötteli et al., 2018). These results sug-
gest that the overall effectiveness of HT is relatively well 
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established. However, the question remains whether HT is 
effective for all patients and which patient characteristics 
predict the effectiveness of HT.

In previous studies, severe functional impairment, comor-
bid disorders, younger age, unemployment, belonging to an 
ethnic minority, being single, and being diagnosed with a 
personality disorder were associated with poorer treatment 
outcomes of psychological treatment in an outpatient set-
ting (Cooper & Conklin, 2015; Delgadillo et al., 2016; Lutz 
et al., 2021). In addition, a greater number of risk factors 
was significantly associated with a poorer prognosis (Lutz 
et al., 2021). In a review of inpatient treatments, being mar-
ried, older age, and being employed significantly predicted 
better treatment outcomes in terms of a reduced risk of read-
mission. However, the number of prior inpatient treatments 
appeared to be a risk factor for readmission after treatment 
(Donisi et al., 2016).

For HT, some studies have investigated the effective-
ness of HT and identified significant predictors of treatment 
success in secondary analyses (Barakat et al., 2021; Brim-
blecombe et al., 2003; Harrison et al., 2001; Kingsford & 
Webber, 2010). However, to the best of our knowledge, no 
systematic review or meta-analysis of patient characteristics 
that predict treatment outcome has been published. There-
fore, this systematic review aims to summarize findings on 
patient characteristics associated with HT outcomes.

Methods

We conducted a systematic literature search in January 
2023 to identify studies that examined predictors of hospital 
admission after HT, readmission during HT, and changes in 
levels of clinical symptoms and functioning during HT. We 
used the "Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses” (PRISMA) guidelines (Page et al., 
2021). We searched the databases MEDLINE (PubMed), 
PsychINFO (Ovid), Scopus (Elsevier) and Web of Science 
Core Collection (Web of Science) using Medical Subject 
Headings (MeSH), depending on the respective database. 
The specific search terms are listed in the Appendix. In addi-
tion, the references of the selected studies were screened for 
eligibility. Two independent reviewers screened the stud-
ies for eligibility. Conflicting assessments were resolved, 
including the assessment of a third independent reviewer. 
The quality of the studies was assessed using the Cochrane 
‘Risk of Bias’ assessment (see Appendix Table 2).

We included studies that focused on psychiatric HT and 
that performed predictor analyses for treatment outcomes 
in HT (hospital admission, readmission to HT, changes in 
symptoms and level of functioning). To ensure compara-
bility, the treatment under investigation had to meet the 
above-mentioned criteria of HT: mobile, interdisciplinary 

treatment team, treatment in the patient’s natural environ-
ment, intensive treatment frequency (daily appointments), 
short treatment duration (2–6 weeks, no longer than inpa-
tient treatment), and crisis intervention (Gühne et al., 2011; 
Hepp & Stulz, 2017). We included randomised controlled 
trials (RCTs), non-randomised trials, and intervention stud-
ies with a naturalistic design. Studies had to be published in 
peer-reviewed journals.

We excluded studies that investigated HT for somatic 
diseases and in children and adolescents. For better compa-
rability, we did not include studies of treatment approaches 
related to HT, such as Assertive Community Treatment 
(ACT) or Community Mental Health Teams (CMHT). We 
also excluded reviews and book chapters.

Results

Study Selection

The systematic literature search yielded 574 studies for Pub-
Med, 556 for PsycINFO, 473 for Scopus and 716 for Web of 
Science. The initial search therefore yielded a total of 2326 
studies, of which 7 studies were added by cross-referencing. 
After removing duplicates, a total of 1653 studies remained 
(see Fig. 1). The titles of the studies were screened first. The 
abstracts of the remaining 205 studies were screened, result-
ing in the exclusion of a further 152 studies. After reviewing 
the full texts of the remaining 53 studies, 40 studies were 
excluded because they either did not meet the defined crite-
ria for HT or did not report predictors of treatment success 
in HT. 13 studies were included in the systematic review 
(see Table 1).

Main Results

The following section presents the results of the 13 selected 
studies (see Table 1). The studies were published between 
2003 and 2021, with all but one having been published 
since 2010. Half of the studies (n = 6) were conducted in 
the United Kingdom, two studies each in Norway, Spain, 
and Switzerland, and one study in Germany. Different study 
designs were included: non-randomized studies (n = 3) and 
observational studies (n = 10), including two cohort studies.

Regarding the study population, only 10 studies reported 
the mean age of their participants (M = 42.2 years). Two 
studies categorised patients into age groups rather than 
reporting their exact age. They found that the majority of 
participants were between 26 and 65 years old (72%) and 
between 25 and 54 years old (69%) (Biong et al., 2012; Wer-
beloff et al., 2017). On average, 62% of participants were 
female, although one study had an all-female population 
(Turhan & Taylor, 2016).
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A total of 13 different measurement tools were used 
to assess treatment outcomes (see Table 1). Nine studies 
defined hospital admission as the primary outcome for HT. 
One study also reported successful replacement of hospital 
care. Treatment was defined as successful if more than 50% 
of the total treatment episode was spent in HT, the treatment 
duration was less than 40 days, and the agreement on HT 
termination was mutual between the patient and the team. 
Changes in clinical variables (symptom severity, clinical 
problems, level of functioning, self-rated personal recovery) 
were reported as outcomes in five studies.

Sociodemographic Variables

The majority of studies (n = 7) reported nonsignificant 
results for all sociodemographic variables. Significant asso-
ciations with treatment outcome were reported only for age, 
source of income or employment, and place of residence. 
Two studies found that older age was significantly associ-
ated with more hospital admissions during HT and within 
one year after HT (Kingsford & Webber, 2010; Werbeloff 
et al., 2017). However, several studies reported no significant 
effect between age and treatment outcomes (Biong et al., 

2012; Hasselberg et al., 2013; Huang et al., 2018; Ma et al., 
2021; Mötteli et al., 2020).

In addition, two studies found a positive association 
between income source and treatment outcome: employed 
patients with a regular income had a better level of function-
ing at discharge and therefore a better recovery compared 
to patients on sick leave and those on disability pay (Biong 
et al., 2012). Employment was also significantly correlated 
with successful hospital replacement by HT (Mötteli et al., 
2020). Employed patients were more likely to spend more 
than 50% of their treatment time in HT, to have a treatment 
duration of less than 40 days, and to end HT by mutual 
agreement with the treatment team (Mötteli et al., 2020). 
However, one study also found an insignificant association 
between employment status and hospital admission (Brim-
blecombe et al., 2003).

Regarding place of residence, living in more socially 
deprived areas was significantly associated with more hos-
pital admissions (Kingsford & Webber, 2010). No significant 
associations were reported for gender, ethnicity, marital sta-
tus, living arrangements (living alone or with others), and 
educational attainment (Biong et al., 2012; Brimblecombe 
et al., 2003; Hasselberg et al., 2013; Huang et al., 2018; 

Studies identified from:

- MEDLINE (n = 574)

- PsychINFO (n = 556)

- Scopus (n = 473)

- Web of Science (n = 716)

- Registers (n = 0)

Studies removed before 
screening:

- Duplicate records removed 

(n = 673)

- Records removed for other 

reasons (n = 0)

Studies screened 

Titles screened (n = 1653)

Abstract screened (n = 205)

Studies excluded

- Because of title (n = 1448)

- Because of abstract (n = 152)

Studies sought for retrieval (n = 

53)
Studies not retrieved (n = 0)

Studies assessed for eligibility 

(n = 53)

Studies excluded:

- Setting didn’t meet defined 

criteria (e.g. treatment not in 

patients’ domestic environment, 

treatment frequency is too low, 

treatment duration is too long) 

(n = 14)

- No predictors were reported 

(n = 26)

Studies identified from:

Websites (n = 0)

Organisations (n = 0)

Citation searching (n = 7)

Studies assessed for eligibility

(n = 7)
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Setting didn’t meet defined 
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Studies included in review (n = 

13)
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Fig. 1   Flow chart of the systematic literature search
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Kingsford & Webber, 2010; Ma et al., 2021; Mötteli et al., 
2020).

Diagnosis and Psychopathology

Significant associations were found for the following clinical 
symptoms and diagnoses: psychotic, manic, anxious, and 
depressive symptoms, and substance use. In particular, two 
studies reported a significant positive association between 
psychotic symptoms and hospital admissions during HT and 
within one year of discharge from HT (Hasselberg et al., 
2013; Werbeloff et al., 2017). In contrast, one study reported 
that patients with more psychotic symptoms at baseline had 
greater reductions in psychotic symptoms during HT than 
patients with fewer psychotic symptoms (Munz et al., 2011).

One study found a positive association between manic 
symptoms and readmission to hospital within 90 days after 
HT (Leon-Caballero et al., 2020). For anxiety, meeting 
the diagnostic criteria for an anxiety disorder as a primary 
diagnosis was significantly associated with a reduced risk 
of hospital admission within one year of discharge from 
HT (Werbeloff et al., 2017). Mixed results were reported 
for depressive symptoms. Patients with severe depressive 
symptoms were more likely to be admitted to hospital dur-
ing HT than patients with mild depressive symptoms (Has-
selberg et al., 2013). On the other hand, the diagnosis of 
an affective disorder was not significantly associated with 
successful replacement of hospital care by HT (Mötteli et al., 
2020). Furthermore, patients who were hospitalized during 
HT were even less likely to have an affective disorder than 
patients who were not hospitalized (Mötteli et al., 2018).

In one study, substance use correlated positively with 
hospital admission during and after HT. Patients admitted 
to hospital were more likely to have a substance use disorder 
than those not admitted (Mötteli et al., 2018). In addition, 
two studies found nonsignificant results for substance use 
for hospital admission during HT (Hasselberg et al., 2013) 
and for changes in symptom severity (Huang et al., 2018).

One older study found no significant difference in hospi-
tal addmission rates between diagnoses in general (Brimble-
combe et al., 2003). Regardless of diagnosis, three studies 
reported that severely ill patients were more likely to be 
admitted to hospital during HT than less ill patients (Cór-
coles et al., 2015; Huang et al., 2018; Leon-Caballero et al., 
2020). In addition, patients with high symptom severity over 
time were more likely to be admitted to hospital than those 
with symptom improvement during HT (Turhan & Taylor, 
2016).

Level of Functioning

Three studies reported significant correlations between 
the level of functioning at the start of HT and treatment Ta
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outcome: A low level of functioning at baseline was sig-
nificantly associated with a high risk of readmission to HT 
or inpatient setting within 90 days after discharge from HT 
(Leon-Caballero et al., 2020). In addition, patients with a 
higher level of functioning at baseline had a more successful 
outcome of HT, defined by fewer hospital days during HT, 
shorter treatment duration, and more frequent withdrawal by 
mutual agreement than patients with a lower level of func-
tioning (Mötteli et al., 2020). Consistent with this, patients 
with a low level of functioning at the start of HT showed 
less improvement in their psychotic symptoms over time 
than patients with a higher level of functioning (Munz et al., 
2011).

Suicidality and Risk to Others

Two studies found a significant positive association between 
higher suicidal ideation and more hospital admissions during 
HT (Brimblecombe et al., 2003; Hasselberg et al., 2013). 
One study showed an increased risk of readmission to HT 
within 90 days of discharge for patients with suicidal behav-
iour (Leon-Caballero et al., 2020). However, risk to others 
was not significantly associated with hospital admission dur-
ing HT (Hasselberg et al., 2013).

Medication Use

Patients’ medication use during HT in relation to HT out-
comes was reported in only one study (Huang et al., 2018). 
They reported a significant positive association between 
both medication non-compliance and no medication use and 
hospital admission during HT. The authors did not specify 
the type of medication for these results. In the same study, 
the number of medications used was not a significant predic-
tor of improvement in symptom severity.

Previous Hospital Admission

Previous hospital admissions and previous inpatient care 
also had an impact on treatment outcome. Two studies 
found that previous hospital admissions were significantly 
correlated with more hospital admissions during current HT 
(Brimblecombe et al., 2003; Hasselberg et al., 2013). Con-
sistent with these findings, first contact with HT services was 
significantly correlated with lower rates of hospital admis-
sion within one year of discharge from HT (Werbeloff et al., 
2017). Patients admitted directly to HT were also signifi-
cantly more likely to have successful replacements of hos-
pital care than patients who were transferred from inpatient 
care to HT (Mötteli et al., 2020). In addition, patients with 
a long psychiatric history had a poorer recovery than those 
with a short or no psychiatric history. Patients whose first 
contact with mental health services was between two and 

ten years ago showed less self-rated recovery at 18 months 
after HT than patients whose first contact was less than three 
months ago (Ma et al., 2021). In the same study, both num-
ber of psychiatric inpatient admissions and first contact with 
mental health services within the previous two years were 
found to have non-significant effects on self-rated recovery 
at 18-month follow-up.

Family Involvement

Family involvement was inconsistently associated with 
both outcome variables, hospital admissions and changes 
in clinical variables. In one study, family involvement was 
significantly negatively correlated with hospital admission 
within one year of HT discharge (Córcoles et al., 2015). 
Thus, socially embedded patients were less likely to be 
hospitalised than those without family involvement. Social 
deprivation was also mentioned as an insignificant predic-
tor of hospital admissions within one year of HT discharge 
(Werbeloff et al., 2017). In addition, loneliness predicted 
less successful HT. Patients with perceived persistent loneli-
ness rated their recovery worse at 18 month follow-up than 
patients who felt socially embedded (Ma et al., 2021). In the 
same study, the size of the social network was not signifi-
cantly associated with self-rated recovery.

Risk of Bias

Study quality was assessed using the Cochrane ‘Risk of Bias 
Assessment’ (Higgins et al., 2019), see Appendix 1. Selec-
tion bias was assessed for observational and non-randomized 
studies. Performance bias and detection bias were not 
assessed as blinding is not possible in this area of research. 
All included studies were at risk of selection bias. One study 
showed signs of attrition bias due to incomplete outcome 
data (Ma et al., 2021) and two studies showed reporting bias 
due to selective reporting of outcomes (Córcoles et al., 2015; 
Turhan & Taylor, 2016).

Discussion

The aim of this systematic review was to summarize stud-
ies that describe patient characteristics that are associated 
with the outcome of HT. Treatment outcome was defined as 
hospital admission during and after HT, readmission to HT, 
change in clinical variables or change in level of functioning 
during HT.

We included 13 studies that reported sociodemographic 
variables, diagnoses and psychopathology, suicidality, 
risk to others, symptom severity, medication use, previ-
ous hospital admissions, functional level at baseline, and 
social embeddedness in addition to their evidence of the 
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effectiveness of HT. We examined their association with suc-
cessful HT outcomes. The following variables significantly 
predicted unsuccessful HT outcomes: older age, more severe 
symptoms, and previous hospital admissions. In addition, 
people living in socially deprived areas, having more psy-
chotic, manic and major depressive symptoms, substance 
misuse, suicidality, non-adherence or non-compliance with 
medication, low level of functioning at baseline, and persis-
tent loneliness were found to be at risk of unsuccessful HT 
outcomes in this review. In contrast, employment, anxiety 
disorder, and positive family involvement predicted success-
ful HT.

Employment

Our study results indicate that employed patients with a 
normal source of income had more successful outcomes of 
HT than patients who were on sick leave or receiving dis-
ability pay. In addition, in line with a study of intensive HT 
provision, income level was relevant to treatment outcome. 
Patients with high income were significantly less likely to 
be admitted to hospital than those with low income (Barakat 
et al., 2021). Income level a priori determines access to 
health care according to a current review (Tzenios, 2019). 
In particular, low income is one of the main obstacles to 
accessing of healthcare, which could lead to further deterio-
ration in health status. In line with this, recent research dur-
ing the COVID-19 lockdown showed worse mental health 
status and more perceived stress for people without work 
during the lockdown period (Pieh et al., 2020).

Family Involvement

Family involvement was a factor that positively influenced 
treatment outcome in HT. Our review showed that patients 
whose families were involved were less often hospitalised 
than those who were socially isolated. For patients with 
severe mental illness, family involvement appeared to be 
beneficial, as families of severely ill patients could pro-
vide moral and practical support and motivation for recov-
ery (Aldersey & Whitley, 2015). In addition, the patient’s 
social environment could identify potential crises at an early 
stage, which may reduce the likelihood of a relapse (Barakat 
et al., 2021). However, a recent intervention study of a crisis 
management and HT team found no significant difference 
in treatment outcomes despite family involvement during 
treatment (van Oenen et al., 2018).

Psychopathology

A diagnosis of an anxiety disorder was associated with a 
better outcome of HT. Outpatient cognitive behavioral ther-
apy (CBT) for anxiety disorders was reported to be highly 

effective in meta-analysis (Hans & Hiller, 2013). In vivo 
exposure as part of CBT has well documented success in the 
treatment of anxiety disorders (Kaczkurkin & Foa, 2015). 
HT, as a treatment in the patient’s domestic environment, 
allows for the integration of exposure exercises into eve-
ryday life under real-life conditions (Hepp & Stulz, 2017), 
which may explain the success of HT in patients with anxi-
ety disorders.

However, symptom severity was a significant risk factor 
for unsuccessful treatment outcome, which was supported 
by many of the studies in this review. Patients with more 
severe symptoms were more likely to be admitted to hospital 
than those with mild or no symptoms. And severe symptoms 
such as suicide risk, suicide plans, and non-suicidal self-
harm were also significantly associated with admissions to 
hospital during HT. Patients whose symptoms improved dur-
ing treatment were less often hospitalised than those whose 
symptoms did not improve. Consistent with our findings, 
severe symptoms such as overactivity, aggressiveness, dis-
ruptiveness, and agitation were positively correlated with 
admission in a study of intensive HT. Patients with these 
symptoms, some of which were dangerous to others, had a 
36% increased risk of being admitted to hospital during HT 
compared with patients without such symptoms (Barakat 
et al., 2021).

Psychiatric History

Another factor associated with unsuccessful treatment out-
comes was previous hospital admissions. Patients with pre-
vious hospital admissions and a long history of psychiatric 
hospitalisation were more likely to have new and increased 
hospital admissions during and after the current HT. They 
were also less often successfully discharged from HT. These 
findings are consistent with those from the inpatient set-
ting (Donisi et al., 2016). In HT, patients who had previ-
ously been involuntarily hospitalized were very likely to be 
readmitted to inpatient care within six weeks of the onset 
of their crisis. Furthermore, comparing patients who were 
and were not admitted to hospital during treatment showed 
that patients in the non-admitted group had more visits at 
the General Practitioner in the year prior to HT (Barakat 
et al., 2021).

Some of the predictors presented, such as limited family 
involvement, higher symptom severity, and longer hospi-
tal stays, are not limited to HT, but are also known to be 
predictors of poorer treatment outcomes in inpatient and 
outpatient settings. As these predictors occurred across 
different settings and different disorders, they may rather 
function as indicators of overall global severity of illness 
(Zimmerman et al., 2018). As reported in this review, the 
overall severity of illness had a major impact on treatment 
outcome: higher risk of readmission and less improvement 
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in disorder-specific symptoms (Leon-Caballero et al., 2020; 
Munz et al., 2011). It is therefore important that patients 
showing these unfavourable predictors of treatment outcome 
receive appropriate help and support.

Strengths and Limitations

Strengths

This is the first systematic review to summarise the find-
ings on patient characteristics associated with the outcome 
of HT. The definition of treatment outcome distinguishes 
between hospital admission, changes in clinical variables, 
and changes in level of functioning. This allows differential 
conclusions about the significance of the predictors of out-
come analysed in HT.

Limitations

Although HT is a widely used treatment approach, varia-
tions in its implementation across countries and providers 
may limit the generalisability of study results. To facilitate 
comparability, inclusion and exclusion criteria for this lit-
erature review were defined according to current research 
on HT (Gühne et al., 2011; Hepp & Stulz, 2017). Neverthe-
less, the selected treatment approaches showed slight varia-
tions in team composition, treatment intensity, and treatment 
duration. For example, in one study examining different HT 
services in Norway, only four out of eight crisis resolution 
teams offered daily appointments. In the other four HT ser-
vices, treatment teams only worked during office hours (Has-
selberg et al., 2013). In addition, not all services provided 
a 24-h emergency number, which further contributed to the 
heterogeneity of the treatment modalities assessed. An addi-
tional challenge was the use of different names and labels for 
treatment services. The search term was defined as broadly 
as possible to include all relevant treatment services. Nev-
ertheless, some studies that examined a comparable setting 
may have been missed due to differences in terminology. The 
lack of a common definition of effectiveness in the selected 
studies underlines the need for careful interpretation of the 
results. The definition of effectiveness varied widely, rang-
ing from comparisons of inpatient settings on routine clini-
cal variables to changes in clinical variables assessed with 
questionnaires.

The studies included in this review generally had het-
erogeneous samples, focusing on patients across the whole 
psychiatric spectrum. However, one study only focused on 
patients with a borderline personality disorder, resulting in 
an overrepresentation of this patient group in the results sec-
tion (Turhan & Taylor, 2016). Furthermore, the two studies 
by Mötteli et al., (2018, 2020) partially used the same sam-
ple. Both studies used patient data from the HT service in 

Switzerland with different research questions. As a result, 
the sample size as well as the gender ratio included in each 
study differed slightly.

In terms of methods, some studies did not report whether 
the results reached a level of significance. In addition, the risk 
of bias assessment revealed possible biases in some of the 
selected studies, which limits the interpretation of the results. 
In particular, selection bias could reduce the generalizability 
because it is possible that only patients who were considered 
clinically suitable candidates for HT were included. This 
selection bias is known to be especially pronounced in obser-
vational studies and non-randomized trials (Grimes & Schulz, 
2002), which was the design of all of the studies selected for 
this review. Therefore, studies with quasi-randomized or ran-
domized controlled designs are needed.

Finally, except for symptom severity and previous hospi-
tal admissions, most of the identified predictors could only 
be supported by single significant results. Thus, the small 
number of studies and the fact that the selected predictor 
analyses were secondary analyses are further limitations.

Future research

To deepen the understanding of the predictors discussed in 
this review, future research could focus on whether the predic-
tors found are based on a common factor that is considered 
to be characteristic of an overall severity of illness. In addi-
tion, future research should examine the association of the 
predictors with changes in clinical variables during HT, as 
previous studies have manly examined whether (re-)admis-
sions to hospital occur. Although the success of HT is well 
documented, future research could focus on the underlying 
factors to further understand the reasons for the success of this 
form of treatment. It would be interesting to understand the 
mechanisms related to the therapeutic alliance, as patients are 
often seen by several members of the interdisciplinary team. 
Overall, future research should focus on quasi- or randomized 
controlled study designs to enhance generalizability of the 
effects and predictors found in this review.

Conclusion

More than 40 years after its introduction, the successful 
implementation of HT has been widely documented. Recent 
research suggests that certain patient variables, including 
employment, certain diagnoses such as anxiety disorders, 
symptom severity, previous hospital admissions, and family 
involvement, may predict the treatment success in HT. Iden-
tifying these predictors will enable healthcare professionals 
to develop appropriate intervention strategies to reduce hos-
pital admissions and improve clinical outcomes by clarifying 
the specific treatment needs of each patient group.
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Appendix 1   Table 2.

Cochrane ‘risk of bias’ assessment

 Bias not present or bias removed,  Bias present, NA not applicable
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Appendix 2. Specific search terms sorted 
by database:

–	 MEDLINE (PubMed): ("hometreatment" OR "home 
treatment" OR "crisis resolution") AND ("mental disor-
ders" [mesh] OR mental health* OR psych* OR crisis) 
NOT (adolescent [mesh] OR child [mesh])

–	 PsycINFO (Ovid): (((home treatment or hometreatment 
or crisis resolution) and (crisis or mental disorder* or 
mental health* or psych*)) not (child* or adolesc*)).mp. 
[mp = title, abstract, heading word, table of contents, key 
concepts, original title, tests & measures, mesh]

–	 Scopus (Elsevier): TITLE-ABS-KEY(("home treatment" 
OR Hometreatment OR "crisis resolution") AND (crisis 
OR mental AND disorder* OR mental AND health OR 
psych*) AND NOT (child* OR adolesc*)

–	 Web of Science Core Collection (Web of Science): 
(("hometreatment" OR "home treatment" OR "crisis 
resolution") AND (mental disorder* OR mental health* 
OR psych* OR crisis) NOT (adolesc* OR child*))
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