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Background
Coercive treatment comprises a broad range of practices, ran-
ging from implicit or explicit pressure to accept certain treatment
to the use of forced practices such as involuntary admission,
seclusion and restraint. Coercion is common in mental health
services.

Aims
To evaluate the strength and credibility of evidence on the effi-
cacy of interventions to reduce coercive treatment in mental
health services. Protocol registration: https://doi.org/10.17605/
OSF.IO/S76T3.

Method
Systematic literature searches were conducted in MEDLINE,
Cochrane Central, PsycINFO, CINAHL, Campbell Collaboration,
and Epistemonikos from January 2010 to January 2020 for meta-
analyses of randomised studies. Summary effects were recal-
culated using a commonmetric and random-effects models. We
assessed between-study heterogeneity, predictive intervals,
publication bias, small-study effects and whether the results of
the observed positive studies were more than expected by
chance. On the basis of these calculations, strength of associa-
tions was classified using quantitative umbrella review criteria,
and credibility of evidence was assessed using the GRADE
approach.

Results
A total of 23 primary studies (19 conducted in European coun-
tries and 4 in the USA) enrolling 8554 participants were included.

The evidence on the efficacy of staff training to reduce use of
restraint was supported by the most robust evidence (relative
risk RR = 0.74, 95% CI 0.62–0.87; suggestive association, GRADE:
moderate), followed by evidence on the efficacy of shared
decision-making interventions to reduce involuntary admissions
of adults with severe mental illness (RR = 0.75, 95% CI 0.60–0.92;
weak association, GRADE: moderate) and by the evidence on
integrated care interventions (RR = 0.66, 95% CI 0.46–0.95; weak
association, GRADE: low). By contrast, community treatment
orders and adherence therapy had no effect on involuntary
admission rates.

Conclusions
Different levels of evidence indicate the benefit of staff training,
shared decision-making interventions and integrated care
interventions to reduce coercive treatment in mental health
services. These different levels of evidence should be consid-
ered in the development of policy, clinical and implementation
initiatives to reduce coercive practices in mental healthcare, and
should lead to further studies in both high- and low-income
countries to improve the strength and credibility of the evidence
base.
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The use of coercion is common in formal and non-formal settings,1,2

including mental health services.3 Coercive treatment comprises a
broad range of practices, ranging from implicit or explicit pressure
to accept certain treatment to the use of forced practices such as invol-
untary admission, seclusion and different forms of restraint.4

Available epidemiological data suggest wide variations in the rates
of involuntary admissions across countries, local areas and services,5

with rates increasing over time in some countries.6 In England, for
example, the rate of involuntary psychiatric hospital admission has
increased by more than one-third in the past 6 years, and in
Scotland the number of detentions has increased by 19% in the past
5 years.7 In The Netherlands, in the period 2003–2017 the rate of
treated requests for court-ordered involuntary admissions increased
from 44 to 64 per 100 000 population.8,9 Involuntarily admitted
people may also be exposed to further coercive measures during hos-
pital admissions, such as seclusion, administration of medication
against their will and restraint, but the frequency and severity of
these multiple forms of coercion are still poorly understood.1–4

Coercive treatment conflicts with the principle of autonomy, a
central guiding principle of the Convention on the Rights of

Persons with Disabilities (CRPD), which aims to empower mental
health patients in making their own decisions about treatment.10,11

In addition to human rights considerations, empirical data suggest
that coercive practices may be a traumatising experience leading to
profound loss of trust in the therapeutic relationship and to physical
health problems such as skin injuries, neurological problems, pul-
monary disease, deep vein thrombosis and even death.12,13

Coercion can also have long-term adverse consequences in terms
of service avoidance, with reduced access to mental healthcare.14

Against this background, during recent decades strategies and
interventions have been developed to reduce the use of coercion,
simultaneously attempting to preserve the right of people with
mental health conditions to receive effective treatments, including
when they may be less able to express their own will and prefer-
ences.4,15 However, the efficacy of these interventions is controver-
sial, and the evidence fragmented into several reviews focusing on
different populations, interventions and outcomes, leading some
to conclude that there is very little research in this area.3

Consequently, most evidence-based guidelines for mental health
conditions do not consider measures to reduce coercion.
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Therefore, the aim of this umbrella review was to summarise the
efficacy of interventions to reduce the use of coercive care in mental
health services. Effect sizes for interventions were re-analysed using
quantitative umbrella review criteria in order to accurately quantify
the strength of associations, and credibility of evidence was assessed
using the Grading of Recommendations Assessment, Development
and Evaluation (GRADE) approach.16–18

Method

Study design

We employed an umbrella review methodology to systematically
review all available reviews on the topic. Umbrella review is a
term applied to systematic overviews of systematic reviews and
meta-analyses.19–22 This review methodology was chosen as it pro-
vides an overall picture of an important area of healthcare and it can
highlight whether the evidence base is consistent or contradictory.23

In clinical areas with multiple interventions for the same condition,
or with multiple populations for similar interventions, and with
several clinically relevant outcomes, umbrella reviews may
provide quantitative syntheses of the beneficial effects of interven-
tions for different populations and outcomes using a common
metric.21–23 A review protocol was registered in the Open Science
Framework platform: https://doi.org/10.17605/OSF.IO/S76T3.

Types of systematic review included

Systematic reviews of randomised studies investigating the efficacy
of interventions to reduce coercive treatment for people with mental
health conditions in any treatment setting were included.
Interventions included any type of non-pharmacological strategies
aiming to reduce the use of coercive measures such as involuntary
admissions or use of physical restraint. Mental health conditions
included any mental health problem along a continuum from
mild, time-limited psychological distress to long-term and severely
disabling conditions.24

Only systematic reviews with a quantitative synthesis of trial
results (meta-analysis) were retained. Similarly, systematic reviews
without study-level effect sizes and 95% confidence intervals (CIs)
were excluded. When two systematic reviews presented overlapping
data-sets, the one with the largest number of component studies
providing study-level effect sizes was retained for the main analysis,
in agreement with umbrella review methodology.19,22 References of
primary studies from all identified meta-analyses were inspected to
cross-check whether relevant primary studies were missed by the
included systematic reviews.

Literature search, systematic review selection and data
extraction

MEDLINE, PubMed, Cochrane Central, PsycINFO, CINAHL,
Epistemonikos and Campbell Collaboration databases were
searched from January 2010 to January 2020. The following terms
were used: (coercio*[Title/Abstract] OR involunt*[Title/Abstract]
OR restraint*[Title/Abstract] OR seclusion*[Title/Abstract] OR
compulsory*[Title/Abstract]) AND (meta-analysis[Publication
Type] OR meta-analysis[Title/Abstract] OR meta-analysis[MeSH
Terms] OR systematic[Title/Abstract] OR review[Title/Abstract]).
The complete search strategy is provided in the supplementary
material, available at https://doi.org/10.1192/bjp.2020.144. The
search was restricted to the past 10 years to provide an up-to-date
overview of the evidence.22 No language restrictions were applied.
Electronic database searches were supplemented by a manual
search of reference lists from relevant studies. The Preferred
Reporting Items for Systematic Reviews and Meta-Analyses

reporting standards (PRISMA) were followed to document the
process of systematic review selection.25

The selection of potentially relevant systematic reviews was
made by carefully inspecting titles and abstracts. This was done
by two reviewers independently (C.B., M.P.). In case of discrepan-
cies, a third review author (G.O.) was involved and consensus
reached by discussion. When titles and abstracts did not provide
information on the inclusion and exclusion criteria, the full articles
were obtained to verify eligibility. The full texts of potentially
included systematic reviews were obtained and carefully appraised
by at least two reviewers. The reference lists of included articles
were analysed for additional items not retrieved by the database
searches.

From each included systematic review, two investigators (C.B.,
M.P.) independently extracted information on first author, year of
publication, outcomes, number of included studies and reported
summary meta-analytic estimates. The following information was
extracted from each primary study: year of publication, mental
health condition, type of intervention, outcomes, sample size and
study-specific effect size with the corresponding 95% confidence
interval.

Reporting quality of included systematic reviews

The quality of included systematic reviews was independently
assessed by two reviewers (C.B., M.P.) using AMSTAR 2
(A Measurement Tool to Assess Systematic Reviews), a 16-point
assessment tool of the methodological quality of systematic
reviews.26 AMSTAR 2 has good interrater agreement, test–retest
reliability and content validity (supplementary material).26

Statistical analysis

Summary relative risks (RR) with 95% confidence intervals were
re-estimated using common metrics and random-effects models
because we were expecting heterogeneity.27 To produce a pragmatic
measure of the efficacy of interventions, numbers needed to
treat (NNTs) were calculated using the formulae provided by
Furukawa.28 We also estimated the 95% prediction interval (PI)
for the summary random-effects estimates.29 Prediction intervals
further account for heterogeneity between studies and specify the
uncertainty for the effect that would be expected in a new study exam-
ining that same research question.29 Heterogeneity was evaluated
with Cochran’s Q statistic30 (statistically significant for P < 0.10)
and quantified with the I2 metric.31 Egger’s test was used to evaluate
potential publication and small-study effects biases.32,33 In particular,
P≤ 0.10 in the regression asymmetry test with a more conservative
effect in the largest study was considered evidence for small-study
effects bias.

We further evaluated the excess significance, which is a test that
examines whether the observed number of studies (O) with statistic-
ally significant results (positive studies, P < 0.05) in each meta-ana-
lysis is larger than their expected number (E).34 For each meta-
analysis, E was calculated as the sum of the statistical power esti-
mates for each study in the meta-analysis. The power of each
study was calculated by an algorithm using a non-central t-distribu-
tion.35 The estimated power depends on the plausible effect size. As
the true effect size for any meta-analysis is unknown, we assumed
that the most plausible effect is given by the largest study. Excess sig-
nificance for each meta-analysis was claimed at the P≤ 0.10 level.34

On the basis of these calculations, we classified the strength of
each association as ‘convincing’, ‘highly suggestive’, ‘suggestive’ or
‘weak’ (supplementary material).21,22,36,37 Specifically, meta-ana-
lyses were free from biases (convincing, class I) if they met the fol-
lowing criteria: P < 10−6 based on random effects meta-analysis;
>1000 participants; low or moderate between-study heterogeneity
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(I2 < 50%); 95% PI that excluded the null value; no evidence of
small-study effects and excess significance; largest study nominally
significant (P < 0.05). Highly suggestive association (class II) criteria
required >1000 participants, highly significant summary associa-
tions (P < 10−6 by random-effects models) and largest study nomin-
ally significant (P < 0.05). Suggestive evidence (class III) criteria
required only >1000 participants and P≤ 0.001 by random-effects
models. Weak association (class IV) criteria required only P≤
0.05. Associations were considered non-significant if P was >0.05.
Statistical analyses and power calculations were performed using
Stata version 15.0 for Windows (Stata Corp, College Station, TX,
USA). P-values were all two-tailed.

In addition to these quantitative criteria, the overall credibility
of the estimates was qualitatively assessed by two reviewers (C.B.,
M.P.) using the GRADEmethod (supplementary material).17,18,38,39

GRADE allows the credibility of estimate for each outcome to be
rated and supplies a tabular overview of findings easily understand-
able for intervention participants, policy makers, research planners,
guideline developers and other interested stakeholders.17 Summary
of findings tables were developed using GRADEPro GDT.

Results

Description of included systematic reviews

The systematic search yielded 6821 records. After duplicate removal
and inspection of titles and abstracts, 77 full-text articles were
assessed for eligibility. Of these, 67 were excluded for the reasons
reported in the supplementary material, and 10 systematic reviews
with a quantitative synthesis of trial results were identified and crit-
ically appraised with AMSTAR 2 (Fig. 1).40–49 From these ten sys-
tematic reviews we retained and included in statistical re-analysis
the three non-overlapping systematic reviews with the largest
number of component studies (Fig. 1 and supplementary mater-
ial).43,47,48 These 3 systematic reviews provided data on 5 meta-ana-
lyses, including 23 randomised studies, 24 comparisons and 8554
participants.50–72

In terms of populations, four meta-analyses included partici-
pants with severe mental illness and one analysed studies with par-
ticipants with cognitive decline or dementia (Table 1). In terms of
interventions, four meta-analyses assessed the efficacy of the follow-
ing interventions to reduce involuntary admissions: shared deci-
sion-making interventions (including advance statements, crisis
cards and patient-held information strategies); community treat-
ment orders; adherence-enhancement interventions; or integrated
care interventions (Table 1). One meta-analysis assessed the efficacy
of staff training to reduce use of physical restraint (Table 1). All
studies were conducted in high-income countries.

Quality assessment of the included systematic reviews

AMSTAR 2 was used to describe the methodological characteristics
of the ten systematic reviews with a quantitative synthesis of trial
results, including the three systematic reviews that contributed to
the analysis (supplementary material). Two of the three included
systematic reviews did not have a review protocol, and none of
the three provided a list of excluded studies. In addition, the
funding source of the primary studies was not reported (supplemen-
tary material). Otherwise, the three systematic reviews performed
well in terms of quality of the search strategy, risk of bias, heterogen-
eity and publication bias assessment (supplementary material).

Summary effect sizes

Re-analysis of the five meta-analyses assessing the efficacy of inter-
ventions to reduce involuntary admissions and use of restraint is

shown in Fig. 2, and the number of included studies and partici-
pants, as well as the main characteristics of each meta-analysis,
are reported in Table 2. For the outcome of involuntary admissions,
only the meta-analyses of the efficacy of shared decision-making
interventions and integrated care reported a statistically significant
(P≤ 0.05) summary effect using random-effects models. Similarly,
for the outcome of use of restraint, the meta-analysis on the efficacy
of staff training interventions reported a statistically significant
summary effect (P≤ 0.05) (Table 2). Of these three meta-analyses,
a significance threshold below 10−3 was reached by the meta-ana-
lyses of staff training interventions, but a significance threshold
below 10−6 was not reached by any of the meta-analyses reporting
a significant association (Table 2 and supplementary material).
Similar NNT values were calculated for shared decision-making
interventions (NNT = 17.60, 95% CI 10.21–63.70) and staff training
(NNT = 16.26, 95% CI 11.68–26.75), while the NNT for integrated
care was 10.95 (95% CI 5.30–70.63) (Fig. 2).

In all five meta-analyses, the 95% prediction intervals included
the null value. Moderate to substantial heterogeneity (I2 > 50%) was
observed only in the meta-analyses on adherence therapy and staff
training interventions. Risk of small-study effects bias was not
observed in any of the five meta-analyses, but excess of significance
bias was detected in the meta-analysis on integrated care (Table 2).

Umbrella review criteria and GRADE

On the basis of these calculations, the strength of association was
categorised as weak for shared decision-making and integrated
care interventions, and suggestive for staff training interventions.
According to GRADE, the credibility of evidence was moderate
for shared decision-making and staff training interventions, low
for integrated care and community treatment orders and very low
for adherence therapy (supplementary material).

Discussion

The present umbrella review included 8554 participants from 23
studies (24 comparisons) contributing to 5 meta-analyses assessing
the efficacy of interventions to reduce involuntary admissions and
use of restraint in mental health services. On the basis of umbrella
review criteria and GRADE, the evidence on the efficacy of staff
training to reduce use of restraint was supported by the most
robust evidence, followed by the evidence on the efficacy of
shared decision-making interventions and integrated care to
reduce involuntary admissions in adults with severe mental
illness. By contrast, community treatment orders and adherence
therapy had no effect on involuntary admission rates. According
to GRADE, the credibility of evidence for staff training and
shared decision-making interventions was moderate, with
numbers needed to treat suggesting clinically relevant effect, espe-
cially in view of the pragmatic and hard nature of the outcome
measures.

The beneficial effect of these interventions should be considered
against potential risks associated with their implementation. For
example, a risk of not providing effective treatments when needed
may occur as a consequence of respecting the principle of autonomy
when patients are less able to express their own will and prefer-
ences.73 Reduction of involuntary admissions or use of restraint
might lead to greater use of medicines, with a potential increase
in negative patient outcomes,74,75 including a theoretical negative
effect on stigma where there is no proper care of people with
severe illness. Interestingly, the review ofMolyneaux and colleagues,
in addition to involuntary admissions, analysed the impact of
shared decision-making interventions on voluntary admissions,
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which may be considered a proxy indicator of receiving care when
needed.48 The finding that patients receiving shared decision-
making interventions were admitted as often as the control group
does not seem to give support to this potential risk, even though
the provision of other forms of treatment, such as pharmacological
or psychosocial interventions, has not been investigated.

Implications for implementation

Important implications for implementation can be drawn from
these considerations. A first aspect is that these interventions have
been developed to be used in the context of formal settings, that is
in the context of existing mental health systems with a commu-
nity-based organisation of mental healthcare.4 In addition to the
many benefits of community-based and primary care and
support, such services may reduce the need for hospital admis-
sion.11,76 Another prerequisite is the presence of legislative mea-
sures and policies aiming at operationalising a rights-based
approach to decision-making.3,11,77,78 For these reasons, results
may hardly be applied to contexts where detention, chaining and
violent treatment occur outside any legislative framework.77 In
some countries, for example, human rights abuses have been docu-
mented in a diverse range of treatment settings, including state

hospitals, rehabilitation centres and other types of formal facility.1,2

Results may also hardly be applied to contexts where human rights
abuses occur in non-formal settings such as spiritual healing centres
and prayer camps.1,2

A second aspect is that the lack of effectiveness of community
treatment orders makes a radical rethinking of the use of this inter-
vention essential, particularly as it is included in the legislation and
policy of many countries, with the expectation that it would contrib-
ute to avoiding compulsory admissions to hospital and enhance
engagement in the community.

Within a general legislative, policy and organisational frame-
work, implementing specific interventions to reduce coercive treat-
ment would probably require their inclusion in existing guidelines
for mental health conditions. The present umbrella review provides
the background evidence for such an inclusion. We found that the
evidence base is still not optimal, especially in terms of strength of
associations, but it is nevertheless suggestive that coercive treatment
may be reduced without major shortcomings. The WHO mhGAP
Intervention Guide, for example, recommends a number of com-
munication skills to create an environment that facilitates commu-
nication and shared decision-making. It generally suggests the
promotion of the rights of people with mental health conditions
in line with international human rights standards, although specific
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Table 1 Main characteristics of the 23 primary studies included in the umbrella review

Intervention
group

Study, by first-
author name

Follow-
up,
months Setting (country) Population Intervention characteristics Outcome

n/Nwith the outcome
in experimental
group

n/N with the
outcome in
control group

Shared decision-
making

Papageorgiou
(2002)54

12 In-patients (UK) In-patient receiving compulsory
psychiatric treatment

Advance directives; patients completed a
booklet consisting of seven statements on
future preferences for treatment

Involuntary admissions 15/79 16/77

Henderson
(2004)50

15 Out-patients (UK) Psychotic illness or non-psychotic
bipolar disorder

Joint crisis plans consisting of indicators for
relapse and treatment preferences. Crisis
plan held by patient and the service they
belong to, and disseminated to anyone else
the patient specifies

Involuntary admissions 10/80 21/80

Thornicroft
(2013)52

18 Out-patients (UK) Relapsing psychotic illness Joint crisis plan facilitated by a psychiatric nurse
and developed with the patient, their care
coordinator and psychiatrist, consisting of
indicators for relapse and treatment
preferences. Crisis plan held by patient and
the service they belong to, and disseminated
to anyone else the patient specifies

Involuntary admissions 49/267 56/280

Ruchlewska
(2014)51

18 Out-patients (The
Netherlands)

Psychotic illness or bipolar disorder Crisis plan developed with the current patient
and clinician or a former patient, consisting
of early warning signs of crisis and future
treatment preferences. Held by patient and
in patients’ records

Involuntary admissions 27/138 21/73

Lay (2018)53 24 In-patients
(Switzerland)

In-patient receiving psychiatric
treatment

Crisis cards developed with patient and
facilitator listing treatment preferences and
early relapse signs, and 4-weekly ongoing
telephone monitoring plus individualised
psychoeducation sessions

Involuntary admissions 21/75 40/93

Lester (2003)55 12 Out-patients (UK) Schizophrenia Patient-held record containing sections for
personal details, appointments, medication,
basic health information, personal and
emergency contact numbers, early warning
symptoms and a diary section to record
patient, carer and professional comments

Involuntary admissions 1/92 4/99

Community
treatment
orders

Swartz (1999)56 12 Out-patients
(USA)

Schizophrenia, schizoaffective disorder,
or other psychotic disorder or major
affective disorder

Community treatment order Involuntary admissions 56/129 65/135

Steadman
(2001)57

11 Out-patients
(USA)

Schizophrenia, schizoaffective disorder,
or other psychotic disorder

Community treatment order Involuntary admissions 49/78 42/64

Burns (2013)58 12 Out-patients (UK) Psychosis Community treatment order Involuntary admissions 59/167 60/169
Adherence

therapy
Staring (2010)59 12 Out-patients (The

Netherlands)
Severe mental illness Treatment adherence therapy Involuntary admissions 1/54 6/55

Priebe (2013)60 12 Out-patients (UK) Severe mental illness Financial incentives for adherence Involuntary admissions 15/78 14/63
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Table 1 (Continued )

Intervention
group

Study, by first-
author name

Follow-
up,
months Setting (country) Population Intervention characteristics Outcome

n/Nwith the outcome
in experimental
group

n/N with the
outcome in
control group

Integrated care Johnson (2005)61 6 Out-patients (UK) People experiencing crises severe
enough for psychiatric hospital
admission

Acute care, including a 24 h crisis resolution
team. Staff were available 24 h but on call
from home after 22.00 h

Involuntary admissions 24/135 32/125

Sigrúnarson
(2013)62

12 years Out-patients
(Norway)

Psychosis Integrated treatment: patients and primary
caregivers received cognitive–behavioural
family communication and problem-solving
skills training, individual cognitive–
behavioural strategies for residual symptoms
and disability, and structured single-family
psychoeducation. Education in use of
medication and methods to improve
medication adherence was given

Involuntary admissions 11/30 12/20

Staff training Evans (1997)69 6 In-patients (USA) Nursing home residents Restraint education with consultation and 12 h/
week consultation

Restraint use 27/152 (RE) 20/127
(REC)

83/184

Koczy (2011)64 3 In-patients
(Germany)

Nursing home residents Restraint education Restraint use 172/208 114/125

Kopke (2012)63 3 In-patients
(Germany)

Nursing home residents Restraint education and guidance (90 min
information programme, and 1-day training
workshop)

Restraint use 423/1868 525/1802

Pellfolk (2010)66 6 In-patients
(Sweden)

Nursing home residents with dementia Education programme: 2 days of seminars, six
30 min videotaped lectures

Restraint use 31/185 55/165

Rovner (1996)70 8 In-patients (USA) Nursing home residents with dementia Activity programme, guideline for psychotropic
drug management and educational rounds

Restraint use 14/41 20/28

Testad (2010)65 6 In-patients
(Norway)

Nursing home residents with dementia Restraint education and guidance Restraint use 8/75 6/60

Testad (2016)72 7 In-patients (The
Netherlands)

Nursing home residents Restraint education and guidance Restraint use 9/73 7/114

Gulpers (2013)71 4 In-patients (The
Netherlands)

Nursing home residents Multicomponent staff-training intervention Restraint use 80/134 68/91

Huizing (2006)68 2 In-patients (The
Netherlands)

Nursing home residents with dementia Restraint education and consultation: 2-month
education, five 2 h meetings and
consultation

Restraint use 40/72 38/54

Huizing (2009)67 2 In-patients (The
Netherlands)

People in psychogeriatric nursing home
wards

Restraint education and consultation: 2-month
education, five 2 h meetings, one 90 min
plenary session and consultation

Restraint use 81/126 69/115
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interventions with the primary aim of reducing coercive treatment
are not included.79 The National Institute for Health and Care
Excellence (NICE) guideline on psychosis (www.nice.org.uk/
Guidance/CG178) does state that people have the right to be
involved in discussions and to make informed decisions about
their care, but this is reported as a general principle of care, and

not as a structured group of interventions specifically developed
to reduce involuntary admissions. Operationalised and specific
recommendations are more likely to be followed. Similarly, the
NICE guideline on bipolar disorder (www.nice.org.uk/guidance/
CG185) encourages people with bipolar disorder to develop
advance statements while their condition is stable as part of

Study

Outcome: 

Random-effects

involuntary admissions

Lester (2003)55

Henderson (2004)50

Lay (2018)53

Ruchlewska (2014)51

Papageorgiou (2002)54

Thornicroft (2013)52

Total (95% CI)

Heterogeneity: Tau² = 0.00; Chi² = 4.79, df = 5 (P = 0.44); I² = 0%

Community treatment orders. Outcome: involuntary admissions

Swartz (1999)56

Steadman (2001)57

Burns (2013)58

Total (95% CI)

Heterogeneity: Tau² = 0.00; Chi² = 0.25, df = 2 (P = 0.88); I² = 0%

Adherence therapy. Outcome: involuntary admissions

Staring (2010)59

Priebe (2013)60

Total (95% CI)

Heterogeneity: Tau² = 0.71; Chi² = 2.14, df = 1 (P = 0.14); I² = 53%

Integrated care. Outcome: involuntary admissions

Sigrúnarson (2013)62

Johnson (2005)61

Total (95% CI)

Heterogeneity: Tau² = 0.00; Chi² = 0.11, df = 1  (P = 0.74); I² =  0%

Staff training. Outcome: restraint use

Evans (1997)69

Evans (1997)69

Pellfolk (2010)66

Rovner (1996)70

Kopke (2012)63

Huizing (2006)68

Gulpers (2013)71

Koczy (2011)64

Huizing (2009)
Testad (2010)
Testad (2016)
Total (95% CI)

Heterogeneity: Tau² = 0.05; Chi² = 50.06, df = 10 (P < 0.00001); I² = 80%
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Fig. 2 Efficacy of interventions to reduce coercive treatment. RR, risk ratio; NNT, number needed to treat.
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information and support strategies, but there is no mention of this
as part of strategies to reduce coercive treatment. Minimising the
use of restraint is reported by the NICE guideline on dementia
(https://www.nice.org.uk/guidance/ng97), but how this should be
achieved is not described. In this review we found suggestive evi-
dence for a group of staff training interventions. It may also be
important to link existing guidelines on the prevention andmanage-
ment of violence and aggression in mental healthcare80,81 with
guidelines for specific mental health conditions. This could allow
harmonisation of recommendations, giving due consideration to
specific interventions to reduce coercive treatment.

Limitations

A general limitation of this umbrella review is that the effect on
coercive practices of legislation, policies, service organisation
models and population-level interventions, such as interventions
based on advocacy, awareness-raising campaigns, moral persuasion
and public engagement, cannot be assessed by means of randomised
trials, and therefore these factors were not included in the systematic
reviews that met criteria for this study. Similarly, complex multi-
component actions that are considered active ingredients of com-
munity mental health services, such as ensuring comprehensive
responsibility in all phases of treatment, working on the environ-
ment and the social fabric, and fostering service accountability
toward the community,82 are difficult to evaluate in formal
studies. However, absence of randomised evidence for these inter-
ventions does not mean that they are ineffective. Law 180 in Italy
remains a paradigmatic example of the potential impact of legisla-
tive measures on coercive practices, as its implementation deter-
mined a progressive dramatic decrease in the rates of involuntary
admissions over the subsequent 40 years.83

Specific limitations of this umbrella review are those of the sys-
tematic reviews included, which, in turn, suffer from the limitations
of the primary studies. The most frequently reported review short-
comings, detected by AMSTAR 2, were lack of a review protocol
describing review methods prior to the conduct of the review, lack
of information on funding and lack of a thorough discussion of
between-study heterogeneity. Heterogeneity may be explained by
differences in the details of the interventions, which may be consid-
erable, and by the contexts in which the individual studies were con-
ducted, which may vary greatly in terms of mental health laws,
mental health and social care policies, resources and service config-
urations, and local social and cultural attitudes. Additional limita-
tions refer to the umbrella review methodology, as this approach
is based on statistical re-analysis of meta-analyses. By definition,
therefore, umbrella reviews include only systematic reviews that
applied a quantitative approach to data presentation, while system-
atic reviews providing qualitative descriptions of the included
studies, without applying meta-analytic techniques, are excluded.
Related to this, recently published primary studies might exist
that have not been covered by the included meta-analyses.
Another limitation is the narrow focus on involuntary admissions
and use of restraint as main outcome measures. Although these
are hard outcome measures, coercive treatment generally involves
a broader range of implicit or explicit forms of pressure to accept
certain treatments.4 The absence of studies from low- and middle-
income countries (LMICs), where there is also widespread use of
coercive treatment, is another important limitation of the existing
literature.

Implications for research

In terms of implications for research, the present review suggests the
need for further studies on shared decision-making interventions,
aiming to increase the precision of the overall estimate and strength
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of association, in view of the finding that the largest study included
in the analysis84 highlighted a non-significant trend in favour of the
intervention. Additionally, integrated care interventions, which
included a crisis resolution team in one study, and a team providing
cognitive–behavioural strategies and structured single-family psy-
choeducation in another, showed promising overall point estimates,
but with wide confidence intervals, so the addition of new studies
will probably substantially increase the strength and credibility of
the evidence. We also note that studies on staff training interven-
tions to prevent use of restraint were conducted in long-term facil-
ities, nursing homes in most cases. A gap in knowledge therefore
exists, as currently we do not know whether staff training may
have similar beneficial effects on the use of restraint in acute in-
patient psychiatric wards.85,86 We do have the first clinical trial,
however, showing that training of traditional/faith healers, as well
as a structured programme of collaboration with biomedical ser-
vices, can dramatically reduce coercive practices in non-formal
treatment settings.87

Further research is also needed on the potential impact of other
interventions that may be particularly appropriate for reducing
coercive treatment, such as peer-delivered mental healthcare,88–91

domiciliary interventions,92 open dialogue approaches,93 online,
social media and mobile technologies,94 and the clubhouse95 and
circle of care models.96 More generally, studies assessing the efficacy
of interventions to reduce coercive treatment should always include
clinical outcomes such as psychopathology status, use of pharmaco-
logical and non-pharmacological treatments, and use of voluntary
admissions, in order to better describe whether the provision of
these interventions is associated with decreased access to effective
care. Future studies could benefit from more systematic mapping
of contextual factors, as they may act as powerful effect modifiers.
As frameworks for mapping of contextual variation across settings
have been developed,97 their systematic use could allow future syn-
theses of what works, how and in what setting. Patient-rated and
patient-generated outcome measures valued by patients should
also be included. These studies should be conducted in formal
and non-formal settings at different levels of economic develop-
ment, including LMICs, so that legislative, policy, cultural and con-
textual factors can be taken into due consideration as potential
determinants of intervention implementability and outcome.

Even though treatment guidelines may be extremely helpful in
promoting the implementation of less coercive practices, we
acknowledge that individual, stand-alone interventions may not
be sufficient. To optimise uptake in clinical practice, a more
general cultural change is probably needed.3,11 In particular,
efforts should be dedicated to increasing participation in individual
treatment choices, in policy and legislative decisions, and in general
theoretical discussions, of a much broader range of stakeholders,
including different groups of people with mental health conditions,
family members, mental health professionals with clinical experi-
ence, scholars and experts in mental health legislation and
policy.98 Finally, a profound reorientation in attitudes of profes-
sionals is necessary if practice is to change.
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