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Abstract

Outpatient civil commitment (OCC) requires the provision of needed-treatment, as a less 

restrictive alternative (LRA) to psychiatric-hospitalization in order to protect against imminent-

threats to health and safety associated with severe mental illness (SMI). OCC-reviews aggregating 

all studies report inconsistent outcomes and interpret such as intervention failure. This review, 

considering those studies whose outcome criteria are consistent with the provisions of OCC-

law, seeks to determine OCC-effectiveness in meeting its legislated objectives. This review 

incorporated studies from previous systematic-reviews, used their search methodology, and added 

investigations through August 2020. Selected OCC-studies evaluated samples of all eligible 

patients in a jurisdiction. Their outcome-measures were threats to health or safety or the 

receipt of needed-treatment exclusive of post-OCC-assignment- hospitalization, the latter being 

the OCC-default for providing needed-treatment in the absence of an LRA and dependent on 

bed-availability. A study’s evidence-quality was evaluated with the Berkeley Evidence Ranking 

and the New Castle Ottawa systems. Thirty-nine OCC-outcome-studies in six-outcome-areas 

directly addressed OCC-statute objectives: 21 considered imminent threats to health and safety, 

10 compliance with providing needed-treatment, and 8 conformity to the LRA-standard. With 

the top evidence-rank equal to one, the studies M = 2.55. OCC-assignment was associated with 

reducing mortality-risk, increasing access to acute-medical-care, and reducing risks of violence 

and victimization. It enabled reaching these objectives as a LRA to hospitalization and facilitated 

the use of community-services by individuals refusing such assistance when outside of OCC-

supervision. OCC appears to enable recovery by reducing potentially life-altering health and safety 

risks associated with SMI.
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INTRODUCTION

Outpatient civil commitment (OCC) provisions, community treatment orders (CTOs) in 

European and Commonwealth nations, are part of mental health law worldwide. OCC is a 

legal requirement for patients to participate in needed-treatment in lieu of inpatient care. 

The problem addressed by OCC is helping people with severe mental illness survive through 

potentially harmful crises posing imminent threats to health and safety by providing needed-

treatment when possible in a less restrictive manner than psychiatric-hospitalization [1–5]. 

The objective of this review is to summarize and assess the results of OCC-effectiveness-

studies whose outcome measures are indictors of OCC-commitment criteria—i.e. measures 

of imminent threats to health and safety and the provision of needed-treatment in conformity 

with the less restrictive provisions of the law.

Protection of harm to self and others is the only behavioral basis for OCC-assignment 

in 23 of the 46 U.S. OCC-jurisdictions, 5 of 8 Australian mainland states and territories, 

the U.K., Norway, Canada, and Israel [4]. In these jurisdictions the behavioral criteria for 

inpatient commitment are the same as those for OCC-assignment. Failure to comply with the 

treatment requirements of OCC results in return to hospital and a determination of whether 

the patient still meets the involuntary care criteria. The U.S. Supreme Court has ruled that 

there is “… no constitutional basis for confining [persons with mental illness] involuntarily 

if they are dangerous to no one and can live safely in freedom” [2]. The U.K. Parliament’s 

intention for the use of the CTO in the U.K. Mental Health Act of 2007 was to “…put 

[the assignment to a CTO] to the clinical decision about the risk in the community…” [6]. 

Even in U.S. state supreme court decisions that have expanded the interpretation of the 

dangerous standard to include grave disablement, the provision of needed-treatment offered 

on a preventive basis is tied to a likelihood of an anticipated present behavioral-threat to 

health and safety [7].

In arguing that OCC is not meeting its objectives previous evidence reviews [8–14] indicate 

that: “Results from the trials showed overall OCC was no more likely to result in better 

… social functioning, mental state or quality of life compared with standard ‘voluntary’ 

care [11]”. In addition to previously mentioned outcomes, the reviews report studies found 

no effect on “accommodation or homelessness, employment, satisfaction with services, 

perceived coercion, or family-carer satisfaction” [9]. Improved social functioning, mental 

state, quality of life, employment, housing, homelessness, and family-carer satisfaction, 

while laudable objectives and potential secondary consequences of OCC-intervention, are 

not, given the criteria for OCC-assignment, the statutorily specified objectives of OCC. The 

U.S. Supreme Court has ruled that: “…while the State may arguably confine a person to 

save him from harm, incarceration [involuntary care] is rarely if ever a necessary condition 

for raising the living standards of those capable of surviving safely in freedom, on their own 

or with the help of family or friends” [2].

Previous reviews have noted that the purpose of OCC-assignment is the prevention of 

hospitalization, the reduction of hospital-readmissions and hospital-days. Recently revised 

statutes do frequently discuss providing needed-treatment to “prevent deterioration”. 

However, a computer driven content search of the 46 U.S. jurisdictions with OCC-statutes, 
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8 Australian, the U.K., the Norwegian, the Israeli, the 12 Canadian, and the New 

Zealand statutes finds no mention of “preventing hospitalization” [4]. Including “preventing 

hospitalization” in the statute would be legislating the denial of peoples’ access to needed-

treatment in the absence of available or effective community-based services. The “revolving 

door” is driven by hospital bed-reductions and inappropriate early release without adequate 

community-based support associated with deinstitutionalization objectives. Statutes may 

limit the use of OCC to patients with a history of repeated admissions using such as 

validation of a pattern of deterioration following stabilization and treatment secession. 

They do not mention “revolving door patients” [4]. The U.K.’s post-legislative scrutiny 

of its Mental Health Act 2007, notes, “During the passage of the 2007 Act, Parliament 

considered and rejected the proposal that CTOs should be limited to those with a history of 

non-compliance”.

This review considers whether OCC-assignment reduces the risks of imminent threats to 

health and safety for patients in need of treatment who are refusing voluntary-participation 

in needed-treatment. It considers whether the provision of that needed-treatment was in 

conformity with the mandate to provide such as a less restrictive alternative (LRA) to 

psychiatric-hospitalization.

METHOD

All quantitative-studies accessed in seven previous OCC-reviews [8–14] published through 

2018 and additional 2020 publications were included in this review’s evaluation-pool. The 

list of OCC studies was developed by working backwards from the reference lists of Barnett 

et al’s most recent review[13] through the references of all six other reviews [8–12, 14]. 

Barnett et al [13] searched three electronic databases (PsychINFO, for articles published 

between Jan 1, 1806, and the fourth week of December, 2017; Embase, between Jan 1, 1974, 

and the first week of January, 2018; and MEDLINE, between Jan 1, 1946, and the fourth 

week of January, 2018) for publications in English, using the search terms “community 

treatment order” or “CTO” or “outpatient commitment” or “‘compulsory’ or ‘mandatory’ 

outpatient commitment” or “civil commitment” AND “SMI” or “psychiatric” or “manic” or 

“schizophrenia” or “bipolar”. They then applied a backwards reference search to the studies 

identified by manually searching reference lists of eligible studies. They also searched for 

articles that cited eligible studies using Scopus, and assessed those for eligibility. While 

Barnett et al. [13] searched through the fourth week of December 2017, this review, using 

the same procedures, searched for additional studies from January 1, 2016 through August 

2020.

Herein, only studies whose outcome measures were imminent behavioral threats to health 

and safety, needed- treatment-provision, and indicators of conformity to the LRA-provisions 

of the law were included. Studies were excluded that used hospital utilization outcomes 

post-OCC-assignment because they conflate their intervention with their outcome measures. 

Also excluded were studies with outcomes beyond the scope of OCC-legislative-mandates, 

e.g. those addressing patient-satisfaction and quality of life issues, and investigations of 

forensic populations.
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Since there are numerous ways that people can place their health and safety at risk, studies 

were grouped by threat in order to determine the effectiveness of OCC-assignment in 

addressing that threat. Similarly, different treatment approaches to the provision of needed-

treatment are grouped by their designated treatment provision outcome.

Two design evaluation assessments were applied to comparison group studies to determine 

the degree of confidence associated with their conclusions regarding the effectiveness 

of OCC-assignment—i.e. the Berkeley Evidence Ranking (BER) [15] and the Newcastle-

Otawa Score(NOS).16 Twenty-one outcome-studies, ranked with both yielded inter-rank-

reliability coefficients of rPearson= |.78| and rSpearman=|.79| [15].

OCC-assigned patients are at greater risk than hospitalized non-OCC-comparisons for 

negative outcomes [17]. Comparing the two groups without statistical adjustment for 

differences related to OCC-assignment, differences that remain when randomization is 

incomplete, should always produce more negative findings for the OCC-assigned. The 

use of the null-hypothesis is inappropriate in such comparisons. Bringing the OCC-group 

to the same level of service-utilization as the non-OCC-group in such studies is a positive-

outcome. Finding no difference in threat-levels of dangerous-behavior in such comparisons 

is a positive-outcome. Each study is therefore rated as to whether it had adjusted for obvious 

between-group differences disadvantaging the OCC-group. If the study failed to do so, then 

a determination was made as to whether a conclusion of no difference, a “failure to reject” 

the null hypothesis, could be viewed as a positive-outcome.

RESULTS

Causal Certainty and Evidence Ranking

Thirty-nine OCC-outcome-studies among all 74 quantitative OCC-evaluation-studies 

conducted between 1986–2020 considered six-outcome-areas directly addressing OCC-

statute- objectives: 21 considered imminent-threats to health and safety, 10 compliance 

with efforts to provide needed-treatment, and 8 with conformity to the LRA standard. The 

mean evidence-rank for the six-outcome-areas was 2.55 (1=highest rank), when weighted by 

sample size, 2.27 (See Table I). Evidence-ranks in both the BER and NOS assessments of 

each study when applicable and available are included in the study summary Table II.

Studies Employing Direct Measures of OCC Statutory Objectives (see Table II).

Studies in Table II are identified alpha-numerically by outcome group. For example, the 

fourth study in the mortality study Group A, is labeled A.4; the sixth study in the Crime and 

violence study Group C, is labeled, C.6.

A. Mortality (Table II, A.1–6).—Six studies [Evidence Rank M Sample-Weighted = 

2.48, M=2.61] found OCC-associated with reduced all-cause-mortality-risk [18–23]. Four 

studies comparing OCC-patients with non-OCC-patients (A.1–3, and 6) used a combination 

of matching, propensity-score-adjustment, and regression controls for before and after 

experiences [18–20, 22]. Their findings of OCC’s association with reduced all-cause 

mortality-risk span three decades [18–20, 22]. A.4 found no significant difference between 
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the groups though all suicides and deaths due to unnatural causes occurred in the 

comparison-sample [23]. A.5 found more non-OCC-group deaths [21].

B. Access to imminently needed/acute physical health care (Table II, B.1–2).
—Patients with SMI have elevated physical illness comorbidities and poor access to medical 

care [24]. Two case-controlled-studies (Evidence-Rank M Sample-Weighted=2) address this 

issue. B.1 found that OCC-patients, while under mental health system supervision, were 

40% more likely to obtain an acute-physical-illness diagnosis over a ten-year period than 

psychiatrically hospitalized non-OCC-patients were, and 5.02 times more likely than lower 

morbidity-risk never hospitalized outpatients. Without such supervision, OCC-patients’ 

chances of receiving such a diagnosis were 31% lower than non-OCC-patients were, and 

no different from outpatients. The OCC requirement for a medical examination, enabled 

access to acute medical care that was associated with a 20% reduced-risk of non-injury 

related death [25].

OCC-patients in B.2 did not differ from non-OCC-patients during a three-year follow-up in 

obtaining a medical procedure for physical illness [26].

C. Perpetration of crimes against person, violence, and suicide-risks (Table 
II, C.1–11).—Eleven U.S. and Australia studies [Evidence Rank MSample-Weighted = 2.01 

considered the issue of violent behavior and major crime-risk sufficient to constitute a threat 

to safety of self and others [21,23,27–35]. Four (C,1–3,5) found reduced crime, crime-risk, 

and violence associated with OCC-assignment compared to non-OCC-patients [27–30]. Five 

(C.6, 7, 8, 10, 11) seem to support the role of OCC in limiting violence while the orders are 

in place.21,31,32,33,35 Two (C.4 & 9) found no difference between groups [23,33].

D. Victimization (Table II, D.1–2).—Two studies (Evidence-Rank MSample-Weighted 

= 2) compared OCC-cases against hospitalized non-OCC-cases. One used matching, 

propensity-score and regression-controls (D.1), the second, though randomized 

unsuccessfully, added regression-control (D.2). Both reported reduced victimization-risk 

associated with OCC-assignment [27 36].

E. Medication Adherence and Engagement with Outpatient Service (Table 
E.1–11).—Eleven studies [Evidence Rank MSample-Weighted = 2.68] found OCC associated 

with improvement in the use psychotropic medications, medication compliance, and 

treatment participation. E.1 (Evidence-Rank-2) compared medication-possession-ratios 

(MPRs) of OCC-patients with ACT, ACT-patients without OCC, and patients without either 

intervention. Overtime, the MPR for the “OCC/ACT” group increased by 31–40%, while 

in the “ACT only” group it increased by 15–22%, and in the “neither treatment group” it 

increased by only 8–19% [37].

Similar findings are replicated in E.3, where psychotropic-medication use increased in 

their OCC-group vs. their non-OCC-comparisons even though prior history indicated the 

OCC-group had been less medication-compliant than the non-OCC-comparisons [23]. E.7 

compared post-civil-commitment hearing incidence of medication-refusals among those 

placed on OCC following a hearing with those hospitalized and those released following 
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the hearing. It found significantly fewer medication refusals and significantly less treatment 

non-compliance in the OCC-group than the other two groups [33, 38, 39].

Two studies reported increased engagement with services. E.9 found that patients previously 

registered but unengaged with services increased their engagement with both case-

management and housing services [40]. E.10 found that patients evidenced significantly 

increased engagement over a two-year follow-up period. They moved from an average rating 

indicating: “minor engagement (some appointments attended and doubtful adherence to 

medication), to ratings indicating: “good engagement (i.e. most appointments attended and 

generally adherent to treatment)” [41].

When an OCC-cohort-study is considered, generally both medication and service 

compliance improves during the period of supervision and deteriorates in the post-period. 

When compared to the period before OCC-assignment, E.8 reported increased compliance 

during OCC with medication, therapy, and substance abuse treatment [34]. E.6, in 

two separate analyses, the first an own-control study, found that outpatient-medication-

compliance for their OCC-cohort was poor pre-OCC, good during the OCC, and 

significantly deteriorated to less than good post-OCC [21]. In the second analysis, an 

adjusted comparison group study, E.6 compared medication- compliance among OCC vs. 

a matched-non-OCC-group. The OCC-group that had poorer compliance in the year before 

the study was found to be no different from the non-OCC-group during a year and a few 

weeks follow-up period [21].

Patients maintained on OCC or renewed to OCC over a period of 6 months or more tend to 

be more compliant. E.2 and E.4 found increased compliance among patients maintained on 

OCC for more than six months [42,43]. E.5 following OCC-patients for almost three years, 

found a significant reduction in the average neuroleptic-dosage from their first to their fourth 

OCC- assignment as well as 100% compliance ratings [44]. E.11 following a CTO-cohort 

for five years found adherence to LAIs increased over time [45].

F. Less restrictive alternative to hospitalization (Table II, F.1–8).—OCC is a 

less restrictive alternative (LRA) to hospitalization in two ways: diversion from a pending 

hospitalization episode, and early-release from hospital. The savings from early-release 

are counted against the time a person would have spent in hospital had it not been for 

the availability of OCC. Eight studies (F.1–8) [Evidence Rank MSample-Weighted = 2.47] 

addressed hospitalization-episode-duration and all reported statistically significant savings 

associated with the use of OCC that supports the LRA-effect [17, 46–52]. Four studies, (F.1, 

3, 4, & 6) were able to support the OCC LRA-effect after controlling for the potential 

confounding influences of deinstitutionalization [17, 47,48, 50]. Hospital day savings 

associated with a mental illness episode involving OCC-diversion have not been considered.

DISCUSSION

This review investigated how and to what extent OCC has utility for accomplishing its 

statutory objectives specified in commitment laws across nations, jurisdictions, and over the 

last 30 years. Studies including direct health and safety outcomes generally indicate that 
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OCC is associated with reducing mortality-risk, increasing access to acute-medical-care, 

and reducing risks of violence and victimization. They indicate that OCC generally enables 

reaching these objectives as a less restrictive alternative to hospitalization and facilitates the 

use of community-services by individuals refusing such assistance while they are assigned to 

OCC.

Though, OCC is consistently associated with reduced all-cause-mortality, disaggregating 

mortality-risk by cause of death and interventions associated with OCC offers a more 

complex picture—one perhaps explained in a comparison of the findings in A.1 and A.3. 

A.3 covered the period from 1990–2000, A.1 from 2000–2010 in Victoria Australia. In 

the first decade, Victoria offered the most enriched community-services in Australia. OCC-

days-per-30- days at risk were associated with a 24% reduction in injury-related-deaths. 

Community-treatment-days-per-community-care-episode were associated with reducing 

mortality-risk, each day-of-service with reduced injury-related-death by 2 percent [20]. In 

the second decade, Victoria made significant cuts to community-services [53]. A.1 indicated 

that the cuts were 25% per episode of community-care. While the overall all mortality-rate 

for death due to assault and undetermined intent was 33% less for OCC-assigned vs 

non-OCC patients, this positive was offset by an increased mortality-risk of 32% due to 

self-harm for OCC-assigned vs non-OCC patients [18]. Community-treatment-days during 

this second decade showed no association with reduced injury related risk [18]. It would 

seem that OCC-assisted-hospital-returns reduced the risk of involvement in violent-crime 

and consequently mortality-risk for those threatened with such involvements, while those 

with suicide-potential, perhaps less visible without community-contact, were left without 

sufficient community-service to address their need. The importance of OCC in involving 

treatment-refusers with treatment is illustrated in A.2’s finding that after controlling for 

service-utilization there was no difference in mortality-risk between their OCC and non-

OCC cohorts [19]. OCC brings treatment-refusing-patients to treatment, it is not the 

treatment, its function is to increase involvement.

OCC was associated with increasing access to acute-medical-care. However, once entry is 

secured, there was a failure to find differences in access to procedures between OCC and 

other hospitalized patients with health conditions requiring emergency room or hospital 

admission. Such life threatening conditions are likely to mandate a procedure once a patient 

is able to get a diagnosis. Thus, it would seem that the role of OCC is facilitating access.

Of the eleven studies addressing violence and crime, nine found OCC associated with 

reduced risks. Both studies, C.4 and C.9, failing to find a difference between OCC and 

non-OCC patients, reported that their OCC-samples spent more time in locked-supervision 

than their comparisons during the study [23,33,38,39]. Thus, their OCC-samples were not 

free to commit such crime and their “no difference” findings might be attributable to the 

use of OCC to bring people back to hospital in order to prevent such involvement. C.1 

found OCC-associated re-hospitalization accounted for a 13% reduced-risk of major crime 

perpetration [27].

Both victimization-studies showed positive OCC-effects.
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Studies of medication-compliance and service-use need to be considered in view of the 

fact that OCC patients are by definition medication non-compliant and service-refusers 

prior to OCC-assignment. Study results indicated that OCC-patients are likely to be as 

compliant with medication and service use as hospitalized non-OCC-patients during their 

period of OCC-assignment, and perhaps less compliant than non-OCC-patients post-OCC. 

The finding that individuals are more compliant when maintained on OCC for more than 

six months seems to be a result of selection for OCC-renewal, as opposed to those patients 

who do not meet the standard for renewal of their OCC and thus return to their old habits of 

service non-compliance.

OCC’s LRA effect in its capacity as a form of parole is associated with reduced 

inpatient-episode-duration by enabling early-release. As a form of probation, diversion 

from hospitalization, OCC is used infrequently. When used, however, it is associated with 

saving hospital-days; though, no study adds estimates of such saving to their calculations 

of reductions in inpatient-episode-duration. Even without consideration of diversion-savings, 

OCC appears to provide a significant LRA-effect.

While OCC-assignment shortens the duration of an OCC-associated-hospitalization, its 

effect on “total inpatient days” and “readmissions” post-OCC is not a simple one, riddled 

with reported inconsistencies that are addressed in an accompanying paper [54].

Severe mental illness is episodic for many, involving exacerbations of symptoms whose 

recurrence, given previous history, is likely but poorly predicted. Throughout their lives, 

people with severe mental illness experience disorder-induced episodes that place them at 

risk of engaging in behavioral actions posing a risk to health and safety. If unattended, 

such actions have consequences that pose irreversible risks to their ongoing recovery efforts. 

OCC is time-limited and designed to get people through an episode to recovery by ensuring 

continuity of care in the least restrictive manner. The results of OCC studies reviewed herein 

seem to support the utility of OCC for achieving this objective.

LIMITATIONS

There is no absolute causal certainty in this research. There are problems of reliability 

and validity throughout the behavioral science literature. Research is an ongoing if flawed 

effort to understand our complex reality. The reviewed-studies were varied in design and 

quality and discussed as though each added an equivalent piece of information. Within 

each study-grouping, studies show consistent findings led by studies higher in the evidence-

hierarchy and supported by studies with lesser evidence-certainty. All studies provide 

associations. None of them, even the putative “RCTs”, insures causal certainty. Some 

studies may unfortunately have been overlooked. Most of the epidemiological studies use 

administrative data and several rely on medical-record information that may be less reliable 

than information gathered in designed-research. While the studies reviewed do not represent 

all OCC-jurisdictions, they include nine U.S., four Australian, three Canadian, four U.K. and 

two in Spain.
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CONCLUSION

Studies confirm and replicate beneficial associations between OCC and direct measures of 

the amelioration of imminent threats to health and safety. They confirm a successful LRA 

effect associated with using OCC across five countries, three of them commonwealth nations 

(3–4 jurisdictions in each) and nine jurisdictions in the United States. OCC is not a great 

solution. It takes decision power from an individual and as such may be disempowering, yet 

disempowering only for a period of high-risk.
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GLOSSARY OF ABREVIATIONS

ACT Assertive community treatment, a form of intensive case 

management based on psychosocial intervention focused on 

maintaining severely mentally ill patients in the community.

BER Berkeley Evidence Rating— Ranks comparison group studies 

according to an evidence hierarchy based on the quality of the 

study’s design implementation upon completion.

ICC Involuntary inpatient commitment

LRA Less Restrictive Alternative to psychiatric hospitalization

MPR medication-possession-ratio

NA Not applicable. Study does not have a comparison group. It is pre/

post or a pre/during- intervention/post-intervention study and not 

ranked in the BER system, which only ranks comparison-group 

designs.

NR Not ranked by either the BER or NOS systems

NOS Newcastle-Ottawa Score. Ranks studies according to an evidence 

hierarchy based on the quality of the study’s design.

OCC Outpatient civil commitment; Also called: CTO-Community 

Treatment Order; OPC - Outpatient commitment; OC-Outpatient 

commitment; AOT-Assisted Outpatient Treatment

RCT Randomized Controlled Trial
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Table I:

Evidence Ranking Supporting Positive Associations with OCC Assignment

Outcome
Number of 

Studies Addressing 
the Designated 

Outcome

Total Number of 
Patients included 

in Reviewed 
Studies

Combined BER and NOS Ranks*

Weighted Mean Mean Median Mode Range

A. Mortality Risk 6 63,461 2.48 2.61 3.00 3.00 2–4

B. Access to Physical 
Health Care

2 33,029 2.00 2.00 2.00 2.00 2

C. Crime Against Persons, 
Violence, Suicide, Arrests

11 29,700 2.01 2.90 2.50 2.00 2–4

D. Victimization 2 27,797 2.00 2.00 2.00 2.00 2

E. Medication Compliance 10 12,510 2.68 2.95 3.00 2.00 2–5

F. Less Restrictive 
Alternative to 
Hospitalization

8 62,839 2.47 2.86 2.50 3.00 1–5

All Study Outcomes
N Outcomes=39 M of Outcome Groups= 

2.27
2.55

*
In order to enable a causal ranking for a given outcome area in Table 1, the NOS ranks were reversed to match BER rank ordering (NOS=9 was 

coded 1, 8 coded 2…5 coded 5). When only one rank in either the NOS or BER system was available that rank was accepted. When both systems 
ranked a study, the average rank was used.
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