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ARTICLE

A scoping review of studies into crisis resolution teams in community mental
health services

Katrine Høyer Holgersena,b, Sindre Andre Pedersenc, Heidi Brattlanda and Torfinn Hynnekleivd

aNidelv Community Mental Health Center, Tiller, Clinic of Mental Health, St Olavs Hospital, Trondheim, Norway; bDepartment of Psychology,
NTNU Norwegian University of Science and Technology, Trondheim, Norway; cLibrary Section for Medicine and Health Sciences, NTNU
University Library, NTNU-Norwegian University of Science and Technology, Trondheim, Norway; dDepartment for Acute Psychiatry and
Psychosis Treatment, Psychiatric Health Services Division, Sykehuset Innlandet Trust, Reinsvoll, Norway

ABSTRACT
Background and purpose of article: Crisis Resolution Teams (CRT) for rapid assessment and short-
term treatment of mental health problems have increasingly been implemented internationally over
the last decades. Among the Nordic countries, the CRT model has been particularly influential in
Norway, where ‘Ambulante akutteam (AAT)’ is a widespread psychiatric emergency service for adult
patients. However, the clinical practice of these teams varies significantly. To aid further development
of the service and guide future research efforts, we carried out a scoping review to provide an up-to-
date overview of research available in primary studies focusing on phenomena related to CRTs in
English and Scandinavian literature.
Methods: A systematic literature search was conducted in the bibliometric databases MEDLINE,
Embase, PsychINFO, Scopus, and SveMedþ. Included studies were thematically analyzed using a quali-
tative method.
Results: The search identified 1516 unique references, of which 129 were included in the overview.
Thematic analysis showed that the studies could be assigned to: (1) Characteristics of CRTs (k¼ 45),
which described key principles or specific interventions; (2) Implementation of CRTs (k¼ 54), which
were descriptive about implementation in different teams, or normative about what clinical practice
should include; and (3) Effect of CRTs (k¼ 38).
Conclusions: The international research literature on CRTs or equivalent teams is extensive. Many sub-
themes have been studied with various research methodologies. Recent studies provide a better evi-
dence base for how to organize services and to select therapeutic interventions, but there is still a
need for more controlled studies in the field.
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Introduction

Crisis resolution teams (CRT) offer rapid assessment and
short-term treatment for people suffering from acute exacer-
bation of mental disorders or development of new mental
health problems that cannot be handled by the primary
health service or other parts of the specialist health service
[1,2]. An aim of CRT services is to prevent emergency admis-
sions by offering home-based treatment for people in acute
mental crises [2,3] and to have a gatekeeper function for
hospitalizations. The theoretical framework is influenced by
early crisis theory, directions that challenge the traditional
balance of power between patient and therapist, and the
belief that situations are best coped within a patient’s home
environment rather than in an isolated hospital ward [2,4].
The CRT model has an interdisciplinary approach of specialist
competence and gives rapid assessment, 24-hour availability,
intensive home treatment (preferably, with several visits

daily), assistance to shorten hospital admissions, and collab-
oration with other support agencies to ensure further treat-
ment options.

The CRT model has been particularly prevalent in the
United Kingdom, where it has been implemented to varying
degrees [5]. Outside of the UK, Norway is one of the coun-
tries where the model has been most widely implemented.
Here, CRTs for adults are mainly organized in community
mental health centers (distriktspsykiatriske senter – DPS) as
part of secondary mental health care. The first teams were
established in 1999/2000, and in 2012, there were 61 active
CRTs in Norway [1]. The Norwegian health authorities’ recom-
mendations for CRTs are close to the the UK model, although
individual psychiatric services are free to make adjustments
to the service to meet local needs and characteristics.
National guidelines highlight elements such as service user
participation (including patients’ relatives), interdisciplinarity,
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and extended opening hours, rapid assessment of mental
health problems, short-term adapted outpatient treatment,
attention to the needs of patients’ children, and collabor-
ation with relatives and other support agencies [1]. As in the
UK, the Norwegian CRTs varies in terms of organization, staff-
ing, opening hours, and services offered [6,7].

Previous reviews of CRT-studies are somewhat dated and
have focused on limited areas of the research literature. A
Cochrane review [8] from 2015 included eight randomized
controlled effect studies (from 1964 to 2010), only one of
which dealt with a pure CRT service [9]. The authors concluded
that home treatment might be an alternative to hospitaliza-
tion, but emphasized the scarcity of high-quality evaluative
studies. A more comprehensive literature review from the
same year [10] included 49 primary studies, as well as 20 pol-
icy guidelines and reports from experts and decision-makers.
The study identified longer opening hours, access to a special-
ized mental health care professional, collaboration with local
services, and availability of home treatment as essential princi-
ples for implementing the service, but also pointed out that
the quantitative evidence was sparse and recommended devel-
oping a more precise definition of the CRT model to make it
easier to systematize further knowledge. Other reviews of
somewhat older dates [11–13] provided preliminary evidence
that CRT may reduce inpatient treatment and costs as well as
increase patient satisfaction. Two overview studies published
twelve years ago [14,15] focused on identifying active elements
of CRTs in Norwegian psychiatric services. Factors such as
accessibility, compassion, and providing help to cope with the
crisis in daily life were found to be central [14], furthermore
the need for a better description of therapeutic interventions
in CRTs was highlighted [15]. Other literature reviews have
examined more limited issues, such as crisis management with
elderly patients [16], helpful interventions at different points in
times during a crisis [17], and factors that may promote early
discharge from psychiatric services [18].

The purpose of this study is to provide a broad and up-to-
date overview of existing research on properties and phenom-
ena related to CRT and similar teams, in the form of a scoping
review, a so-called exploratory research overview [19]. In con-
trast to systematic reviews, which aim to synthesize findings
across studies in order to answer specific research questions,
the purpose of a scoping review is to describe the current
extent and nature of research evidence in the field. The scop-
ing review will be able to identify knowledge gaps, generate
hypotheses for future research, and guide interested parties
towards relevant studies. By using broad inclusion criteria, the
present scoping review included studies pertaining to CRT
work and subjected this body of evidence to a thematic ana-
lysis. The various clinical topics and areas of research were
identified. Main features in the literature will be presented to
illustrate the topics that have been investigated.

Material and methods

Literature searches

Structured searches were performed in the reference data-
bases MEDLINE, Embase, PsychINFO (all via Ovid), Scopus,

and SveMed þ (by co-author SAP). The applications were
last updated on 7 September 2020. The search strategy
applied in the databases was designed to cover alternative
free-text terms used to refer to outpatient emergency teams
and similar services. The searches used the Boolean opera-
tors ‘or’ and ‘and’, as well as a proximity operator that indi-
cated the permitted distance between the relevant free-text
words (see Supplementary Information for a detailed descrip-
tion of the search strategy adopted in the differ-
ent databases).

Inclusion and exclusion criteria

We included primary studies focusing on phenomena related
to CRT or similar teams that provide rapid interventions for
adult patients in mental crisis published in scientific journals,
in English or Scandinavian languages. Comments, letters, or
studies concerning teams exclusively targeting populations
with severe mental illnesses such as ACT (Assertive
Community Treatment) and FACT (Flexible Assertive
Community Treatment) were excluded. Also excluded were
studies without a specific focus on CRT or similar teams, but
where patients or employees from CRT had participated
together with patients or employees from emergency depart-
ments and the like.

Selection of studies

All references from the various databases were collected in
an EndNote library, and we removed duplicates. Based on
the title and summary, the references were sorted as either
included, excluded, or uncertain by the first author (KHH).
The full text was reviewed in cases where it was unclear
whether inclusion criteria were met. The last author (TH)
reviewed the lists to ensure consensus. KHH and TH dis-
cussed whether the uncertain references should be included.

Data synthesis

KHH and HB performed a qualitative thematic analysis based
on the full texts in which the included studies were catego-
rized into subgroups based on their topics, as follows. First,
relevant information was registered in a table, including the
year of publication, nationality, research questions, method-
ology and findings. Each study was assigned one or several
keywords that reflected its thematic content. The keywords
were inspected to identify thematic similarities. Similar
themes were grouped together under parent categories, and
new categories were developed to embrace those that did
not fit into the existing ones. Each parent category was fur-
ther developed into subcategories. Throughout the process,
there were discussions until consensus was reached. Finally,
a quantitative analysis (frequency analysis) was performed
for each parent category and subcategory. We summarized
the number of publications according to the research meth-
odologies, nationalities, and languages (English or
Scandinavian).
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Results

A total of 1516 unique references were identified. Of these,
129 were included according to the inclusion and exclusion
criteria. See Figure 1 for a flowchart illustrating the process
of identifying and selecting studies for inclusion.

The following terms for CRT interventions were included
in the literature search: Crisis Resolution Home Treatment
Teams (CRHTT), Intensive Home Treatment Teams (IHTT),
Home Treatment Teams (HT), and the Norwegian Ambulant
Akutteam (AAT), but the abbreviation CRT covers all of these
in the following text.

As shown in Table 1, we developed three main categories
in the thematic analysis: (1) Characteristics of CRTs, (2)
Implementation of CRTs, and (3) Effect of CRTs.

Characteristics of CRTs

This main category (k¼ 45, 35% of the total sample of publi-
cations) concerned the characteristics or contents of CRT
treatment. The first and largest (k¼ 33) subgroup described
various Principles that were considered important in the
treatment context. These studies were mainly interview-
based and qualitative (k¼ 25), and 17 of the studies were
conducted in the United Kingdom, 15 in Norway, and one in
Spain. Eight of the publications were only available in
Norwegian. As examples of results in this subcategory, one
study found that patients benefitted from access to service
user support as well as from available and attentive thera-
pists who offered psychosocial therapeutic approaches both
for current crises and for mental illnesses that had lasted
over time [20]. Other studies concluded that access to prac-
tical assistance [21], accessibility, flexibility, and being taken
seriously, understood and met as a fellow human being [22],
and attention towards the perspective of patients’ relatives

[23] and their parental roles [24], are all essential principles
in CRT care.

The second subcategory (k¼ 12) described various specific
Interventions that had been tested in CRT care. Most studies
(k¼ 10) had a quantitative or mixed design. Eight studies
were conducted in the UK and four in the Netherlands, and
all were published in English. Regarding findings, improved
outcomes were reported for a support program based on
self-help and support from user representatives [25,26], and
eye movement desensitization and reprocessing (EMDR) [27],
and null results were found for social network activation [28]
and the use of feedback tools [29,30]. Other interventions
investigated in smaller studies were art therapy, specific
intervention for dementia problems, and psychoeduca-
tion [31–33].

Implementation of CRTs

The largest category of studies, with 54 publications (42% of
the total number of studies), described how CRTs have been,
or should be, implemented in practice. The majority of these
articles (k¼ 41) were categorized in the subgroup Descriptive,
as they mainly focused on describing various issues related
to the actual implementation of CRTs in different practice
settings. Of these, six studies had a qualitative research
methodology (interviews with patients and/or staff), one
study, a mixed qualitative/quantitative design, while the
remaining studies utilized quantitative methodologies (analy-
ses of different types of archival data and/or questionnaires).
Most studies were conducted in the United Kingdom
(k¼ 26), followed by Norway (k¼ 7), but studies conducted
outside of Europe were also represented, including Australia
(k¼ 2) and South Korea (k¼ 1). Three studies were published
in Norwegian, one in Danish, and the remaining in English.
To exemplify findings in this subcategory, a case study
[34,35] demonstrated a great breath and variation in what
employees, decision-makers, and service users thought was
helpful after the implementation of CRTs; one analysis of
archival data [36] identified risk factors for hospitalization
after contact with a CRT, and another [37] found indications
that CRTs were developing towards becoming a team for
second opinions. Another study described the development
of an early CRT in Norway [38].

About a quarter of studies in this main category (k¼ 13)
were classified as Normative since they focused on what ele-
ments CRT implementation should contain. In this subcat-
egory, most studies were quantitative (k¼ 11); one study was
qualitative, while another had a mixed design. All studies
were conducted in the United Kingdom (k¼ 10) or Norway
(k¼ 3), and all were published in English. Several of the nor-
mative studies were connected to studies utilizing ‘the CORE
CRT Fidelity Scale’ [25,39]. This scale measures a team’s fidel-
ity towards a standardized CRT model and enables system-
atic research and comparison between teams [40,41]. One
controlled trial reported that training and higher fidelity to
the CRT model reduced hospitalizations, but did not contrib-
ute significantly to perceived patient satisfaction [42].
Similarly, a prospective study found that extended opening

References iden�fied via database searches

(n = 3146)

References a�er removal of duplicates
screened based on �tle/abstract or full text

(n = 1516)

References
excluded
(n = 1387)

Studies included in qualita�ve synthesis

(n = 129)

Figure 1. Flowchart illustrating the process of identifying and selecting studies
for inclusion.

NORDIC JOURNAL OF PSYCHIATRY 3



Ta
bl
e
1.

Ch
ar
ac
te
ris
tic
s
of

Cr
is
is
Re
so
lu
tio

n
Te
am

s
(C
RT
s)
st
ud

ie
s,
so
rt
ed

by
th
em

at
ic
ca
te
go

ry
.

Ca
te
go

ry
k

Re
se
ar
ch

de
si
gn

M
et
ho

do
lo
gy

Co
un

tr
y

La
ng

ua
ge

Ch
ar
ac
te
ris
tic
s

45
Pr
in
ci
pl
es

33
Q
ua
nt
ita
tiv
e;

k
¼
6
[5
7–
62
].

Q
ua
lit
ia
tiv
e;

k
¼
25

[6
3–
86
].

M
ix
ed
;k

¼
2
[8
7,
88
].

Co
nt
ro
lle
d
tr
ia
lþ

na
tu
ra
lis
tic

ex
pe
rim

en
ts
;k

¼
1
[5
8]
.

Ar
ch
iv
al

da
ta
;k

¼
2
[5
9,
60
].

Su
rv
ey
;k

¼
3
[5
7,
61
,6
2]
.

In
te
rv
ie
w
;k

¼
24

[6
3–
73
,7
5–
86
].

In
te
rv
ie
w
þ
ob

se
rv
at
io
n;

k
¼
1
[7
4]
.

Su
rv
ey

þ
in
te
rv
ie
w
;k

¼
1
[8
8]
.

O
bs
er
va
tio

n
þ
ar
ch
iv
al

da
ta
þ
in
te
rv
ie
w
;k

¼
1
[8
7]
.

U
K;

k
¼
17

[5
7–
62
,7
8–
87
].

N
or
w
ay
;k

¼
15

[6
3–
77
].

Sp
ai
n;

k
¼
1
[8
8]
.

En
gl
is
h;

k
¼
25

[5
7–
62
,7
0–
76
,7
8–
88
].

N
or
w
eg
ia
n;

k
¼
8
[6
3–
69
,7
7]
.

In
te
rv
en
tio

ns
12

Q
ua
nt
ita
tiv
e;

k
¼
7
[2
9–
92
].

Q
ua
lit
ia
tiv
e;
k
¼
2
[3
3,
93
].

M
ix
ed
;k

¼
3
[2
6–
32
].

Co
nt
ro
lle
d
tr
ia
l;
k
¼
3
[2
9,
30
,9
0]
.

Ar
ch
iv
al

da
ta
;k

¼
4
[2
7,
89
,9
1,
92
].

Su
rv
ey
;k

¼
1
[2
8]
.

In
te
rv
ie
w
;k

¼
1
[9
3]
.

In
te
rv
ie
w
þ
su
rv
ey
;k

¼
1
[3
3]
.

Li
tt
er
at
ur
e
st
ud

y
þ
in
te
rv
ie
w
s;

k
¼
1
[2
6]
.

Ar
ch
iv
al

da
ta
þ
in
te
rv
ie
w
;k

¼
1
[3
2]
.

U
K;

k
¼
8
[2
6,
27
,3
2,
33
,9
0–
93
].

N
et
he
rla
nd

s;
k
¼
4
[2
9–
89
].

En
gl
is
h;

k
¼
12

[2
9–
32
].

Im
pl
em

en
ta
tio

n
54

D
es
cr
ip
tiv
e

41
Q
ua
nt
ita
tiv
e;

k
¼
34

[5
8,
60
,9
4–
12
2]
.

Q
ua
lit
ia
tiv
e;
k
¼
6
[1
23
–1
28
].

M
ix
ed
;k

¼
1
[1
29
].

Co
nt
ro
lle
d
tr
ia
lþ

na
tu
ra
lis
tic

ex
pe
rim

en
ts
;k

¼
1
[5
8]
.

Ar
ch
iv
al

da
ta
;k

¼
17

[3
6,
51
,6
0,
98
,9
9,
10
0,
10
4–
10
6,
11
0–
11
2,

11
6,
11
7,
11
9,
12
0,
12
2]
.

Su
rv
ey
;k

¼
13

[4
9,
94
–9
6,
10
1–
10
3,
10
7–
10
9,
11
3,
11
4,
11
8]

.
In
te
rv
ie
w
;k

¼
4
[1
23
,1
24
,1
26
,1
28
].

In
te
rv
ie
w
þ
ob

se
rv
at
io
n;

k
¼
2
[1
25
,1
27
].

Su
rv
ey

þ
In
te
rv
ie
w
;k

¼
1
[1
29
].

Ar
ch
iv
al

da
ta
þ
su
rv
ey
;k

¼
3
[9
7,
11
5,
12
1]
.

U
K;

k
¼
26

[3
6,
51
,5
8,
60
,9
7,
98
,1
00
–1
04
,1
07
–1
09
,

11
2,
11
4,
11
8,
11
9,
12
0,
12
1,
12
4–
12
9]
.

N
or
w
ay
;k

¼
7
[9
4–
96
,1
10
,1
16
,1
22
,1
23
].

D
en
m
ar
k;
k
¼
1
[1
15
].

Ire
la
nd

;k
¼
3
[1
06
,1
11
,1
13
].

Au
st
ra
lia
;k

¼
3
[9
9,
49
,1
17
].

So
ut
h
Ko
re
a;
k
¼
1
[1
05
].

En
gl
is
h;

k
¼
38

[5
8,
60
,9
4,
97
–1
14
,1
17
–1
29
].

N
or
w
eg
ia
n;

k
¼
3
[9
5,
96
,1
16
].

D
an
is
h;

k
¼
1
[1
15
].

N
or
m
at
iv
e

13
Q
ua
nt
ita
tiv
e;

k
¼
11

[5
,6
,3
9,
40
–4
3,
44
,1
30
,1
31
,1
32
].

Q
ua
lit
ia
tiv
e;
k
¼
1
[1
33
].

M
ix
ed
;k

¼
1
[1
34
].

Pr
ot
oc
ol
;k

¼
1
[3
9]
.

Co
nt
ro
lle
d
tr
ia
l;
k
¼
1
[4
2]
.

Ar
ch
iv
al

da
ta
;k

¼
2
[1
31
,1
32
].

Su
rv
ey
;k

¼
2
[5
,1
30
].

In
te
rv
ie
w

;k
¼
1
[1
33
].

Ar
ch
iv
al

da
ta
þ
su
rv
ey
;k

¼
3
[4
3–
92
].

Ar
ch
iv
al

da
ta
þ
in
te
rv
ie
w
;k

¼
1
[4
0]
.

Su
rv
ey

þ
in
te
rv
ie
w
;k

¼
2
[4
1,
13
4]
.

U
K;

k
¼
10

[4
0–
89
,1
31
–1
34
].

N
or
w
ay
;k

¼
3
[4
3–
6]
.

En
gl
is
h;

k
¼
13

[4
0–
13
4]
.

Ef
fe
ct

38
Q
ua
nt
ita
tiv
e;

k
¼
36

[3
,9
,2
5,
29
,3
0,
39
,4
2,
43
,

46
,4
7,
50
,5
4,
90
,1
35
–1
57
].

M
ix
ed
;k

¼
2
[1
58
,1
59
].

Pr
ot
oc
ol
s;
k
¼
4
[2
5,
29
,3
9,
54
].

Co
nt
ro
lle
d
tr
ia
l;
k
¼
10

[9
,3
0,
42
,4
6,
47
,9
0,
14
1,
15
0,
15
3,
15
9]
.

Pr
e-
po

st
co
m
pa
ris
on

;k
¼
1
[1
44
].

Ar
ch
iv
al

da
ta
;k

¼
17

[1
36
,1
38
,1
39
,1
42
,1
43
,5
0–
14
7,
14
8,
14
9,

15
1,
15
2,
15
4,
15
5,
15
6,
15
7]
.

Ar
ch
iv
al

da
ta
þ
su
rv
ey
;k

¼
5
[3
,4
3,
13
5,
13
7,
14
0]
.

Ar
ch
iv
al

da
ta
þ
in
te
rv
ie
w
;k

¼
1
[1
58
].

U
K;

k
¼
21

[3
9,
42
,9
0,
13
5,
13
6,
10
4,
14
2–
50
,

14
6–
14
8,
15
0–
15
2,
15
5,
15
8]
.

N
or
w
ay
;k

¼
3
[4
3,
13
7,
15
6]
.

D
en
m
ar
k;
k
¼
1
[1
38
]
.

N
et
he
rla
nd

s;
k
¼
3
[2
9,
30
,5
4]
.

Ire
la
nd

;k
¼
1
[1
45
].

G
er
m
an
y;
k
¼
1
[1
49
].

Fr
an
ce
;k

¼
1
[1
54
]
.

Sw
itz
er
la
nd

;k
¼
4
[4
6,
47
,1
57
,1
59
].

Sp
ai
n;

k
¼
1
[1
39
].

U
SA

;k
¼
2
[1
41
,1
53
].

En
gl
is
h;

k
¼
37

[3
,9
,2
5,
29
,3
0,

39
,4
2,
43
,4
6,
47
,5
0,
54
,9
0,
13
5–
15
5,
15
7–
15
9]
.

N
or
w
eg
ia
n;

k
¼
1
[1
56
].

N
ot
e.

U
K:

U
ni
te
d

Ki
ng

do
m
.
Ei
gh

t
st
ud

ie
s
ar
e
in
cl
ud

ed
in

tw
o

ca
te
go

rie
s
an
d

co
ns
eq
ue
nt
ly
,
th
e
to
ta
l
nu

m
be
r
of

st
ud

ie
s
re
po

rt
ed

in
th
e
ta
bl
e
(k
¼
13
7)

ex
ce
ed
s
th
e
nu

m
be
r
of

st
ud

ie
s
in
cl
ud

ed
in

th
e
sc
op

in
g

re
vi
ew

(k
¼
12
9)
.

4 K. H. HOLGERSEN ET AL.



hours were associated with reduced hospital admissions [6].
However, studies on British teams have reported that organ-
ization and service offerings vary significantly [5]. Great vari-
ation has also been demonstrated for the development of
Norwegian teams [43], and Norwegian CRTs have been
implemented without the requirement of important elements
from the British model, including home treatment, gate-
keeper function, 24/7 opening hours, and opportunity for
rapid response [44].

Effect of CRTs

The third category (k¼ 38; 29%) consisted of studies examin-
ing the effect of CRTs. Of these, ten studies reported the
results of controlled studies with and without randomization,
and four were protocols for randomized controlled trials
(RCTs), one of which had not published results. The remain-
ing 24 studies compared outcome measures before and after
the introduction of a CRT without a control group. All studies
were quantitative, but two also included qualitative material.
Studies in this category were conducted in ten countries,
although most studies (k¼ 21) were conducted in the United
Kingdom. With the exception of one article published in
Norwegian, most were published in English. The outcome of
interest in most of these studies was the number of admis-
sions. A reduction in hospitalizations with CRT was demon-
strated by randomizing patients to access to home
treatment or standard treatment [45,46], comparing admis-
sion areas with and without access to CRTs [3,9], team train-
ing in the model [42], access to support programs based on
self-help and peer-support [25], as well as in retrospective
comparisons of hospitalization rates and other outcomes
before and after the implementation of home treatment
[47,48]. These studies reported little or no effect of CRT on
other parameters, such as the use of coercion or symptom
change. Still, patient satisfaction was higher among those
receiving home treatment in some studies [47,48].

Discussion

The literature search revealed extensive research on CRTs
with a substantial variation in research questions and meth-
odologies. Most studies were conducted in the UK, followed
by Norway, and about a tenth of studies was only available
in Scandinavian languages. The majority of studies (k¼ 41)
described different features of the implementation of CRT in
various clinical settings (Descriptive subcategory in
Implementation category). The second-largest subcategory
focused on identifying principles that characterize CRT work
(Principles subcategory in the Characteristic category, k¼ 33).
About a third of the studies (k¼ 38) investigated the impact
of CRT on hospitalization rates and other outcomes (Effects
category). Smaller subcategories of studies aimed to establish
what elements should be present in the implementation in
order for CRT to be a viable alternative to hospitalizations
(Normative subcategory in Implementation category, k¼ 13)
and investigated specific therapeutic interventions in CRTs
(Interventions subcategory in Characteristics category, k¼ 12).

Results across the studies indicate that CRT may be a promis-
ing alternative to hospital admissions, but elements such as
specialist competence among employees, extended opening
hours, continuity of care, close follow-up, and solid collabor-
ation with other service providers may be prerequisites if
such a team is to function as an alternative to admissions. Of
the 129 studies identified in this review, only three [49–51]
reported negative consequences for patients or caregivers
receiving help from CRT. Although this small number of
three studies does not suffice to resolve a concern, we
acknowledge that possible adverse outcomes after CRT care
need to be monitored carefully in further research, and if
necessary, action taken to avoid.

This scoping review aimed to provide an overview and
description of the total body of evidence related to CRTs. A
detailed assessment of the quality of the individual studies
falls outside the scope; however, there seems to be a clear
trend that the quality of the research in this field is moving
upwards in the hierarchy of evidence [52]. The early studies,
mainly classified as Characteristics and Implementation in
this review, utilized naturalistic, qualitative, and descriptive
research designs. Although valuable for the in-depth under-
standing of clinical phenomena and the generation of
hypotheses, generalizable conclusions about CRTs’ effects or
mechanisms of action cannot be drawn based on these stud-
ies, this research provided knowledge of characteristics of
individual CRTs and acute mental health care in general. In
recent years, however, larger controlled and randomized con-
trolled trials have been conducted [42,46,53]. Another
example is an ongoing prospective RCT study in the
Netherlands [54] comparing the effect of intensive home
treatment to treatment at admission.

Our scoping review complements previous reviews by
providing a broad overview of all available research into
CRTs for adults, categorized by topics. One strength is the
inclusion of studies published in Scandinavian languages,
whose results are otherwise less available to an international
public. Due to the exclusion of studies not exclusively focus-
ing on CRT’s for adults, potentially relevant knowledge gen-
erated through research on similar models of care (e.g. ACT,
FACT, and teams targeting children or families in crisis or
adults with specific diagnoses; such as elderly with dementia)
are not covered in this scoping review. Also, we have not
formally assessed the quality of each original study.
Nevertheless, we believe that summaries of the results may
give a solid fundament for hypotheses and tentative
conclusions.

Some promising directions for further research stand out
in this body of research. First, as presented in the Normative
subcategory of Implementation studies, studies of fidelity to
the CRT model may improve the operationalization of the
model and thus contribute to more unambiguous answers to
what is useful in such an approach [7,41]. Reliable and valid
CRT fidelity instruments would help to understand what dis-
tinguishes CRT from other current models of community
mental health care (such as HT, CRHT, ACT and FACT) and to
what degree these models overlap.
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Second, the need for more knowledge about effective
psychological or therapeutic interventions within CRT care
has been pointed out [15]. While relatively few studies were
classified as Interventions here, we consider this line of
research to be particularly promising in terms of clinical util-
ity. The literature search identified two additional studies
that were excluded from the review due to the inclusion of a
patient sample treated in a hospital ward. These investigated,
respectively, the effect of exposure therapy (EMDR) [55] and
short-term psychological crisis intervention with a cognitive
approach [56] in acute and crisis psychology services. The
studies reinforce the impression that the field is moving
towards the development of evidence-based interventions in
acute health care. In a future assessment of research in the
area, it may be useful to include interventions conducted
both among psychiatric emergency in- and outpatients. This
approach may broaden the picture of what works where,
when, and for whom when in need of emergency mental
health care.

This overview of knowledge regarding CRTs gives the
opportunity to be used as decision support for further devel-
opment of the services. Results indicate that CRTs may, as
intended, decrease hospital admissions by facilitating the
resolution of the crisis in patients’ homes. This may be par-
ticularly true when CRTs are implemented according to the
standardized CRT model, although it remains somewhat
unclear, to date, what the necessary and effective elements
of CRT work are. Ongoing studies will provide more know-
ledge on the impact of CRTs in the future.
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