Supplemental Table 1. Extraction table for included studies.
	Title 
(Lead Author, Year)
	Study Inclusion Criteria 
	Study Exclusion Criteria 
	Characteristics of Services in Intervention 
	Study Design 
	Comparison Group 
	Effectiveness Outcomes 
	Significant Findings 

	Mobile crisis services for children and families: Advancing a community-based model in Connecticut 
(Vanderploeg, 2016)
	Quantitative analysis of 12,472 episodes of care involving 7,196 unique children in FY2015; data was used from the Connecticut Department of Children and Families Provider Information Exchange 
	- 
	1) Connecticut Emergency Mobile Psychiatric Services (EMPS) offers free, statewide, community-based crisis stabilization, brief treatment, safety planning, care coordination, referral services, and follow-up care for youth 18 and younger, or 19 years old and still in school 
 2) Clinical perspectives used in the field tend to come from cognitive-behavioral, solution-focused, and family therapy 
 3) A child and adolescent psychiatrist is available for assessment and medication management 
 4) A number of standardized assessments are regularly used in the field when appropriate, including the Columbia Suicide Severity Rating Scale, Traumatic Stress Index, and Structured Assessment of Violence Risk in Youth 
 5) This service has a low threshold for in-person response to crises, claiming "crisis is defined by the caller" 
 6) The only youths excluded from service are those already receiving inpatient, residential, or sub-acute psychiatric treatment 
 7) Episodes of treatment can last up to 45 days (mean = 20.8 days), and EMPS can be accessed as needed 
 8) EMPS services are available 6 am-10 pm Monday-Friday, and 1 pm-10 pm on weekends and holidays 
 9) Referrals come mainly from self/family, schools, and EDs (who use the EMPS service for follow-up care and inpatient diversion) 
 10) A statewide 24/7 Call Center, reached with the warmline number "211," directly passes calls to EMPS via warm handoffs, or transfers to an internal clinician for telephonic services if outside of EMPS hours, and assigns the EMPS team to follow-up 
 11) Six contracted community-behavioral health entities directly provide, or sub-contract, EMPS services at fourteen sites throughout the state. Funding for the six contracted entities comes from the Department of Children and Families supports a Director, child and adolescent psychiatrist, and sufficient full-time clinical staffing for EMPS services (usually with Master's level clinicians); per diem staff are also supported when necessary to meet the demand (170 full time, part time, and per diem EMPS staff members across the state)  Medicaid and private insurance are billed on a fee-for-service basis to fund services. Some of the six contractors fund family outreach, family-led peer support, and family- led quality .
 13) Incentives to providers; they publish regular reports regarding performance, utilization, health outcomes, and satisfaction with care using data that is collected by EMPS providers and regularly cleaned. The PIC also designs and tracks completion for a standardized training curriculum for providers, and offers 11 continuing education trainings. The data infrastructure has allowed EMPS providers to internally analyze data and improve their performance.
	Pretest-posttest study
	Before vs after mobile crisis
	The Ohio Youth Problem, Functioning, and Satisfaction Scales 
	Comparing EMPS intake and discharge Ohio Scale scores, parent-rated child functioning (N=361, 42.94 vs 45.52, p<.001, no CIs reported) and health worker-rated child functioning (N=3,133, 43.44 vs 45.38, p<.001) significantly increased, and parent-rated child problem severity (N=340, 28.66 vs 23.04, p<.001) and health worker-rated child problem severity (N=3,113, 28.51 vs 25.56, p<.001) significantly decreased.

	Mobile crisis team intervention to enhance linkage of discharged suicidal emergency department patients to outpatient psychiatric services: A randomized controlled trial 
(Currier, 2010)
	All of the following: 
 1) English or Spanish speaking  
 2) Over 18 years old 
 3) Voluntarily presenting to the ED, or brought by police 
 4) Scored a rating of 1 or higher on the Spectrum of Suicidal Behavior Scale 
 5) Deemed clinically suitable for discharge from the ED, 
 6) Expressed a desire to follow-up in the outpatient setting 
 7) Gave written consent 
	Any of the following: 
 1) Currently receiving public or private care from a mental health clinician 
 2) Incapable of providing informed consent 
 3) Diagnosed or suspected to have an intellectual disability or dementia. 
	Manualized community-based clinical assessment conducted by an MCU within 48 hours of discharge at a location of the subject’s choice. This MCU also typically provides assessment and triage services in the community prior to hospitalization.  
	Rater-blinded RCT 
	Referral by treating psychiatrist to crisis outpatient clinic, which offered the same standardized treatment
	1) Completion of first follow-up visit scheduled prior to ED discharge 
2) Number of outpatient contacts in the 6 months post-enrollment 
3) Subsequent ED utilization in the 6 months post-enrollment 
4) Changes in Scale for Suicidal Ideation, Brief Psychiatric Rating Scale, Hamilton Depression Scale, and BASIS-32 Functional Scale scores at 2 weeks and 3 months post enrollment 
5) Adverse events 
	1)  Individuals in the MCU group had 2.35 times greater likelihood of completing first follow-up compared to control (69.6% vs 29.6%, 95% CI: 1.55-3.56, p<.0001) 
2) No significant difference in the mean number  
of outpatient mental health contacts at 6-months post-enrollment between MCU and control groups (4.61 vs 5.45, p=.55) 
3) No significant difference in mean ED utilization in 6-months post-enrollment between groups (1.62 vs 1.68 [group designation unspecified], p=.84) 
4) When all participants were combined as one cohort, there were clinically and statistically significant  (p<.0001) decreases in scores for all four scales; there were no significant differences in improvements between MCU and control groups, and no significant differences between the group of patients that did vs did not receive follow-up care 
5) No adverse events were reported in either group 

	The use of social workers' emergency certificates and factors associated with linkage to services 
(Holland and Tran, 2010) 
	Episodes that occurred between Jun. 2006 and Mar. 2008 involving the New London, Connecticut MCU (N = 192) during which adults in crisis were issued emergency certificates for involuntary transport individuals to an ED. 
	Bivariate tests of association were used to determine significant variables related to the dependent variable of interest; only variables with significant associations (p<.05) were included in the final model
	1) The Mobile Crisis Team (MCT) is a 16  hour/day psychiatric crisis response team that responds to calls from community providers, families, and individuals seeking assistance with crises related to symptoms of mental health and substance abuse disorders.
 2) Includes a Crisis intervention Team (CIT) sub-group that partners with local police department and responds to police-involved cases as a co-responder team.  
3) MCT has capacity to provide treatment/triage on evenings and weekends. 
4) MCT clinicians collaborate with ED physicians in developing plans for those with emergency certificates that are deemed appropriate for discharge.
	Retrospective observational cohort study 
	Episodes that occurred between Jun. 2006 and Mar. 2008 involving the New London, Connecticut mental health/police co-responder unit (N = 41) housed within the MCU, during which adults in crisis were issued emergency certificates for involuntary transport individuals to an ED.
	The outcome of interest was the likelihood of successful linkage to additional services, as determined at the point of Emergency Department (ED) disposition.
 
Linkage was considered to have occurred if the individual was either:
 
Admitted to inpatient care, or
 
Discharged with a documented plan for follow-up services (e.g., outpatient behavioral health appointment, referral to community-based care).
 
Linkage was considered not to have occurred if the individual was discharged from the ED without a documented follow-up plan.
	Logistic regression showed that referral by the Co-Responder Unit was associated with significantly lower odds of successful linkage compared to referrals by the MCT (OR = 0.417, p < .05). This suggests that the MCT was either more effective at identifying individuals likely to be admitted by ED physicians, and/or were more effective at collaborating with ER providers to ensure the creation of discharge plans.

	Mobile crisis outreach and emergency department utilization: A propensity score-matched analysis 
(Vakkalanka, 2021)
	Experimental group: 
Children or adults with mental health or substance abuse diagnoses who, in any 30-day span from 2015-2018, received both mobile crisis services and ED services at a Midwestern ED (in either order) (N=106) 
	  
	24/7 hotline and dispatch services of two trained mental health professionals, who provide community-based crisis assessment, stabilization, and referral services
	 Quasi-experimental
	Individuals in the control group were propensity-score matched to up to 2 individuals from the experimental group based on demographic and diagnostic characteristics; control individuals all had a mental health or substance abuse diagnoses and, in any 30-day span from 2015-2018, received ED services without mobile crisis services (N=196)  
	1) All-cause return to the ED within one year of initial visit 
 2) Psychiatric reason for return to the ED within one year of initial visit 
3) Mortality within one year of initial visit 
	1) Patients in the experimental group were more likely to return to the ED (67% vs 49%, adjusted HR 1.66, 95% CI: 1.22-2.27, p<.05), and did so sooner after the initial visits (median: 28 days vs 88 days, no significance testing performed); in sensitivity analyses, the authors calculated that an unmeasured confounder would need to be associated with both the treatment and outcome by an E-value of HR =2.71 each in order to explain away the finding, indicating that an unmeasured confounder is unlikely to be present. 
2) Patients in the experimental group were more likely to return to the ED for a psychiatric reason (32% vs 19%, adjusted HR 1.70, 95% CI: 1.06-2.74, p<.001), and did so sooner after the initial visits (median: 17 days vs 64 days, no significance testing performed); in sensitivity analyses, the authors calculated that an unmeasured confounder would need to be associated with both the treatment and outcome by an E-value of HR =2.79 each in order to explain away the finding, indicating that an unmeasured confounder is unlikely to be present. 
3) Four deaths due to natural causes and one death by suicide occurred in the control group; the mortality rate was found not to be significantly different between groups (p=.166). 

	Impact of mobile crisis services on emergency department use among youths with behavioral health service needs 
(Fendrich, 2019)
	Experimental group (N=2,532): 
1) Between 4 and 17 years old 
2) Eligible for Medicaid in the 18-months before and after the index crisis 
3) Were seen by the Connecticut MCU during 2014  
	-
	Community-based crisis intervention from a multidisciplinary team of masters-level behavioral health providers, with treatment lasting up to 45 days and involving crisis stabilization and support, screening and assessment, brief intervention, and referral and linkage to additional services (including the ED if clinically necessary) 
	Quasi-experimental  
	Propensity-score matched control group (N=3,961): 
1) between 4 and 17 years old 
2) eligible for Medicaid in the 18-months before and after the index crisis 
3) had at least one psychiatric ED claim to Medicaid during 2014 
4) had not accessed MCU services during this time period  
	1) ED utilization due to psychiatric concern 
	Individuals seen by this pediatric MCU were .75 times as likely (odds ratio 95% CI: .66-.84) to have any psychiatric visit to the ED following their index treatment compared to propensity score-matched counterparts; individuals in the experimental group also had .78 times fewer visits (95% CI: .71-.87) than the control group in the 18 month follow-up period. 

	Assessing the impact of community-based mobile crisis services on preventing hospitalization 
(Guo, 2001)
	Experimental group: 
Adults who utilized a midwestern MCU during July 1997-June 1998 (N=1,100 after missing data excluded and matching to controls)
	  327 individuals were excluded due to missing data
	A community mental health agency was contracted with a county mental health authority to provide mobile crisis services; teams included crisis intervention specialists, nurses, and psychiatrists who provided screening, diagnostic assessment, crisis stabilization, case management, medical services (if appropriate), and referral and linkage to community or hospital services
	Quasi-experimental 
	Control group: 
Adults who utilized a hospital-based psychiatric emergency room during July 1995-June 1996, matched to individuals in the control group on 7 variables: gender, race, age at service utilization, primary diagnostic group, recency of prior service use, indication of substance abuse, and certification of severe mental disability (N=1,100 after missing data excluded and matching to individuals in experimental group) 
	1) Hospitalization within 30 days of initial presentation 
 2) Timing of rehospitalization 
	1) Individuals in the control group were 1.51 times more likely (risk ratio 95% CI: 1.26-1.81, p<.001) to receive inpatient hospitalization within 30 days of initial crises, after inclusion of covariates in a cox proportional hazards model 
2) The predicted risk of inpatient hospitalization was significantly higher for the control group in the two days immediately following the initial crisis (26% vs 18% by day 2, p<.001); after day 2, about 4% of individuals in both groups required inpatient hospitalization, indicating that MCU diversion did not have adverse consequences 

	“They made me feel like I mattered”:
 a qualitative study of how mobile crisis
 teams can support people experiencing
 homelessness
 (McDaniel, 2024)
	Participants were adults in San Francisco, CA who had received services from the SCRT (Specialized Crisis Response Team) within the previous six months (N = 20). Of these individuals, all but one had experienced homelessness in the past year. They were primarily recruited through referrals during follow-up encounters by the post-crisis case managers in the Department of Public Health's Office of Coordinated Care (OCC), as well as through community flyer distribution.
	-
	The Specialized Crisis Response Team (SCRT) is a 911-dispatched mobile crisis team operating 24/7 to respond to behavioral health crises in public spaces. Each team includes a paramedic, a behavioral health clinician, and a peer specialist with lived experience. During crisis encounters, SCRT provides mental and physical health assessment, emotional support, first aid, food, water, clothing, transportation to crisis resources or shelters, information, and referrals to post-crisis follow-up. Post-crisis follow-up is coordinated through the OCC to connect individuals with housing and healthcare. 
	Qualitative Interviews
	Participants contrasted the MCU with law enforcement and emergency medical service providers
	Satisfaction with care
	In interviews, participants discussed how care from the SCRT differs from what they have experienced from law enforcement and emergency medical services. While law enforcement was sometimes viewed favorably due to their role in ensuring the safety of interviewees and their possessions, other respondents emphasized the ineffectiveness of law enforcement and emergency medical services in actively listening to and addressing their immediate needs. 

	Eleven‐Month Arrest Outcomes Among Three Crisis
 Response Models in Michigan
 (Swanson, 2025)
	Law enforcement agencies from 5 communities in Michigan provided data on law enforcement responses to mental health crises that occurred in their jurisdiction (N = 690 law enforcement records); site-specific key words searches and author discussion and review were used to ensure that data from each record represented an individual in mental health crisis. Mental health agencies from each community also submitted data from one of following crisis services: mobile crisis, police co-response, or office-based crisis response (N = 474 clinical records). The analysis was limited to adults. 
	While race was a covariate of interest, it was excluded from analysis due to missingness not-at-random within the sample. Individuals were excluded fromn the sample if they represented a threat to others during crisis to eliminate confounding caused by different patient populations being served between groups (e.g. police serving individuals in crisis with a higher potential for violence). Arrests occuring during the incident crises were also removed in order to understand the impact of the intervention on future arrests. 
	1) Office-based crisis intervention: Integrated Services of Kalamazoo, a CMH agency and newly designated CCBHC, provided office-based crisis interventions primarily through clinicians with existing relationships to clients. Referrals from external sources (e.g., 911, law enforcement) were rare. Services included hospitalization screening, safety planning, and scheduling follow-up care. Services were offered during weekday business hours (8 am–5 pm, Mon–Fri).
 
2) Washtenaw and Jackson Counties operated 24/7 mobile crisis teams providing de-escalation, safety planning, service linkage, and coordination of care. Teams responded to immediate and follow-up requests from homes, schools, law enforcement, and the community. Referrals were evenly split between law enforcement and internal sources. Both counties expanded mobile crisis services in 2018 following mental health millages. Washtenaw had 25+ crisis staff; Jackson had 10+.
 
3) Two co-response programs launched in August 2021, serving four cities in Oakland County and the City of Livonia. Clinicians partnered with law enforcement to respond to live mental health–related incidents and conduct follow-up care. Clinicians rode in separate vehicles and could provide follow-up without police presence. Programs operated 10-hour shifts, four days per week, and were funded by municipal governments.
	Quasi-experimental
	Inverse probability of treatment weighting (IPTW) was used to match the law enforcement group to the mental health intervention group on the characteristics of age, sex, jurisdiction, and the presence of prior-year arrest. 
	Rate of arrest in the year following an index crisis
	After controlling for age, sex, jurisdiction, and arrest history, mobile crisis services were significantly associated with a 45.2% decrease in the incidence rate of arrest in the year following the crisis, compared to individuals who received a law enforcement-only response (IRR = 0.548, p = .024). None of the other interventions—co-response (IRR = 0.917, p = .796), office-based response (IRR = 0.696, p = .373)—nor the three interventions pooled together, yielded a statistically significant change in the incidence rate of arrests in the following year.

	The Impact of Mobile Crisis Services on the Community-Based Mental Health Services
 (Dyches, 2002)
	Experimental Group: 
 Adults who utilized a midwestern MCU during July 1997-June 1998 (N=1,187 after missing data excluded and matching to controls) 
	Children and 345 individuals excluded due to missing data 
	1) Takes place in the catchment area of a "large, midwestern industrial metropolitan area." 
2) Includes a hotline and mobile team that services adults and children 
3) Team of social workers, psychiatrists, and nurses; social workers do case management, diagnostic screening, and pre-hospital screening, while psychiatrists/nursing team provide medical care and diagnosis. Psychiatrists acted as supervisors. 
4) Provides services to both children and adults and authorized to hospitalize patients in state facilities. 
5) Privately contracted out from the county to a community mental health agency. 
6) Workflow of MCU was to first review case from call to determine eligibility, attempt to stabilize in community, provide linkage to services, and follow up after the event. 
	Quasi-experimental 
	Adults who utilized a hospital-based psychiatric emergency room during July 1995-June 1996,  matched to individuals in the experimental group on 7 variables: gender, race, age at service utilization, primary diagnostic group, recency of prior service use, indication of substance abuse, and certification of severe mental disability (N=1,187 in each group after missing data excluded and matching to individuals in experimental group) 
	1) Community-based mental health service utilization within 90 days of a crisis 
  2) Community-based mental health service utilization of new mental health service users within 90 days of a crisis 
	1) Individuals in the MCU group were 17% (p<.05) more likely to receive follow-up within 90 days of a crisis  
2) In an analysis comparing only consumers who received mental healthcare for the first time during the crisis event, the MCU group was about 48% (p<.001) more likely to receive follow-up within 90 days

























Supplemental Table 2. Quality analysis using the Mixed Methods Appraisal Tool (MMAT).
	Metadata
	Screening questions
	Questions based on study type
	Score (rating)
	Comments

	First author
	Year
	S1. Are there clear research questions?
	S2. Do the collected data allow to address the research questions? 
	
	
	

	Qualitative Studies

	
	
	
	
	1.1. Is the qualitative approach appropriate to answer the research question?
	1.2. Are the qualitative data collection methods adequate to address the research question?
	1.3. Are the findings adequately derived from the data?
	1.4. Is the interpretation of results sufficiently substantiated by data? 
	1.5. Is there coherence between qualitative data sources, collection, analysis and interpretation?
	
	

	McDaniel et al.
	2024
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	7/7 (high)
	Supplemental data provides adequate evidence for themes which support the conclusions drawn in the study 7/7

	Randomized Controlled Trials

	
	
	
	
	2.1. Is randomization appropriately performed?
	2.2. Are the groups comparable at baseline?
	2.3. Are there complete outcome data?
	2.4. Are outcome assessors blinded to the intervention provided?
	2.5 Did the participants adhere to the assigned intervention?
	
	

	Currier et al. 
	2010
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	7/7 (high)
	Only 2 people in MCU group out of n=58 did not receive their intervention and were excluded. Nobody received the wrong intervention. The study included comparable groups, blind interventions, and the outcome data was complete.

	Non-Randomized Studies

	 
	 
	 
	 
	3.1. Are the participants representative of the target population?
	3.2. Are measurements appropriate regarding both the outcome and intervention (or exposure)?
	3.3. Are there complete outcome data?
	3.4. Are the confounders accounted for in the design and analysis?
	3.5. During the study period, is the intervention administered (or exposure occurred) as intended?
	 
	 

	Dyches et al. 
	2002
	Yes
	Yes
	No
	Yes
	Yes
	Can't tell
	Yes
	5/7 (medium)
	The study sacrificed external validity to the population receiving MCU services to better match hospital controls. The study design appeared thoughtfully implemented with no evident missing data. Authors did discuss that since they didn't do primary data collection there may have been additional confounders that they could not measure.

	Fendrich et al. 
	2019
	Yes
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	6/7 (high)
	The study only included youths enrolled in Medicaid even though service is available for all youths. Other than that, all fields seem to be met.

	Swanson et al.
	2025
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Can’t tell
	6/7 (high)
	The study used inverse probability of treatment weighting to account for confounders. Cannot tell if any of the individuals received care from multiple non-law-enforcement services, which may introduce confounding. 6/7

	Guo et al. 
	2001
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Can't tell
	6/7 (high)
	It was unclear how the study dealt with patients who received care from both MCUs and the hospital, which could have distorted the results.

	Holland and Tran
	2010
	Yes
	Yes
	Yes
	No
	Can't tell
	No
	Can't tell
	3/7 (medium)
	The binary outcome variable used in this study was too broad to be informative; both hospital admission or discharge with a follow-up plan led to a 1 for the outcome. As MCU and co-responder staff both initiate involuntary proceedings and ca influence both discharge planning, the mechanism by which the MCU exerts its effect on the outcome is unclear. 

	Vakkalanka et al. 
	2021
	Yes
	Yes
	Yes
	Yes
	Can't tell
	No
	Yes
	5/7 (medium)
	The study could not capture ED follow up at other hospitals during the same time frame and mentioned unclear level of missing data. The study did not adjust for confounding caused by difference between patients who received MCU before or after visiting the ED.

	Quantitative Descriptive Studies

	 
	 
	 
	 
	4.1. Is the sampling strategy relevant to address the research question?
	4.2. Is the sample representative of the target population?
	4.3. Are the measurements appropriate?
	4.4. Is the risk of nonresponse bias low?
	4.5. Is the statistical analysis appropriate to answer the research question?
	 
	 

	Vanderploeg et al.
	2016
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	7/7 (high)
	Robust and complete data set that has been cleaned and has no indication of missing data. Data set seems to capture nearly all incidences of care across the state. Defined goals of the study are met.  


ED = Emergency Department; MCU = Mobile crisis unit









Supplemental Table 3.  PRISMA Checklist	
	Section and topic 
	Item #
	Checklist item 
	Location where item is reported 

	TITLE 
	

	Title 
	1
	Identify the report as a systematic review.
	Title

	ABSTRACT 
	

	Abstract 
	2
	See the PRISMA 2020 for Abstracts checklist.
	Abstract

	INTRODUCTION 
	

	Rationale 
	3
	Describe the rationale for the review in the context of existing knowledge.
	Purpose

	Objectives 
	4
	Provide an explicit statement of the objective(s) or question(s) the review addresses.
	Purpose

	METHODS 
	

	Eligibility criteria 
	5
	Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses.
	Inclusion and exclusion criteria

	Information sources 
	6
	Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. Specify the date when each source was last searched or consulted.
	Search Strategy

	Search strategy
	7
	Present the full search strategies for all databases, registers and websites, including any filters and limits used.
	Search Strategy

	Selection process
	8
	Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each record and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process.
	Inclusion and exclusion criteria, Screening and Data Extraction

	Data collection process 
	9
	Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in the process.
	Screening and Data Extraction 

	Data items 
	10a
	List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in each study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect.
	Inclusion and Exclusion Criteria

	
	10b
	List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe any assumptions made about any missing or unclear information.
	Inclusion and Exclusion Criteria.

	Study risk of bias assessment
	11
	Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each study and whether they worked independently, and if applicable, details of automation tools used in the process.
	Quality Assessment

	Effect measures 
	12
	Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results.
	Functions and Forms

	Synthesis methods
	13a
	Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics and comparing against the planned groups for each synthesis (item #5)).
	Functions and Forms

	
	13b
	Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data conversions.
	Functions and Forms

	
	13c
	Describe any methods used to tabulate or visually display results of individual studies and syntheses.
	Functions and Forms

	
	13d
	Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used.
	Functions and Forms

	
	13e
	Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression).
	NA

	
	13f
	Describe any sensitivity analyses conducted to assess robustness of the synthesized results.
	NA

	Reporting bias assessment
	14
	Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases).
	Quality Assessment

	Certainty assessment
	15
	Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome.
	Screening and Data Extraction

	RESULTS 
	

	Study selection 
	16a
	Describe the results of the search and selection process, from the number of records identified in the search to the number of studies included in the review, ideally using a flow diagram.
	Figure 1 

	
	16b
	Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded.
	Description of Studies

	Study characteristics 
	17
	Cite each included study and present its characteristics.
	Supplemental Table 1. Also done in “Description of Studies”

	Risk of bias in studies 
	18
	Present assessments of risk of bias for each included study.
	Quality Assessment  

	Results of individual studies 
	19
	For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and its precision (e.g. confidence/credible interval), ideally using structured tables or plots.
	Table 1

	Results of syntheses
	20a
	For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies.
	Types of Effectiveness Outcomes

	
	20b
	Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of the effect.
	NA

	
	20c
	Present results of all investigations of possible causes of heterogeneity among study results.
	NA

	
	20d
	Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results.
	NA

	Reporting biases
	21
	Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed.
	Quality Assessment

	Certainty of evidence 
	22
	Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed.
	Types of Effectiveness Outcomes, Table 1 

	DISCU.S.SION 
	

	Discussion 
	23a
	Provide a general interpretation of the results in the context of other evidence.
	Discussion paragraphs 1-2

	
	23b
	Discuss any limitations of the evidence included in the review.
	Limitations

	
	23c
	Discuss any limitations of the review processes used.
	Limitations 

	
	23d
	Discuss implications of the results for practice, policy, and future research.
	Conclusion 

	OTHER INFORMATION
	

	Registration and protocol
	24a
	Provide registration information for the review, including register name and registration number, or state that the review was not registered.
	Stated that review was not registered in Methods. 

	
	24b
	Indicate where the review protocol can be accessed, or state that a protocol was not prepared.
	Stated in methods 

	
	24c
	Describe and explain any amendments to information provided at registration or in the protocol.
	NA

	Support
	25
	Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review.
	Disclosure

	Competing interests
	26
	Declare any competing interests of review authors.
	Disclosure

	Availability of data, code and other materials
	27
	Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from included studies; data used for all analyses; analytic code; any other materials used in the review.
	Methods, Supplemental Table 1  




