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Summary
BACKGROUND: Community mental health nursing has
gained importance in Switzerland as part of a broader shift
towards community-based psychiatric care. While com-
munity mental health nursing services are increasingly im-
plemented, empirical evidence on their effectiveness in re-
ducing psychiatric hospitalisations remains limited. This
study aims to evaluate the effect of community mental
health nursing on psychiatric hospitalisations and to identi-
fy risk factors for hospitalisation during community mental
health nursing care.

METHODS: We conducted a naturalistic observational
study using data from two linked national databases: the
HomeCareData register and the Medical Statistics of Hos-
pitals. The study included adults who were admitted to
community mental health nursing services between Janu-
ary 2020 and December 2022 and whose data was doc-
umented in HomeCareData. With mirror-image methods,
we compared psychiatric hospitalisation rates in equally
long pre-index and post-index periods, defined by each
individual’s duration of community mental health nursing
care, with each participant serving as their own control.
The start of community mental health nursing care was
defined as the index date. For a sensitivity analysis, in-
dividuals hospitalised within 60 days before the start of
community mental health nursing were excluded to ad-
dress potential regression to the mean effects. Uni- and
multivariable logistic regression were used to identify risk
factors of hospitalisation during community mental health
nursing care.

RESULTS: The study sample comprised 5252 individuals
with a mean age of 52 years; 66% were female. The pri-
mary mirror-image analysis revealed a significant reduc-
tion in psychiatric hospitalisations following the start of
community mental health nursing (unadjusted Incidence
Rate Ratio: 0.60; 95% confidence interval: 0.55–0.65). No
significant effect was observed in the sensitivity analysis
(unadjusted Incidence Rate Ratio: 0.97; 95% confidence
interval: 0.87–1.09). Multivariable logistic regression iden-
tified previous psychiatric hospitalisations and compulso-
ry admissions as significant risk factors of hospitalisation

during community mental health nursing care. Sociodemo-
graphic and diagnostic variables showed no significant as-
sociations.

CONCLUSIONS: This is the first study to show a reduction
in psychiatric hospitalisations after participation in commu-
nity mental health nursing services in Switzerland. How-
ever, this effect was not confirmed in the sensitivity analy-
sis which may suggest a regression to the mean effect.
The study demonstrates the feasibility of using linked rou-
tine data to evaluate real-world mental health interventions
and underscores the need for broader data coverage and
improved documentation to strengthen future research.

Introduction

Community mental health services play an essential role in
the care of people with mental disorders. While the number
of inpatient psychiatric beds is steadily declining in many
countries, the number of psychiatric admissions continues
to rise. This development results in high bed turnover rates
and reduced average lengths of stay [1]. After discharge,
many patients face substantial challenges, including an in-
creased risk of suicide, difficulties managing daily life,
stigma and social isolation [2–5]. These factors may con-
tribute to symptom exacerbation or readmission. The risk
of readmission is particularly high within the first 30 days
after discharge [6, 7].

Factors associated with psychiatric readmissions include
clinical aspects (e.g. diagnosis of severe mental disorder;
comorbidities; psychotic symptoms; suicidality; and as-
pects of service use, e.g. previous admissions, non-adher-
ence to medication and limited access to community-based
care) and sociodemographic characteristics such as age
and living situation [7–11]. In Canada and Europe, 30-day
readmission rates vary between 9% and 15% [7, 12]. In
Switzerland alone, CHF 849 million – representing 32.2%
of all psychiatric health costs covered by compulsory in-
surance – are spent annually on inpatient psychiatric care
[13]. Reducing psychiatric hospitalisations is therefore of
both social and economic relevance.

Against this background, community mental health ser-
vices have gained increasing attention for their potential
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to reduce the duration and frequency of hospital stays [14,
15], thereby mitigating the negative effects of hospitalisa-
tion and relieving pressure on inpatient systems. Studies
indicate positive effects of community-based care on re-
ducing psychiatric symptoms and improving psychosocial
outcomes [16]. However, evidence is not unequivocal.
O’Donnell et al. [16] found that only a minority of re-
viewed studies examined hospital readmissions and results
were inconsistent: while some showed reductions, others
did not. Similarly, Bechdolf et al. [17] reported that al-
though home treatment reduced inpatient length of stay
compared to hospital-based treatment, it did not lower
readmission rates. In line with these mixed findings, Leach
et al. [18] concluded that the available evidence on the im-
pact of community mental health nursing on hospitalisa-
tion remains inconclusive.

Nurses are key providers within these community mental
health services, providing targeted, individualised care that
addresses both medical and psychosocial needs [19, 20]. In
Switzerland, community mental health nursing has grown
significantly in recent years. In addition to a considerable
number of freelance community mental health nurses [21],
nonprofit home care organisations (‘Spitex’) have expand-
ed their psychiatric services and integrated a growing num-
ber of mental health nurses [22]. Access to community
mental health nursing services generally requires a pre-
scription by a physician or psychiatrist. Participation is
voluntary, and clients may decide whether to accept com-
munity mental health nursing services. Eligible clients are
individuals of any age group who experience limitations
in daily functioning, self-care or social participation due to
mental health problems.

Community mental health nursing services provide com-
prehensive, person-centred support in people’s homes, tai-
lored to their individual situations. Interventions typically
include counselling and psychoeducation, support with
daily structure and self-management, crisis intervention,
medication management and coordination with other
health and social services [23]. The overarching goal is to
enable people to live as independently as possible, but al-
so to strengthen coping skills, support recovery and fos-
ter social participation. Preventing hospitalisation is one
possible effect of community mental health nursing, but
not its sole or primary aim. Despite the growing relevance
of community mental health nursing, there is still limited
evidence on its effect on psychiatric (re-)hospitalisations
[18, 24]. Further empirical research on community mental
health nursing is required to inform the planning and de-
velopment of community mental health services [18, 25].

To address methodological challenges in evaluating real-
world interventions such as community mental health nurs-
ing, mirror-image methods offer a valuable approach. As
a variant of self-controlled study designs, mirror-image
methods compare outcomes before and after the start of
an intervention, with each individual serving as their own
control [26, 27]. Originally established in pharmacoepi-
demiology, this design has also been applied to psychoso-
cial interventions [28–30]. Its main advantage lies in its
high external validity since it reflects routine care settings.
These characteristics make mirror-image designs particu-
larly suitable when randomised controlled trials are un-
feasible due to ethical, logistical or financial constraints

[26]. In this context, the use of routine observational data
is especially valuable, as it enables pragmatic and cost-ef-
ficient evaluations at scale, contributing to health systems
research and planning [31].

However, mirror-image studies are not without limitations.
Results may be biased by regression to the mean or expec-
tation effects – particularly when the intervention is initi-
ated following a crisis such as associated with hospitali-
sation. In such cases, observed improvements may partly
reflect a natural return to baseline rather than the true effect
of the intervention. Furthermore, one period of observation
is often retrospective, which can introduce recall and selec-
tion biases [26]. Nonetheless, mirror-image studies remain
a useful and feasible strategy for evaluating complex inter-
ventions under real-world conditions.

Against this backdrop, the present study aims to contribute
to the evidence base on community mental health nursing
by a) evaluating the effect of admission to community
mental health nursing services on psychiatric hospitalisa-
tion among people with mental disorders, and b) identify-
ing risk factors associated with psychiatric hospitalisations
during the course of community mental health nursing
care.

Materials and methods

Study design

We conducted a pre-registered naturalistic observational
study (OSF: https://doi.org/10.17605/OSF.IO/TDG83) and
analysed data with mirror-image methods. This self-con-
trolled design compares outcomes during two periods of
equal duration – before and after the initiation of an inter-
vention – with each individual serving as their own con-
trol [32]. In our study, the start of community mental health
nursing care was defined as the index date. For each per-
son, the duration of community mental health nursing care
was mirrored backward to define a comparable pre-index
period. The length of the periods before and after the initi-
ation of the intervention were exactly the same per person
and, thus, overall across all participants in terms of person-
time.

Psychiatric hospitalisations were assessed in both time-
frames. Figure 1 illustrates the design using two exemplary
cases (Person 1 and Person 2), each with different dura-
tions of community mental health nursing care. Hospital-
isations are indicated by “X” marks. We deviated from
the pre-registered study protocol by using Incidence Rate
Ratios as outcome measures rather than Wilcoxon Effect
Sizes.

Intervention

In this study, community mental health nursing was pro-
vided through Swiss nonprofit home care organisations
(“Spitex”), which deliver both general and psychiatric
nursing care and employ nurses and nursing assistants.
Community mental health nurses are tertiary-educated and
work in an outreach capacity. Interventions are tailored to
individual needs and the length, duration and frequency of
client visits vary according to their needs. Needs assess-
ment for patients with mental disorders is carried out with
the Resident Assessment Instrument Community Mental

Original article Swiss Med Wkly. 2025;155:4692

Swiss Medical Weekly · www.smw.ch · published under the copyright license Attribution 4.0 International (CC BY 4.0) Page 2 of 10

https://doi.org/10.17605/OSF.IO/TDG83


Health (interRAI CMH) [33], Swiss version [34]. The in-
terRAI CMH was validated in several international studies
and is widely used in Switzerland and internationally [35].
The assessment can be used at admission, discharge, every
6 months depending on length of stay, and after a change in
the person’s status that requires nursing care plan modifi-
cation [35]. Based on these assessments, community men-
tal health nurses carry out various interventions including
counselling and coordination, medication management,
training on coping skills, crisis intervention, and support
for daily structure and social functioning.

Sample and data sources

We used anonymised routine data from the HomeCareData
register and merged it with data from the Medical Statistics
of Hospitals provided by the Federal Statistical Office
(FSO) of Switzerland. Each dataset contains an
anonymised personal linkage key, generated by the FSO
using a secure encryption process based on patient infor-
mation. This key is unique to each individual and consis-
tent across datasets, allowing for accurate record linkage
without revealing personal identities. The authors obtained
written permission to obtain the datasets.

HomeCareData (HCD)

HCD is the only register centralising client-level home
care data in Switzerland. The database was implemented
in 2016 [36] and includes sociodemographic and clinical
data as well as care needs and planned services, assessed
by nurses using the interRAI. The transfer of data by non-
profit home care organisations to HCD is not mandatory;
therefore, the register contains data from 176 of 492 (36%)
nonprofit home care organisations (as of 2022). For this
study, we extracted all interRAI CMH first assessments
from 1 January 2020 to 31 December 2022 and the date of
discharge from community mental health nursing services.
Data was exported on 30 January 2024 by the University
of Bern.

Medical Statistics of Hospitals (MS)

The MS is a mandatory nationwide register containing data
on all hospitalisations in Swiss hospitals. The FSO collects
sociodemographic information on patients as well as ad-

ministrative data and medical information. For this study,
data was extracted from the MS for HCD patients who had
at least one inpatient stay in a psychiatric hospital between
2019 and 2022. The time periods of the two datasets do not
overlap completely. The MS dataset also covers the year
2019 in order to include possible hospitalisations and to
extend the retrospective observation period.

Outcome variables

The primary outcome was psychiatric hospitalisation, de-
fined as an inpatient admission to a psychiatric hospital (as
recorded in the MS dataset), regardless of length of stay,
type of ward or compulsory status. Each admission was
counted as one hospitalisation. For the mirror-image analy-
sis, the outcome was whether a psychiatric hospitalisation
occurred during the mirror-image periods before and after
the index date. For each person, we identified the psychi-
atric hospitalisation closest to the index date (start of com-
munity mental health nursing care). If multiple hospitali-
sations were recorded, only the one temporally nearest to
the index date was retained. For the regression analysis, the
outcome was a binary variable of whether a hospitalisation
occurred in the two years prior to community mental health
nursing start (Yes/No). Other variables used for regression
analyses (sex, age group, diagnosis, living situation, hos-
pitalisation in the last two years, compulsory admission,
day structure, crisis intervention) were extracted from the
HCD.

Data management

The two datasets were linked using the anonymised per-
sonal linkage key. The HCD dataset included individuals
who entered community mental health nursing care be-
tween 2020 and 2022 and had a completed interRAI CMH
assessment and were aged at least 18 years. We linked the
data from the MS to this dataset, if a person had at least
one inpatient stay in a psychiatric hospital between 2019
and 2022. This resulted in a dataset which contained data
from people who were and were not hospitalised.

To prepare the datasets for linkage, several preprocessing
steps were carried out:

– Due to data protection regulations, hospitalisation dates
in the MS dataset were only available in terms of month

Figure 1: Illustration of the mirror-image design used in this study with two exemplary cases. Each “X” represents a hospitalisation.
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and year. Therefore, a proxy date was generated by as-
signing the 15th day of the respective month. Sensitivity
checks showed no differences in results when compar-
ing calculations using the 15th day versus using only the
month.

– Hospital stays in the MS dataset were sometimes
recorded across two rows. To resolve this, the MS data
was restructured so that each person was represented by
a single row. Using the subset function of R Statistical
Software (v4.3.0) [37], we generated three subsets: hos-
pitalisations prior to start of community mental health
nursing; hospitalisations after start of community men-
tal health nursing; and single hospitalisations without
additional stays. These were merged later.

– The data from the HCD was preprocessed to remove
duplicates (MS Excel). If there were multiple admis-
sions to the community mental health nursing services,
the first one was used.

– The cleaned HCD and MS datasets were then merged
with the data from the MS using the left_join function
of the R package dplyr [38], assigning hospitalisation
data to each patient from the HCD.

The time difference between community mental health
nursing admission and hospitalisations before or after com-
munity mental health nursing admission was calculated in
MS Excel.

For individuals with no documented community mental
health nursing discharge (coded as 99), the last available
date of the MS (31 December 2022) was assigned as a
censored discharge date. The duration of community men-
tal health nursing care, which also defined the mirror-im-
age period, was calculated by subtracting the community
mental health nursing admission date from the discharge or
censoring date. To ensure consistency, mirror-image peri-
ods were restricted to the observation window (1 January
2019 to 31 December 2022), which could result in shorter
periods than the actual community mental health nursing
duration.

Psychiatric diagnoses were recorded as free text in the
HCD dataset and had to be recoded before analysis. This
was conducted primarily using base R (v4.3.0) [37], in-
cluding regular expression-based text processing to extract
ICD-10 F diagnoses from free-text fields. If an F coding
(according to ICD-10) was available, this was selected
as a priority. Available free-text entries were assigned to
the corresponding ICD-10 codes. Missing diagnoses were
marked as “NA” (not available).

Statistical methods

All analyses were performed using R Statistical Software
(v4.5.1) [37]. Descriptive statistics were used to sum-
marise the sample and hospitalisation patterns. Some vari-
ables contained missing values which are indicated in the
respective tables. No imputation or other procedures were
applied; all analyses were conducted using available data
only. The exception is the secondary analysis as described
below.

The primary analysis was a mirror-image analysis of the
hospitalisation outcome as defined above. Post-index out-
comes were compared with pre-index outcomes for each
service user. The mirror-image period was defined as the

individual community mental health nursing utilisation pe-
riod. To minimise the risk of overestimating the interven-
tion effect, we conducted a post-hoc sensitivity analysis
excluding individuals who had been hospitalised within 60
days prior to the index date. A similar approach has been
used in earlier studies – for instance, Adamus et al. [28]
applied a 90-day exclusion window. However, feedback
from experts at international conferences suggested that a
90-day exclusion may be too conservative. Given the well-
documented elevated risk of readmission within 30 days of
discharge [7, 12], we chose a 60-day cut-off as a pragmat-
ic compromise. In figure 1, Person 1’s hospitalisation oc-
curred shortly before community mental health nursing ad-
mission and would be excluded in sensitivity analyses due
to its proximity (within 60 days) to the index date.

To explore potential risk factors of psychiatric hospital-
isation as secondary analysis, we conducted univariable
and multivariable logistic regression analyses including a
range of sociodemographic and clinical variables. The in-
dependent variables comprised psychiatric diagnosis (ref-
erence category: F5, F7, F8, F9), living alone (Yes/No),
male sex (Yes/No), age group (18–24, 25–34, 35–44,
45–54, 55–65, >65 years), previous psychiatric hospitali-
sation within the last two years (Yes/No), compulsory ad-
mission prior to community mental health nursing start
(Yes/No), need for structured daily activities (Yes/No) and
whether a crisis intervention had been recorded (Yes/No).
Multiple imputation was used to handle missing data, ap-
plying the mice package [39] in R with five imputed
datasets.

This study is reported in accordance with the RECORD
statement to ensure transparency and completeness in the
use of routinely collected health data [40].

Ethical approval

The cantonal ethics committee of Bern, Switzerland, re-
viewed and approved the study plan (Project-ID
2023–01529).

Results

Sample characteristics

Figure 2 shows the flowchart of the data management
process. The sample characteristics are shown in table 1.
The study sample consisted of 5252 individuals, with a
mean age of 52 years (SD: 18). The majority of partici-
pants were female (66%, n = 3460). The most prevalent
psychiatric diagnosis was affective disorders (F3), ac-
counting for 31% (n = 1605) of cases. Other common di-
agnoses were neurotic, stress-related and somatoform dis-
orders (F4) at 9% (n = 480), schizophrenic or psychotic
disorders (F2) at 7% (n = 386) and substance-abuse disor-
ders (F1) at 5% (n = 279). In 37% (n = 1963) of cases, a
diagnosis was missing.

The majority of cases (55%, n = 2000) had a history of
psychiatric hospitalisation in the 2 years prior to start of
community mental health nursing. Compulsory admissions
were reported in 17% (n = 870) of cases.

During the mirror-image period, 18% (n = 965) had a hos-
pitalisation only prior to the index date, while 8% (n = 433)
were hospitalised only after the index date. An additional
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7% (n = 358) experienced hospitalisations both before and
after the index date. The majority of individuals (67%, n =
3496) had no hospitalisations during the mirror-image pe-
riod (table 2).

Mirror-image analyses

The incidence rate ratio (IRR) of the mirror-image analy-
ses is presented in table 3. The results indicate a significant
reduction in psychiatric hospitalisations. Following the ini-
tiation of community mental health nursing, the IRR was
0.60 (95% CI: 0.55–0.65), which translates to a 40% re-
duction in hospital admissions compared to the pre-index
admission rate in the primary analysis. The sensitivity
analyses which excluded people with psychiatric admis-
sion within 60 days before the index date resulted in a non-
significant IRR of 0.97 (95% CI: 0.87–1.09).

Univariable and multivariable logistic regression

The results of the regression analyses are reported in table
4. Male sex (OR: 1.19, 95% CI: 1.00–1.43, p = 0.05), a
diagnosis of substance-use disorder (F1; OR: 1.69, 95%
CI: 1.26–2.28, p <0.001), a diagnosis of schizophrenia and
related disorders (F2; OR: 1.32, 95% CI: 1.02–1.72, p =
0.04), a history of hospitalisation in the two years prior to
community mental health nursing start (OR: 3.75, 95% CI:
3.12–4.51, p <0.001) and a history of compulsory admis-
sion (OR: 2.30, 95% CI: 1.93–2.74, p <0.001) were as-
sociated with higher odds of hospitalisation. In addition,
requiring help with daily structure (OR: 1.18, 95% CI:
1.01–1.38, p = 0.04) and receiving crisis intervention (OR:
1.28, 95% CI: 1.11–1.49, p <0.001) were also associated
with an increased risk, while being older than 65 years was
associated with lower odds of hospitalisation (OR: 0.77,
95% CI: 0.64–0.92, p <0.001). In contrast, in the multi-
variable model, only a history of hospitalisation within the

two years prior to community mental health nursing start
(OR: 3.48, 95% CI: 2.74–4.43, p <0.001) and a history of
compulsory admission (OR: 1.57, 95% CI: 1.25–1.99, p
<0.001) remained significant independent risk factors.

Discussion

To our knowledge, this is the first study to evaluate the ef-
fectiveness of community mental health nursing on psy-
chiatric hospitalisations of people with mental disorders
in Switzerland. The findings indicate a significant reduc-
tion in psychiatric hospitalisations following the initiation
of community mental health nursing. However, this effect
was not confirmed in the sensitivity analysis excluding in-
dividuals with hospitalisations 60 days prior to the commu-
nity mental health nursing start date, where the IRR was
close to unity.

One of the central limitations of mirror-image studies is the
risk of regression to the mean due to natural fluctuations
in illness severity [26, 28]. Given our sensitivity analysis
results, in our study, we cannot rule out that part of the ob-
served reduction in hospital admissions reflects functional
improvements unrelated to community mental health nurs-
ing services. Despite the likely regression to the mean, our
findings are consistent with previous studies showing that
community mental health services can reduce both the du-
ration [14] and frequency [15, 30] of hospitalisations. Ear-
lier reviews have, however, concluded that evidence spe-
cific to community mental health nursing remains limited
or inconclusive. This observation also applies to our study.
Due to the lack of a control group, the study design used
here cannot determine exactly how large the regression to
the mean effect actually is. We see it as a particular chal-
lenge for research in the field of community mental health
nursing to find out how significant this effect is, and which
service user characteristics are associated with it. Similar
to findings from studies on anti-psychotic long-acting in-
jectables, where reductions in hospitalisations observed in

Figure 2: Flow diagram of data management.
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pre–post designs may partly reflect regression to the mean
but nevertheless also capture real-world effectiveness [41],
we hypothesise that community mental health nursing may
be particularly beneficial for service users with recent hos-

pitalisations. This assumption should be addressed in sec-
ondary analyses or in future studies designed to disentan-
gle regression to the mean effects from true intervention
effects. In this context, the choice of the exclusion window

Table 1:
Demographic and clinical characteristics at community mental health nursing start date (index date) (n = 5252)

Age in years, mean (SD) (Whole sample) 52 (18)

18–24 years 354 (7%)

25–34 years 742 (14%)

35–44 years 821 (16%)

45–54 years 921 (17%)

55–65 years 1051 (20%)

Age group, n (%)

>65 years 1363 (26%)

Female 3460 (66%)

Male 1788 (34%)

Sex, n (%)

Other 4 (0%)

F0: Organic, incl. symptomatic mental disorder 105 (2%)

F1: Substance-abuse disorder 279 (5%)

F2: Schizophrenic or psychotic disorder 386 (7%)

F3: Affective disorder 1605 (31%)

F4: Neurotic, stress and somatoform disorder 480 (9%)

F5: Behavioural syndromes associated with physiological disturbances and physical
factors

51 (1%)

F6: Personality disorder 237 (5%)

F7: Mental retardation 19 (0%)

F8: Disorders of psychological development 27 (1%)

F9: Unspecified mental disorder 88 (2%)

Other non-psychiatric diagnoses 12 (0%)

ICD-10 diagnosis, n (%)

NA 1963 (37%)

Alone 2790 (53%)

With partner 989 (19%)

With partner and children 624 (12%)

With children only 340 (6%)

Living situation, n (%)

With others 509 (10%)

Mirror-image period in days, mean (SD) (Whole sample) 297 (207)

Yes 2900 (55%)

No 2165 (41%)

Hospitalisation in 2 years prior to community men-
tal health nursing start, n (%)

NA 187 (4%)

Yes 870 (17%)

No 4048 (77%)

Compulsory admission, n (%)

NA 334 (6%)

Yes 2112 (40%)

No 3081 (59%)

Crisis intervention necessary, n (%)

NA 59 (1%)

Yes 3438 (65%)

No 1761 (34%)

Support in day structure necessary, n (%)

NA 53 (1%)

NA: not available; SD: standard deviation.

Table 2:
Psychiatric hospitalisations during mirror-image period (n = 5252).

Hospitalisation n (%)

Pre-index only 965 (18.4%)

Post-index only 433 (8.2%)

Pre- and post-index 358 (6.8%)

No hospitalisation 3496 (66.6%)

Table 3:
Mirror-image analysis of number of inpatient psychiatric hospitalisations.

95% CISample size (n) Pre-index (n) Post-index (n) IRR

Lower Upper

Primary analysis 5252 1323 791 0.60 0.55 0.65

Sensitivity analysis 4501 633 615 0.97 0.87 1.09

CI: confidence interval; IRR: incidence rate ratio; n: number of service users included in the analysis.
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is crucial: our sensitivity analysis applied a 60-day cut-off
based on clinical considerations and stakeholder feedback,
but it remains uncertain whether this adequately captures
the period most affected by regression to the mean. Future
studies should therefore systematically examine different
cut-off dates to assess the robustness of results.

The statistical regression analysis identified a history of
psychiatric admissions and compulsory treatments as risk
factors for hospitalisations during community mental
health nursing care, while sociodemographic and diagnos-
tic factors showed no significant associations. These find-
ings align with existing international research, which con-
sistently highlights prior hospital use as one of the
strongest risk factors of future admissions (e.g. [7–10]).
The association between compulsory admission history
and subsequent hospitalisation points to a subgroup of in-
dividuals with potentially more severe or unstable illness
trajectories. The results suggest that community mental
health nursing services should pay particular attention to
individuals with a history of inpatient and compulsory
treatment. Tailored care models and early nursing interven-
tions supporting the transitions from hospital to the com-
munity may be particularly beneficial for these subgroups
to prevent psychiatric hospitalisations [42].

Our findings regarding the sociodemographic characteris-
tics of community mental health nursing service users are
in line with previous Swiss studies. Burr and Richter [43]
identified several factors associated with use of communi-
ty mental health nursing services in Switzerland, includ-
ing difficulties with instrumental activities of daily living,
use of informal care, emergency service utilisation, psy-
chotropic medication use, female sex and living without a
partner. Similarly, the majority of our sample was female
and living alone and frequently required support with day
structure. Hegedüs and Abderhalden [21] reported compa-
rable results in their study on freelance mental health nurs-

es in Switzerland: most clients lived alone, around 70%
were women and affective disorders were the most com-
mon diagnoses. These similarities suggest that both free-
lance nurses and community mental health nursing ser-
vices in Switzerland serve largely overlapping client popu-
lations. Notably, the high proportion of patients with affec-
tive disorders is somewhat unusual for community mental
health services. In many countries, patients with a diag-
nosis of schizophrenia (F2) are among the most frequent
community mental health services utilisers [44, 45]. In
Switzerland, however, these patients are typically treated
in outpatient clinics [21] rather than by community mental
health nursing, which may explain the observed diagnostic
imbalance in our sample.

While these patterns provide insight into who currently re-
ceives community mental health nursing care, they also
raise important questions about who does not and why. Ev-
idence suggests that low utilisation rates of outpatient men-
tal health services may not be primarily driven by patient-
related factors. For instance, Jaffe et al. [46] showed that
only 23% of inpatients with psychosis or bipolar disorder
in a German-speaking region of Switzerland reported re-
ceiving outpatient psychotherapy, despite clinical indica-
tions. Stulz et al. [47] further demonstrated that outpatient
service utilisation decreases significantly with increasing
travel time to the outpatient clinic, underscoring the impor-
tance of service accessibility. Taken together, these find-
ings highlight the potential of geographically accessible,
home-based services such as community mental health
nursing to reach underserved populations. Community
mental health nursing services, which have increasingly in-
tegrated psychiatric nursing in recent years [22], are well-
positioned to fill this gap.

Table 4:
Univariable and multivariable logistic regression.

Univariable logistic regression Multivariable logistic regression

Odds ratio p-value 95% confidence
interval

Odds ratio p-value 95% confidence
interval

Sex: male (vs female) 1.19 0.05 1.00–1.43 1.04 0.78 0.81–1.34

Age: 18–24 yr 1.26 0.10 0.96–1.67 1.09 0.68 0.73–1.62

Age: 25–34 yr 0.91 0.39 0.73–1.13 0.88 0.45 0.62–1.23

Age: 35–44 yr 1.10 0.34 0.90–1.34 0.94 0.70 0.68–*1.29

Age: 45–54 yr 1.12 0.24 0.93–1.35 0.90 0.51 0.66–1.23

Age: 55–65 yr 1.09 0.36 0.91–1.30 1.03 0.86 0.76–1.39

Age: >65 yr 0.77 0.00 0.64–0.92 Reference

Diagnosis: F0 0.82 0.14 0.62–1.07 0.91 0.73 0.52–1.59

Diagnosis: F1 1.69 0.00 1.26–2.28 1.31 0.27 0.78–2.40

Diagnosis: F2 1.32 0.04 1.02–1.72 1.01 0.98 0.57–1.77

Diagnosis: F3 0.91 0.28 0.77–1.08 0.93 0.76 0.58–1.48

Diagnosis: F4 0.92 0.51 0.73–1.17 0.94 0.82 0.58–1.53

Diagnosis: F6 1.07 0.73 0.73–1.57 1.07 0.83 0.57–2.04

Other diagnoses 0.79 0.25 0.53–1.18 Reference

Living alone (vs not) 1.02 0.84 0.88–1.18 1.06 0.69 0.80–1.39

Hospitalisation in 2 years prior to community
mental health nursing start (vs not)

3.75 0.00 3.12–4.51 3.48 0.00 2.74–4.43

Compulsory admission prior to community men-
tal health nursing start (vs not)

2.30 0.00 1.93–2.74 1.57 0.00 1.25–1.99

Day structure necessary (vs not) 1.18 0.04 1.01–1.38 1.01 0.96 0.81–1.24

Crisis intervention (vs not) 1.28 0.00 1.11–1.49 1.10 0.33 0.91–1.33

Intercept NA NA NA 0.07 0.00 0.04–0.12
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Strengths and limitations

This study is based on a large, naturalistic sample drawn
from routine healthcare data, enhancing the external validi-
ty of the findings. This design allows for generalisations to
real-world settings and increases the practical relevance of
the results for mental health care; nevertheless, it is impor-
tant to note that findings are specific to individuals who ac-
tually receive community mental health nursing services.

However, several limitations must be considered when in-
terpreting the findings. Comprehensive nationwide data on
psychiatric home care is currently lacking in Switzerland
[48]. As a result, we relied on the HCD, which has inher-
ent constraints. The data predominantly represents the Ger-
man- and Italian-speaking regions of Switzerland, where
inpatient services are relatively abundant. In contrast, the
French-speaking region – with a more outpatient-oriented
system and fewer psychiatric inpatient beds – is underrep-
resented. Moreover, the voluntary nature of data submis-
sion to the HCD register introduces a risk of selection bias
at the organisational level. It remains unclear whether or-
ganisations that contribute data differ systematically from
those that do not. This may affect the representativeness of
the sample and limit the generalisability of the findings.

In addition, psychiatric diagnoses were missing in a sub-
stantial proportion of cases, reflecting inconsistencies in
documentation. This may limit the accuracy of diagnostic
subgroup analyses in the regression analysis. In order to
improve data quality in community mental health nursing,
expanding the HCD dataset and improving data quality
should be prioritised in future efforts particularly in terms
of diagnostic information and regional representation.

Parts of the study period (2020–2022) coincided with the
COVID-19 pandemic, which may have influenced psy-
chiatric hospitalisation patterns. In contrast to other coun-
tries, Switzerland imposed no strict lockdowns, but rather
a gradual introduction and relief of measures depending
on current pandemic developments. However, access to
inpatient care was temporarily restricted and individuals
may have avoided hospitalisation due to infection concerns
[49]. These factors could have contributed to a general re-
duction in hospital admissions, independent of community
mental health nursing effects.

Conclusion

This study provides novel insights into the effectiveness
of community mental health nursing in Switzerland. The
findings highlight the potential role of community mental
health nursing in reducing psychiatric hospitalisations and
underscore its growing relevance within the mental health-
care system. In addition, the study demonstrates the fea-
sibility of using linked routine data to evaluate real-world
mental health interventions.

Given the limitations of mirror-image designs, future re-
search should disentangle true intervention effects from re-
gression to the mean, systematically examine different cut-
off periods and identify subgroups who benefit most, such
as individuals with recent or compulsory hospitalisations.

In addition, future research should investigate whether the
observed reductions in hospital admissions also affect the
length of inpatient stays, a question that remains unan-
swered in the current evidence base. Moreover, assessing

the economic impact of community mental health nursing
– particularly in terms of potential cost savings for the
healthcare system – would provide valuable insights for
policymakers and service planners.

Considering the psychosocial focus of community mental
health nursing, further research should also explore out-
comes beyond hospitalisation, such as clients’ ability to
structure daily life, maintain social relationships and en-
gage in meaningful community participation. Finally, im-
proving the quality and completeness of national datasets –
especially regarding diagnostic information and outpatient
care – will be essential for evaluating the full impact of
community-based mental health services across Switzer-
land.
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