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Disclaimer

The recommendations in this guideline represent the view of NICE, arrived at after careful
consideration of the evidence available. When exercising their judgement, professionals are
expected to take this guideline fully into account, alongside the individual needs, preferences
and values of their patients or service users. The recommendations in this guideline are not
mandatory and the guideline does not override the responsibility of healthcare professionals
to make decisions appropriate to the circumstances of the individual patient, in consultation
with the patient and/or their carer or guardian.

Local commissioners and/or providers have a responsibility to enable the guideline to be
applied when individual health professionals and their patients or service users wish to use it.
They should do so in the context of local and national priorities for funding and developing
services, and in light of their duties to have due regard to the need to eliminate unlawful
discrimination, to advance equality of opportunity and to reduce health inequalities. Nothing
in this guideline should be interpreted in a way that would be inconsistent with compliance
with those duties.

NICE guidelines cover health and care in England. Decisions on how they apply in other UK
countries are made by ministers in the Welsh Government, Scottish Government, and
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Summary of review questions covered in this report

Summary of review questions covered in
this report

This evidence report contains information on 2 reviews:

D.2a What are the best methods to deliver and coordinate rehabilitation services and social
services for adults with complex rehabilitation needs after traumatic injury when they
transfer from inpatient to outpatient rehabilitation services?

D.2b What are the best methods to deliver and coordinate rehabilitation services and social
services for children and young people with complex rehabilitation needs after traumatic
injury when they transfer from inpatient to outpatient rehabilitation services?

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)
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Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after
traumatic injury

1 Service coordination: Inpatient to
> outpatient settings for people with
s complex rehabilitation needs after
+ traumatic injury

Review question

This evidence report contains information on 2 reviews relating to service coordination when
transferring from inpatient to outpatient settings:

D.2a What are the best methods to deliver and coordinate rehabilitation services and social
services for adults with complex rehabilitation needs after traumatic injury when they
transfer from inpatient to outpatient rehabilitation services?

11 D.2b What are the best methods to deliver and coordinate rehabilitation services and social
12 services for children and young people with complex rehabilitation needs after traumatic
13 injury when they transfer from inpatient to outpatient rehabilitation services?

-_—
QOO NO O

14 Introduction

15 The transition from inpatient to outpatient services can provoke many emotions for the

16 patient and their families, from excitement and happiness to loneliness and anxiety.

17 Typically, the patient moves from inpatient care where there is consistent daily rehabilitation
18 support to less intensive or fragmented outpatient community-based services, with the

19 addition of social care if required. There are many challenges in achieving a seamless

20 transition, such as regional variation in how services are offered (if they exist at all), waiting
21 times for services and the handover of good quality patient information. The patient and
22 family can often feel isolated and frustrated that they are left to fend for themselves.

23 Therefore, it is vital to strive to deliver an equitable and seamless pathway through both

24 health and social care across this transition point to achieve a high quality rehabilitation

25 journey.

26 The objective of this review is to determine the best methods to deliver and coordinate

27 rehabilitation services and social services for people with complex rehabilitation needs

28 following traumatic injury, when they are transferring from inpatient to outpatient rehabilitation
29 services.

30 Summary of the protocol

31 This review was a mixed methods review. See Table 1 and Table 2 for a summary of the

32 Population, Intervention, Comparison and Outcome (PICO; quantitative) and Population,

33 Phenomenon of interest and Context (PPC; qualitative) characteristics characteristics of this
34 review in the adult and children and young people populations, respectively

35 Table 1: Summary of the adult protocol (PICO/PPC table)

e For the coordination and delivery of rehabilitation services part
of the question: Rehabilitation services for adults (aged 18 years
and above) with complex rehabilitation needs after traumatic
injury, including those with traumatic brain injury, sight loss, and

Population Quantitative hearing loss, when they transfer from being an inpatient to being
an outpatient

e For the coordination and delivery of rehabilitation services and
social services part of the question: Rehabilitation services and
social services for adults (aged 18 years and above) with social

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)
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Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after
traumatic injury

service needs and complex rehabilitation needs after traumatic
injury, including those with traumatic brain injury, sight loss, and
hearing loss, when they transfer from being an inpatient to being
an outpatient

o Adults (aged 18 years and above) with complex rehabilitation
needs after traumatic injury, including those with traumatic brain
injury, sight loss, and hearing loss, when they transfer from
being an inpatient to being an outpatient. For the social services
aspect of this question, the population also have to have social
services needs

o Staff working at inpatient and outpatient rehabilitation services
and/or social services for adults (aged 18 years and above) who
have complex rehabilitation needs after traumatic injury,
including those with traumatic brain injury, sight loss and
hearing loss.

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)
10
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traumatic injury

e For the coordination of rehabilitation services part of the
question: Rehabilitation services coordination method A (for
example, neuro-navigator, trauma nurse coordinators,
rehabilitation consultant, rehabilitation coordinators, case
managers, key workers, discharge coordinators, GP, social
worker, early supported discharge [homefirst], specialist trauma
multidisciplinary team/combined clinics, rehabilitation
prescriptions, multi-disciplinary discharge planning
meeting/consultation, follow up meeting [phone or face to face],
interface teams or intermediate care, occupational therapist)

o For the delivery of rehabilitation services part of the question:
Rehabilitation services delivery method A (for example,
community, group classes, intensive, multi-disciplinary, cohort
clinic, specialist outpatients rehabilitation services, early
supported discharge, self-management support, family support,
outpatient [at hospital], individual, non-intensive, uni--
disciplinary, non-cohort clinic, non-specialist)

e For the coordination of rehabilitation and social services part of
the question: Rehabilitation and social services coordination
method A (for example, continuing healthcare assessor, housing
occupational therapists, housing officers, community healthcare
teams [e.g., district nurses], re-enablement specialists, specialist
injury/disability voluntary organisations, non-specialist social
care/disability/user-led organisations, speech and language
therapists, neuro-navigator, trauma nurse coordinators,
rehabilitation consultant, rehabilitation coordinators, case
managers, key workers, discharge coordinators, GP, social
worker, early supported discharge [homefirst], specialist trauma
multidisciplinary team/combined clinics, rehabilitation
prescriptions, multi-disciplinary discharge planning
meeting/consultation, follow up meeting [phone or face to face],
interface teams or intermediate care, occupational therapist)

o For the delivery of rehabilitation and social services part of the
question: Rehabilitation and social services delivery method A
(for example, hospital/discharge-led social care and
rehabilitation coordination at discharge, ‘separate/disconnected’
NHS continuing health care and local authority social care
assessments for discharge (including assessments for capital
costs like aids and adaptations and care costs like costs of a
daily carer), rehabilitation and social care services delivered via
completely different funding set up between health and social
care, liaison at discharge with relevant voluntary organisations,
use of personal budgets at discharge, liaison at discharge with
reablement services/intermediate care, liaison with housing
occupational therapists and other housing liaison at discharge
(for example, to establish whether disabled facilities grants may
be available if adaptations are needed, community-led social
care and rehabilitation coordination at discharge, ‘joined
up/connected NHS continuing health care and local authority
social care assessments for discharge, rehabilitation and social
care services delivered via a pooled/coordinated budget method
(health and social care)

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)

11



DRAFT FOR CONSULTATION
Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after
traumatic injury

Methods to coordinate and deliver rehabilitation services
(including in combination with social services) for adults when
transferring from inpatient to outpatient rehabilitation services.
Themes will be identified from the literature, but may include:

o Rehabilitation prescription

o Case managers

* Rehabilitation specialist

o MDT approach

e Social worker

e For the coordination of rehabilitation services part of the
question:
o Rehabilitation services coordination method B (for example,

any of the above interventions)

o No coordination

o For the delivery of rehabilitation services part of the question:
Rehabilitation services delivery method B (for example, any of
the above interventions)

e For the coordination of rehabilitation and social services part of
the question:

o Rehabilitation and social services coordination method B (for
example, any of the above interventions)

o No coordination

o For the delivery of rehabilitation and social services part of the
question: Rehabilitation and social services delivery method B
(for example, any of the above interventions)

Not applicable.

e Critical

o Patient satisfaction

o Length of hospital stay

o Return to work or education
o Important

o Overall quality of life (EURO-QoL 5D 3L, SF-36, SF-12, SF-
6D, SFMA)

o Carer impact

o Unplanned readmission

o Changes in activity of daily living (Barthel ADL index, COPM,
E-ADL-Test, FIMFAM, GAS, Katz, OARS, PAT, PSMS)

Themes will be identified from the literature pertaining to methods
to coordinate and deliver rehabilitation services themselves and
rehabilitation and social services in combination for adults, when
transferring from inpatient to outpatient rehabilitation services,
regarded by the population as optimal/not optimal or effective/non-
effective.

Themes will be identified from the literature but may include:
* Rehabilitation prescription

e Case managers

* Rehabilitation specialist

o MDT approach

o Social worker

Rehabilitation and social care settings for patients with complex
rehabilitation needs after traumatic injury

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)
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traumatic injury

Exclusion:
e Accident and emergency departments
o Critical care units

e Prisons

ADL: Activities of daily living; COPM: Canadian occupational performance measure; E-ADL-Test: Erlangen
Activities of Daily Living test; EURO-QoL 5D 3L; EuroQol 5 dimensions and 3 levels; FIMFAM: Functional
independence measure and functional assessment measure; GAS: Goal attainment scaling; GP: General
practitioner; MDT: Multi-disciplinary team; NHS: National Health Service; OARS: Older American resources and
services scale; PAT: Performance ADL test; SFMA; Selective functional movement assessment ; SF-12: 12 item
short-form survey; SF-36: 36 item short-form survey; SF-6D: 6-dimension short-form

Table 2: Summary of the children and young people protocol (PICO/PPC table)

II o For the coordination and delivery of rehabilitation services part

of the question: Rehabilitation services for children and young

people (aged below 18 years) with complex rehabilitation needs
Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)

after traumatic injury, including those with traumatic brain injury,
sight loss, and hearing loss, when they transfer from being an
inpatient to being an outpatient

For the coordination and delivery of rehabilitation services and
social services part of the question: Rehabilitation services and
social services for children and young people (aged below 18
years) with social service needs and complex rehabilitation
needs after traumatic injury, including those with traumatic brain
injury, sight loss, and hearing loss, when they transfer from
being an inpatient to being an outpatient

Children and young people (aged below 18 years) with complex
rehabilitation needs after traumatic injury, including those with
traumatic brain injury, sight loss, and hearing loss, when they
transfer from being an inpatient to being an outpatient. For the
social services aspect of this question, the population also have
to have social services needs. The views of the families/carers
of the children and young people will also be sought.

o Staff working at inpatient and outpatient rehabilitation services
and/or social services for children and young people (aged
below 18 years) who have complex rehabilitation needs after
traumatic injury, including those with traumatic brain injury, sight
loss and hearing loss..

13
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e For the coordination of rehabilitation services part of the
question: Rehabilitation services coordination method A (for
example, community paediatrician, education representatives
[teachers, SENCO], neuro-navigator, trauma nurse
coordinators, rehabilitation consultant, rehabilitation
coordinators, case managers, key workers, discharge
coordinators, GP, social worker, early supported discharge
[homefirst], specialist trauma multidisciplinary team/combined
clinics, rehabilitation prescriptions, multi-disciplinary discharge
planning meeting/consultation, follow up meeting [phone or face
to face], interface teams or intermediate care, occupational
therapist)

o For the delivery of rehabilitation services part of the question:
Rehabilitation services delivery method A (for example,
community, group classes, intensive, multi-disciplinary, cohort
clinic, specialist outpatients rehabilitation services, early
supported discharge, self-management support, family support,
outpatient [at hospital], individual, non-intensive, uni-disciplinary,
non-cohort clinic, non-specialist)

e For the coordination of rehabilitation and social services part of
the question: Rehabilitation and social services coordination
method A (for example, continuing healthcare assessor, housing
occupational therapists, housing officers, community healthcare
teams [for example, district nurses], re-enablement specialists,
specialist injury/disability voluntary organisations, non-specialist
social care/disability/user-led organisations, speech and
language therapists, neuro-navigator, trauma nurse
coordinators, rehabilitation consultant, rehabilitation
coordinators, case managers, key workers, discharge
coordinators, GP, social worker, early supported discharge
[homefirst], specialist trauma multidisciplinary team/combined
clinics, rehabilitation prescriptions, multi-disciplinary discharge
planning meeting/consultation, follow up meeting [phone or face
to face], interface teams or intermediate care, occupational
therapist)

o For the delivery of rehabilitation and social services part of the
question: Rehabilitation and social services delivery method A
(for example, hospital/discharge-led social care and
rehabilitation coordination at discharge, ‘separate/disconnected’
NHS continuing health care and local authority social care
assessments for discharge (including assessments for capital
costs like aids and adaptations and care costs like costs of a
daily carer), rehabilitation and social care services delivered via
completely different funding set up between health and social
care, liaison at discharge with relevant voluntary organisations,
use of personal budgets at discharge, liaison at discharge with
reablement services/intermediate care, liaison with housing
occupational therapists and other housing liaison at discharge
(e.g. to establish whether disabled facilities grants may be
available if adaptations are needed), community-led social care
and rehabilitation coordination at discharge, ‘joined
up/connected NHS continuing health care and local authority
social care assessments for discharge, rehabilitation and social
care services delivered via a pooled/coordinated budget method
(health and social care))

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)
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traumatic injury

Methods to coordinate and deliver rehabilitation services
themselves and rehabilitation and social services in combination
for children and young people when transferring from inpatient to
outpatient rehabilitation services, regarded by the population as
optimal/not optimal or effective/non-effective.

Themes will be identified from the literature but may include:

* Rehabilitation prescription

o Case managers

* Rehabilitation specialist

o MDT approach

e Social worker

e For the coordination of rehabilitation services part of the
question:

o Rehabilitation services coordination method B (for example,
any of the above interventions)

o No coordination

o For the delivery of rehabilitation services part of the question:
Rehabilitation services delivery method B (for example, any of
the above interventions)

e For the coordination of rehabilitation and social services part of
the question:

o Rehabilitation and social services coordination method B (for
example, any of the above interventions)

o No coordination

o For the delivery of rehabilitation and social services part of the
question: Rehabilitation and social services delivery method B
(for example, any of the above interventions)

Not applicable.

o Critical

o Patient satisfaction

o Length of hospital stay

o Return to nursery, education, training or work
o Important

o Overall quality of life including sleep (CHQ-CF80, CHQ-PF-50,
EURO-QoL 5D 3L Y, PEDS-QL, SCIM, SF-36, SF-12, SF-6D,
SFMA, TARN)

o Carer impact
o Unplanned readmission

o Changes in activity of daily living (Barthel ADL index, COPM,
E-ADL-Test, FIMFAM, GAS, Katz, OARS, PAT, PSMS)

Themes will be identified from the literature but may include:
o Rehabilitation prescription

o Case managers

¢ Rehabilitation specialist

e MDT approach

o Social worker

Rehabilitation and social care settings for patients with complex
rehabilitation needs after traumatic injury

Exclusion:

o Accident and emergency departments
o Critical care units

o Prisons

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)
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ADL: Activities of daily living; CHQ-CF80: Child Health Questionnaire self-report (adolescents aged 12-18 years);
CHQ-PF-50: Child Health Questionnaire parent-report (children aged 5-18 years); COPM: Canadian occupational
performance measure; E-ADL-Test: Erlangen Activities of Daily Living test; EURO-QoL 5D 3L; EuroQol 5
dimensions and 3 levels; FIMFAM: Functional independence measure and functional assessment measure; GAS:
Goal attainment scaling; GP: General practitioner; MDT: Multi-disciplinary team; NHS: National Health Service;
OARS: Older American resources and services scale; PAT: Performance ADL test; PEDS-QL: Pediatric Quality of
Life Inventory; SENCO: Special Educational Needs Co-ordinator; SFMA; Selective functional movement
assessment ; SF-12: 12 item short-form survey; SF-36: 36 item short-form survey; SF-6D: 6-dimension short-
form; TARN; Trauma Audit and Research Network

O OoONOOTPRWN=-

N

For further details see the review protocol in appendix A.

11 Methods and process

12 This evidence review was developed using the methods and process described in

13 Developing NICE guidelines: the manual. Methods specific to this review question are

14 described in the review protocol in appendix A and in the methods chapter (Supplement 1).
15 This is a mixed methods review, using parallel synthesis. Quantitative and qualitative data
16 were analysed and synthesised separately and integrated through the committee’s

17 interpretation of results, described in the committee’s discussion of the evidence.

18 Declarations of interest were recorded according to NICE’s 2018 conflicts of interest policy.

19 Clinical evidence: Adults
20 The included studies are summarised in Table 3 and Table 4.

21 See the literature search strategy in appendix B and study selection flow chart in appendix C.

2

N

Included quantitative studies

23 Eleven studies (reported in 12 papers) were included in the quantitative section of this

24 review. Nine of these studies were randomised controlled trials (RCTs; Browne 2013, Chong
25 2013, Hall 2005, Lin 2009, Parson 2019, Ryan 2006, Stenvall 2007, Vikane 2017 and

26 Wiechman 2015), with the remaining 2 being non-randomised cohort studies (Flikweert 2014
27 and Hall 2018).

28 One RCT compared the effectiveness of multidisciplinary team care with usual care in

29 general trauma patients, and was conducted in Austrialia (Browne 2013). Another RCT

30 compared the effectiveness of multidisciplinary team care plus structured assessments with
31 multidisciplinary team care only in hip fracture patients, and was conducted in Singapore

32 (Chong 2015). Two RCTs were conducted in Tawainese hip fracture patients: 1 compared
33 the effectiveness of discharge planning by a gerontological nurse with routine discharge

34 planning (Huang 2005) and the other compared comprehensive discharge planning with

35 routine discharge planning (Lin 2009). Another RCT compared supported discharge team
36 care with usual care in general trauma patients, and was conducted in New Zealand

37 (Parsons 2019), while another RCT compared an intensive multidisciplinary intervention with
38 a less intensive intervention in hip fracture patients and was conducted in the UK (Ryan

39 2006). Please note that this study reported 3-month and 12-month data in 2 separate

40 publications. An RCT compared the effectiveness of multidisciplinary outpatient treatment
41 with usual care by general practitioners in patients with traumatic brain injury (TBI), and was
42 conducted in Norway (Vikane 2009), while another RCT compared the effectiveness of an
43 extended care practitioner care plus telephone calls with standard outpatient care in burn
44 injury patients, and was conducted in the USA (Wiechman 2015).

45 The final RCT compared the effectiveness of a multidisciplinary post-operative rehabilitation
46 intervention with conventional post-operative rehabilitation, and was conducted in Sweden
47 (Stenvall 2007). This intervention spanned rehabilitation coordination both while patients

48 were in inpatient settings and when patients were transferring between inpatient and
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outpatient settings. It therefore met the inclusion criteria for 2 of the coordination of
rehabilitation reviews. Stenvall (2007) is therefore included in both reviews, with the
outpatient outcomes reported in this review and the inpatient outcomes reported in the
review focusing on coordination of inpatient rehabilitation services.

One cohort study compared the effectiveness of a multidisciplinary care pathway with
standard care in hip fracture patients and was conducted in the Netherlands (Flikweert
2014), while the other cohort study compared the effectiveness of a traumatic clinical care
coordination with no traumatic clinical care coordination and was conducted in the USA (Hall

2018).

Included qualitative studies

Nineteen primary studies were included in the qualitative section of this review. One of these
studies was conducted in the UK (Odumuyiwa 2019), 7 were conducted in Australia (Barclay
2019, Braaf 2018, Isbel 2017, Kennedy 2012, Kornhaber 2019, O’Callaghan 2012 and
Turner 2011), 4 in Canada (Glenny 2013, Jeyaraj 2013, Sims-Gould 2012 and Singh 2018)
and 3 in Denmark (Christensen 2018, Graff 2018 and Lindahl 2013). One study each was
carried out in Belgium (Christiaens 2015), Portugal (Sena Martins 2017) and Norway (Slomic
2017). The final study was a multinational study between France and Finland (Jourdan

2019).

One paper was a framework-based meta-synthesis of 12 primary studies, all conducted by
the same research team in Canada (Stolee 2019). It is important to note that this paper
included 2 of the above studies in their synthesis (Glenny 2013 and Sims-Gould 2012). In
order to prevent double counting of data, findings have only been extracted from Glenny
2013 and Sims-Gould 2012 if they have not appeared in Stolee 2019.

Excluded studies

Studies not included in this review are listed, and reasons for their exclusion are provided in

appendix K.

Summary of studies included in the evidence review

Summaries of the studies that were included in this review are presented in Table 3

(quantitative studies) and Table 4 (qualitative studies).

Table 3: Summary of included quantitative studies

Study
Browne 2013

RCT

Australia

Population
N =142

General trauma

Age in years

[Mean (SD)]:

o Multidisciplin
ary care =
38.46 (13.32)

e Usual care =
36.14 (14.61)

Gender (M/F):
106/36

NB. Only
reported for

Intervention?
Multidisciplinary

Control®
Usual care

care

Patients were
invited to a MDT
outpatient clinic at
1-month, 3-
months post-
discharge and 6-
month post-
discharge
assessment.
Visits lasted for 2-
4 hours and
included
consultations with
rehabilitation
doctors, a
physiotherapist,

Overseen by a
GP, with patients
attending
outpatients for
surgical reviews
or allied health
therapies
depending on
need, prior to
discharge. Invited
for assessment
and treatment at
6-months post-
discharge only.

Outcomes

e Critical
o Length of
hospital stay
(at discharge)
o Return to work
or education (at
6 months)
e Important
o Changes in
ADL (at 6
months)
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Study

Chong 2013
RCT

Singapore

Flikweert 2014

Prospective and
retrospective
cohort study

The Netherlands

Population
whole study
rather than by
group.

Time since
injury in years:
not reported.

N =162
Hip fracture

Age in years

[Mean (SD)]:

e MDT care +
structured
assessments
+ checklists =
77.1 (11.6)

e Usual care =
79.0 (9.6)

Gender (M/F):

e MDT care +
structured
assessments
+ and
checklists =
30/62

e Usual care =
21/49

Time since
injury: not
reported

N = 401
Hip fracture

Age in years

[Mean (SD)]:

o Multidisciplin
ary care
pathway = 78
(9)

¢ Standard
care = 80
(10)

Gender (M/F):

o Multidisciplin
ary care
pathway =
82/174

Intervention?
an occupational
therapist and
clinical
psychologist.

MDT care +
structured
assessments and

checklists

Patients had
medical
assessment on
admission,
followed by a
protocol for early
detection and
management of
complications. 5-
week
physiotherapy
and occupational
therapy were
applied by
therapists,
complete with
recommended
milestones. Hip

precaution advice

was also given.

Multidisciplinary

Control?

MDT care only

2 x 30 minutes’
therapy sessions
per day, 5 x per
week (10
sessions total per
week). Medical
ward rounds
occureed 3 x per
week, with an
MDT round every
2 weeks.

Standard care

care pathway

A 6 months MDT
hip fracture
pathway that
spanned from
admission to
discharge from
nursing home
rehabilitation
units. The
pathway had a
strict discharge
protocol,
beginning upon
admission to the
medical centre
when they were
registered to
nursing homes

As per the
participating
medical centres
hip fracture
protocol prior to
the intervention.
No further details
reported.

Outcomes

e Critical
o Patient
satisfaction (at
discharge)
o Length of
hospital stay
(at discharge)

e Important

o Overall quality
of life (at 6
months; 12
months)

o Changes in
ADL (at
discharge; 6
months; 12
months)

e Critical

o Length of
hospital stay
(at discharge)

¢ Important
o None
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Study

Hall 2018

Retrospective
cohort study

USA

Huang 2005
RCT

Taiwan

Population

e Standard
care = 41/104

Time since
injury: not
reported but
intervention
starts in
emergency
room

N = 21,682
General trauma

Age in years

[Mean (SD)]:

e Traumatic
Clinical Care
Coordination
=43.3 (16)

e No Traumatic
Clinical Care
Coordination
=50.0 (21)

Gender (M/F):

e Traumatic
Clinical Care
Coordination
= 344/131

e No Traumatic
Clinical Care
Coordination

13,793/7,414

Time since
injury: not
reported

N =126

Hip fracture
Age in years
[Mean (SD)]:

¢ Discharge
planning with

Intervention?
that had beds
specifically
reserved for hip
fracture patients.
Doctors at these
nursing homes
were able to view
medical records
of participants
who would be
discharged to
them. Post-
discharge,
patients had 6-
week, 3-months
and 6-months
visits outpatient
clinics.

Traumatic clinical

Control?

No traumatic

care coordination

clinical care

A full-time
healthcare
professional
supervised and
coordinated care,
including a phone
call to patient
within 72 hours
after discharge.

Discharge
planning with
gerontological
nurse

Hospital
discharge was
provided by
qualified
gerontological

coordination

No further details
reported.

Routine discharge

planning

Routine discharge
planning provided
by nurses. No
information,
discharge
summary, home
visit or telephone

Outcomes

e Critical
o Length of
hospital stay
(at discharge)
e Important
o None

e Critical
o Length of
hospital stay
(at 3 months)
¢ Important
o Overall quality
of life (at
discharge; 2-
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Study Population
gerontologica
| nurse = 75.9
(7.6)

¢ Routine care
=78.1(7.5)

Gender (M/F):

¢ Discharge
planning with
gerontologica
| nurse =
23/40

e Routine care
=16/47

Time since
injury: not
reported

Lin 2009 N =50

RCT Hip fracture

Characteristics
only reported
for whole study
population
rather than by
arm.

Taiwan

Age in years
[Mean (SD)]:
78.75 (6.99)

Gender (M/F):
32/18

Time since
injury: not
reported

Parsons 2019 N =403

RCT General trauma

New Zealand Age in years

[Mean (SD)]:

e Supported
discharge
team care =

81.1(7.8)

e Usual care =
80.5 (8.3)

Intervention?
nurse and
included hard
copies of an
individualised
discharge plan,
goals,
progression and
ongoing
concerns.
Pariticpants
received a nurse
visit within 48
hours of hospital
admission (and at
least every 2 days
during their stay)
with a home visit
scheduled 3-7
days’ post-
discharge.

Comprehensive

Control?

contact was
given.

Routine discharge

discharge
planning
Comprehensive
discharge-
planning was
delivered by
trained nurses
using structured
discharge
instructions. 2 x
home visits were
also provided
post-discharge, 1
at 2-weeks post-
discharge and the
other at 3-months
post-dicharge.

Supported
discharge team
care
Rehabilitation
programme
delivered by a
MDT (including
healthcare
assistants,
registered nurses,
allied health
professionals) for
a maximum of 6
weeks.
Consultant

planning
Discharge service
with non-
structured
discharge
instructions.

Usual care

Hospital-based
discharge
planning with
subsequent
community-based
services (to
include allied
health, district

nursing and home

care).

Outcomes
weeks post-
discharge; 3-
weeks post-
discharge; 3-
months post-
discharge)

o Changes in
ADL (at
discharge; 2-
weeks post-
discharge; 3-
weeks post-
discharge; 3-
months post-
discharge)

e Critical
o Patient
satisfaction
(ime point not
reported)
o Length of
hospital stay
(at 3 months)
e Important
o Changes in
ADL (Before
discharge; at 2-
weeks post-
discharge; 3-
months post-
discharge)

e Critical
o Length of
hospital stay
(at discharge)
o Important
o None
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Study Population

Gender (M/F):

e Supported
discharge
team care =
45/156

e Usual care =
55/147

Time since
injury: not
reported

Ryan 2006a N =71

RCT Hip fracture

UK Age in years
[Mean (SD)]:
e More
intensive
MDT care =
80.7 (7.4)

e Less
intensive
MDT care =
80.9 (6.3)

Gender (M/F):

not reported for

hip fracture
group.

Time since
injury in years
[Mean (SD)]:
e More
intensive
MDT care =
40.6 (42.2)

e Less
intensive
MDT care =
35 (24.6)

Ryan 2006b See Ryan

2006a
RCT

UK

Intervention?
geriatricians were
consulted weekly
via case
conferencing, with
healthcare
assistance visiting
< 4 x visits per
day, 7 x per week.
The team
discussed
patient's progress
weekly. On
discharge,
advance care
planning was
passed to the

Control?

patient's GP.
More intensive Less intensive
MDT care MDT care

26 x face-to-face
contacts per week
with a member of
the rehabilitation
MDT, for a
maximum of 12
weeks.

Seen Ryan 2006a

< 3 x face-to-face
contacts per week
with a member of
the rehabilitation
MDT, for a
maximum of 12
weeks.

See Ryan 2006a

Outcomes

e Critical
o None
o Important

o Overall quality
of life (at 3
months)

o Changes in
ADL (at 3
months)

e Critical
o None
¢ Important

o Overall quality
of life (at 12
months)

o Changes in
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Study

Stenvall 2007
RCT

Sweden

Population

N =199
Hip fracture

Age in years

[Mean (SD)]:

e MDT post-
operative
rehabilitation
=82.3 (6.6)

e Conventional
post-
operative
rehabilitation
=82.0 (5.9)

Gender (M/F):

e MDT post-
operative
rehabilitation
= 28/74

e Conventional
post-
operative
rehabilitation
= 23/74

Time since
injury: not
reported

Intervention?

MDT post-
operative
rehabilitation
Implemented in a
geriatric
orthopaedic ward.
Areas of the
pathway that were
related to
coordination of
rehabilitation
were:

o Staff education
which included
a 4-day course
on post-
operative
rehabilitation.

e MDT including
orthopaedic
surgeons,
geriatricians,
physical
therapists and
occupational
therapists.

¢ Individual care
planning within
24 hours of
surgery and
included
assessments
from all MDT
members.
Rehabilitation
plans and goals
were updated
twice a week.

o Osteoporosis
treatment if
needed.

¢ Mobilisation
within 24 hours
post-
operatively,
including
specific
exercises with
both physical
therapists and
occupational
therapists and
general
acitivites for
daily living with
care staff.

Control?

Conventional

post-operative
rehabilitation
Implemented in
general
orthopaedic ward
(or general
geriatric unit if
patient required
longer
rehabilitation).
Differences
included ward
layout, staffing
levels, no staff
education, no
specific team
structure, and
less individual
care planning.
Additionally, there
was no routine
examination for
post-operative
complications, no
nutritionally
enriched food.
Regarding
rehabilitation,
functional
retraining for daily
tasks was not
always performed
and no follow-up
was scheduled
after discharge.

Outcomes
ADL (at 12
months)

e Critical

o None
¢ Important

o Changes in
ADL (at 4
months; 12
months)
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Study Population

Vikane 2017 N =151

RCT TBI

Norway Age in years

[Median

(range)]:

o Multidisciplin
ary outpatient
treatment =
31 (16-55)

o Usual care by
GP =35 (16-
55)

Gender (M/F):

o Multidisciplin
ary outpatient
treatment =
49/32

o Usual care by
GP = 43/27

Time since

injury: not
reported

Wiechman 2015 N =81

RCT Burn injury

Intervention?

o A home visit
was conducted
by occupational
therapists
and/or physical
therapists, who
communicated
with
counterparts in
the community
rehabilitation
services.

e Patients were
offered extra
outpatient
rehabilitation.

e Telephone
follow-up at 2
weeks post-
discharge and
home visit
follow-up at 4
months post-
discharge by
physical/occupa
tional therapist.

Multidisciplinary

Control?

Usual care by GP

outpatient
treatment

1 x individual
contact with a
rehabilitation MDT
and a psycho-
educational group
per week for 4-
weeks. A
schedule for
return to work and
other activities
was developed,
with individualised
follow-ups in the
first year. The
MDT included a
rehabilitation
specialist, a
neuropsychologist
, @ physician, a
social worker, an
occupational
therapist and a
nurse.

Extended care

Follow-up by a
GP after
multidisciplinary
examination, who
could refer
patients to other
rehabilitation
professionals.

Standard

practitioner +
telephone calls

outpatient care

Consisted of pre-

Outcomes

e Critical
o Return to work
or education (at
12 months
post-injury)
¢ Important

o Changes in
ADL (at 12
months post-

injury)

e Critical
o Patient
satisfaction (at
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Study

USA

Population

Age in years

[Mean (SD)]:

e Extended
care
practitioner +
telephone
calls = 43.23
(16.92)

e Standard
outpatient
care = 43.68
(17.13)

Gender (M/F):

o Extended
care
practitioner +
telephone
calls = 25/15

e Standard

outpatient
care = 29/12

Time since
injury: not
reported

Intervention?

Standard care as
per control group
plus a reminder of
telephone call
schedule.
Particpiants
received semi-
structure
telephone calls
from extended
care coordinator
at 24-48 hours
post-discharge,
as well as 2-, 4-,
8- and 12-weeks
and 5-, 7- and 9-
months post-
discharge. The
care coordinator
assisted with local
support groups,
worker’s
compensation
and return to
work. MDT were
available to assist
care coordinator
with any other
medical issues.

Control?
discharge advice
and a follow-up
phone call 24h
post-discharge.
Participants
attended
outpatient clinic
visits every 2
week by a MDT.

Outcomes
6 months; 12
months)
e Important
o Overall quality
of life (at 6
months; 12
months)
o Change in ADL
(at 6 months;
12 months)

ADL: Activities of daily linving; F: Female; GP: General practitioner; M: Male; MDT: Multidisciplinary team; N/n:
Number; RCT: Randomised controlled trials; SD: Standard deviation; TBI: Traumatic brain injury
(a) For full details about the intervention/comparison, please see the evidence tables in Appendix D

Table 4: Summary of included qualitative studies

Study and aim of
study

Barclay 2019

Aim of study

To describe and
compare service
delivery approaches
that aim to support re-
integration into the
community following
SCI in-patient
discharge.

Population

N = 10 spinal service
centres

e N=12 healthcare
professionals
working in SCI
rehabilitation

Setting: spinal service
centres

Country (N):

e Australia: 2

e Canada: 2

e New Zealand: 1
e Norway: 1

e Sweden: 1

e UK: 1

e USA: 2

Methods

Recruitment period:
July 2018 — January
2019

Data collection and
analysis:

e Semi-structured
interviews

e Thematic analysis

Themes

o Integrating multiple
services:
Interdisciplinary
consistency

o Delivery: Peer
support

o Delivery: Technology
¢ Timing: Gradual
e Timing: Start early
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Study and aim of
study

Braaf 2018

Aim of study

To explore major
trauma patient's
experiences of
communication with
healthcare
professionals in the
initial 3 years post-
injury, in hospital,
rehabilitation and
community settings.

Christensen 2018

Aim of study

To explore the
continuity of care
between in-patient and
outpatient
rehabilitation services
for Danish veterans
with lower-limb
amputees.

Christiaens 2015

Aim of study

To explore the
rehabilitation and
aftercare experiences

Population

No further details
reported.

N = 65 adults with
major trauma

Setting: Victorian State
Trauma System

Age [mean (SD)]: 50.7
(15.5) years

Gender (M/F): 42/23

Length of hospital stay
[median (IQR)]: 11 (5.4
- 26.5) days

Injury cause (N):
e Traumatic: 65
o Motor vehicle: 22
o Fall: 12
o Motorcycle: 6
o Pedal cyclist: 6
o Other: 19

N = 6 adults with
lower-limb amputation

Setting: in the
community

Age [median (range)]:
32 (25-46) years

Gender (M/F): 6/0

Time since amputation
[median (range)]: 5.7
(2-17) years

Injury cause (N):
e Traumatic: 6
o Explosion: 6

N =57

e People with burn
injuries (and their
parents): 29

e Healthcare
professionals

Methods

Recruitment period:
July 2014 — July 2015

Data collection and

analysis:

e Semi-structured
interviews

e Thematic framework
analysis

Recruitment period:
November 2014 —
February 2015

Data collection and
analysis:

e Semi-structured
interviews and group
observations

e Thematic analysis

Recruitment period:
January — April 2013

Data collection and
analysis:

e Semi-structured

Themes

e Integrating multiple
services: Inter-
service
communication of
information

¢ Integrating multiple
services: Case
coordinator

¢ Integrating multiple
services:
Interdisciplinary
consistency

o Delivery: Point of
contact

¢ Information: Inform
about services and
plan

¢ Information:
Prognosis

¢ Information: Format

¢ Timing: Start early

e Timing: Gap in
service

o Integrating multiple
services: Inter-
service
communication of
information

¢ Delivery: Point of
contact

¢ Individual factors:
Advocacy

e Service
commissioning:
Commission a full
service

o Integrating multiple
services: Inter-
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of severe burn patients
and the views of allied
healthcare
professionals.

working in burn
rehabilitation: 24

Setting: In the home

Characteristics of

individuals with burn

injuries (and their

parents)

Burn patients and

parents (N): 29

e Adult burn patients:
15

e Parents of children
under 12 years: 8

e Parents of
adolescents between
12 and 18 years: 3

e Adolescents
between 12-18
years: 3

Age (N) of adult
patients:

e 18-30 years: 3
e 31-40 years: 1
e 41-65 years: 8
e > 65 years: 3

Gender: not reported

Time since injury: not
reported

Injury cause: not
reported

Characteristics of
healthcare
professionals

Profession (N):

e Care coordinators: 4
o Nurses: 4

o Physicians: 7

o Physiotherapists: 3
e Psychologists: 4

e Social workers: 2

Experience working in
burn rehabilitation: not
reported

interviews and focus
groups

o Constant
comparative analysis

service
communication of
information

o Integrating multiple
services: Case
coordinator

e Delivery: Continuity
of staff

¢ Delivery: Include
family

¢ Information: Inform
about services and
plan

e Information:
Prognosis

¢ Individual factors:
Specialists

e Timing: Gradual
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Study and aim of
study

Glenny 2013

Aim of study

To explore the
communication
experiences of
caregivers and
healthcare
professionals during
transitional care of
elderly hip fracture
patients from inpatient
to community
rehabilitation.

Graff 2018

Aim of study

To explore the
rehabilitation
experiences of adults
with TBI up to 4 years
post injury, including
facilitators and
barriers.

Isbel 2017

Population Methods

N =35

e Caregivers of
individuals with hip
fracture: 9

e Healthcare

Recruitment period:
January — December
2010

Data collection and

professionals analysis:
working in hip e Semi-structured
fracture interviews

rehabilitation: 26 « Content-based

thematic analysis
Setting: Throughout
hip fracture
rehabilitation pathway

Characteristics of
healthcare
professionals only

Profession (N):

e General practitioner:
1

e Nurse care manager:
8

e Occupational
therapist: 6

e Physiotherapist: 4

o Registered practical
nurse: 6

¢ Retirement home
care manager: 1

Experience working in
hip fracture
rehabilitation: not
reported

N = 20 adults with TBI  Recruitment period:

December 2014 — May

Setting: In the 2015
community

Data collection and
Age at recruitment analysis:
[median (range)]: 39 e Semi-structured
(25-63) years interviews

e Hermeneutical
phenomenological

Gender (M/F): 12/8
thematic analysis

Time since injury: not
reported.

Injury cause: not
reported.

N = 12 healthcare Recruitment period:

Themes

¢ Delivery: Include
family

e Individual factors:
Advocacy

¢ Delivery: Point of
contact

¢ Information: Inform
about services and
plan

¢ Individual factors:
Personalisation

¢ Individual factors:
Admission criteria

e Individual factors:
Advocacy

e Timing: Gradual

e Integrating multiple
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Study and aim of
study

Aim of study

To explore the
experiences and
opinions of healthcare
professionals
regarding how
dementia affects
rehabilitation care after
hip fracture.

Jeyaraj 2013

Aim of study

To explore healthcare
professionals views on
which rehabilitation
factors affect
complexity TBI
outpatient
rehabilitation.

Jourdan 2019

Aim of study

To compare TBI care
pathways and explore
the views of healthcare
professionals on TBI
care provision in

Population

professionals working
in hip fracture
rehabilitation and
dementia

Setting: range of
rehabilitation hospitals
(urban and rural).

Profession (N):

e Clinical nurse
specialist: 1

¢ Geriatrician: 5

e Nurse manager: 2

e Ortho-geriatrician: 2

¢ Physiotherapist: 1

¢ Rehabilitation
physician: 1

Experience working in
hip fracture
rehabilitation: not
reported.

N = 12 healthcare
professionals working
in TBI rehabilitation

Setting: TBI
rehabilitation
outpatient clinic

No demographic
information reported.

N = 10 healthcare
professionals working
in TBI rehabilitation

e Finland: 6
e France: 4

Setting: across TBI

Methods

Not reported.

Data collection and
analysis methods:

e Semi structured
interviews

e Thematic analysis

Recruitment period:
Not reported.

Data collection and
analysis:

e Semi-structured
interviews and focus
groups

e Content-based
thematic analysis

Recruitment period:
Not reported.

Data collection and
analysis methods:

e Semi-structured
interviews

Themes

services: Integrated
multidisciplinary
team approach

¢ Delivery: Include
family

e Timing: Gap in
service

e Service
commissioning:
Commission a full
service

¢ Service
commissioning:
Community services
and facilities

o Integrating multiple
services:
Interdisciplinary
consistency

¢ Delivery: Include
family

¢ Delivery: Delivery at
home

e Individual factors:
Personalisation

e Individual factors:
Specialists

e Timing: Gap in
service

e Service
commissioning:
Community services
and facilities

e Service
commissioning:
e Rural services
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Study and aim of
study
Varsinais-Suomi,
Finland and lle-de-
France, France.

Kennedy 2012

Aim of study

To explore the views
of healthcare
professionals on the
design,
implementation and
acceptability of a new
comprehensive
rehabilitation case
management (CRCM)
model.

Kornhaber 2019

Aim of study

To explore healthcare
professional's
experiences of acute
care and rehabilitation
in patients with burn
injuries.

Population

rehabilitation care
pathways in lle-de-

France and Varsinais-

Suomi.

Profession (N):
¢ ICU practitioner: 1

e Neuro-anaesthetist:
3

¢ Neurologist: 4
e Neurosurgeon: 2

Experience working in
TBI rehabilitation
(range): 8-25 years

N = 32 healthcare
professionals working
in TBI rehabilitation

Setting: Specialised
TBI rehabilitation unit

Profession (N):

e Brain injury unit
clinicians: 22

e External
stakeholders: 3

¢ Rehabilitation case
manager: 7

Experience working in
TBI rehabilitation: not
reported

N = 22 healthcare
professionals working
in burn rehabilitation

Setting: range of burn
rehabilitation settings
(acute, rehabilitation
and community).

Profession (N):
e Doctor: 4
e Nurse: 9

e Occupational
therapist: 3

e Physiotherapist: 4
e Psychologist: 1
e Social worker: 1

Methods

e Thematic analysis

Recruitment period:

May 2011 —
September 2012

Data collection and
analysis:

e Semi-structured
interviews

e Thematic analysis

Recruitment period:

2016

Data collection and
analysis methods:

e Semi-structured
interviews

e Thematic analysis

Themes

e Timing: Gap in
service

e Service
commissioning:
Workload and
demand

o Integrating multiple
services: Case
coordinator

o Delivery: Continuity
of staff

¢ Delivery: Point of
contact

¢ Timing: Start early

e Service
commissioning:
Commission a full
service

¢ Service
commissioning:
Community services
and facilities

¢ Service
commissioning:
Rural services

¢ Integrating multiple
services: Integrated
multidisciplinary
team approach

¢ Delivery: Include
family

¢ Delivery: Delivery at
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Study and aim of
study

Lindahl 2013

Aim of study

To explore the
experiences of
orthopaedic trauma
patients when
transferring between
acute hospital care
and community
settings.

O’Callaghan 2012

Aim of study

To explore the concept

of engagement
throughout the TBI
rehabilitation care
continuum and the
factors that affect
engagement.

Population

Experience working in
burn rehabilitation: not

reported

N = 7 adults with
orthopaedic trauma

Age [median (range)]:
51 (32-60) years

Gender (M/F): 5/2

Time since injury
(range): 2-24 months

Injury cause: not
reported

N =23
e Adults with TBI: 14
¢ Significant others: 9

Setting: In the
community

Characteristics of
adults with TBI only

Age (N):

e 18-25 years:
e 26-35 years:
e 36-45 years:
e 46-55 years:
e 56-65 years:

W W wwmN

Gender (M/F): 8/6

Time since injury: not

Methods

Recruitment period:

January — March 2009

Data collection and
analysis:

e Semi-structured
interviews

e Grounded theory

Recruitment period:
Not reported.

Data collection and
analysis:

e Open interviews
e Thematic analysis

Themes

home
e Delivery: Technology

¢ Information: Inform
about services and
plan

¢ Individual factors:
Personalisation

¢ Individual factors:
Specialists

¢ Timing: Gradual
e Timing: Start early

e Service
commissioning:
Commission a full
service

o Integrating multiple
services: Inter-
service awareness
and relationships

e Integrating multiple
services: Inter-
service
communication of
information

e Delivery: Continuity
of staff

¢ Individual factors:
Personalisation

¢ Individual factors:
Home adjustments

e Timing: Gap in
service

e Timing: Gradual

e Service
commissioning:
Rural services

¢ Information: Inform
about services and
plan

¢ Indidivual factors:
Specialists

e Timing: Gradual
e Timing: Start early
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Study and aim of
study

Odumuyiwa 2019

Aim of study

To identify the long-
term rehabilitation
needs of patients with
acquired brain injury
and their families, and
explore their
experiences with
accessing community
services.

Population

reported

Injury cause: not
reported

Setting: Community
ABI rehabilitation
services.

Stage 1

N=76

e Adults with ABI: 19

e Family members: 26

e Healthcare
professionals

working in ABI
rehabilitation: 32

Characteristics of
adults with ABI

Age [mean (range)]:
44.6 (29-72) years

Gender (M/F): 10/9

Combined
characteristics of
adults with ABI and
family members

Injury cause (N):
e Traumatic: 34
¢ Non-traumatic: 11

Time since injury
(range): 1-41 years

Characteristics of
healthcare
professionals
Profession: not
reported

Experience working in
rehabilitation: not
reported

Stage 2

N =21

e Adults with ABI: 12
e Family members: 5

e Healthcare
professionals
working in ABI

Methods

Recruitment period:

Not reported.

Data collection and
analysis methods:

e Free text
questionnaires and
semi-structured
interviews

¢ Inductive and
deductive thematic
analysis

Themes

e Service
commissioning:
Community services
and facilities

e Service
commissioning:
Rural services

e Service
commissioning:
Workload and
demand

¢ Integrating multiple
services: Integrated
multidisciplinary
team approach

¢ Delivery: Include
family

o Information:
Prognosis

¢ Individual factors:
Specialists
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Study and aim of
study

Sena Martins 2017

Aim of study

To explore the
experiences and views
of patients undergoing
SCI rehabilitation in
Portugal.

Sims-Gould 2012

Aim of study

To explore the views
of healthcare
professionals on which
factors are needed for
a successful transition

Population Methods

rehabilitation: 4

Characteristics of
adults with ABI

Age [mean (range)]:
45 (36-72) years

Gender (M/F): 10/2

Time since injury: not
reported

Injury cause: not
reported

Characteristics of
healthcare
professionals
Profession: not
reported

Experience working in
rehabilitation: not
reported

N =93
e People with SClI in
initial rehabilitation:

28 Data collection and

¢ Healthcare analysis methods:
professionals « Fieldwork and semi-
working in SCI
rehabilitation: 22

e People with SCl in
the community: 29

e Family and
institutional support
organisations: 14

Recruitment period:
Not reported.

e Content analysis

Setting: Multiple
rehabilitation centres
and in the community

No demographic
information reported.

N = 17 healthcare
professionals working
in hip fracture
rehabilitation

Recruitment period:
March — July 2010

Data collection and

analysis:
Setting: Multiple e Semi-structured
healthcare settings interviews

(community, hospitals

structured interviews

Themes

e Service
commissioning:
Community services
and facilities

o Integrating multiple
services: Integrated
multidisciplinary
team approach

¢ Delivery: Include
family

e Individual factors:
Personalisation

e Timing: Gradual
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Study and aim of
study

of care in patients after
hip fracture.

Singh 2018

Aim of study

To explore the
acceptability of a novel
mobile phone
application designed to
facilitate self-
management skills in
adults with SCI, and
their experiences
using the application in
both inpatient to
outpatient settings.

Slomic 2017

Aim of study

To explore the
experiences of
rehabilitation
healthcare
professionals while
transferring TBI and
general major trauma
patients between
specialised and local
rehabilitation services.

Population

and rehabilitation
centres)

Profession (N):

e Nursing: 3

e Occupational
therapy: 4

e Physiotherapy: 4

¢ Physician: 2

e Social work: 4

Experience in current
profession (range): 8
months - 36 years

N = 20 adults with SCI

Setting: SCI inpatient
rehabilitation centre

Age [mean (SD)]: 41
(18) years

Gender (M/F): 17/3

Time since injury: not
reported

Injury cause (N):
e Traumatic: 15
¢ Non-traumatic: 5

N = 85 healthcare

professionals working

in TBI rehabilitation

e Focus groups: 34

e Observations of
professional
meetings: 41

e Semi-structured
interviews: 10

Setting: 2 specialised
TBI rehabilitation units

NB. No demographic
information reported
for observations of
professional meetings.

Profession (N):
e Auxiliary nurse: 2

Methods

e Thematic analysis

Recruitment period:
Spring 2015 — Winter
2016

Data collection and

analysis:

¢ Post discharge exit
questionnaire and
interactions with
patients

e Thematic analysis

Recruitment period:
April 2014 — March
2016

Data collection and

analysis:

e Observations of
inter-professional
meetings, focus
groups and semi-
structured interviews

e Grounded theory

Themes

e Delivery: Technology

¢ Service
commissioning:
Community services
and facilities

e Timing: Gradual

¢ Integrating multiple
services: Integrated
multidisciplinary
team approach

e Integrating multiple
services: Inter-
service awareness
and relationships

e Inter-service
communication of
information
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Study and aim of
study

Stolee 2019

Aim of study

To identify factors to
improve healthcare
transitions in elderly
adults with hip fracture
and future healthcare
transition
interventions.

Turner 2011

Aim of study

To explore the service
and support needs of
adults with ABI (and
their family carers),
and identify factors
that night affect these
needs, when
transitioning between

Population

e Cultural educator: 1
e Doctor: 1
e Nurse: 13

e Occupational
therapist: 11

¢ Physical therapist:
10

e Psychologist: 3

e Social educator: 2
e Social worker: 4

e Speech therapist: 1

e Team coordinator: 2

Experience in TBI
rehabilitation: not
reported

N =134
e Adults with hip
fracture: 23

e Carers: 19

e Healthcare
professionals
working in hip
fracture
rehabilitation: 92

Setting: Range of
rehabilitation settings
(acute, sub-acute,

inpatient rehabilitation,

outpatient
rehabilitation,
residential, home)

No demographic
information reported.

N = 38
e Adults with ABI: 20
e Family carers: 18

Setting: Hospital
discharge and in the
community

Characteristics of
adults with ABI only

Methods

Recruitment period:

2010

Data collection and

analysis:

e Semi-structured
interviews

e Framework-based
meta-synthesis

Recruitment period:

Not reported

Data collection and
analysis:

e Semi-structured
interviews

e Grounded theory
analysis

Themes

e Service
commissioning:
Commission a full
service

e Service
commissioning:
Workload and
demand

¢ Integrating multiple
services: Inter-
service awareness
and relationships

¢ Integrating multiple
services: Inter-
service
communication of
information

¢ Delivery: Include
family

¢ Information: Inform
about services and
plan

¢ Individual factors:
Personalisation

¢ Individual factors:
Admission criteria

¢ Service
commissioning:
Community services
and facilities

¢ Service
commissioining:
Rural services

o Delivery: Continuity
of staff

¢ Delivery: Include
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Study and aim of Population Methods Themes

study

the hospital and home. family
Age [mean (range)]: e Delivery: Point of
40.2 (17-63) years contact

¢ Information: Inform
Gender (M/F): 15/5 about services and
plan

Length of Stay in L] IndiVidUaI faCtOI‘SZ
inpatient rehabilitation Admission criteria
(N): e Timing: Gap in
e <3 months: 12 service

e 3—6 months: 7
e >6 months: 1

Injury cause (N):
e Traumatic: 16

o Motor vehicle
accident: 7

o Motor bike
accident: 1

o Assault: 1
o Fall: 4
o Other: 3
¢ Non traumatic: 4

ABI: Acquired brain injury; ICU: Intensive care unit; F: Female; M: Male; N: Number; SCI: Spinal cord injury: SD:
Standard deviation; TBI: Traumatic brain injury

See the full evidence tables in appendix D. No meta-analysis was conducted (and so there
are no forest plots in appendix E).

Results and quality assessment of clinical outcomes included in the evidence

review

The quality of the evidence was assessed using GRADE for the quantitative evidence and
CERQual for the qualitative evidence. See the evidence profiles in appendix F.

Summary of the quantitative evidence

No meta-analyses were performed as the interventions or outcomes were either not
sufficiently similar to allow them to be combined or they were not reported by more than one
study.

Of the pre-defined outcomes, evidence was found for:
e Patient satisfaction

Length of hospital stay

Return to work or education

Overall quality of life

Changes in activities of daily living

No evidence was found for outcomes relating to carer impact or unplanned readmission rates
following discharge.

One RCT compared the effectiveness of an MDT care with usual care (Browne 2013). No
statistically or clinically important difference was found in length of hospital stay between the
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groups. Additionally, no statistically or clinically important difference was found between
groups in return to work or education, number of participants with impairment of ADL or FIM
scores at 6 months post-discharge. All of these effect estimates were judged to be of very
low quality.

One RCT compared the effectiveness of an MDT care plus structured assessments with
MDT care only (Chong 2015). No statistically or clinically important difference in patient
satisfaction at discharge was found between the groups. The evidence was judged to be of
very low quality. Median length of hospital stay was reported in the study and, based on
statistical analyses by the authors, was found to be statistically importantly lower in the MDT
plus structured assessment than the MDT only group. However, the authors did not report
whether this difference was clinically important and the evidence was judged to be of very
low quality. No statistically or clinically important differences in overall quality of life
(measured using SF-12 physical component score and SF-12 mental component score) or
changes in ADL (measured using modified Barthel Index and Montebello Rehabiliation
Factor score) were found at either 6 or 12 months. Evidence ranged from very low to low
quality for these outcomes.

One cohort study compared the effectiveness of multidisciplinary care pathway with
standard care (Flikweert 2014). According to the statistical analyses performed by the author,
the median hospital length of stay was statistically importantly shorter in the multidisciplinary
care pathway group. However, the authors did not report whether this difference was
clinically important. This was judged to be of moderate quality.

One cohort study compared the effectiveness of traumatic clinical care coordination with no
traumatic clinical care coordination (Hall 2018). Length of hospital stay was both clinically
and statistically importantly longer in the traumatic clinical care coordination group when
compared to the control group. This evidence was judged to be of low quality.

One RCT compared the effectiveness of discharge planning by a gerontological nurse with
routine discharge planning (Huang 2005). The length of hospital stay was statistically and
clinically importantly shorter in the discharge planning by a gerontological nurse group.
Overall quality of life (measured using SF-36) and changes in ADL (measured using the
Bathel Index) were statistically and clinically importantly higher (better) at discharge, at 2
weeks post-discharge and at 3 months post-discharge in the discharge planning by a
gerontological nurse group when compared to the routine discharge planning group.
Evidence ranged from low to moderate quality.

One RCT compared comprehensive discharge planning with routine discharge planning (Lin
2009). Outcomes were reported for patient satisfaction, length of hospital stay and changes
in ADL (measured using Functional Status Subscale) up to 3 months post-discharge. No
statistically or clinically important differences were reported between the groups for any of
these outcomes. Evidence was judged to be very low to low quality.

One RCT compared supported discharge team with usual care (Parsons 2019). Length of
hospital stay was statistically signficantly shorter in the supported discharge group compared
to the usual care group. As the authors did not report standard deviations, and there are no
published MIDs, clinical significance could not be determined. Evidence was of moderate
quality.

One RCT compared an more intensive MDT care intervention with a less intensive MDT care
intervention (Ryan 2006). Outcomes were reported for overall quality of life (measured using
EQ-5D and EQ-VAS) and changes in ADL (measured using Barthel Index and Franchay
Activities Index) at 3 and 12 months. No statistically or clinically important difference was
found between the groups at either time point, and evidence was all judged to be very low
quality.
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One RCT compared the effectiveness of a multidisciplinary post-operative rehabilitation
intervention with conventional post-operative rehabilitation (Stenvall 2007). No statistically or
clinically important differences were found between the groups in the proportion of
participants achieving independence in P-ADL at the 4 or 12 months post-operative follow-up
or in each of the Katz ADL grades at discharge. Additionally, there were no statistically or
clinically important differences in the proportion of participants achieving each Katz ADL
score at 12 months, apart from grade G, where a statistically and clinically importantly lower
number of participants achieved Grade G in the multidisciplinary post-operative rehabilitation
compared to conventional post-operative rehabilitation. There was a statisticcally and
clinically important increase in the proportion of participants returning to at least the same
Katz ADL levels as before trauma in the multidisciplinary post-operative rehabilitation group
compared to the conventional post-operative rehabilitation group at 12 months (although this
was not true at 4 months follow-up). The evidence was judged to be of very low quality for all
outcomes.

One RCT compared the effectiveness of multidisciplinary outpatient treatment with usual
care by general practitioners (Vikane 2009). There was no statistically or clinically important
differences between the groups in the proportion of participants able to return to work or
changes in ADL (measured using the Glasgow Outcome Scale) at 12 months post-injury.
Evidence was judged to be of very low quality.

One RCT compared the effectiveness of an extended care practitioner care plus telephone
calls with standard outpatient care (Wiechman 2015). No statistically or clinically important
differences were found between groups in patient satisfaction, overall quality of life
(measured using the mental component of SF-12) or changes in ADL (measured using Goal
Attainment Score) at either 6 or 12 months. There was a statistically, but not clinically,
importantly higher (better) SF-12 physical component score in the extended care practitioner
care plus telephone calls group at 6 months. However, this had disappeared at 12 months
when no statistical or clinical important difference in SF-12 physical component score was
reported. Evidence was very low to low quality for outcomes.

Summary of qualitative evidence

The views of adults with complex rehabilitation needs after traumatic injury, as well as staff
who work in rehabilitation services and/or social services, were thematically analysed to find
what they believed to be important for coordinating and delivering rehabilitation services and
social services across transfer from inpatient to outpatient rehabilitation services.
‘Coordination’ was considered to relate mostly to the ways services organise within
themselves, and ‘delivery’ was considered to relate mostly to how these should operate in
front-line contact with service users. Six overarching themes were identified that had a total
of 26 sub-themes (see appendix F).

The theme ‘service commissioning’ related to service coordination, as did the theme
‘integrating multiple services’ although some parts also crossed into delivery. The themes
‘delivery’, ‘individual needs’, and ‘information’ were all a part of how services should be
delivered, and these were intersected by the theme of ‘timing’ and the need for action and
consideration before, during and after discharge to the community. Although all the sub-
themes are relevant to the question, some relate very practically and conceptually to others
and this is indicated by blue arrows.
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Figure 1: Needs and preferences thematic map
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Table 5: Summary of themes and subthemes

1.1 Commission a full Moderate 5 Brain injury (1 ), Burns  Frail adults aged
service (2), Hip-fracture (1), 65+ (1)
Services need to be Fractures (1)

funded and available
for the entire journey
of a service user -
along with guidelines
and a clear vision for
how these services
should co-ordinate,
communicate and
standardise in order to
meet the needs of
their local population

1.2  Community services High 7 Brain injury (4), Burns  None
and facilities (1), Spinal cord injury
The availability and (1), Brain injury and
accessibility of multiple trauma (1)

community and social
services (for example,
social care and
housing services) is
just as important for
overall rehabilitation
as medical services
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are. These services
should be properly
funded and promoted.

1.3 Workload and
demand
Rehabiltation
healthcare staff report
being overworked and
underfunded, leading
to long waiting lists
and poor healthcare
provision.

1.4 Rural services
People living in rural
areas are often
underserved.
Additional effort will be
needed to ensure that
the rehabilitation
needs after traumatic
injuries of these
people are met.

High

High

Brain injury (2), Hip-
fracture (1)

Frail adults aged
65+ (1)

Brain injury (4), Burns  None

(1)

2.1 Integrated
multidisciplinary
team approach
A MDT approach to
co-ordinating medical
and social support
needs is important
when transferring from
inpatient to outpatient
services.

2.2 Inter-service
awareness and
relationships
Healthcare staff find it
easier for multiple
agencies to work
together if they know
each other’s roles and
remits, and have the
opportunity to build
relationships.

2.3 Inter-service
communication of
information
Adults with
rehabilitation needs
can find it distressing
to repeat their injury

High

High

Moderate

5

6

Brain injury (1), Burns
(1), Hip-fracture (1),
Spinal cord injury (1),
Brain injury and
multiple trauma (1)

Frail adults aged
65+ (1)

Hip-fracture (1),
Fractures (1), Brain
injury and multiple
trauma (1)

Frail adults aged
65+ (1)

Burns (1), Hip-fracture
(1), Fractures (1),
General trauma (1),
Amputations (1), Brain
injury and multiple
trauma (1)

Frail adults aged
65+ (1)
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25

and medical history to
multiple people.
Communication
between rehabilitation
services should be
efficient and easy.

Case coordinator

A case coordinator
helps to increase
continuity and
consistency when
transferring between
inpatient and
outpatient settings.

Interdisciplinary
consistency
Medical information
and instructions from
different healthcare
professionals should
be compatible,
complimentary and
consistent to prevent
confusion.

High 3 Brain injury (1), Burns  None
(1), General trauma (1)

Moderate 3 Brain injury (1), Spinal None
cord injury (1), General
trauma (1)

3.1

3.2

Continuity of staff
Where possible,
healthcare
professionals and
people with
rehabilitation needs
appreciate continuity
of staff, This helps to
build trust and rapport
while changes in staff
can be discouraging,
costs time to share
history and details,
and cause mistakes.

Include family

Family play a very
significant role in
coordination of
rehabilitation care
when returning to the
community. If
appropriate, family
members should be
included in
discussions and
planning of care, as

High 4 Brain injury (2), Burns  None
(1), Fractures (1)

High 9 Brain injury (3), Burns  Frail adults aged
(2), Hip-fracture (3), 65+ (3)
Spinal cord injury (1)
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well as any education
needed to provide
rehabilitation support.

3.3 Point of contact High
A single, identifiable
point of
communication for
information and
support can increase
coordination when
transferring between
inpatient and
outpatient
rehabilitation services.

3.4 Peer support Very low
Peer mentors can
encourage people in
their ongoing
rehabilitation, be a
role-model and
provide information on
their own lived
experiences with
rehabilitation services
in the area.

3.5 Delivery at home Low
Healthcare staff report
that delivery of
rehabilitation at home
is becoming more
feasible, meaning
people do not have to
have such prolonged
hospital stays.

3.6  Technology Low

Videoconferencing
and telemedicine can
be useful to reach
people who cannot
attend in-person
consultations for a
variety of reasons.
Apps can also be
useful for alerts or
reminders

Brain injury (3),
General trauma (1),
Amputations (1)

Spinal cord injury (1)

Brain injury (1), Burns

(1)

Burns (1), Spinal cord
injury (2)

None

None

None

None

4.1 Inform about High
services and plans
Adults with
rehabilitation needs
report co-ordination

Brain injury (3), Burns
(2), Hip-fracture (1),
General trauma (1)

Frail adults aged

65+ (1)
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being increased when
they receive more
information on what to
expect after
discharge, what
arrangements are in
place and probable

timelines.
4.2 Prognosis High 3 Brain injury (1), Burns  None
Adults with (1), General trauma (1)

rehabilitation needs
want information
about the likely long-
term prognosis of their
injuries and how this
will affect their lives
going forward.

4.3 Format Very low 1 General trauma (1) None

Information should be
given information in
plain, accessible
language. Written
information may be
helpful for retaining
this information.

51 Personalisation Low 6 Brain injury (2), Burns  Frail adults aged
Rehabilitation should (1), Hip-fracture (1), 65+ (1)
be delivered in an Spinal cord injury (1),
adaptable fashion, Fractures (1)

taking into account
related to age, and
symptoms or
comorbidities which
may limit mobility.
Additional planning
may be needed to
provide flexible
rehabilitation
sessions, as well as
social vulnerabilities
(for example, such as
housing and financial

situation).
5.2  Admission criteria Low 3 Brain injury (2), Hip- Frail adults aged
Inflexible admission fracture (1) 65+ (1)

criteria may mean that
rehabilitative support
is not offered to
certain adults (for
example, if their
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difficulties are
perceived as less
severe). Financial
factors or postcode
may also limit
rehabilitation access.

5.3  Specialists High Brain injury (3), Burns  None

Upon discharge from (2)
inpatient settings,
adults with
rehabilitation needs
report that services
become more generic
and staff do not have
knowledge about their
particular conditions
or disabilities. It is
important for the
delivery of an
individual’'s
rehabilitation ongoing
care team to include
some staff with
specialist knowledge.

o

5.4 Home adjustments Low 1 Fractures (1) None

Some adults with
rehabilitation needs
require physical aids
and small adjustments
in their home. These
adjustments may be
vital to the discharge
process and
progression with
rehabilitation.

5.5 Advocacy High 3 Brain injury (1), Hip- Frail adults aged
Some adults with fracture (1), 65+ (1)
rehabilitation needs Amputations (1)
may need support
with researching
options and initiating
conversations. Some
might need their
family to take the lead
healthcare staff about
rehabilitation, or in
some cases the adult
may do it for
themselves.

6.1 Gradual High 8 Brain injury (2), Burns  Frail adults aged

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)

43



DRAFT FOR CONSULTATION
Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after
traumatic injury

Return to the (2), Hip-fracture (1), 65+ (1)
community should be Spinal cord injury (1),

a gradual and Fractures (1), Brain

incremental process injury and multiple

(for example, using trauma (1)

pre-discharge home
visits). Abrupt endings
or loss of support can
be distressing.

6.2  Start early Low 5 Brain injury (2), Burns  None
Conversations about (1), Spinal cord injury
discharge planning (1), General trauma (1)

and any adjustments
should start early on
to avoid abruptness.
Last-minute
conversations about
needs and
rehabilitation close to
the time discharge are

distressing.

6.3  Gap in service Low 6 Brain injury (3), Hip- Frail adults aged
Some adults with fracture (1), Fractures 65+ (1)
rehabilitation needs (1), General trauma (1)

report experiencing
gaps in service and
long waiting times
before starting
community
rehabilitation, which
was confusing and
distressing. Some of
this distress can be
lessened if people
were given probably
timelines.

1 Summary of relevant qualitative and quantitative evidence

This is a mixed methods review, using parallel synthesis. Quantitative and qualitative data
were analysed and synthesised separately and integrated through the committee’s
interpretation of results, described in the committee’s discussion of the evidence.

Some of the qualitative evidence helped to explain or contextualise the quantitative findings
and Table 6 shows where this was the case. Table 6 lists the sub themes from the qualitative
evidence and matches it with the quantitative evidence from interventions targeting the
identified area of coordination. It should be noted that not all aspects of a quantitative
intervention will relate to a qualitative theme. Interventions often include features of more
than 1 theme, and can therefore appear multiple times.

QOWwoo~NOoOOT APWN

-_—

-_—
—_—

Table 6: Summary of relevant qualitative and quantitative evidence
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Qualitative theme

Quantitative intervention and results

1 Service commissioning

Rehabilitation services
should be developed to
included the entire
patient pathway,
ensuring that there is a
clear vision of how
different areas should
coordinate and
communicate with each
other. (moderate

quality)

If rehabilitation services
are understaffed,
healthcare workers can
become overworked
which affects the
coordination of
rehabilitatin services.
This may cause long
waiting lists, cases to
be missed and less
patient contact time.

(high quality)

The multidisciplinary care pathway intervention was
designed to span from admission at the emergency room
to discharge from nursing home rehabilitation units.

e Length of hospital stay

o Multidisciplinary care pathway versus Standard care —
Significantly shorter in multidisciplinary care pathway
group* (moderate quality)

The MDT post-operative rehabilitation intervention
included increasing staffing levels from 1.07 WTE
nurses/aides per bed, plus 2 x 1 WTE physiotherapists, 2 x
1 WTE occupational therapists and 0.2 WTE dietician.

e Changes in ADL

o MDT post-operative rehabilitation versus Conventional
post-operative rehabilitation

- Number of participants achieving Independence in P-
ADL at each time point at 4 months post-operative
follow-up — No clinically important difference between
groups (very low quality)

- Number of participants achieving Independence in P-
ADL at each time point at 12 months post-operative
follow-up — No clinically important difference between
groups (very low quality)

- Number of participants achieving Katz ADL Grade A
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade B
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade C
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade D
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade E
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade F
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade G
at 12 month post-operative follow-up — Clinically
importantly lower in MDT post-operative

Study IDs

Quantitative

e Flikweerk
2014

Qualitative

e Christiaens
2015

e Jeyaraj
2013

e Kornhaber
2019

e Lindahl
2013

e Stolee 2019
Quantitative

e Stenvall
2007

Qualitative

e Kennedy
2012

e Stolee 2019

e Odumuyiwa
2019
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Qualitative theme

Quantitative intervention and results

rehabilitation group (very low quality)

- Number of participants returning to at least same
Katz ADL level as before trauma at 4 months post-
operative follow-up — No clinically important
difference between groups (very low quality)

- Number of participants returning to at least same
Katz ADL level as before trauma at 12 months post-
operative follow-up — Clinically importantly higher in
MDT post-operative rehabilitation group (very low
quality)

2 Integrating multiple services

Multidisciplinary team
approach to medical
and social support
needs should be
integrated and united at
transfer from inpatient
to outpatient
rehabilitation services.
(high quality)

The multidisciplinary team care, multidisciplinary care
pathway, multidisciplinary outpatient treatment,
multidisciplinary post-opertive rehabilitation and support
discharge team care involved assessment and care from
different professionals such as physiotherapist,
psychologist nurses, healthcare assistants etc, depending
on the needs of the patients until they were discharged into
the community.

e Return to work or education

o Multidisciplinary intervention versus Usual care

- Number of participants who had returned to work at 6
months post-discharge — No clinically important
difference between groups (very low quality)

o Multidisciplinary outpatient treatment versus Usual
care by GP
- Number of participants returning to work at 12

months post-injury — No clinically important
difference between groups (very low quality)

Length of hospital stay

o Multidisciplinary intervention versus Usual care — No
clinically important difference between groups (very
low quality)

o Multidisciplinary care pathway versus Standard care —
Significantly shorter in multidisciplinary care pathway
group* (moderate quality)

o Supported discharge team versus Usual care —
Significantly shorter in Supported discharge team
group* (moderate quality)

Changes in ADL

o Multidisciplinary intervention versus Usual care
- Number of participants with impairment of ADL at 6

months post-discharge — No clinically important
difference between groups (very low quality)

- FIM at 6 months post-discharge — No clinically
important difference between groups (very low
quality)

o MDT post-operative rehabilitation versus Conventional
post-operative rehabilitation
- Number of participants achieving Independence in P-

ADL at each time point at 4 months post-operative
follow-up — No clinically important difference between
groups (very low quality)

- Number of participants achieving Independence in P-
ADL at each time point at 12 months post-operative
follow-up — No clinically important difference between

Study IDs

Quantitative

e Browne
2013

e Filkweert
2014

e Parsons
2019

e Stenvall
2007

e Vikane 2017
Qualitative
e Isbel 2017

e Kornhaber
2019

e Odumuyiwa
2019

e Sena
Martins
2017

e Slomic 2017
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Qualitative theme

Better communication
and information sharing
between different
services reduce the
need for adults with
rehabilitation to recount
or recall their history or
symptoms which may
be distressing.
(moderate quality)

o Supported discharge team versus Usual care —

Quantitative intervention and results Study IDs

groups (very low quality)

- Number of participants achieving Katz ADL Grade A
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade B
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade C
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade D
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade E
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade F
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade G
at 12 month post-operative follow-up — Clinically
importantly lower in MDT post-operative
rehabilitation group (very low quality)

- Number of participants returning to at least same
Katz ADL level as before trauma at 4 months post-
operative follow-up — No clinically important
difference between groups (very low quality)

- Number of participants returning to at least same
Katz ADL level as before trauma at 12 months post-
operative follow-up —Clinically importantly higher in
MDT post-operative rehabilitation group (very low
quality)

o Multidisciplinary outpatient treatment versus Usual

care by GP

- Glasgow Outcome Scale at 12 months post-injury —
No clinically important difference between groups

(very low quality)
Within the multidisciplinary care pathway and supported Quantitative
discharge team care, patient information was passed to e Flikweerk
rehabilitation homes and community primary care services 2014
respectively, prior to discharge. .
e Length of hospital stay 2019
o Multidisciplinary care pathway versus Standard care —  Qualitative

Significantly shorter in multidisciplinary care pathway

group* (moderate quality) e Braaf 2018

e Christensen

Significantly shorter in Supported discharge team 201? .
group* (moderate quality) o Christiaens
2015
e Lindahl
2013
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Qualitative theme Quantitative intervention and results

The traumatic clinical care coordination and the extended
care practitioner plus telephone calls included a healthcare
professional that coordinated care during discharge as well
as post-discharge follow-ups and home visits.

e Patient satisfaction

o Extended care practitioner + telephone calls versus
Standard outpatient care

- Patient satisfaction survey at 6 months — No clinically
important difference between groups (very low
quality)

- Patient satisfaction survey at 12 months — No
clinically important difference between groups (very
low quality)

e Length of hospital stay
o Traumatic Clinical Care Coordination versus No

Traumatic Clinical Care Coordination — Clinically

importantly longer in Traumatic Clinical Care

Coordination group (low quality)

e Overall quality of life
o Extended care practitioner + telephone calls versus

Standard outpatient care

- SF-12 physical component score at 6 months — No
clinically important difference between groups (very
low quality)

- SF-12 physical component score at 12 months — No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 6 months — No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 12 months — No
clinically important difference between groups (very
low quality)

e Change in ADL

o Extended care practitioner + telephone calls versus
Standard outpatient care
- GAS at 6 months — No clinically important difference
between groups (low quality)
- GAS at 12 months — No clinically important
difference between groups (very low quality)

Within the extended care practioner plus telephone calls
intervention, the extended care practitioner communication
with the multidisciplinary team regulary about progress and
concerns. The extended care practitioner then relayed this
information to the patient, their families and carers.

e Patient satisfaction
o Extended care practitioner + telephone calls versus

Standard outpatient care

- Patient satisfaction survey at 6 months — No clinically
important difference between groups (very low
quality)

- Patient satisfaction survey at 12 months — No
clinically important difference between groups (very

Having a case
manager or coordinator
ensures continuity and
provides a point of
contact for patients’
enquiries. (high quality)

Consistency in the
information provided by
the different parts of
the multidisciplinary
team can a build trust
between the patients
and the team.
(moderate quality)

Study IDs

e Slomic 2017
e Stolee 2019
Quantitative
e Hall 2018

e Wiechman
2015

Qualitative
e Braaf 2018

e Christiaens
2015

e Kennedy
2012

Quantitative

¢ Wiechman
2015

Qualitative

e Barclay
2019

e Braaf 2018

e Jeyaraj
2013
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Qualitative theme

3 Delivery

A single point of
contact for information,
support, and for the
coordination of plans is
helpful for patients as
they transfer from
inpatient to outpatient
rehabilitation settings.
(high quality)

Quantitative intervention and results
low quality)
e Overall quality of life
o Extended care practitioner + telephone calls versus

Standard outpatient care

- SF-12 physical component score at 6 months — No
clinically important difference between groups (very
low quality)

- SF-12 physical component score at 12 months — No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 6 months — No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 12 months — No
clinically important difference between groups (very
low quality)

e Change in ADL
o Extended care practitioner + telephone calls versus

Standard outpatient care

- GAS at 6 months — No clinically important difference
between groups (low quality)

- GAS at 12 months — No clinically important
difference between groups (very low quality)

Traumatic Clinical Care Coordination, the discharge
planning with a gerontological nurse intervention and
extended care practitioner intervention all had a central
healthcare professional for patients to contact and help
coordinate rehabilitation.

e Patient satisfaction

o Extended care practitioner + telephone calls versus
Standard outpatient care
- Patient satisfaction survey at 6 months — No clinically

important difference between groups (very low
quality)

- Patient satisfaction survey at 12 months — No
clinically important difference between groups (very
low quality)

¢ Length of hospital stay

o Traumatic Clinical Care Coordination versus No
Traumatic Clinical Care Coordination — Clinically
importantly longer in Traumatic Clinical Care
Coordination group (low quality)

o Discharge planning versus Routine care at 3 months —
Clincally importantly shorter in discharge planning
group (low quality)

e Overall quality of life

o Discharge planning versus Routine care
- SF-36 at discharge — Clinically importantly higher in

discharge planning group (low quality)

- SF-36 at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- SF-36 at 3 months post-discharge — Clinically
importantly higher in discharge planning group

Study IDs

Quantitative
e Hall 2018
e Huang 2005

¢ Wiechman
2015

Qualitative
e Braaf 2018

e Christensen
2018

e Graff 2018

e Kennedy
2012

e Turner 2011
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Qualitative theme Quantitative intervention and results Study IDs
(moderate quality)
o Extended care practitioner + telephone calls versus

Standard outpatient care

- SF-12 physical component score at 6 months - No
clinically important difference between groups (very
low quality)

- SF-12 physical component score at 12 months - No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 6 months - No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 12 months - No
clinically important difference between groups (very
low quality)

e Changes in ADL
o Discharge planning versus Routine care

- Barthel Index at discharge — Clinically importantly
higher in discharge planning group (moderate
quality)

- Barthel Index at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- Barthel Index at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

o Extended care practitioner + telephone calls versus

Standard outpatient care

- GAS at 6 months — No clinically important difference
between groups (low quality)

- GAS at 12 months — No clinically important
difference between groups (very low quality)

Peer mentors with lived Patients involved in multidisciplinary outpatient treatment Quantitative

experience in the internvention shared their experiences at group sessions. e Vikane 2017
delivery of rehabilitation o Return to work or education Qualitative
services can support o Multidisciplinary outpatient treatment versus Usual e Barclay
patients, offer care by GP 2019

encouragement and
answer questions.
(very low quality)

- Number of participants returning to work at 12
months post-injury — No clinically important
difference between groups (very low quality)

e Changes in ADL
o Multidisciplinary outpatient treatment versus Usual
care by GP

- Glasgow Outcome Scale at 12 months post-injury —
No clinically important difference between groups

(very low quality)
4 Information
Transitions can be Both discharge planning interventions, extended care Quantitative
smoothed by coordinator intervention, and the Traumatic Clinical Care e Hall 2018
increasing information Coordination intervention made sharing information with
) X X . e Huang 2005
available. Patients patients and family a key area to focus on. )
need to know about the o patient satisfaction * Lin 2009
arrangements that o Comprehensive discharge planning versus Routine 2 DA D)
have been made for g ] 2015
. . discharge planning o
them and their ongoing Qualitative

treatment plan, or what - Patient satisfaction questionnaire — No clinically
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Qualitative theme Quantitative intervention and results Study IDs
they will need to important difference between groups (very low e Braaf 2018
arrange themselves. quality) o GrtetEEne
This information is o Extended care practitioner + telephone calls versus 2015
empowering and Standard outpatient care « Graff 2018

improves treatment - Patient satisfaction survey at 6 months — No clinically

adhe_rence. (high important difference between groups (very low * ggqghaber
SHE) quality)
- Patient satisfaction survey at 12 months — No * SO?gllaghan
clinically important difference between groups (very
low quality) e Stolee 2019
e Length of hospital stay e Turner 2011

o Traumatic Clinical Care Coordination versus No
Traumatic Clinical Care Coordination — Clinically
importantly longer in Traumatic Clinical Care
Coordination group (low quality)

o Discharge planning versus Routine care at 3 months —
Clinically importantly shorter in discharge planning
group (low quality)

o Comprehensive discharge planning versus Routine
discharge planning
- At 3 months — No clinically important difference

between groups (very low quality)
e Overall quality of life

o Discharge planning versus Routine care
- SF-36 at discharge — Clinically importantly higher in

discharge planning group (low quality)

- SF-36 at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- SF-36 at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

o Extended care practitioner + telephone calls versus
Standard outpatient care
- SF-12 physical component score at 6 months — No

clinically important difference between groups (very
low quality)

- SF-12 physical component score at 12 months — No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 6 months — No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 12 months — No
clinically important difference between groups (very
low quality)

e Changes in ADL
o Discharge planning versus Routine care

- Barthel Index at discharge — Clinically importantly
higher in discharge planning group (moderate
quality)

- Barthel Index at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- Barthel Index at 3 months post-discharge — Clinically
importantly higher in discharge planning group
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Qualitative theme Quantitative intervention and results Study IDs
(moderate quality)
o Comprehensive discharge planning versus Routine
discharge planning
- Functional Status Subscale before discharge — No
clinically important difference between groups (very
low quality)

- Functional Status Subscale at 2 weeks post-
discharge — No clinically important difference
between groups (very low quality)

- Functional Status Subscale at 3 months post-
discharge — No clinically important difference
between groups (very low quality)

o Extended care practitioner + telephone calls versus

Standard outpatient care

- GAS at 6 months — No clinically important difference
between groups (low quality)

- GAS at 12 months — No clinically important
difference between groups (very low quality)

Information should be The discharge planning intervention included hard copies Quantitative
presented in plain, of rehabilitation plans, goals and any concerns given to e Huang 2005
accessible language. patient and carers prior to discharge.

Written information can ° Length of hospita' Stay
help rehabilitation o Discharge planning versus Routine care at 3 months —

patients to understand Clinically importantly shorter in discharge planning

and retain information. .
(very low quality) group (/OW_ qualn.‘y )
e Overall quality of life

o Discharge planning versus Routine care

- SF-36 at discharge — Clinically importantly higher in
discharge planning group (low quality)

- SF-36 at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- SF-36 at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

e Changes in ADL
o Discharge planning versus Routine care

- Barthel Index at discharge — Clinically importantly
higher in discharge planning group (moderate
quality)

- Barthel Index at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- Barthel Index at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

Qualitative
e Braaf 2018

5 Individual factors

Rehabilitation should The multidisciplinary care pathway, tramatic clinical care Quantitative
be delivered in a way coordination, discharge planning with a gerontological e Flikweerk
that is adaptable to the  nurse, comprehensive discharge planning, supported 2014
circumstances and discharge team care, multidisciplinary post-operative « Hall 2018
needs of individuals. rehabilitation and multidisciplinary outpatient treatment

Rehabilitation should interventions stressed the important of personalising the ¢ Huang 2005
take into account rehabilitation pathway for patients, rather than a standard e Lin 2009
needs related to age, ‘one-size-fits-all’ approach. e Parsons

working patterns, and
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Qualitative theme Quantitative intervention and results Study IDs
symptor.n.s.or ¢ Patient satisfaction 2019
comorbidities such as o Comprehensive discharge planning versus Routine « Stenvall
chronic pain, or discharge planning 2007
ﬁ;ﬁﬁ?‘:gfilsitWh(llcohwmay - Patient satisfaction questionnaire — No clinically e Vikane 2017
quality) y: important difference between groups (very low Qualitative
quality)
e Graff 2018
¢ Length of hospital stay o Jeyaraj
o Multidisciplinary care pathway versus Standard care — 2013
S|gn|f|*cantly shorter in !'nult|d|SC|pI|nary care pathway o i
group* (moderate quality) 2019

o Traumatic Clinical Care Coordination versus No e Lindahl
Traumatic Clinical Care Coordination — Clinically 2013
importantly longer in Traumatic Clinical Care
Coordination group (low quality) * Sena

o Discharge planning versus Routine care glloa1r$ns
- At 3 months — Clinically importantly shorter in

discharge planning group (low quality) * Stolee 2019

o Comprehensive discharge planning versus Routine
discharge planning
- At 3 months — No clinically important difference

between groups (very low quality)

o Supported discharge team versus Usual care —
Significantly shorter in Supported discharge team
group* (moderate quality)

e Return to work or education

o Multidisciplinary outpatient treatment versus Usual
care by GP
- Number of participants returning to work at 12

months post-injury — No clinically important
difference between groups (very low quality)
e Overall quality of life

o Discharge planning versus Routine care
- SF-36 at discharge — Clinically importantly higher in

discharge planning group (low quality)

- SF-36 at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- SF-36 at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

e Changes in ADL

o Discharge planning versus Routine care

- Barthel Index at discharge — Clinically importantly
higher in discharge planning group (moderate
quality)

- Barthel Index at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- Barthel Index at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

o Comprehensive discharge planning versus Routine
discharge planning
- Functional Status Subscale before discharge — No
clinically important difference between groups (very

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)

53



DRAFT FOR CONSULTATION
Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after
traumatic injury

Qualitative theme Quantitative intervention and results Study IDs

low quality)

- Functional Status Subscale at 2 weeks post-
discharge — No clinically important difference
between groups (very low quality)

- Functional Status Subscale at 3 months post-
discharge — No clinically important difference
between groups (very low quality)

o MDT post-operative rehabilitation versus Conventional
post-operative rehabilitation

- Number of participants achieving Independence in P-
ADL at each time point at 4 months post-operative
follow-up — No clinically important difference between
groups (very low quality)

- Number of participants achieving Independence in P-
ADL at each time point at 12 months post-operative
follow-up — No clinically important difference between
groups (very low quality)

- Number of participants achieving Katz ADL Grade A
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade B
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade C
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade D
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade E
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade F
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade G
at 12 month post-operative follow-up — Clinically
importantly lower in MDT post-operative
rehabilitation group (very low quality)

- Number of participants returning to at least same
Katz ADL level as before trauma at 4 months post-
operative follow-up — No clinically important
difference between groups (very low quality)

- Number of participants returning to at least same
Katz ADL level as before trauma at 12 months post-
operative follow-up — Clinically importantly higher in
MDT post-operative rehabilitation group (very low
quality)

o Multidisciplinary outpatient treatment versus Usual
care by GP

- Glasgow Outcome Scale at 12 months post-injury —
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Qualitative theme Quantitative intervention and results Study IDs

No clinically important difference between groups

(very low quality)
Some adults with The discharge planning intervention and MDT post- Quantitative
rehabilitation needs operative rehabilitation both involved home visits, where e Huang 2005
require physical aids minor home adjustments could be made. « Stenvall
and small adjustments o | ength of hospital stay 2007

in their home to aid
discharge process and
rehabilitation progress.
(low quality)

o Discharge planning versus Routine care at 3 months —  Qualitative
Clinically importantly shorter in discharge planning e Lindahl
group (low quality) 2013

e Overall quality of life

o Discharge planning versus Routine care
- SF-36 at discharge — Clinically importantly higher in

discharge planning group (low quality)

- SF-36 at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- SF-36 at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

e Changes in ADL
o Discharge planning versus Routine care

- Barthel Index at discharge — Clinically importantly
higher in discharge planning group (moderate
quality)

- Barthel Index at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- Barthel Index at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

o MDT post-operative rehabilitation versus Conventional
post-operative rehabilitation

- Number of participants achieving Independence in P-
ADL at each time point at 4 months post-operative
follow-up — No clinically important difference between
groups (very low quality)

- Number of participants achieving Independence in P-
ADL at each time point at 12 months post-operative
follow-up — No clinically important difference between
groups (very low quality)

- Number of participants achieving Katz ADL Grade A
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade B
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade C
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade D
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)
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Qualitative theme

Some patients (and
their families) may not
be able to advocate for
themselves as strongly
as others. Healthcare
workers should ensure
that these vulnerable
service users are
properly advocated for
in rehabilitation and
social service
situations. (high quality)

Quantitative intervention and results

- Number of participants achieving Katz ADL Grade E
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade F
at 12 month post-operative follow-up — No clinically
important difference between groups (very low
quality)

- Number of participants achieving Katz ADL Grade G
at 12 month post-operative follow-up — Clinically
importantly lower in MDT post-operative
rehabilitation group (very low quality)

- Number of participants returning to at least same
Katz ADL level as before trauma at 4 months post-
operative follow-up — No clinically important
difference between groups (very low quality)

- Number of participants returning to at least same
Katz ADL level as before trauma at 12 months post-
operative follow-up — Clinically importantly higher in
MDT post-operative rehabilitation group (very low
quality)

e The traumatic clinical care coordination and extended
care practitioner interventions involved a central
healthcare professional that help to coordinate medical
rehabilitation services and social care services.

e Patient satisfaction
o Extended care practitioner + telephone calls versus

Standard outpatient care

- Patient satisfaction survey at 6 months — No clinically
important difference between groups (very low
quality)

- Patient satisfaction survey at 12 months — No
clinically important difference between groups (very
low quality)

¢ Length of hospital stay
o Traumatic Clinical Care Coordination versus No

Traumatic Clinical Care Coordination — Clinically

importantly longer in Traumatic Clinical Care

Coordination group (low quality)

e Overall quality of life
o Extended care practitioner + telephone calls versus

Standard outpatient care

- SF-12 physical component score at 6 months — No
clinically important difference between groups (very
low quality)

- SF-12 physical component score at 12 months — No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 6 months — No
clinically important difference between groups (very
low quality)

- SF-12 mental component score at 12 months — No
clinically important difference between groups (very
low quality)

e Change in ADL
o Extended care practitioner + telephone calls versus

Study IDs

Quantitative
e Hall 2018

e Weichman
2015

Qualitative

e Christensen
2018

e Glenny 2013
e Graff 2018
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Qualitative theme

6 Timing
Conversations about
rehabilitation and
discharge planning
should start early on,
allowing needs and
preferences to be
integrated smoothly
into recovery plans.
Last-minute
conversations and
preparations can be

distressing for patients.

(low quality)

Quantitative intervention and results
Standard outpatient care
- GAS at 6 months — No clinically important difference
between groups (low quality)
- GAS at 12 months — No clinically important
difference between groups (very low quality)

The multidisciplinary care pathway and discharge planning
interventions ensured that conversations surrounding
discharge were initiated early on.

¢ Length of hospital stay

o Multidisciplinary care pathway versus Standard care —
Significantly shorter in multidisciplinary care pathway
group* (moderate quality)

o Discharge planning versus Routine care at 3 months —
Clinically importantly shorter in discharge planning
group (low quality)

e Overall quality of life

o Discharge planning versus Routine care
- SF-36 at discharge — Clinically importantly higher in

discharge planning group (low quality)

- SF-36 at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- SF-36 at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

e Changes in ADL

o Discharge planning versus Routine care

- Barthel Index at discharge — Clinically importantly
higher in discharge planning group (moderate
quality)

- Barthel Index at 2 weeks post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

- Barthel Index at 3 months post-discharge — Clinically
importantly higher in discharge planning group
(moderate quality)

Study IDs

Quantitative

o Flikweerk
2014

e Huang 2005
Qualitative

e Barclay
2019

e Braaf 2018

e Kennedy
2012

e Kornhaber
2019

e O'Callaghan
2012

ADL: Activities of daily living; EQ-5D; Euroqol 5-Domain; EQ-VAS; Euroqol Visual Analogue Scale; GP: General
practitioner; P-ADL: Phyiscal actitivies of daily living; SF-12; 12 item short form survey; SF-36: 36 item short-form

survey

*This outcome measure was reported as statistically significant according to the analysis performed by the
authors. As only the median and interquartile ranges/no standard deviations were reported by the study authors,
and no published minimally important difference were found, we were unable to determine clinical importance.

The contents of Table 6 are restricted to the results of the quantitative evidence and the
qualitative themes this evidence speaks to. The following themes did not appear in any of the
identified quantitative studies: 1.2 Community services and facilities; 1.4 Rural services; 2.2
Inter-service awareness and relationships; 3.1 Continuity of staff; 3.2 Include family; 3.5
Delivery at home; 3.6 Technology; 4.2 Prognosis; 5.2 Admission criteria; 5.3 Specialists; 6.1
Gradual; and 6.3 Gap in service. Additionally, 2 of the quantitative interventions did not
include any of the qualitative themes identified in this review. Chong 2013 compared MDT
care plus structured assessments and checklists with MDT care only and Ryan 2006a
compared more intensive MDT care with less intensive MDT care.

For details of all study results, see the adult Summary of the quantitative evidence and
Summary of qualitative evidence sections above.
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Clinical evidence: Children and young people

The included studies are summarised in Table 7 and Table 8.

See the literature search strategies in appendix B and study selection flow charts in appendix

C.

Included quantitative studies

One study was included in this review, a RCT conducted in Brazil which compared a family-
supported rehabilitation programme to a clinician-delivered rehabilitation programme in
children with TBI (Braga 2005).

Included qualitati

ve studies

One study was included for this review, a qualitative study conducted in healthcare
professionals involved in acquired brain injury (ABI) rehabilitation in Canada (Rashid 2018).

Excluded studies

Studies not included in this review are listed, and reasons for their exclusion are provided in

appendix K.

Summary of studies included in the evidence review

Summaries of the studies that were included in this review are presented in Table 7 and

Table 4.

Table 7: Summary of included quantitative studies

Study
Braga 2005

RCT

Brazil

Population
N=87

TBI

Age in months

[Mean (SD)]:

e Family-supported
rehabilitation =
97.66 (29.61)

¢ Clinician-
delivered
rehabilitation =
96.95 (30.30)

Gender (M/F):

e Family-supported
rehabilitation (n)
=20/18

¢ Clinician-
delivered
rehabilitation (n)
=19/15

Time since injury*
[Mean (SD)]:
e Family-supported

Intervention?
Family-supported

Control?
Clinician-delivered

rehabilitation
programme

An individualised
rehabilitation
programme was
designed around
simple activities
that could be done
at home. Parents
received training
and a manual
containing
illustrations of the
exercises in their
child’s regimen. Bi-
weekly
appointments at
the rehabilitation
centre carried on
throughout the 12-
month intervention
to monitor progress
and discuss new
rehabilitation
objectives. Each
child had 2 case
managers
assigned

rehabilitation
programme

5 x 2 hour
conventional
rehabilitation
sessions per week
for 12 months,
given directly by
rehabilitation
healthcare
professionals.
Clinicians followed
conventional
rehabilitation
procedures and
treated children
without parental
presence. Parents
received no
training about their
child’s
rehabilitation but
did attend
information and
support group

sessions during the

initial 2-week
assessment period

Outcomes

e Critical
o None
e Important

o Changes in
ADL (at 12
months)
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Study Population Intervention? Control® Outcomes
rehabilitation = throughout the in order to help
15.66 (7.18) programme to their coping of their
e Clinician- teach exercises to  child’s
delivered family members
rehabilitation = and coordinate
13.41 (6.71) care.

* Unit of time not

specified in study

but likely to be

weeks.
ADL: Activities of daily living; N: Number; RCT: Randomised controlled trial; SD: Standard deviation; TBI:
Traumatic brain injury
(a) For full details about the intervention/comparison, please see the evidence tables in Appendix D

WN —

4 Table 8: Summary of included qualitative studies

Study and aim of Population Methods Themes

study

Rashid 2018 N = 15 healthcare Recruitment period: e Compatibility across
professionals working Not reported healthcare

Canada in ABI rehabilitation disciplines: Setting

; mmon |
Data collection & common goals

Aim of study Setting: Brain injury analysis methods: * Resources: Case
To explore healthcare ?gﬁfb(i)lift:t]irgr? gégta:_g e Semi-structured managers .
professional's focus groups  Resources:
experiences and views o Thematic analysis Importance of
regarding the needs of  No further details community support

families' rehabilitation ~ reported
needs for children with
ABI.

5 ABI: Acquired brain injury; N: Number

6 See the full evidence tables in appendix D. No meta-analysis was conducted (and so there
7 are no forest plots in appendix E).

8 Results and quality assessment of clinical outcomes included in the evidence
9 review

10 The quality of the evidence was assessed using GRADE for the quantitative evidence and
11 CERQual for the qualitative evidence. See the evidence profiles in appendix F.

12 Summary of the quantitative evidence

13 No meta-analyses were performed as the interventions or outcomes were either not
14 sufficiently similar to allow them to be combined or they were not reported by more than one
15 study.

16 Of the pre-defined outcomes, evidence was only found for changes in activity of ADL. No
17 evidence was found for:

18 Patient satisfaction

19 Length of hospital stays

20 Return to nursey, education, training or work
21 Overall quality of life including sleep

22 Carer impact

23 Unplanned readmission
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One RCT found that a family-supported rehabilitation programme was associated with a
statistically significantly, but not clinically importantly, higher (better) motor development
score (as measured by the SARAH scale of motor development) compared to a clinician-
delivered rehabilitation programme in children with TBI (Braga 2005).

Summary of the qualitative evidence

The following sub-groups were specified in the protocol but no evidence was found.
Major trauma/non-major trauma

Children and young people who are currently receiving social care services/not receiving
social care services

Children on at risk register/not on the register
Children from lower socioeconomic group/not from lower socioeconomic groups

Additionally, no evidence was found for the coordination of rehabilitation services and social
services.

Please see Error! Reference source not found. for a summary of the extracted themes.

Table 9: Summary of themes

1.1 Setting common Very low 1 TBI (1) [none]
goals
In order to increase
coordination
between disciplines
during discharge,
healthcare
professionals
should endeavour
to set goals that are
common across
healthcare settings.
Progress should be
monitored using
standardised

measurements,
including quality of
life.
2.1 Case workers Very low 1 TBI (1) [none]

A designated case
worker can act as
an additional
resource for
families during
discharge, acting
as a knowledgeable
intermediary
between healthcare
staff and families.
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Importance of Very low TBI (1) [none]
community
support
Families who have
a child with ABI can
help support other
families re-integrate
into the community
after discharge.
Social media can
facilitate this by
building stronger
connections
between
parents/carers or
support groups.
ABI: Acquired brain injury; TBI: Traumatic brain injury

Summary of relevant qualitative and quantitative evidence

The quantitative and qualitative results were extracted, analysed and summarised separately
before being considered together in an overall synthesis of the evidence. Table 10 lists the
sub-themes identified in the qualitative evidence that are also addressed by the identified
quantitative evidence along with the results of the corresponding quantitative evidence. It
should be noted that not all aspects of a quantitative intervention will relate to a qualitative
theme. Interventions often include features of more than 1 theme, and will therefore appear
multiple times.

Table 10: Synthesis of qualitative and quantitative evidence

A designated case Within the family-supported rehabilitation programme, Quantitative
worker can act as an each child was allocated 2 case workers (from different e Braga 2005
additional resource for  rehabilitation disciplines) to act as a central contact point
families during after discharge.

discharge, actingasa o Changes in ADL

intermediary between : m— A
e o Family-supported rehabilitation versus Clinician-
rEliEilizion W e delivered rehabilitation — No clinically important

families (very low ] .
) difference between groups (very low quality)

Qualitative
e Rashid 2018

ADL: Activities of daily living; MDT: Multidisciplinary team;

The contents of Table 10 are restricted to the results of the quantitative evidence and the
qualitative themes this evidence speaks to. The following themes did not appear in the
identified quantitative study: 1.1 Setting common goals and 2.2 Importance of community
support. Peer support was a theme identified in the qualitative literature, and was a
component of the family-supported rehabilitation intervention. However, this feature was also
offered to the clinician-delivered rehabilitation control group and did not differ between
groups. Due to this, it has not been included in the above synthesis.
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For details of all study results, see the children and young people Summary of the
quantitative evidence and Summary of qualitative evidence sections above.

Economic evidence: Adults and children and young people

Included studies

A systematic review of the economic literature was conducted but no economic studies were
identified which were applicable to these review questions.

See the literature search strategy in appendix B and study selection flow chart in appendix G.

Excluded studies

Economic studies not included in these reviews are listed, and reasons for their exclusion are
provided in appendix K.

Summary of studies included in the economic evidence review

No economic evidence was identified which was applicable to this review question.

Economic model

Thes adult review question was identified as an economic priority, however, no economic
modelling was undertaken because the committee could not identify a recommendation in
this area that would benefit from supporting economic modelling. No economic modelling

was undertaken for the children and young people review because the committee agreed
that other topics were higher priorities for economic evaluation.

The committee’s discussion of the evidence

The outcomes that matter most

Quantiative evidence

When selecting the critical and important quantitative outcomes to examine for adults, the
committee prioritised outcomes that can be applied to the whole heterogeneous population of
people with complex rehabilitation needs after traumatic injury, complement the anticipated
qualitative themes in the literature, and apply to the services and settings covered in this
review question. Patient satisfaction, length of hospital stay and return to work or education
were selected as critical outcomes. Patient satisfaction was chosen as it is indicative of a
person’s trust and future engagement with rehabilitation and social services. Length of
hospital stay was chosen due to its applicability to coordination of rehabilitation care, and
preparation for discharge. The committee discussed an outcome that would encompass both
rehabilitation and social services. Return to work or education requires co-ordination of
multiple services (for example, healthcare professionals, social services, employment
services) and was identified as a suitable outcome to measure this co-ordination. Return to
nursery was added to this outcome for the children and young people review. The committee
discussed that their interest in investigating co-ordination of care was ultimately to improve
rehabilitation outcomes for people after traumatic injury. Therefore, although not direct
indicators of care co-ordination, quality of life and changes in activities of daily living were
selected as important outcomes. Sleep was added to the quality of life outcome for the
children and young people review because especially in younger people it can be difficult to
measure well-being, function and quality of life adequately, but if young children are not
functioning well, this is often reflected in poor sleep. Traumatic injury also has a large effect
on carers, who may have to take on a greater supportive or advocacy role. To encompass
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this population, carer impact was selected as another important outcome. Finally, unplanned
readmission can occur when rehabilitation needs after discharge have not been adequately
addressed. Therefore, the committee also included this as an important outcome.

Qualitative evidence

This was a mixed-methods review so the committee were unable to specify in advance the
qualitative data that would be located. Instead they identified the following example main
themes to guide the review and were aware that additional themes may have been identified:

Rehabilitation prescription
Case managers

Rehabilitation specialist
Multidisciplinary team approach
Social worker

The quality of the evidence

Quantitative evidence
The overall quality of evidence was assessed using GRADE methodology.

For adults, the evidence was judged as being very low to moderate quality, with the majority
being very low quality. Evidence was downgraded in 2 areas: concerns about the risk of bias
in contributing studies (commonly due to lack of standardisation of intervention duration and
dose for non-randomised studies, and a lack of blinding in RCTs) and imprecision in the
effect estimates.

For children and young people, the evidence was judged as being very low quality. Evidence
was downgraded in 2 areas: concerns about risk of bias (namely differences in intensity and
duration of rehabilitation sessions for children carrying out their rehabilitation at home
compared to children attending rehabilitation at the clinic) and imprecision in the effect
estimate (probably due to a small number of study participants).

Qualitative evidence
The evidence was assessed using GRADE-CERQual methodology.

For adults, the evidence was found to range in quality from very low to high quality, with the
majority being high quality. In some cases, the evidence was downgraded due to poor
applicability (for example, where the themes were not based on any research from a UK
context, and/or had only been identified in studies of populations with only one particular type
of traumatic injury). Some downgrading for adequacy occurred when the richness or quantity
of the data was low, or where there were few first-order quotes to back up the author’s
second-order findings. Other issues resulting in downgrading were in the event of
methodological problems that may have had an impact on the findings, and/or for
incoherence within the findings.

For children and young people, the evidence was judged to be very low quality. Evidence
was downgraded due to concerns over the applicability of the rehabilitation population as no
data came from UK settings and the population which can include traumatic and non-
traumatic ABI. Adequacy of data was also a concern.

Benefits and harms

High quality qualitative evidence from the theme ‘Prognosis’ in the adult review showed that
people with rehabilitation needs want information about their condition, probable long-term
prognosis and how this could affect their lives in future. The committee agreed with this
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finding, but added that this can often be difficult to correctly predict and that not everyone
with traumatic injuries will want this information. Therefore, they added that prognoses
should only be delivered after receiving the views and opinions of the entire MDT so that any
considerations and limitations can be conveyed to patients. Additionally, healthcare staff
might be delivering sensitive and distressing information which should be communicated in a
private and thoughtful manner.

Moderate quality qualitative evidence from the theme ‘Inter-service communication of
information’ in the adult review showed that people with rehabilitation needs and healthcare
staff believe that relevant healthcare information should be communicated in a timely and
simple manner. Particularly, a relevant history of the patient’s events, injuries, treatments,
and results (for example, x-rays) should be passed on to services in advance. This theme
included evidence from a variety of traumatic injury populations, as well as moderate quality
quantitative evidence from 2 quantitative studies reporting a significantly shorter length of
hospital stay during interventions that included prompt information exchange prior to
discharge. The committee discussed that one way of facilitating this simple transfer was to
make sure that all the relevant information was collated into a rehabilitation plan, so itis all in
one place when needed. The use of a rehabilitation plan will also help to increase
consistency between members of the rehabilitation MDT. Moderate quality qualitative
evidence from the theme ‘Interdisciplinary consistency’ in the adult review showed that
people undergoing rehabilitation are confused when they receive different information and
instructions from different healthcare professionals. This in turn decreases their trust in
rehabilitation services which may cause decreased engagement in their rehabilitation
programme. The committee recommended that the rehabilitation plan includes input from the
whole MDT in order to increase consistency. Very low quality qualitative evidence from the
theme ‘Format’ in the adult review reports that people with rehabilitation needs may find
information easier to understand and retain if it is presented to them in plain, accessible
language. The committee agreed if information is not written in an accessible format, it can
lead to confusion, and therefore specified that the rehabilitation plan should be written in
clear and easy-to-understand language.

The benefits of a shared rehabilitation plan between healthcare professionals and people
undergoing rehabilitation after traumatic injury was supported by high quality qualitative
evidence from the theme ‘Inform about services and plans’ in the adult review. This finding
showed that people with rehabilitation needs after traumatic injury appreciate being offered
information about rehabilitation, believing that it smoothes transitions between healthcare
settings (particularly when being discharged into the community). This information should
include information on what services are available to them, how to access them, what
arrangements have been made by healthcare professionals and what they may need to
arrange themselves. Educating people on these matters empowers them and increases
engagement in rehabilitation. Three of the included quantitative studies investigated the
effectiveness of using a central healthcare professional for people to contact, and to help co-
ordinate rehabilitation. The committee discussed the conflicting quantitative evidence
identified in the adult population. One study investigating a discharge planning intervention
versus routine care reported evidence of a clinically importantly shorter hospital length of
stay (low quality evidence), as well as clinically importantly higher quality of life (moderate
quality evidence) and changes in activities of daily living up to 3 months post discharge
(moderate quality evidence) in the group that received the discharge planning intervention.
This was contradicted by results from another study using a trauma clinical care co-ordinator,
which found a clinically importantly longer length of hospital stay in the group who received
input from a trauma clinical care co-ordinator. However, this intervention intentionally
increased the length of stay in people receiving the intervention and the committee therefore
disregarded the evidence. The remaining study compared an extended care practitioner plus
telephone calls intervention to standard outpatient care. This study reported no clinically
important difference between groups in patient satisfaction, overall quality of life or changes
in activities of daily living. Despite the conflicting evidence, the committee agreed that their
experience and expertise support the beneficial effects of informing people about their
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rehabilitation plans, and noted that the qualitative evidence also encompassed a variety of
different trauma populations (general trauma, burns, hip fracture and brain injury), so was
widely applicable. They noted that they have made several recommendations throughout the
guideline regarding keeping people educated and informed of their rehabilitation options and
support available. They used the above evidence to expand and strengthen
recommendations on what the rehabilitation plan should include, which healthcare
professionals it should be shared with, and how it should be shared with people undergoing
rehabilitation.

Low quality evidence from the theme ‘Personalisation’ in the adult review showed that both
healthcare staff and people with rehabilitation needs after traumatic injury feel that a
rehabilitation plan should be tailored to each person (for example, their age, co-morbidities,
physical function), and should be flexible around other commitments. It will also need to take
into consideration particular vulnerabilities (for example, housing or risk of substance
misuse). Seven of the included quantitative studies identified in the adult review stressed the
importance of personalising the rehabilitation pathway for patients, rather than a standard
‘one-size-fits-all’ approach. Of the 5 that reported length of hospital stay, 3 reported a
clinically significantly shorter stay in hospital for people receiving personalised rehabilitation
care when compared to the standard rehabilitation care (judged to be moderate to low
quality). Furthermore, 1 study investigating the effectiveness of a discharge planning
intervention reported that is was associated with a clinically importantly higher quality of life
(moderate quality) and changes in activities of daily living up to 3 months post discharge
(moderate quality) compared to standard care. No clinically important difference was found
for either patient satisfaction or return to work or education (very low quality, reported in 1
study each). The committee recommended including people in developing their rehabilitation
plan, to ensure that it is personalised and focused on the most important goals to the person.
The committee also applied this evidence to agree the importance of personalisation at all
stages of the rehabilitation pathway, reporting that it promoted communication, as well as
increasing trust and engagement with rehabilitation services. The committee used this
evidence to strengthen several recommendations throughout the guideline that highlight the
importance of a holistic and individualised rehabilitation programme.

High quality evidence from the theme ‘Advocacy’ in the adult review showed that adults with
rehabilitative needs reported that they sometimes relied upon family members to research
available rehabilitation services, support them with arranging appointments and completing
administration, and starting conversations with healthcare professionals. However, advocacy
services were not supported by the quantitative evidence (also in the adult population), with
no difference reported for patient satisfaction, overall quality of life or changes in activities of
daily living between groups receiving extra coordination of rehabilitation services when
compared to those who did not. One study reported a higher length of hospital stay in people
receiving advocacy as part of their intervention. However, the committee discussed that the
intervention in question had specifically increased hospital stay in order to complete all
aspects of the intervention, and decided to disregard this low quality evidence. The
committee decided not to make recommendations in the area of advocacy, but did discuss
the strength of the qualitative evidence and the positive testimonies of support received from
healthcare professionals shared by the lay members. Therefore, the committee highlighted
the legal entitlement of certain populations of people to professional advocacy services under
the Mental Capacity Act 2005 and/or the Care Act 2014. Further information can also be
found in the NICE guideline on decision making and mental capacity which can be used as a
guide to ensure that people are supported to make decisions for themselves when they have
the mental capacity to do so or, where they lack the mental capacity to make specific
decisions, they remain at the centre of the decision-making process.

High quality qualitative evidence from the theme ‘Continuity of staff’ in the adult review
showed that people with rehabilitation needs prefer to see the same healthcare professionals
wherever possible. This is because patients and healthcare staff both invest time to build
trust and rapport with each other, which can lead to more honest and open communication.
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When healthcare staff are changed, service users lose that relationship and can become
discouraged with continuing rehabilitation. Additionally, there is an increased resource impact
of time taken to re-share history and personal details, as well as the possibility of mistakes
when information is not passed on. Both the healthcare professionals and lay members of
the committee agreed with this theme. While it was acknowledged that full continuity is not
always possible, the committee highlighted the importance of considering this aspect of a
patient’s rehabilitation journey. The committee discussed periods of transfer when changes
in rehabilitation teams are unavoidable (for example, when being discharged back into the
community), and how this can be managed. In their experience, community teams meeting
patients and families before the transfer of care, rather than a ‘cold’ transfer, is very
important in making people feel more comfortable with the change. It allows introductions in
a less formal setting, a detailed handover of care needs from the current clinical team, and
time for any questions patients and family members might have. The committee were aware
that time is often limited during scheduled rehabilitation appointments, and this extra meeting
would decrease pressure for all parties in the subsequent appointments.

Low to moderate quality quantitative evidence in the adult review showed that interventions
that focused on the early initiation of conversations about discharge led to a decreased
length of hospital stay, increased overall quality of life and increased changes in activities of
daily living. Moreover, these differences were sustained at 3 months after discharge. These
results were supported by low quality qualitative evidence from the theme ‘Start early’ in the
adult review, which shows that both healthcare staff and adults with rehabilitation needs
believe that discussions about discharge planning should begin early, in order to allow for a
gradual incorporation of necessary exercises and adjustments into rehabilitation plans. The
committee used their experience and expertise to recommend that these discussions should
be multidisciplinary, in order to capture the full range of exercises and adjustments that a
person will need once discharged from inpatient services. However, the committee were also
aware that not every rehabilitation setting will be adequately resourced to deliver this
discharge planning. Similarly, it might not be appropriate to start discharge planning
conversations early (for example, if people are still distress or confused, leading to a
difficultly processing and retaining information). Therefore, the committee suggested that this
format of discharge planning be considered, but not mandatory.

High quality qualitative evidence from the theme ‘Include family’ in the adult review reported
that healthcare staff and adults with rehabilitation needs are aware of the significant support
family members can offer, especially when discharged into the community. This was
somewhat supported by quantitative evidence from the children and young people’s
population, where a family supported rehabilitation programme reported significantly (but not
clinically) importantly improved activities of daily living when compared to a clinician-
delivered rehabilitation programme. The committee discussed that this support is often
invaluable, covering potential gaps in services and coordination of care during the transition
process. Therefore, they recommended that family members be actively involved in the
discharge planning process as well receiving any rehabilitation education they may need.
However, they also are aware of a potential safeguarding aspect of a blanket
recommendation to include family members in discharge planning (for example, if there are
disagreements about what rehabilitation options should be taken). They therefore highlighted
that this inclusion should only be done after consent has been given by patients and if
families feel comfortable with it.

High quality qualitative evidence from the theme ‘Gradual’ in the adult review reported that
healthcare staff and adults with rehabilitation needs believe that rehabilitation should include
a gradual and incremental return to the community. The committee discussed that this softer
discharge approach can reduce the distress of the sudden loss of inpatient-support. In their
experience, using local step-down wards, pre-discharge weekend home visits and supported
community accommodations are all good ways of providing a continued level of support for
rehabilitation patients. However, the committee agreed that this strategy is not always
needed by patients, and may even at times prolong time away from home which brings its
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own disadvantages. Additionally, there is a corresponding increase in the level of planning
healthcare professionals will need to undertake in order to organise these interventions.
Therefore, the committee recommended that this approach is offered to rehabilitation
patients with significant ongoing medical and therapy needs, where their experience
suggests the most benefit will be had.

High quality qualitative evidence from the theme ‘Integrated multidisciplinary team approach’
in the adult review showed that healthcare professionals and people undergoing
rehabilitation highlight the importance of a multidisciplinary team approach when delivering
rehabilitation after traumatic injury. This is especially true when transferring from inpatient to
outpatient care, to co-ordinate medical and social support needs. A multidisciplinary team
was involved in 5 of the included quantitative studies identified in the adult review. Three of
these studies reported length of hospital stay as an outcome measure, with 2 reporting
moderate quality evidence showing a clinically importantly shorter length of stay in the
groups that received multidisciplinary discharge coordination Three studies also reported
changes in activities of daily living, all of which were very low quality. Of the 14 measures of
activities of daily living reported, there were 2 clinically importantly better results in
intervention groups that received multidisciplinary discharge coordination, with the remaining
12 reporting no clinically important difference between the groups. Very low quality evidence
from 2 of these studies showed no clinically important difference between the groups in
return to work or education either. The committee discussed how the quantitative results did
not agree with their clinical experience. They noted that the included studies varied in the
amount of post-discharge support provided by the multi-disciplinary team and the length of
the interventions. Because of this and the quality of the quantitative evidence, the committee
made their recommendations based on the above high quality evidence from the theme
‘Integrated multidisciplinary team approach’, supplemented by 3 additional themes identified
for this review. High quality qualitative evidence from the theme ‘Interservice awareness and
relationships’ in the adult review shows that healthcare staff find it helpful to work with other
agencies if they have the opportunity to build a working relationship. The opportunity to meet
in person may help to delivery better integrated and coordinated rehabilitation care.
Moderate quality qualitative evidence from the theme ‘Interdisciplinary consistency’ (in the
adult population) and very low quality evidence from the theme ‘Setting common goals’ (in
the children and young people population) shows that people find it confusing when different
professionals provide them with inconsistent information, advice or instructions. This in turn
decreases their trust in rehabilitation services which may decrease their engagement in their
rehabilitation programme. Arranging pre-discharge meetings or joint-handover sessions will
allow professionals from different settings to directly communicate with each other, increase
their opportunity to form working relationships and ensure that the same information is
provided to all parties at the same time. Finally, low quality qualitative evidence from the
theme ‘Home adjustments’ in the adult review showed that people may need home
adjustments in order to increase their independence and aid rehabilitation progress.
Arranging a pre-discharge planning meeting with community practitioners will not only
increase communication between healthcare and social care professionals, it will also allow
any home adjustments to be noted and implemented by the relevant community teams
before people are discharged back home. However, the committee were also aware that not
every rehabilitation setting will be able deliver this pre-discharge meeting, as finding a time
for suitable for multiple agencies presents a challenge. Therefore, the committee suggested
that this meeting be considered, but not mandatory.

High quality qualitative evidence from the theme ‘Point of contact’ in the adult review showed
that adults appreciated a single point of contact to provide information, support and
rehabilitation co-ordination as they transfer from inpatient to outpatient settings. This was
supported by high quality qualitative evidence from the theme ‘Case co-ordinator’ (also in the
adult review) showing that healthcare professionals and adults with rehabilitation needs
appreciated being able to communicate with one source for all information regarding a
person’s rehabilitation plan. Additional very low quality evidence from the theme ‘Case
workers’ in the children and young people population was consisted with this finding. Three
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of the included quantitative studies investigated the effectiveness of using a central
healthcare professional for people to contact, and to help co-ordinate rehabilitation. The
committee discussed the conflicting quantitative evidence identified in the review population.
One study investigating a discharge planning intervention versus routine care reported
evidence of a clinically importantly shorter hospital length of stay (low quality evidence), as
well as clinically importantly higher quality of life (moderate quality evidence) and changes in
activities of daily living up to 3 months post discharge (moderate quality evidence). This was
contradicted by results from another study using a trauma clinical care co-ordinator, which
found that the length of hospital stay was clinically importantly longer in the group who
received input from the trauma clinical care co-ordinator. However, this intervention
intentionally increased the length of stay in people receiving the input from the trauma clinical
care co-ordinator and the committee therefore disregarded the evidence. The remaining
study compared an extended care practitioner plus telephone calls intervention with standard
outpatient care. This study reported no clinically important difference between groups in
patient satisfaction, overall quality of life or changes in activities of daily living. The committee
acknowledged the conflicting quantitative evidence, but discussed the strong qualitative
evidence presented in this review and in other co-ordination reviews showing that a central
point of contact was very helpful in developing relationships with patients and their families.
In their experience, this can cause a better rapport with and increased trust in rehabilitation
services. The committee discussed concerns about patients assuming that they could
contact a named healthcare professional at any time, regardless of shifts and annual leave.
However, they agreed that a central point of contact will be particularly important when
patients transfer from inpatient to outpatient settings, when care is being handed over to
community healthcare teams. This contact can be a team or service within a hospital, which
will give support to patients and flexibility in staffing. They recommended that the hospital
point of contact be available to patients for a limited period of time after discharge in order to
improve continuity of care during this period. The committee gave an example of 3 months
which was designed to encompass the transition period while still providing a stimulus to
ensure healthcare is properly transferred to the appropriate setting. The committee
understood that this recommendation would not necessarily be appropriate for rehabilitation
patients with long-term and/or complex conditions that require the cooperation of more than
one agency. Here, a continuing relationship between professionals and service users is
important to understand personal and medical history as fully as possible, in order to better
help patients navigate complicated and interacting agencies. Therefore, the committee
recommended that appointing a key worker should be considered for patients with complex
or long term conditions and/or social care needs. This can be a healthcare or social care
professional, depending on which is more appropriate for the person in question. For children
and young people, the healthcare or social care professional should also have experience in
education and training support, as this will form a portion of their social needs. The
committee highlighted additional guidance on the role of a named worker for young people
transitioning to adult services, which can be found in the NICE guideline on transferring from
children’s to adults’ services for young people using health or social care services.

Moderate quality quantitative evidence from 1 large study in the adult population
investigating a multi-disciplinary care pathway spanning from accident and emergency to
eventual discharge from a rehabilitation unit showed a significantly shorter length of hospital
stay in patients following the multi-disciplinary care pathway. Clinical importance could not be
determined due to only median and IQRs being reported by the study authors, and no MIDs
identified either in the literature or from the committee. This was supported by moderate
quality evidence from the theme ‘Commission a full service’ in the adult review. This theme
described the importance of commissioning and funding rehabilitation pathways covering the
entire pathway of a service user, including how services within these pathways should
communicate and coordinate. Commissioners should collaborate with other commissioning
bodies to ensure that rehabilitation pathways include the full range of services people may
need access to (for example, vocational and educational rehabilitation services). The
committee discussed that the wider rehabilitation needs of young people who are transferring
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from paediatric to adult services can be overlooked by commissioners, and therefore
specifically mentioned this population. The committee discussed a central aspect of this
theme, which described that criteria and rehabilitation milestones should be standardised
within the pathway in order to facilitate easy transfer of care. In their experience, without this
standardisation and clear direction of how services and healthcare professionals should
interact with each other, delays are common from a variety of sources (for example, patients
might be able to be discharged from one setting but not fulfil the admission criteria for
another, or reduced funding of a downstream service might lead to less capacity and
therefore longer waiting lists).

High quality qualitative evidence from the theme ‘Community services and facilities’ in the
adult review showed that the availability of community and social services is just as important
for overall rehabilitation as rehabilitative medical services are. These services are wide
ranging and can include social care, housing, home-adaption, transport services, and
sports/recreational facilities. The committee discussed that information on how to access
these services should be given to service users prior to discharge, so patients and their
families are aware of what is available in their local area.

High quality qualitative evidence from the theme ‘Inter-service awareness and relationships’
in the adult review reported that continuity of care is increased when staff from different
areas of the rehabilitation pathway are aware of the other areas (for example, rehabilitation
healthcare professionals knowing about social services available in their areas), and have an
opportunity to network with these difference areas. The committee discussed how providing
networking opportunities will increase staff knowledge of how to access these different
facilities, increase the amount of opportunities professionals have to communicate with
rehabilitation peers, and strengthen communication channels between organisations.

High quality evidence from the theme ‘Rural services’ in the adult review showed that rural
areas are often underserved by specialist rehabilitation services. This is supported by
evidence on the availability of specialist services in other co-ordination reviews. The
committee discussed that it is not simply rural areas that are underserved, and that there is a
wide spectrum of access to specialist rehabilitation professionals across healthcare settings
in the UK (for example, some people are unable to leave their homes). This becomes
particularly important when people are returning home from a hospital in-patient setting. The
committee discussed this finding along with high quality qualitative evidence from the theme
‘Specialists’ in the adult review, which showed that it is important for rehabilitation outcomes
that an individual's ongoing care team include some staff with specialist knowledge, in order
to support more generalised healthcare areas. For example, GPs may not have specialist
knowledge of a patient’s disabilities and/or conditions following complex trauma but they act
as gatekeepers to more specialist services. Therefore, they may not be aware of the
appropriate referrals to make when confronted with patients undergoing rehabilitation. The
committee discussed that this could be mitigated by ensuring patients have an ongoing
rehabilitation team that contains staff with specialist knowledge. The committee were aware
that it would not be feasible to recommend increasing the amount of specialist healthcare
professionals in this area due to the large resource implications this would have. However,
they discussed the feasibility of ensuring that more generalised services received some
specialist support to cover rehabilitation populations (for example, psychologist trained in
trauma). The committee agreed that, as support would not be needed full time, it could be
delivered remotely, which would keep potential resource implications low. However, it would
greatly increase the ability of generalised healthcare services to provide rehabilitation care.
Low quality evidence from the theme ‘Technology’ in the adult review showed that healthcare
professionals and people undergoing rehabilitation after traumatic injury report technology is
a useful tool to increase access to rehabilitation specialists. Further low quality qualitative
evidence from the theme ‘Delivery at home’ was found regarding the ability of healthcare
services to provide rehabilitation at home earlier in the recovery process, which decreases
length of length of hospital stay. Both use of technology and options for home rehabilitation
have been identified in other co-ordination reviews, and the committee discussed how
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technology can be used to deliver follow-up, support and rehabilitation sessions to people in
the community if these services are not available in their area (for example,
videoconferencing being used to deliver specialist rehabilitation sessions at community
services or in a person’s home). To support this recommendation, the committee also
recommended that professionals in generalised medical settings should have access to
individualised peer support and networking opportunities with specialised rehabilitation
settings. However, the committee were aware that not every individual has accesss to the
technology (for example, the internet) or the level of technological knowledge needed to
deliver technology-enabled follow-up, support and rehabilitation sessions. Therefore, they
recommended that this is only 1 way that can be considered in increase flexibility and
accessability.

Very low quality qualitative evidence from the themes ‘Peer support (in the adult population)
and ‘Importance of community support’ (in the children and young people population)
showed that healthcare professionals and people undergoing rehabilitation after traumatic
injury reported the benefits of support from people with lived experience. Due to the quality of
the evidence, the committee used this evidence to strengthen previous recommendations on
peer support rather than create new recommednations in this area.

The committee discussed the 3 remaining themes found in the adult population, but decided
not to use them to make recommendations. High quality qualitative evidence from the theme
‘Workload and demand’ showed that efficiency can be decreased when staff are overworked
and waiting list times may be increased. There was very low quality quantitative evidence
supporting this, with changes in activities of daily living being clinically importantly better in
participants receiving a multi-disciplinary team post-operative rehabilitation intervention
which included increased staffing levels of the wards allocated to this intervention. However,
this was only seen in 2 measures of activities of daily living (number of participants achieving
independence in activities of daily living at 12 months and number of participants achieving
Katz Grade G at 12 months). The other 9 activities of daily living measures did not find a
difference between the groups. With this in mind, the large number of settings any
recommendations would apply to, and the large resource impact recommendations in this
area would have, the committee decided not to use this evidence in any recommendations.
Low quality qualitative evidence from the theme ‘Admission criteria’ showed that inflexible
admission criteria (for example, income factors or postcodes) can limit the services available
to some adults with rehabilitation needs. While the committee discussed the importance of
every patient receiving equal treatment access, they have made several other
recommendations regarding flexibility of appointments throughout the guideline. While they
do not target admission criteria directly, the committee believe that these will lead to greater
access for all. Low quality evidence from the theme ‘Gap in service’ showed that, when
discharged back into the community, some adults with rehabilitation needs experienced long
waiting times before community rehabilitation began. The committee agreed that it was
difficult to make specific recommendations to reduce waiting times, but they were confident
that the recommendations made from this evidence review (along with co-ordination reviews)
will lead to reduced waiting time for rehabilitation services in the longer-term.

Despite the limited evidence identified for children and young people in this review, the
committee decided not to make a research recommendation in this area. Within the UK there
is a relatively small number of paediatric major trauma centres, making studies in this
population difficult. This, combined with the large amount of evidence found for the adult
population, meant that the committee decided that other areas of the guideline would benefit
more from new research.

Cost effectiveness and resource use

There was no existing economic evidence for this review.
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The committee explained that multidisciplinary team reviews happen anyway. If people ask
for information about the likely long-term prognosis providing such information only after a
multidisciplinary team review will not incur additional resources. In most cases, the long-term
prognosis is discussed at multidisciplinary team meetings to plan for long term rehabilitation,
i.e. it is not something new that the teams will need to discuss.

The committee discussed delays between acute and rehabilitation settings. The committee
explained that trauma systems are efficient and are ready to discharge much quicker than
rehabilitation services which by their very nature are of a slower stream with much longer
length of stays. The committee discussed potential solutions, e.g. commissioner’s/service
managers focus on discharge to the community, making the system work as efficiently as
possible, including early discharge conversations and early engagement with social services/
funders. The committee explained that the transfer recommendations might make the
process more efficient and result in cost savings to services.

Additional professional time might be needed to cover early discharge planning, checking
access to community rehabilitation services, and organising home visits. The
recommendations imply more coordination between inpatient teams and other health and
social care services, which will take more time. However, this additional time spent will result
in patients feeling more supported, increasing their confidence in services and improving
outcomes. Also, this would only be required for a small number of people with the most
complex needs. The committee explained that these recommendations reinforce current
practice in this subset of people with the most complex needs for most services. However,
there may be resource implications for services that are providing sub-optimal care / are
underperforming.

Similarly, the committee explained that if a person has significant ongoing and complex
medical and therapy needs, offering a gradual and incremental return into the community,
e.g., transfer to a local hospital, a stepdown bed or a pre-discharge visit to a home, is a
standard practice. Also, a pre-discharge planning meeting with community practitioners
involved in the person’s rehabilitation, social care and support would be a standard practice
in people with the most complex needs. These recommendations are not expected to result
in a resource impact. However, there may be resource implications for services that are
providing sub-optimal care / are underperforming.

The committee explained that in spite of the existence of major trauma networks there is still
considerable variation in practice around planning, commissioning and coordination of many
aspects of rehabilitation. The committee explained that organising services with whole care
pathways in mind and collaboration between commissioners represent good practice
principles and should be happening across services. Where this is not happening, there may
be some resource implications because services will need to set up or extend existing
frameworks for more integrated commissioning and collaborative rehabilitation planning. In
practice, this may entail more communication, effective information sharing and more
meetings between services/practitioners. However, it is also likely to create efficiencies by
ensuring that services are joined up and providing integrated care, with a potential to improve
access to services, reducing waiting times and improving transfer and discharge practices,
and ultimately improve patient outcomes.

The recommendation about giving people and their families and carers information about
community rehabilitation and social services and/or national support networks and how they
can access these are only about signposting and will not incur additional resources. It might
require more practitioner time. However, it is expected to be standard practice for most
services.

Most professionals already have networking opportunities. However, the practice may need
to change for some services where this is not the case (for example, rural areas). Overall this
recommendation is not expected to result in a resource impact for services.
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Staff working with complex rehabilitation needs should already have specialist skills,
knowledge, expertise, and experience of their particular injuries. This recommendation is
stating the principle of good practice and should not result in a resource impact.

The recommendation on making sure that community rehabilitation practitioners have access
to training expertise, advice or peer support from specialist services may mean that specialist
rehabilitation professionals might need to spend more time providing peer support/training to
general services/non-specialists. This could be done in low-cost ways, e.g., virtual meetings,
signposting to information sources. The committee noted that if non-specialist healthcare
professionals are better supported, people’s needs are more likely to be met locally and
there will be less pressure on specialist services. The committee also discussed some
benefits of such support to practitioners, e.g., individuals not feeling isolated, sharing
experiences, empowerment, which ultimately lead to better care and improved patient
outcomes. Overall, the committee expect that basic specialist/support for practitioners might
be a cost-saving strategy, e.g. even though clinicians may spend time on initial support,
local/community/generalist practitioners will provide care with minimal input from then on.
This would also benefit people (e.g. care closer to home, less disruptive) and the health
service (e.g. no need to cover travel costs, less reliance on ambulance transport).

The committee discussed recommendation around technology-enabled follow-up and
explained that this is already standard practice in some services. The committee also
discussed that an individual might have follow-up care/rehabilitation with their initial
rehabilitation specialist with, e.g., videoconferencing. The committee member with an
experience of trauma discussed that the use of technology might mean that rehabilitation is
more accessible, e.g. not driving to appointments. Allows individualised support with the
original team. The committee noted that this might result in a higher intervention cost, i.e.
support/training local therapist would take half a day to a day versus continuous support by a
consultant. However, overall this could be a cost-effective approach, i.e. any cost increase in
staff costs could be offset by benefits/cost-savings due to less disruption to care (continuity),
no need to train/support local community therapists who may not understand the complexity
of a problem, and better patient outcomes.

The committee explained that handover, i.e. between the inpatient multidisciplinary team and
community practitioners at the point of discharge, does happen and should not have a
resource impact on services. Where this is not happening, more professional time will be
required to attend these joint handover meetings. The committee explained that handover is
crucial and, if not done appropriately, may adversely affect patient outcomes. For example, a
committee member with an experience of trauma referred to a situation where a community
therapist advised an individual to undertake weight-bearing, which conflicted with the advice
by a specialist rehabilitation therapist. Such a joint handover appointment has the potential to
avoid conflicting advice and ensure an individual is receiving appropriate care in the
community. This may also reduce the number of people coming back to specialist services
with unmet needs, which may require intensive rehabilitation further down the line.

The single patient document, such as a rehabilitation prescription, is standard good practice;
however, it is variable. The recommendations on this might have resource implications for
services that are providing sub-optimal care / are underperforming.

The committee also discussed a single point of contact (e.g. a clinical nurse specialist) at
discharge from the hospital to provide people and their family/carers with information, help
and advice. The committee explained that anyone could do this with a clinical background
and that it doesn't have to be one particular person. However, this is currently happening
inconsistently, and so this recommendation may represent a change in practice for some
services. The committee discussed the benefits of having a single point of contact, including
developing relationships with patients and their families, a better rapport with and increased
trust in rehabilitation services, particularly when patients transfer from inpatient to outpatient
settings, i.e. when care is being handed over to community healthcare teams. Having a
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single point of contact will provide assurance to individuals and their family/carers, may
potentially ensure continuity in care and also engagement with care. The committee was of a
view that benefits would offset any additional costs to services where this is not happening,
and having a single point of contact for a limited time would represent value for money.

The committee explained that all other recommendations reinforce standard practice and will
not require additional resources.

OO A OWOWN -

7 Recommendations supported by this evidence review

8 This evidence review supports recommendations 1.1.1, 1.2.1,1.2.2,1.4.1,1.4.2,1.5.7, 1.6.6,
9 1.71,1.7.8,1.8.1,1.8.3, 1.8.7, 1.8.13, 1.8.14, 1.8.20, 1.8.21, 1.8.22, 1.8.23, 1.9.1, 1.9.2,
10 1.10.1,1.10.2, 1.10.6, 1.10.8, 1.10.9, 1.10.10, 1.10.12 and 1.10.14 in the NICE guideline.

11
12
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Appendices

Appendix A — Review protocol

Review protocol for review question: D.2a What are the best methods to deliver and coordinate rehabilitation services and
social services for adults with complex rehabilitation needs after traumatic injury when they transfer from inpatient to

outpatient rehabilitation services?

Table 11: Review protocol for coordination of inpatient and outpatient rehabilitation and social service for adults after traumatic

ID
0.

injury
Field
PROSPERO registration number
Review title
Review question

Objective

Searches

Content
CRD42019154585
Service coordination: Inpatient to outpatient settings for adults

4.2a: What are the best methods to deliver and coordinate rehabilitation services and social services for
adults with complex rehabilitation needs after traumatic injury when they transfer from inpatient to
outpatient rehabilitation services?

To determine the best methods to deliver and coordinate rehabilitation services and social services for
adults with complex rehabilitation needs after traumatic injury when they transfer from inpatient to
outpatient rehabilitation services?

The following databases will be searched:

e Cochrane Central Register of Controlled Trials (CENTRAL)

e Cochrane Database of Systematic Reviews (CDSR)

e Embase

e MEDLINE

Searches will be restricted by:
e Date:

o Qualitative: The committee is of the opinion that 2010 is a reasonable cut-off date due to the practice
changes in rehabilitation services introduced by the establishment of major trauma centres in 2012.
Data about adults/CYPs' views of rehabilitation services which predate these changes would be less
relevant to current practice and less useful to the committee as a basis for drafting recommendations

o Quantitative: 2000 onwards as there has been significant change in practice in 2012 and the guideline
committee wanted to capture the evidence that lead to that so imposed a date limit going back 12
years prior to the change in practice
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e Country:

o Qualitative: The committee wished to prioritise views about rehabilitation services which most closely
reflect the UK practice context. They therefore agreed to include studies from high income European
countries according to the World Bank
(https://datahelpdesk.worldbank.org/knowledgebase/articles/906519; i.e., Andorra, Austria, Belgium,
Channel Islands, Croatia, Cyprus, Czech Republic, Denmark, Estonia, Faroe Islands, Finland,
France, Germany, Gibraltar, Greece, Greenland, Hungary, Iceland, Ireland, Isle of Man, Italy, Latvia,
Lichtenstein, Lithuania, Luxembourg, Monaco, Netherlands, Norway, Poland, Portugal, San Marino,
Slovak Republic, Slovenia, Spain, Sweden, Switzerland, and UK), Canada, Australia and New
Zealand, which would be sufficiently transferable. Priority will be given to UK studies, however data
from studies conducted in other high-income countries will be added if new themes arise that are not
captured in the UK evidence.

o Quantitative: No country limit

e Human studies

The full search strategies for MEDLINE database will be published in the final review.
5. Condition or domain being Complex rehabilitation needs resulting from traumatic injury
studied

‘Complex rehab needs’ refers to ‘multiple needs, and will always involve coordinated multidisciplinary
input from 2 or more allied health professional disciplines, and could also include the following:

¢ Vocational or educational social support for the person to return to their pervious functional level,
including return to work, school or college

e Emotional, psychological and psychosocial support
e Equipment or adaptations

¢ Ongoing recovery from injury that may change the person’s rehabilitation needs (for example,
restrictions of weight bearing, cast immobilisation in feature clinic)

o Further surgery and readmissions to hospital

Traumatic injury is defined as ‘traumatic injury that requires admission to hospital at the time of injury.’

6 Population (quantitative) e For the coordination and delivery of rehabilitation services part of the question: Rehabilitation services
for adults (aged 18 years and above) with complex rehabilitation needs after traumatic injury, including
those with traumatic brain injury, sight loss, and hearing loss, when they transfer from being an
inpatient to being an outpatient

e For the coordination and delivery of rehabilitation services and social services part of the question:
Rehabilitation services and social services for adults (aged 18 years and above) with social service
needs and complex rehabilitation needs after traumatic injury, including those with traumatic brain
injury, sight loss, and hearing loss, when they transfer from being an inpatient to being an outpatient

Population (qualitative) e Adults (aged 18 years and above) with complex rehabilitation needs after traumatic injury, including
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7

Intervention (quantitative)

Phenomenon of interest (qualitative)

those with traumatic brain injury, sight loss, and hearing loss, when they transfer from being an
inpatient to being an outpatient. For the social services aspect of this question, the population also have
to have social services needs

Staff working at inpatient and outpatient rehabilitation services and/or social services for adults (aged
18 years and above) who have complex rehabilitation needs after traumatic injury, including those with
traumatic brain injury, sight loss and hearing loss.

For the coordination of rehabilitation services part of the question: Rehabilitation services coordination
method A (e.g., neuro-navigator, trauma nurse coordinators, rehabilitation consultant, rehabilitation
coordinators, case managers, key workers, discharge coordinators, GP, social worker, early supported
discharge [homefirst], specialist trauma multidisciplinary team/combined clinics, rehabilitation
prescriptions, multi-disciplinary discharge planning meeting/consultation, follow up meeting [phone or
face to face], interface teams or intermediate care, occupational therapist)

For the delivery of rehabilitation services part of the question: Rehabilitation services delivery method A
(e.g., community, group classes, intensive, multi-disciplinary, cohort clinic, specialist outpatients
rehabilitation services, early supported discharge, self-management support, family support, outpatient
[i.e., at hospital], individual, non-intensive, uni--disciplinary, non-cohort clinic, non-specialist)

For the coordination of rehabilitation and social services part of the question: Rehabilitation and social
services coordination method A (e.g., continuing healthcare assessor, housing occupational therapists,
housing officers, community healthcare teams [e.g., district nurses], re-enablement specialists,
specialist injury/disability voluntary organisations, non-specialist social care/disability/user-led
organisations, speech and language therapists, neuro-navigator, trauma nurse coordinators,
rehabilitation consultant, rehabilitation coordinators, case managers, key workers, discharge
coordinators, GP, social worker, early supported discharge [homefirst], specialist trauma
multidisciplinary team/combined clinics, rehabilitation prescriptions, multi-disciplinary discharge
planning meeting/consultation, follow up meeting [phone or face to face], interface teams or
intermediate care, occupational therapist)

For the delivery of rehabilitation and social services part of the question: Rehabilitation and social
services delivery method A (e.g., hospital/discharge-led social care and rehabilitation coordination at
discharge, ‘separate/disconnected’ NHS continuing health care and local authority social care
assessments for discharge (including assessments for capital costs like aids and adaptations and care
costs like costs of a daily carer), rehabilitation and social care services delivered via completely
different funding set up between health and social care, liaison at discharge with relevant voluntary
organisations, use of personal budgets at discharge, liaison at discharge with reablement
services/intermediate care, liaison with housing occupational therapists and other housing liaison at
discharge (e.g. to establish whether disabled facilities grants may be available if adaptations are
needed, community-led social care and rehabilitation coordination at discharge, ‘joined up/connected
NHS continuing health care and local authority social care assessments for discharge, rehabilitation
and social care services delivered via a pooled/coordinated budget method (health and social care)

Methods to coordinate and deliver rehabilitation services themselves and rehabilitation and social
services in combination for adults when transferring from inpatient to outpatient rehabilitation services,
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8 Comparator (quantitative)

9 Types of study to be included
(quantitative)

Types of study to be included
(qualitative)

10  Other exclusion criteria (quantitative)

regarded by the population as optimal/not optimal or effective/non-effective

Themes will be identified from the literature, but may include:

¢ Rehabilitation prescription

e Case managers

¢ Rehabilitation specialist

o MDT approach

¢ Social worker

e For the coordination of rehabilitation services part of the question:
o Rehabilitation services coordination method B (e.g., any of the above interventions)
o No coordination

o For the delivery of rehabilitation services part of the question: Rehabilitation services delivery method B
(e.g., any of the above interventions)

e For the coordination of rehabilitation and social services part of the question:
o Rehabilitation and social services coordination method B (e.g., any of the above interventions)
o No coordination

o for the delivery of rehabilitation and social services part of the question: Rehabilitation and social
services delivery method B (e.g., any of the above interventions)

o Systematic review of RCTs

e Randomised controlled trial

If no RCT data are available for an intervention, evidence from the followings will be considered in order
o Cluster-randomised ftrial

o Systematic review of non-randomised studies

o Comparative prospective cohort studies with N=100 per treatment arm

o Comparative retrospective cohort studies with N=100 per treatment arm
o Systematic reviews of qualitative studies

¢ Qualitative studies (for example, interviews, focus groups, observations)
Study design:

¢ Cross-over design

o Case-controls

¢ Cross-sectional

e Case series and case reports

¢ Audits
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Other exclusion criteria (qualitative)

11 Context

12 Primary outcomes (critical
outcomes; quantitative)

Primary outcomes (critical
outcomes; qualitative)

Language:
¢ Non-English

Publication status:

o Abstract only

Study design:

e Purely quantitative studies (including surveys with only descriptive quantitative data)

Language:
o Non-English

Publication status:
o Abstract only
Settings -
Inclusion:

¢ Rehabilitation and social care settings for patients with complex rehabilitation needs after traumatic
injury

Exclusion:

o Accident and emergency departments
e Critical care units

e Prisons

Critical:

¢ Patient satisfaction

o Length of hospital stay

¢ Return to work or education

Timeframe for the follow-up will be 0 to 18 months. This will be grouped into short-term (0 to 6 months)
and long-term (>6 to 18 months).

Themes will be identified from the literature pertaining to methods to coordinate and deliver rehabilitation
services themselves and rehabilitation and social services in combination for adults, when transferring
from inpatient to outpatient rehabilitation services, regarded by the population as optimal/not optimal or
effective/non-effective
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13  Secondary outcomes
(important outcomes; quantitative)

Secondary outcomes
(important outcomes; qualitative)

14  Data extraction (selection and
coding)

15  Risk of bias (quality)
Assessment (quantitative)

Risk of bias (quality)
Assessment (qualitative)

These themes may include:

¢ Rehabilitation prescription

e Case managers

¢ Rehabilitation specialist

o MDT approach

¢ Social worker

Important:

o Overall quality of life [EURO-QoL 5D 3L, SF-36, SF-12, SF-6D, SFMA]
e Carer impact

e Unplanned readmission

e Changes in activity of daily living (COPM, Barthel ADL index, Katz, PSMS, OARS, PAT, EADL-Test,
GAS, FIMFAM)

Timeframe for the follow-up will be 0 to 18 months. This will be grouped into short-term (0 to 6 months)
and long-term (>6 to 18 months).

Themes will be identified from the literature pertaining to methods to coordinate and deliver rehabilitation
services themselves and rehabilitation and social services in combination for adults, when transferring
from inpatient to outpatient rehabilitation services, regarded by the population as optimal/not optimal or
effective/non-effective

These themes may include:
¢ Rehabilitation prescription
e Case managers

¢ Rehabilitation specialist

o MDT approach

¢ Social worker

All references identified by the searches and from other sources will be uploaded into STAR and de-
duplicated. 5% of the abstracts will be reviewed by two reviewers, with any disagreements resolved by
discussion or, if necessary, a third independent reviewer. The full text of potentially eligible studies will be
retrieved and will be assessed in line with the criteria outlined above. A standardised form will be used to
extract data from studies (see Developing NICE guidelines: the manual section 6.4.

Risk of bias will be assessed using the Cochrane RoB tool 2.0 for RCTs, the Cochrane ROBINS-I for non-
randomised studies, and ROBIS for systematic reviews.

Risk of bias will be assessed using the CASP qualitative checklist
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16

17

18
19
20
21
22
23

Strategy for data synthesis (quantitative)

Strategy for data synthesis (qualitative)

Analysis of sub-groups

Type and method of review
Language

Country

Anticipated or actual start date
Anticipated completion date

Stage of review at time of this
submission

NGA STAR software will be used for generating bibliographies/citations, study sifting and data extraction.

If pairwise meta-analyses are undertaken, they will be performed using Cochrane Review Manager
(RevMan).

‘GRADEpro’ will be used to assess the quality of evidence for each outcome.
NGA STAR software will be used for generating bibliographies/citations, study sifting and data extraction.

Studies will be reviewed chronologically from most recent first to oldest.
Thematic analysis of the data will be conducted and findings presented.

The quality of the evidence will be assessed using GRADE-CERQual for each theme.
The following subgroups were specified for this question for stratification of the data:
e Major trauma / non-major trauma

e Homeless people / non-homeless people

¢ People who are currently receiving social care services (e.g., people with learning disabilities) / not
receiving social care services

o Age below 65 years / age above 65 years

e People from lower socioeconomic group / not from lower socioeconomic groups
Mixed methods review: Quantitative (intervention) and qualitative

English

England

01/04/2019

31/10/2020

Review stage Started = Completed
Preliminary searches ¥ v

Piloting of the study v =
selection process

Formal screening of
search results against v v
eligibility criteria

Data extraction v v
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24
25
26

27

28

29
30

31
32
33

34
35
36

Named contact
Review team members
Funding sources/sponsor

Conflicts of interest

Collaborators

Other registration details

Reference/URL for published
protocol

Dissemination plans
Keywords

Details of existing review of
same topic by same authors

Current review status
Additional information
Details of final publication

Risk of bias (quality) A @
assessment
Data analysis ~ 2

National Guideline Alliance
National Guideline Alliance

This systematic review is being completed by the National Guideline Alliance which receives funding from
NICE.

All guideline committee members and anyone who has direct input into NICE guidelines (including the
evidence review team and expert witnesses) must declare any potential conflicts of interest in line with
NICE's code of practice for declaring and dealing with conflicts of interest. Any relevant interests, or
changes to interests, will also be declared publicly at the start of each guideline committee meeting.
Before each meeting, any potential conflicts of interest will be considered by the guideline committee
Chair and a senior member of the development team. Any decisions to exclude a person from all or part
of a meeting will be documented. Any changes to a member's declaration of interests will be recorded in
the minutes of the meeting. Declarations of interests will be published with the final guideline.

Development of this systematic review will be overseen by an advisory committee who will use the review
to inform the development of evidence-based recommendations in line with section 3 of Developing NICE
guidelines: the manual. Members of the guideline committee are available on the NICE website:
https://www.nice.org.uk/guidance/indevelopment/gid-ng10105

https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=154585

www.nice.org.uk

ADL: Activities of daily living; CASP: Critical appraisal skKills programme; CDSR: Cochrane Database of Systematic Reviews; CENTRAL: Cochrane Central Register of
Controlled Trials; COPM: Canadian occupational performance measure; CYP: Children and young people; E-ADL-Test: Erlangen Activities of Daily Living test; EURO-QoL 5D
3L; EuroQol 5 dimensions and 3 levels; FIMFAM: Functional independence measure and functional assessment measure; GAS: Goal attainment scaling; GRADE: Grading of
Recommendations Assessment, Development and Evaluation; MDT: Multi-disciplinary team; NGA: National Guideline Alliance; NHS: National Health Service; NICE: National
Institute for Health and Care Excellence; OARS: Older American resources and services scale; PAT: Performance ADL test; PROSPERQO: International prospective register of
systematic reviews; PSMS; Physical self-maintenance scale; RCT: Randomised controlled trial; RoB: Risk of bias; ROBINS-I: Risk of bias in non-randomized studies of
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intervention; ROBIS: Risk of bias in systematic reviews; SD: Standard deviation; SFMA; Selective functional movement assessment ; SF-12: 12 item short-form survey; SF-36:

36 item short-form survey; SF-6D: 6-dimension short-form

Review protocol for review question: D.2b What are the best methods to deliver and coordinate rehabilitation services and
social services for children and young people with complex rehabilitation needs after traumatic injury when they transfer

from inpatient to outpatient rehabilitation services?

Table 12: Review protocol for coordination of inpatient and outpatient rehabilitation and social service for children and young people

ID
0.
1.
2.

after traumatic injury
Field
PROSPERO registration number
Review title
Review question

Objective

Searches

Content
CRD42019154588
Service coordination: Inpatient to outpatient settings for children and young people

4.2b: What are the best methods to deliver and coordinate rehabilitation services and
social services for children and young people with complex rehabilitation needs after
traumatic injury when they transfer from inpatient to outpatient rehabilitation services?

To determine the best methods to deliver and coordinate rehabilitation services and
social services for children and young people with complex rehabilitation needs after
traumatic injury when they transfer from inpatient to outpatient rehabilitation services?
The following databases will be searched:

e Cochrane Central Register of Controlled Trials (CENTRAL)

e Cochrane Database of Systematic Reviews (CDSR)

e Embase

e MEDLINE

Searches will be restricted by:
e Date:

o Qualitative: The committee is of the opinion that 2010 is a reasonable cut-off date
due to the practice changes in rehabilitation services introduced by the
establishment of major trauma centres in 2012. Data about adults/CYPs' views of
rehabilitation services which predate these changes would be less relevant to
current practice and less useful to the committee as a basis for drafting
recommendations.

o Quantitative: 2000 onwards as there has been significant change in practice in
20102 and the guideline committee wanted to capture the evidence that lead to
that so imposed a date limit going back 102 years prior to the change in practice
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5. Condition or domain being
studied
6 Population (quantitative)

e Country:

o Qualitative: The committee wished to prioritise views about rehabilitation services
which most closely reflect the UK practice context. They therefore agreed to
include studies from high income European countries according to the World Bank
(https://datahelpdesk.worldbank.org/knowledgebase/articles/906519; i.e., Andorra,
Austria, Belgium, Channel Islands, Croatia, Cyprus, Czech Republic, Denmark,
Estonia, Faroe Islands, Finland, France, Germany, Gibraltar, Greece, Greenland,
Hungary, Iceland, Ireland, Isle of Man, Italy, Latvia, Lichtenstein, Lithuania,
Luxembourg, Monaco, Netherlands, Norway, Poland, Portugal, San Marino,
Slovak Republic, Slovenia, Spain, Sweden, Switzerland, and UK), Canada,
Australia and New Zealand, which would be sufficiently transferable. Priority will
be given to UK studies, however data from studies conducted in other high-
income countries will be added if new themes arise that are not captured in the
UK evidence.

o Quantitative: No country limit
e Human studies
The full search strategies for MEDLINE database will be published in the final review.

Complex rehabilitation needs resulting from traumatic injury

‘Complex rehab needs’ refers to ‘multiple needs, and will always involve coordinated
multidisciplinary input from 2 or more allied health professional disciplines, and could
also include the following:

¢ Vocational or educational social support for the person to return to their pervious
functional level, including return to work, school or college

e Emotional, psychological and psychosocial support

e Equipment or adaptations

¢ Ongoing recovery from injury that may change the person’s rehabilitation needs (for
example, restrictions of weight bearing, cast immobilisation in feature clinic)

e Further surgery and readmissions to hospital

Traumatic injury is defined as ‘traumatic injury that requires admission to hospital at
the time of injury.’

e For the coordination and delivery of rehabilitation services part of the question:
Rehabilitation services for children and young people (aged below 18 years) with
complex rehabilitation needs after traumatic injury, including those with traumatic
brain injury, sight loss, and hearing loss, when they transfer from being an inpatient
to being an outpatient
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Population (qualitative)

7 Intervention (quantitative)

e For the coordination and delivery of rehabilitation services and social services part
of the question: Rehabilitation services and social services for children and young
people (aged below 18 years) with social service needs and complex rehabilitation
needs after traumatic injury, including those with traumatic brain injury, sight loss,
and hearing loss, when they transfer from being an inpatient to being an outpatient

e Children and young people (aged below 18 years) with complex rehabilitation needs
after traumatic injury, including those with traumatic brain injury, sight loss, and
hearing loss, when they transfer from being an inpatient to being an outpatient. For
the social services aspect of this question, the population also have to have social
services needs. The views of the families/carers of the children and young people
will also be sought.

o Staff working at inpatient and outpatient rehabilitation services and/or social
services for children and young people (aged below 18 years) who have complex
rehabilitation needs after traumatic injury, including those with traumatic brain injury,
sight loss and hearing loss.

e For the coordination of rehabilitation services part of the question: Rehabilitation
services coordination method A (e.g., community paediatrician, education
representatives [teachers, SENCO], neuro-navigator, trauma nurse coordinators,
rehabilitation consultant, rehabilitation coordinators, case managers, key workers,
discharge coordinators, GP, social worker, early supported discharge [homefirst],
specialist trauma multidisciplinary team/combined clinics, rehabilitation
prescriptions, multi-disciplinary discharge planning meeting/consultation, follow up
meeting [phone or face to face], interface teams or intermediate care, occupational
therapist)

e For the delivery of rehabilitation services part of the question: Rehabilitation
services delivery method A (e.g., community, group classes, intensive, multi-
disciplinary, cohort clinic, specialist outpatients rehabilitation services, early
supported discharge, self-management support, family support, outpatient [i.e., at
hospital], individual, non-intensive, uni-disciplinary, non-cohort clinic, non-specialist)

e For the coordination of rehabilitation and social services part of the question:
Rehabilitation and social services coordination method A (e.g., continuing
healthcare assessor, housing occupational therapists, housing officers, community
healthcare teams [e.g., district nurses], re-enablement specialists, specialist
injury/disability voluntary organisations, non-specialist social care/disability/user-led
organisations, speech and language therapists, neuro-navigator, trauma nurse
coordinators, rehabilitation consultant, rehabilitation coordinators, case managers,
key workers, discharge coordinators, GP, social worker, early supported discharge
[homefirst], specialist trauma multidisciplinary team/combined clinics, rehabilitation
prescriptions, multi-disciplinary discharge planning meeting/consultation, follow up
meeting [phone or face to face], interface teams or intermediate care, occupational
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Phenomenon of interest (qualitative)

8 Comparator (quantitative)

therapist)

e For the delivery of rehabilitation and social services part of the question:
Rehabilitation and social services delivery method A (e.g., hospital/discharge-led
social care and rehabilitation coordination at discharge, ‘separate/disconnected’
NHS continuing health care and local authority social care assessments for
discharge (including assessments for capital costs like aids and adaptations and
care costs like costs of a daily carer), rehabilitation and social care services
delivered via completely different funding set up between health and social care,
liaison at discharge with relevant voluntary organisations, use of personal budgets
at discharge, liaison at discharge with reablement services/intermediate care, liaison
with housing occupational therapists and other housing liaison at discharge (e.g. to
establish whether disabled facilities grants may be available if adaptations are
needed), community-led social care and rehabilitation coordination at discharge,
‘joined up/connected NHS continuing health care and local authority social care
assessments for discharge, rehabilitation and social care services delivered via a
pooled/coordinated budget method (health and social care))

Methods to coordinate and deliver rehabilitation services themselves and
rehabilitation and social services in combination for children and young people when
transferring from inpatient to outpatient rehabilitation services, regarded by the
population as optimal/not optimal or effective/non-effective

Themes will be identified from the literature, but may include:
¢ Rehabilitation prescription
e Case managers
¢ Rehabilitation specialist
e MDT approach
e Social worker
e For the coordination of rehabilitation services part of the question:
o Rehabilitation services coordination method B (e.g., any of the above
interventions)
o No coordination
e For the delivery of rehabilitation services part of the question: Rehabilitation
services delivery method B (e.g.,any of the above interventions)
e For the coordination of rehabilitation and social services part of the question:
o Rehabilitation and social services coordination method B (e.g., any of the above
interventions)
o No coordination
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e For the delivery of rehabilitation and social services part of the question:
Rehabilitation and social services delivery method B (e.g., any of the above
interventions)
9 Types of study to be included (quantitative) e Systematic review of RCTs
e Randomised controlled trial

If no RCT data are available for an intervention, evidence from the followings will be
considered in order

e Cluster-randomised trial

e Systematic review of non-randomised studies

e Comparative prospective cohort studies with N=100 per treatment arm

e Comparative retrospective cohort studies with N=100 per treatment arm
Types of study to be included (qualitative) e Systematic reviews of qualitative studies

¢ Qualitative studies (for example, interviews, focus groups, observations)

10 Other exclusion criteria (quantitative) Study design:
e Cross-over design
e Case-controls
¢ Cross-sectional
e Case series and case reports
¢ Audits

Language:
¢ Non-English

Publication status:
e Abstract only

Other exclusion criteria (qualitative) Study design:
e Purely quantitative studies (including surveys with only descriptive quantitative data)

Language:
e Non-English

Publication status:
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11 Context

12 Primary outcomes (critical
outcomes; quantitative)

Primary outcomes (critical
outcomes; qualitative)

13 Secondary outcomes
(important outcomes; quantitative)

e Abstract only

Settings -
Inclusion:

o Rehabilitation and social care settings for patients with complex rehabilitation needs
after traumatic injury

Exclusion:

¢ Accident and emergency departments

e Critical care units

¢ Prisons

Critical:

¢ Patient satisfaction

¢ Length of hospital stay

¢ Return to nursery, education, training or work

Timeframe for the follow-up will be 0 to 18 months. This will be grouped into short-
term (0 to 6 months) and long-term (>6 to 18 months).

Themes will be identified from the literature pertaining to methods to coordinate and
deliver rehabilitation services themselves and rehabilitation and social services in
combination for children and young people, when transferring from inpatient to
outpatient rehabilitation services, regarded by the population as optimal/not optimal or
effective/non-effective

These themes may include:
¢ Rehabilitation prescription
e Case managers

¢ Rehabilitation specialist

e MDT approach

e Social worker

Important:

e Overall quality of life including sleep [CHQ-CF80, CHQ-PF-50, PEDS-QL, EURO-
QoL 5D 3L Y, SF-36, SF-12, SF-6D, SFMA, TARN, SCIM]

e Carer impact
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Secondary outcomes
(important outcomes; qualitative)

14 Data extraction (selection and
coding)
15 Risk of bias (quality)

Assessment (quantitative)

Risk of bias (quality)
Assessment (qualitative)

16 Strategy for data synthesis (quantitative)

¢ Unplanned readmission

e Changes in activity of daily living (COPM, Barthel ADL index, Katz, PSMS, OARS,
PAT, EADL-Test, GAS, FIMFAM)

Timeframe for the follow-up will be 0 to 18 months. This will be grouped into short-
term (0 to 6 months) and long-term (>6 to 18 months).

Themes will be identified from the literature pertaining to methods to coordinate and
deliver rehabilitation services themselves and rehabilitation and social services in
combination for children and young people, when transferring from inpatient to
outpatient rehabilitation services, regarded by the population as optimal/not optimal or
effective/non-effective

These themes may include:
¢ Rehabilitation prescription
e Case managers

¢ Rehabilitation specialist

e MDT approach

e Social worker

All references identified by the searches and from other sources will be uploaded into
STAR and de-duplicated. 5% of the abstracts will be reviewed by two reviewers, with
any disagreements resolved by discussion or, if necessary, a third independent
reviewer. The full text of potentially eligible studies will be retrieved and will be
assessed in line with the criteria outlined above. A standardised form will be used to
extract data from studies (see Developing NICE guidelines: the manual section 6.4).

Risk of bias will be assessed using the Cochrane RoB tool 2.0 for RCTs, the
Cochrane ROBINS-I for non-randomised studies, and ROBIS for systematic reviews.

Risk of bias will be assessed using the CASP qualitative checklist

NGA STAR software will be used for generating bibliographies/citations, study sifting
and data extraction.

If pairwise meta-analyses are undertaken, they will be performed using Cochrane
Review Manager (RevMan).

‘GRADEpro’ will be used to assess the quality of evidence for each outcome.
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17

18
19
20
21
22
23

24

Strategy for data synthesis (qualitative)

Analysis of sub-groups

Type and method of review
Language

Country

Anticipated or actual start date
Anticipated completion date

Stage of review at time of this
submission

Named contact

NGA STAR software will be used for generating bibliographies/citations, study sifting
and data extraction.

Studies will be reviewed chronologically from most recent first to oldest.
Thematic analysis of the data will be conducted and findings presented.

The quality of the evidence will be assessed using GRADE-CERQual for each theme.
The following subgroups were specified for this question for stratification of the data:
e Major trauma / non-major trauma

e Children and young people who are currently receiving social care services / not
receiving social care services

e Children on at risk register / not on the register
¢ Children from lower socioeconomic group / not from lower socioeconomic groups

Mixed methods review: Quantitative (intervention) and qualitative
English

England

01/03/2020

30/05/2020

Review stage Started = Completed
Preliminary searches v v

Piloting of the study A =

selection process

Formal screening of
search results against v V
eligibility criteria

Data extraction v v
Risk of bias (quality) A =
assessment

Data analysis v v

National Guideline Alliance

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to outpatient settings DRAFT (July 2021)



O©OoONOOTBRWN -

DRAFT FOR CONSULTATION
Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after traumatic injury

25
26

27

28

29
30

31
32
33

34
35
36

Review team members
Funding sources/sponsor

Conflicts of interest

Collaborators

Other registration details

Reference/URL for published
protocol

Dissemination plans
Keywords

Details of existing review of
same topic by same authors

Current review status
Additional information
Details of final publication

National Guideline Alliance

This systematic review is being completed by the National Guideline Alliance which
receives funding from NICE.

All guideline committee members and anyone who has direct input into NICE
guidelines (including the evidence review team and expert witnesses) must declare
any potential conflicts of interest in line with NICE's code of practice for declaring and
dealing with conflicts of interest. Any relevant interests, or changes to interests, will
also be declared publicly at the start of each guideline committee meeting. Before
each meeting, any potential conflicts of interest will be considered by the guideline
committee Chair and a senior member of the development team. Any decisions to
exclude a person from all or part of a meeting will be documented. Any changes to a
member's declaration of interests will be recorded in the minutes of the meeting.
Declarations of interests will be published with the final guideline.

Development of this systematic review will be overseen by an advisory committee
who will use the review to inform the development of evidence-based
recommendations in line with section 3 of Developing NICE guidelines: the manual.
Members of the guideline committee are available on the NICE website:
https://www.nice.org.uk/guidance/indevelopment/gid-ng10105

https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=154588

www.nice.org.uk

ADL: Activities of daily living; CASP: Critical appraisal skills programme; CDSR: Cochrane Database of Systematic Reviews; CENTRAL: Cochrane Central Register of
Controlled Trials; CHQ-CF80: Child Health Questionnaire self-report (adolescents aged 12-18 years); CHQ-PF-50: Child Health Questionnaire parent-report (children aged 5-
18 years); COPM: Canadian occupational performance measure; CYP: Children and young people; E-ADL-Test: Erlangen Activities of Daily Living test; EURO-QoL 5D 3L;
EuroQol 5 dimensions and 3 levels; FIMFAM: Functional independence measure and functional assessment measure; GAS: Goal attainment scaling; GRADE: Grading of
Recommendations Assessment, Development and Evaluation; MDT: Multi-disciplinary team; NGA: National Guideline Alliance; NHS: National Health Service; NICE: National
Institute for Health and Care Excellence; OARS: Older American resources and services scale; PAT: Performance ADL test; PEDS-QL: Pediatric Quality of Life Inventory;
PROSPERQO: International prospective register of systematic reviews; PSMS; Physical self-maintenance scale; RCT: Randomised controlled trial; RoB: Risk of bias; ROBINS-I:
Risk of bias in non-randomized studies of intervention; ROBIS: Risk of bias in systematic reviews; SD: Standard deviation; SENCO: Special Educational Needs Co-ordinator;
SFMA; Selective functional movement assessment ; SF-36: 36 item short-form survey; SF-6D: 6-dimension short-form; TARN; Trauma Audit and Research Network
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1 Appendix B — Literature search strategies

2 Literature search strategies for review question:

3
4
5
6

O © 00N

D.2a What are the best methods to deliver and coordinate rehabilitation
services and social services for adults with complex rehabilitation needs
after traumatic injury when they transfer from inpatient to outpatient
rehabilitation services?

D.2b What are the best methods to deliver and coordinate rehabilitation
services and social services for children and young people with complex
rehabilitation needs after traumatic injury when they transfer from inpatient
to outpatient rehabilitation services?

A combined search was conducted for both review questions.

12 Qualitative literature search strategies

13
14
15
16
17
18
19
20
21
22

Please note that this search was a combined search for the adult and children and young
people evidence reviews covering this question AND the following evidence review
questions: D.1 (What are the best methods to coordinate rehabilitation services for people
with complex rehabilitation needs after traumatic injury whilst they are an inpatient, including
when transferring between inpatient settings?), D.3 (What are the barriers and facilitators to
accessing rehabilitation services, including follow-up, following discharge to the community
for people with complex rehabilitation needs after traumatic injury?) and D.4 (What are the
support needs and preferences of people who have complex rehabilitation needs after
traumatic injury when they transfer from inpatient to outpatient or community rehabilitation
services?).

23 Databases: Medline; Medline EPub Ahead of Print; and Medline In-Process &

24
25

Other Non-Indexed Citations

Date of last search: 17/01/2020

Searches

interview:.mp.

experience:.mp.

qualitative.tw.

or/1-3

(exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or

exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or

"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp

FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or

RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY/)) and (HOSPITALIZATION/ or

PATIENT ADMISSION/ or ADOLESCENT, HOSPITALIZED/ or CHILD, HOSPITALIZED/ or

exp HOSPITALS/ or exp EMERGENCY SERVICE, HOSPITAL/ or exp INTENSIVE CARE

UNITS/ or REHABILITATION CENTERSY/)

6 (exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY)) and (hospitali?ed or
hospitali?tion? or ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit?
or intensive care or ICU? or PICU? or NICU? or department? or centre? or center?))).ti,ab.

7 ((hospitali?ed or hospitali?ation?) adj10 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$ or accident?)).ti,ab.

g b wWwN -
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# Searches

8 ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or
ICU? or PICU? or NICU? or department? or centre? or center?) adj5 (injur$ or wound$ or
trauma$ or burn? or burned or fractur$ or accident?)).ti,ab.

9 (patient? adj5 trauma$).ti,ab.

10 (patient? adj3 (burn? or burned or fractur$)).ti,ab.
11 wound$ patient?.ti,ab.

12 injur$ patient?.ti,ab.

13 accident$ patient?.ti,ab.

14 (exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY/)) and trauma$.ti.

15 (exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY/)) and trauma$.ab. /freq=2

16 exp MULTIPLE TRAUMA/

17 TRAUMATOLOGY/

18 (trauma$ adj5 (injur$ or wound$ or burn? or burned or fractur$)).ti,ab.

19 ((complex$ or multiple or critical$) adj3 (injur$ or wound$ or burn? or burned or
fractur$)).ti,ab.

20 (trauma$ adj3 (severe or severely or major or multiple)).ti,ab.

21 ((injur$ or wound$ or burn? or burned or fractur$) adj2 (severe or severely or major or
multiple)).ti,ab.

22 ((physical$ or body or bodily) adj3 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$)).ti,ab.

23 (acute adj1 (injur$ or trauma$ or wound$ or burn? or burned or fractur$)).ti,ab.

24 (polytrauma? or poly-trauma?).ti,ab.

25 traumatolog$.ti,ab.

26 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (exp *"WOUNDS AND INJURIES"/ not
(ASPHYXIA/ or BATTERED CHILD SYNDROME/ or exp BIRTH INJURIES/ or exp "BITES
AND STINGS"/ or exp DROWNING/ or "EXTRAVASATION OF DIAGNOSTIC AND
THERAPEUTIC MATERIALS"/ or exp FROSTBITE/ or exp HEAT STRESS DISORDERS/
or exp RADIATION INJURIES/ or RETROPNEUMOPERITONEUM/ or SURGICAL
WOUNDY))

27 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (injur$ or wound? or trauma$ or burn?
or burned or fractur$).ti.

28 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (injur$ or wound? or trauma$ or burn?
or burned or fractur$).ab. /freq=2

29 (accident? adj5 (injur$ or wound$ or trauma$ or burn? or burned or fractur$)).ti,ab.

30 (accident? adj3 (serious$ or severe or severely or major)).ti,ab.

31 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (HOSPITALIZATION/ or PATIENT
ADMISSION/ or ADOLESCENT, HOSPITALIZED/ or CHILD, HOSPITALIZED/ or exp
HOSPITALS/ or exp EMERGENCY SERVICE, HOSPITAL/ or exp INTENSIVE CARE
UNITS/ or REHABILITATION CENTERS/)

32 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (hospitali?ed or hospitali?tion? or
((@admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or
ICU? or PICU? or NICU? or department? or centre? or center?))).ti,ab.

33 *SPINAL CORD INJURIES/ or *SPINAL CORD COMPRESSION/

34 exp *THORACIC INJURIES/ or “ACUTE LUNG INJURY/

35 *PERIPHERAL NERVE INJURIES/ or exp *CRANIAL NERVE INJURIES/

36 exp *AMPUTATION/ or *AMPUTATION, TRAUMATIC/ or *YAMPUTEES/ or *AMPUTATION

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
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# Searches
STUMPS/ or *LIMB SALVAGE/
37 ((spinal$ or spine? or chest? or thoracic$ or nerve?) adj3 injur$).ti.

38 ((spinal$ or spine?) adj3 cord? adj3 compress$).ti.
39 ((Flail$ or stove in) adj3 chest?).ti.
40 (rib? adj3 fractur$).ti.

41 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) adj3 plexus adj3
injur$).ti.

42 (amputat$ or amputee?).ti.

43 (limb? adj3 (loss or losing or lost or salvag$ or re-construct$ or reconstruct$)).ti.

44 *HEAD INJURIES, CLOSED/ or *HEAD INJURIES, PENETRATING/
45 (head adj3 injur$).ti.

46 exp *BRAIN INJURIES/

47 (brain adj3 injur$).ti.

48 or/5-47

49 MODELS, ORGANIZATIONAL/

50 "DELIVERY OF HEALTH CARE, INTEGRATED"/

51 INTERINSTITUTIONAL RELATIONS/

52 INTERSECTORAL COLLABORATION/

53 INTERDEPARTMENTAL RELATIONS/

54 INTERPROFESSIONAL RELATIONS/

55 INTERDISCIPLINARY COMMUNICATION/

56 (interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or

multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$).ti,ab.

57 ((inter or multi or joint) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or service?
or department$ or profession$)).ti,ab.

58 (interdisciplin$ or multidisciplin$ or jointdisciplin$).ti.

59 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 (collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or network$ or
communicat$)).ti,ab.

60 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 rehab$).ti,ab.

61 ((inter or multi or joint) adj3 disciplin$).ti.

62 ((inter or multi or joint) adj3 disciplin$ adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$)).ti,ab.

63 ((inter or multi or joint) adj3 disciplin$ adj5 rehab$).ti,ab.

64 ((institution$ or organi?ation$ or sector$ or agenc$ or service? or department$ or
profession$ or disciplin$ or care) adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partnership? or network$ or across)).ti,ab.

65 (rehab$ adj5 (collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or
integrat$ or partnership? or network$)).ti,ab.

66 (service? adj5 deliver$).ti,ab.

67 ((service? or care) adj3 (configurat$ or model?)).ti,ab.
68 SOCIAL WORK/

69 (social adj1 (service? or work$)).ti,ab.

70 or/49-69

71 "CONTINUITY OF PATIENT CARE"/

72 AFTERCARE/

73 *PATIENT DISCHARGE/

74 PATIENT HANDOFF/

75 PATIENT TRANSFER/

76 TRANSITION TO ADULT CARE/
77 TRANSITIONAL CARE/

78 ((continuity or continuum) adj3 care).ti,ab.
79 aftercare.ti,ab.
80 (follow up adj3 (care or service? or outpatient? or communit$)).ti,ab.
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81 (patient? adj5 (discharg$ or postdischarg$) adj5 follow$ up).ti,ab.
82 (follow up adj5 (post or after) adj5 discharg$).ti,ab.

83 (discharg$ adj3 plan$).ti,ab.

84 ((patient? or clinical or nurs$) adj3 (handoff? or hand$ off? or handover? or hand$ over? or
signout? or sign$ out? or signover? or sign$ over?)).ti,ab.
85 (patient? adj3 transfer$ adj3 (service? or setting? or department$ or ward? or

hospital?)).ti,ab.
86 (care adj3 transfer$).ti,ab.
87 ((inpatient or outpatient) adj3 transfer$).ti,ab.
88 (patient? adj5 transition$).ti,ab.
89 (care adj5 transition$).ti,ab.
90 ((inpatient or outpatient) adj5 transition$).ti,ab.
91 or/71-90
92 HEALTH SERVICES ACCESSIBILITY/
93 HEALTHCARE DISPARITIES/

94 "FACILITIES AND SERVICES UTILIZATION"/

95 (access$ adj5 service?).ti,ab.

96 (access$ adj3 care).ti,ab.

97 ((service? or care) adj3 (disparit$ or inequal$)).ti,ab.
98 ((service? or care) adj3 (utiliz$ or utilis$)).ti,ab.

99 or/92-98

100 *SOCIAL SUPPORT/

101 *SELF CARE/

102 (social$ adj5 support$).ti.

103 (social$ adj3 support$).ab. /freq=2

104 ((communit$ or outpatient?) adj5 support$).ti,ab.

105 ((support or communit$ or outpatient?) adj3 need?).ti,ab.
106 (support$ adj3 rehab$).ti,ab.

107 COMMUNITY HEALTH SERVICES/

108 (communit$ adj3 service?).ti,ab.

109 ((communit$ or outpatient?) adj3 rehab$).ti,ab.

110 ((outpatient? or home$ or communit$) adj5 (information or communicat$)).ti,ab.
111 or/100-110

112 48 and 70

113 48 and 91

114 48 and 99

115 48 and 111

116 or/112-115

117 limit 116 to english language

118 limit 117 to yr="2000 -Current"

119 4 and 118

1 Databases: Embase; and Embase Classic

2 Date of last search: 17/01/2020

Searches

interview:.tw.

exp HEALTH CARE ORGANIZATION/

experiences.tw.

or/1-3

(exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and

g wN - F
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# Searches
(HOSPITALIZATION/ or HOSPITAL ADMISSION/ or HOSPITALIZED ADOLESCENT/ or
HOSPITALIZED CHILD/ or exp HOSPITAL/ or EMERGENCY HOSPITAL SERVICE/ or exp
INTENSIVE CARE UNIT/ or REHABILITATION CENTER/)

6 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
(hospitali?ed or hospitali?tion? or ((admi$ or stay? or stayed or treat$ or present$) adj5
(hospital? or unit? or intensive care or ICU? or PICU? or NICU? or department? or centre?
or center?))).ti,ab.

7 ((hospitali?ed or hospitali?ation?) adj10 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$ or accident?)).ti,ab.
8 ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or

ICU? or PICU? or NICU? or department? or centre? or center?) adj5 (injur$ or wound$ or
trauma$ or burn? or burned or fractur$ or accident?)).ti,ab.

9 (patient? adj5 trauma$).ti,ab.

10 (patient? adj3 (burn? or burned or fractur$)).ti,ab.
11 wound$ patient?.ti,ab.

12 injur$ patient?.ti,ab.

13 accident$ patient?.ti,ab.

14 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
trauma$.ti.

15 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
trauma$.ab. /freq=2

16 MULTIPLE TRAUMA/

17 TRAUMATOLOGY/

18 (trauma$ adj5 (injur$ or wound$ or burn? or burned or fractur$)).ti,ab.

19 ((complex$ or multiple or critical$) adj3 (injur$ or wound$ or burn? or burned or
fractur$)).ti,ab.

20 (trauma$ adj3 (severe or severely or major or multiple)).ti,ab.

21 ((injur$ or wound$ or burn? or burned or fractur$) adj2 (severe or severely or major or
multiple)).ti,ab.

22 ((physical$ or body or bodily) adj3 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$)).ti,ab.

23 (acute adj1 (injur$ or trauma$ or wound$ or burn? or burned or fractur$)).ti,ab.

24 (polytrauma? or poly-trauma?).ti,ab.

25 traumatolog$.ti,ab.

26 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD
SYNDROME/ or BIRTH INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
exp EROSION/ or exp EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE
INJURY/ or IMMUNE MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL
INJURY/ or PSYCHOTRAUMAV/ or exp RADIATION INJURY/ or exp REPERFUSION
INJURY/ or exp RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or
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# Searches
STRANGULATION/ or SURGICAL INJURY/ or exp THERMAL INJURY/ or BITE WOUND/
or exp SURGICAL WOUNDY))

27 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (injur$ or wound? or trauma$ or burn? or burned or fractur$).ti.

28 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (injur$ or wound? or trauma$ or burn? or burned or
fractur$).ab. /freq=2

29 (accident? adj5 (injur$ or wound$ or trauma$ or burn? or burned or fractur$)).ti,ab.

30 (accident? adj3 (serious$ or severe or severely or major)).ti,ab.

31 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENT/) and (HOSPITALIZATION/ or HOSPITAL ADMISSION/ or
HOSPITALIZED ADOLESCENT/ or HOSPITALIZED CHILD/ or exp HOSPITAL/ or
EMERGENCY HOSPITAL SERVICE/ or exp INTENSIVE CARE UNIT/ or
REHABILITATION CENTER/)

32 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (hospitali?ed or hospitali?tion? or ((admi$ or stay? or stayed or
treat$ or present$) adj5 (hospital? or unit? or intensive care or ICU? or PICU? or NICU? or
department? or centre? or center?))).ti,ab.

33 *SPINAL CORD INJURY/ or *SPINAL CORD COMPRESSION/

34 exp *THORAX INJURY/ or *ACUTE LUNG INJURY/ or exp *RIB FRACTURE/

35 exp *NERVE INJURY/

36 exp *AMPUTATION/ or *AMPUTEE/ or *LIMB SALVAGE/

37 ((spinal$ or spine? or chest? or thoracic$ or nerve?) adj3 injur$).ti.

38 ((spinal$ or spine?) adj3 cord? adj3 compress$).ti.

39 ((Flail$ or stove in) adj3 chest?).ti.

40 (rib? adj3 fractur$).ti.

41 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) adj3 plexus adj3
injur$).ti.

42 (amputat$ or amputee?).ti.

43 (limb? adj3 (loss or losing or lost or salvag$ or re-construct$ or reconstruct$)).ti.

44 *HEAD INJURY/

45 (head adj3 injur$).ti.
46 exp *BRAIN INJURY/
47 (brain adj3 injur$).ti.

48 or/5-47

49 NONBIOLOGICAL MODEL/

50 INTEGRATED HEALTH CARE SYSTEM/
51 PUBLIC RELATIONS/

52 INTERSECTORAL COLLABORATION/

53 INTERDISCIPLINARY COMMUNICATION/

54 MULTIDISCIPLINARY TEAM/

55 COLLABORATIVE CARE TEAM/

56 (interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$).ti,ab.

57 ((inter or multi or joint) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or service?
or department$ or profession$)).ti,ab.

58 (interdisciplin$ or multidisciplin$ or jointdisciplin$).ti.

59 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 (collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or network$ or
communicat$)).ti,ab.

60 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 rehab$).ti,ab.

61 ((inter or multi or joint) adj3 disciplin$).ti.

62 ((inter or multi or joint) adj3 disciplin$ adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$)).ti,ab.

63 ((inter or multi or joint) adj3 disciplin$ adj5 rehab$).ti,ab.
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64 ((institution$ or organi?ation$ or sector$ or agenc$ or service? or department$ or
profession$ or disciplin$ or care) adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partnership? or network$ or across)).ti,ab.

65 (rehab$ adj5 (collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or
integrat$ or partnership? or network$)).ti,ab.

66 (service? adj5 deliver$).ti,ab.

67 ((service? or care) adj3 (configurat$ or model?)).ti,ab.
68 SOCIAL WORK/
69 (social adj1 (service? or work$)).ti,ab.

70 or/49-69

71 *PATIENT CARE/

72 AFTERCARE/

73 *HOSPITAL DISCHARGE/

74 CLINICAL HANDOVER/

75 TRANSITION TO ADULT CARE/
76 TRANSITIONAL CARE/

77 ((continuity or continuum) adj3 care).ti,ab.
78 aftercare.ti,ab.
79 (follow up adj3 (care or service? or outpatient? or communit$)).ti,ab.

80 (patient? adj5 (discharg$ or postdischarg$) adj5 follow$ up).ti,ab.
81 (follow up adj5 (post or after) adj5 discharg$).ti,ab.
82 (discharg$ adj3 plan$).ti,ab.

83 ((patient? or clinical or nurs$) adj3 (handoff? or hand$ off? or handover? or hand$ over? or
signout? or sign$ out? or signover? or sign$ over?)).ti,ab.
84 (patient? adj3 transfer$ adj3 (service? or setting? or department$ or ward? or

hospital?)).ti,ab.
85 (care adj3 transfer$).ti,ab.
86 ((inpatient or outpatient) adj3 transfer$).ti,ab.
87 (patient? adj5 transition$).ti,ab.
88 (care adj5 transition$).ti,ab.
89 ((inpatient or outpatient) adj5 transition$).ti,ab.
90 or/71-89
91 *HEALTH CARE DELIVERY/
92 *HEALTH CARE DISPARITY/
93 *HEALTH CARE UTILIZATION/

94 (access$ adj5 service?).ti,ab.

95 (access$ adj3 care).ti,ab.

96 ((service? or care) adj3 (disparit$ or inequal$)).ti,ab.
97 ((service? or care) adj3 (utiliz$ or utilis$)).ti,ab.

98 or/91-97

99 *SOCIAL SUPPORT/

100 *SELF CARE/

101 (social$ adj5 support$).ti.

102 (social$ adj3 support$).ab. /freq=2

103 ((communit$ or outpatient?) adj5 support$).ti,ab.

104 ((support or communit$ or outpatient?) adj3 need?).ti,ab.
105 (support$ adj3 rehab$).ti,ab.

106 *COMMUNITY CARE/

107 COMMUNITY BASED REHABILITATION/

108 (communit$ adj3 service?).ti,ab.

109 ((communit$ or outpatient?) adj3 rehab$).ti,ab.

110 ((outpatient? or home$ or communit$) adj5 (information or communicat$)).ti,ab.
111 or/99-110

112 48 and 70

113 48 and 90

114 48 and 98

115 48 and 111
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# Searches

116 or/112-115

117 limit 116 to english language
118 limit 117 to yr="2000 -Current"
119 4 and 118

1 Database: Psyclnfo

2  Date of last search: 17/01/2020

Searches

experiences.tw.

interview:.tw.

qualitative.tw.

or/1-3

(exp INJURIES/ not BIRTH INJURIES/) and (HOSPITALIZATION/ or HOSPITAL

ADMISSION/ or HOSPITALIZED PATIENTS/ or HOSPITALS/ or exp INTENSIVE CARE/ or

REHABILITATION CENTERSY/)

6 (exp INJURIES/ not BIRTH INJURIES/) and (hospitali?ed or hospitali?tion? or ((admi$ or
stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or ICU? or
PICU? or NICU? or department? or centre? or center?))).ti,ab.

A wWwN -~ F

7 ((hospitali?ed or hospitali?ation?) adj10 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$ or accident?)).ti,ab.
8 ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or

ICU? or PICU? or NICU? or department? or centre? or center?) adj5 (injur$ or wound$ or
trauma$ or burn? or burned or fractur$ or accident?)).ti,ab.

9 (patient? adj5 trauma$).ti,ab.

10 (patient? adj3 (burn? or burned or fractur$)).ti,ab.
11 wound$ patient?.ti,ab.

12 injur$ patient?.ti,ab.

13 accident$ patient?.ti,ab.
14 (exp INJURIES/ not BIRTH INJURIES/) and trauma.ti,ab.

15 (trauma$ adj5 (injur$ or wound$ or burn? or burned or fractur$)).ti,ab.

16 ((complex$ or multiple or critical$) adj3 (injur$ or wound$ or burn? or burned or
fractur$)).ti,ab.

17 (trauma$ adj3 (severe or severely or major or multiple)).ti,ab.

18 ((injur$ or wound$ or burn? or burned or fractur$) adj2 (severe or severely or major or
multiple)).ti,ab.

19 ((physical$ or body or bodily) adj3 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$)).ti,ab.

20 (acute adj1 (injur$ or trauma$ or wound$ or burn? or burned or fractur$)).ti,ab.

21 (polytrauma? or poly-trauma?).ti,ab.

22 traumatolog$.ti,ab.
23 exp ACCIDENTS/ and (exp INJURIES/ not BIRTH INJURIES/)

24 exp ACCIDENTS/ and (injur$ or wound? or trauma$ or burn? or burned or fractur$).ti,ab.
25 (accident? adj5 (injur$ or wound$ or trauma$ or burn? or burned or fractur$)).ti,ab.
26 (accident? adj3 (serious$ or severe or severely or major)).ti,ab.

27 exp ACCIDENTS/ and (HOSPITALIZATION/ or HOSPITAL ADMISSION/ or
HOSPITALIZED PATIENTS/ or HOSPITALS/ or exp INTENSIVE CARE/ or
REHABILITATION CENTERSY/)

28 exp ACCIDENTS/ and (hospitali?ed or hospitali?tion? or ((admi$ or stay? or stayed or
treat$ or present$) adj5 (hospital? or unit? or intensive care or ICU? or PICU? or NICU? or
department? or centre? or center?))).ti,ab.

29 SPINAL CORD INJURIES/

30 AMPUTATION/

31 ((spinal$ or spine? or chest? or thoracic$ or nerve?) adj3 injur$).ti.

32 ((spinal$ or spine?) adj3 cord? adj3 compress$).ti.

33 ((Flail$ or stove in) adj3 chest?).ti.

34 (rib? adj3 fractur$).ti.
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35 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) adj3 plexus adj3
injur$).ti.

36 (amputat$ or amputee?).ti.

37 (limb? adj3 (loss or losing or lost or salvag$ or re-construct$ or reconstruct$)).ti.

38 HEAD INJURIES/

39 (head adj3 injur$).ti.
40 exp BRAIN INJURIES/
41 (brain adj3 injur$).ti.

42 or/5-41

43 INTEGRATED SERVICES/

44 INTERDISCIPLINARY TREATMENT APPROACH/

45 (interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or

multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$).ti,ab.

46 ((inter or multi or joint) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or service?
or department$ or profession$)).ti,ab.

47 (interdisciplin$ or multidisciplin$ or jointdisciplin$).ti.

48 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 (collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or network$ or
communicat$)).ti,ab.

49 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 rehab$).ti,ab.

50 ((inter or multi or joint) adj3 disciplin$).ti.

51 ((inter or multi or joint) adj3 disciplin$ adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$)).ti,ab.

52 ((inter or multi or joint) adj3 disciplin$ adj5 rehab$).ti,ab.

53 ((institution$ or organi?ation$ or sector$ or agenc$ or service? or department$ or
profession$ or disciplin$ or care) adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partnership? or network$ or across)).ti,ab.

54 (rehab$ adj5 (collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or
integrat$ or partnership? or network$)).ti,ab.

55 (service? adj5 deliver$).ti,ab.

56 ((service? or care) adj3 (configurat$ or model?)).ti,ab.

57 SOCIAL CASEWORK/

58 SOCIAL SERVICES/

59 (social adj1 (service? or work$)).ti,ab.
60 or/43-59
61 "CONTINUUM OF CARE"/

62 AFTERCARE/

63 FACILITY DISCHARGE/

64 HOSPITAL DISCHARGE/

65 DISCHARGE PLANNING/

66 CLIENT TRANSFER/

67 POSTTREATMENT FOLLOWUP/
68 OUTPATIENT TREATMENT/

69 ((continuity or continuum) adj3 care).ti,ab.
70 aftercare.ti,ab.
71 (follow up adj3 (care or service? or outpatient? or communit$)).ti,ab.

72 (patient? adj5 (discharg$ or postdischarg$) adj5 follow$ up).ti,ab.
73 (follow up adj5 (post or after) adj5 discharg$).ti,ab.
74 (discharg$ adj3 plan$).ti,ab.

75 ((patient? or clinical or nurs$) adj3 (handoff? or hand$ off? or handover? or hand$ over? or
signout? or sign$ out? or signover? or sign$ over?)).ti,ab.
76 (patient? adj3 transfer$ adj3 (service? or setting? or department$ or ward? or

hospital?)).ti,ab.
77 (care adj3 transfer$).ti,ab.
78 ((inpatient or outpatient) adj3 transfer$).ti,ab.
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79
80
81
82
83
84
85
86
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104
105
106
107
108
109
110
111
112

(patient? adj5 transition$).ti,ab.

(care adj5 transition$).ti,ab.

((inpatient or outpatient) adj5 transition$).ti,ab.
or/61-81

HEALTH CARE ACCESS/

HEALTH DISPARITIES/

HEALTH CARE UTILIZATION/

(access$ adj5 service?).ti,ab.

(access$ adj3 care).ti,ab.

((service? or care) adj3 (disparit$ or inequal$)).ti,ab.
((service? or care) adj3 (utiliz$ or utilis$)).ti,ab.
or/83-89

SOCIAL SUPPORT/

SELF-CARE SKILLS/

(social$ adj5 support$).ti.

(social$ adj3 support$).ab. /freq=2

((communit$ or outpatient?) adj5 support$).ti,ab.
((support or communit$ or outpatient?) adj3 need?).ti,ab.
(support$ adj3 rehab$).ti,ab.

COMMUNITY SERVICES/

COMMUNITY HEALTH/

(communit$ adj3 service?).ti,ab.

((communit$ or outpatient?) adj3 rehab$).ti,ab.
((outpatient? or home$ or communit$) adj5 (information or communicat$)).ti,ab.
or/91-102

42 and 60

42 and 82

42 and 90

42 and 103

or/104-107

limit 108 to english language

limit 109 to yr="2000 -Current"

4 and 110

limit 111 to ("0100 journal" or "0110 peer-reviewed journal" or "0120 non-peer-reviewed
journal™)

1 Database: Social Policy and Practice

2 Date of last search: 17/01/2020
#  Searches

g wWwN -

»

10
11
12
13

interview:.mp.

experience:.mp.

qualitative.tw.

or/1-3

((hospitali?ed or hospitali?ation?) adj10 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$ or accident?)).ti,ab.

((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or
ICU? or PICU? or NICU? or department? or centre? or center?) adj5 (injur$ or wound$ or
trauma$ or burn? or burned or fractur$ or accident?)).ti,ab.

(patient? adj5 trauma$).ti,ab.

(patient? adj3 (burn? or burned or fractur$)).ti,ab.

wound$ patient?.ti,ab.

injur$ patient?.ti,ab.

accident$ patient?.ti,ab.

(trauma$ adj5 (injur$ or wound$ or burn? or burned or fractur$)).ti,ab.

((complex$ or multiple or critical$) adj3 (injur$ or wound$ or burn? or burned or
fractur$)).ti,ab.
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14 (trauma$ adj3 (severe or severely or major or multiple)).ti,ab.

15 ((injur$ or wound$ or burn? or burned or fractur$) adj2 (severe or severely or major or
multiple)).ti,ab.

16 ((physical$ or body or bodily) adj3 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$)).ti,ab.

17 (acute adj1 (injur$ or trauma$ or wound$ or burn? or burned or fractur$)).ti,ab.

18 (polytrauma? or poly-trauma?).ti,ab.

19 traumatolog$.ti,ab.

20 (accident? adj5 (injur$ or wound$ or trauma$ or burn? or burned or fractur$)).ti,ab.

21 (accident? adj3 (serious$ or severe or severely or major)).ti,ab.

22 ((spinal$ or spine? or chest? or thoracic$ or nerve?) adj3 injur$).ti.

23 ((spinal$ or spine?) adj3 cord? adj3 compress$).ti.
24 ((Flail$ or stove in) adj3 chest?).ti.
25 (rib? adj3 fractur$).ti.

26 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) adj3 plexus adj3
injur$).ti.

27 (amputat$ or amputee?).ti.

28 (limb? adj3 (loss or losing or lost or salvag$ or re-construct$ or reconstruct$)).ti.

29 (head adj3 injur$).ti.

30 (brain adj3 injur$).ti.

31 or/5-30

32 (interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$).ti,ab.

33 ((inter or multi or joint) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or service?
or department$ or profession$)).ti,ab.

34 (interdisciplin$ or multidisciplin$ or jointdisciplin$).ti.

35 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 (collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or network$ or
communicat$)).ti,ab.

36 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 rehab$).ti,ab.

37 ((inter or multi or joint) adj3 disciplin$).ti.

38 ((inter or multi or joint) adj3 disciplin$ adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$)).ti,ab.

39 ((inter or multi or joint) adj3 disciplin$ adj5 rehab$).ti,ab.

40 ((institution$ or organi?ation$ or sector$ or agenc$ or service? or department$ or
profession$ or disciplin$ or care) adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partnership? or network$ or across)).ti,ab.

41 (rehab$ adj5 (collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or
integrat$ or partnership? or network$)).ti,ab.

42 (service? adj5 deliver$).ti,ab.

43 ((service? or care) adj3 (configurat$ or model?)).ti,ab.

44 (social adj1 (service? or work$)).ti,ab.

45 or/32-44

46 ((continuity or continuum) adj3 care).ti,ab.

47 aftercare.ti,ab.

48 (follow up adj3 (care or service? or outpatient? or communit$)).ti,ab.

49 (patient? adj5 (discharg$ or postdischarg$) adj5 follow$ up).ti,ab.
50 (follow up adj5 (post or after) adj5 discharg$).ti,ab.
51 (discharg$ adj3 plan$).ti,ab.

52 ((patient? or clinical or nurs$) adj3 (handoff? or hand$ off? or handover? or hand$ over? or
signout? or sign$ out? or signover? or sign$ over?)).ti,ab.
53 (patient? adj3 transfer$ adj3 (service? or setting? or department$ or ward? or

hospital?)).ti,ab.
54 (care adj3 transfer$).ti,ab.
55 ((inpatient or outpatient) adj3 transfer$).ti,ab.
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56 (patient? adj5 transition$).ti,ab.

57 (care adj5 transition$).ti,ab.

58 ((inpatient or outpatient) adj5 transition$).ti,ab.
59 or/46-58

60 (access$ adj5 service?).ti,ab.

61 (access$ adj3 care).ti,ab.

62 ((service? or care) adj3 (disparit$ or inequal$)).ti,ab.
63 ((service? or care) adj3 (utiliz$ or utilis$)).ti,ab.

64 or/60-63

65 (social$ adj5 support$).ti.
66 (social$ adj3 support$).ab. /freq=2
67 ((communit$ or outpatient?) adj5 support$).ti,ab.

68 ((support or communit$ or outpatient?) adj3 need?).ti,ab.

69 (support$ adj3 rehab$).ti,ab.

70 (communit$ adj3 service?).ti,ab.

71 ((communit$ or outpatient?) adj3 rehab$).ti,ab.

72 ((outpatient? or home$ or communit$) adj5 (information or communicat$)).ti,ab.

73 or/65-72

74 31 and 45

75 31 and 59

76 31 and 64

77 31and 73

78 or/74-77

79 limit 78 to yr="2000 -Current"
80 4 and 79

1 Databases: Cochrane Central Register of Controlled Trials (CCTR); and Cochrane
2 Database of Systematic Reviews (CDSR)

3 Date of last search: 17/01/2020

# Searches
#1 interview*:ti,ab
#2 experience*:ti,ab

#3 qualitative:ti,ab

#4 #1 or #2 or #3

#5 (Imh "WOUNDS AND INJURIES"] not ([mh ~AASPHYXIA] or [mh A"BATTERED CHILD
SYNDROME"] or [mh "BIRTH INJURIES"] or [mh "BITES AND STINGS"] or [mh
DROWNING] or [mh A"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC
MATERIALS"] or [mh AFROSTBITE] or [mh "HEAT STRESS DISORDERS"] or [mh
"RADIATION INJURIES"] or [nh ARETROPNEUMOPERITONEUM] or [mh A"SURGICAL
WOUND"]))

#6 (Imh AHOSPITALIZATION] or [mh A"PATIENT ADMISSION"] or [mh A"ADOLESCENT,
HOSPITALIZED"] or [mh A"CHILD, HOSPITALIZED"] or [mh HOSPITALS] or [mh
"EMERGENCY SERVICE, HOSPITAL"] or [mh "INTENSIVE CARE UNITS"] or [mh
NMREHABILITATION CENTERS")

#7 #5 and #6

#8 (hospitalised or hospitalized or hospitalistion* or hospitaliztion* or ((admi* or stay* or stayed
or treat* or present*) near/5 (hospital* or unit* or "intensive care" or ICU* or PICU* or NICU*
or department* or centre* or center*))):ti,ab

#9 #5 and #8

#10 ((hospitalised or hospitalized or hospitalistion* or hospitaliztion*) near/10 (injur* or wound*
or trauma* or burn* or burned or fractur® or accident*)):ti,ab

#11 ((admi* or stay* or stayed or treat* or present*) near/5 (hospital* or unit* or "intensive care"
or ICU* or PICU* or NICU* or department* or centre* or center*) near/5 (injur* or wound* or
trauma* or burn* or burned or fractur* or accident*)):ti,ab

#12 (patient* near/5 trauma®):ti,ab

#13 (patient* near/3 (burn* or burned or fractur®)):ti,ab
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#14 "wound* patient*":ti,ab

#15 "injur* patient*":ti,ab

#16 "accident* patient*":ti,ab

#17 trauma*:ti,ab

#18 #5 and #17

#19 [mh "MULTIPLE TRAUMA"]

#20 [mh A TRAUMATOLOGY]

#21 (trauma* near/5 (injur* or wound* or burn* or burned or fractur*)):ti,ab

#22 ((complex* or multiple or critical*) near/3 (injur* or wound* or burn* or burned or
fractur®)):ti,ab

#23 (trauma* near/3 (severe or severely or major or multiple)):ti,ab

#24 ((injur* or wound* or burn* or burned or fractur*) near/2 (severe or severely or major or
multiple)):ti,ab

#25 ((physical* or body or bodily) near/3 (injur* or wound* or trauma* or burn* or burned or
fractur®)):ti,ab

#26 (acute near/1 (injur* or trauma* or wound* or burn* or burned or fractur*)):ti,ab

#27 (polytrauma* or poly-trauma*):ti,ab

#28 traumatolog*:ti,ab

#29 (Imh ~ACCIDENTS] or [mh A"ACCIDENTAL FALLS"] or [mh A"ACCIDENTS, HOME"] or
[mh A"ACCIDENTS, OCCUPATIONAL"] or [mh A"ACCIDENTS, TRAFFIC"])

#30 #5 and #29

#31 (injur* or wound* or trauma* or burn* or burned or fractur®):ti,ab

#32 #29 and #31

#33 (accident® near/5 (injur* or wound* or trauma* or burn* or burned or fractur*)):ti,ab

#34 (accident™ near/3 (serious™ or severe or severely or major)):ti,ab

#35 #6 and #29

#36 (hospitalised or hospitalized or hospitalistion* or hospitaliztion* or ((admi* or stay* or stayed
or treat* or present*) near/5 (hospital* or unit* or intensive care or ICU* or PICU* or NICU*
or department* or centre* or center*))):ti,ab

#37 #29 and #36

#38 [mh A"SPINAL CORD INJURIES"] or [mh A"SPINAL CORD COMPRESSION"]

#39 [mh "THORACIC INJURIES"] or [mh A"ACUTE LUNG INJURY"]

#40 [mh A"PERIPHERAL NERVE INJURIES"] or [mh "CRANIAL NERVE INJURIES"]

#41 [mh AMPUTATION] or [mh A"AMPUTATION, TRAUMATIC"] or [mh AAMPUTEES] or [mh
NMAMPUTATION STUMPS"] or [mh A"LIMB SALVAGE"]

#42 ((spinal* or spine* or chest* or thoracic* or nerve*) near/3 injur*):ti

#43 ((spinal* or spine*) near/3 cord* near/3 compress®):ti

#44 ((Flail* or stove in) near/3 chest*):ti

#45 (rib* near/3 fractur®):ti

#46 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) near/3 plexus near/3
injur*):ti

#47 (amputat* or amputee®):ti

#48 (limb* near/3 (loss or losing or lost or salvag* or re-construct® or reconstruct*)):ti

#49 [mh A"HEAD INJURIES, CLOSED"] or [mh A"HEAD INJURIES, PENETRATING"]

#50 (head near/3 injur®):ti

#51 [mh "BRAIN INJURIES"]

#52 (brain near/3 injur*):ti

#53 #7 or #9 or #10 or #11 or #12 or #13 or #14 or #15 or #16 or #18 or #19 or #20 or #21 or
#22 or #23 or #24 or #25 or #26 or #27 or #28 or #30 or #32 or #33 or #34 or #35 or #37 or
#38 or #39 or #40 or #41 or #42 or #43 or #44 or #45 or #46 or #47 or #48 or #49 or #50 or
#51 or #52

#54 [mh A"MODELS, ORGANIZATIONAL"]

#55 [mh A"DELIVERY OF HEALTH CARE, INTEGRATED"]

#56 [mh A" INTERINSTITUTIONAL RELATIONS"]

#57 [mh A" INTERSECTORAL COLLABORATION"]

#58 [mh A" INTERDEPARTMENTAL RELATIONS"]

#59 [mh A" INTERPROFESSIONAL RELATIONS"]
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#60 [mh A" INTERDISCIPLINARY COMMUNICATION"]

#61 (interinstitution* or multiinstitution™ or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
jointorganization* or intersector* or multisector* or jointsector* or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment* or
multidepartment* or jointdepartment® or interprofession* or multiprofession* or
jointprofession®):ti,ab

#62 ((inter or multi or joint) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department® or profession*)):ti,ab

#63 (interdisciplin® or multidisciplin® or jointdisciplin®).ti.

#64 ((interdisciplin* or multidisciplin* or jointdisciplin®) near/5 (collaborat* or coordinat* or co-
ordinat® or cooperat® or co-operat* or integrat* or partner* or network* or
communicat®)):ti,ab

#65 ((interdisciplin® or multidisciplin® or jointdisciplin*) near/5 rehab*):ti,ab

#66 ((inter or multi or joint) near/3 disciplin®).ti.

#67 ((inter or multi or joint) near/3 disciplin® near/5 (collaborat* or coordinat* or co-ordinat* or
cooperat® or co-operat® or integrat* or partner* or network* or communicat*)):ti,ab

#68 ((inter or multi or joint) near/3 disciplin* near/5 rehab*):ti,ab

#69 ((institution® or organisation* or organization* or sector* or agenc* or service* or
department* or profession* or disciplin* or care) near/5 (collaborat* or coordinat* or co-
ordinat* or cooperat® or co-operat* or integrat* or partnership* or network* or across)):ti,ab

#70 (rehab* near/5 (collaborat® or coordinat* or co-ordinat* or cooperat* or co-operat* or
integrat® or partnership* or network®)):ti,ab

#71 (service* near/5 deliver®):ti,ab

#72 ((service* or care) near/3 (configurat* or model*)):ti,ab

#73 [mh A"SOCIAL WORK"]

#74 (social near/1 (service* or work*)):ti,ab

#75 #54 or #55 or #56 or #57 or #58 or #59 or #60 or #61 or #62 or #63 or #64 or #65 or #66 or
#67 or #68 or #69 or #70 or #71 or #72 or #73 or #74

#76 [mh A"CONTINUITY OF PATIENT CARE"]

H#17 [mh ~AAFTERCARE]

#78 [mh A""PATIENT DISCHARGE"]

#79 [mh A"PATIENT HANDOFF"]

#80 [mh A"PATIENT TRANSFER"]

#81 [mh A"TRANSITION TO ADULT CARE"]

#82 [mh A"TRANSITIONAL CARE"]

#83 ((continuity or continuum) near/3 care):ti,ab

#84 aftercare:ti,ab

#85 (follow up near/3 (care or service* or outpatient* or communit*)):ti,ab

#86 (patient* near/5 (discharg* or postdischarg*) near/5 follow* up):ti,ab

#87 (follow up near/5 (post or after) near/5 discharg*):ti,ab

#88 (discharg*® near/3 plan*):ti,ab

#89 ((patient* or clinical or nurs*) near/3 (handoff* or "hand* off*" or handover* or "hand* over*"
or signout* or "sign* out*" or signover* or "sign* over*")):ti,ab

#90 (patient* near/3 transfer* near/3 (service* or setting* or department* or ward* or
hospital*)):ti,ab

#91 (care near/3 transfer*):ti,ab

#92 ((inpatient or outpatient) near/3 transfer*):ti,ab

#93 (patient* near/5 transition*):ti,ab

#94 (care near/5 transition*):ti,ab

#95 ((inpatient or outpatient) near/5 transition*):ti,ab

#96 #76 or #77 or #78 or #79 or #80 or #81 or #82 or #83 or #84 or #85 or #86 or #87 or #88 or
#89 or #90 or #91 or #92 or #93 or #94 or #95

#97 [mh A"HEALTH SERVICES ACCESSIBILITY"]

#98 [mh A"HEALTHCARE DISPARITIES"]

#99 [mh A"FACILITIES AND SERVICES UTILIZATION"]

#100 (access* near/5 service*):ti,ab

#101 (access* near/3 care):ti,ab
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#

#102
#103
#104
#105
#106
#107
#108
#109
#110
#111
#112
#113
#114
#115
#116
#117
#118
#119
#120
#121
#122

#123

Searches

((service* or care) near/3 (disparit* or inequal*)):ti,ab

((service* or care) near/3 (utiliz* or utilis*)):ti,ab

#97 or #98 or #99 or #100 or #101 or #102 or #103

[mh A"SOCIAL SUPPORT"]

[mh A"SELF CARE"]

(social* near/5 support*).ti,ab.

((communit* or outpatient*) near/5 support*):ti,ab

((support or communit* or outpatient*) near/3 need*):ti,ab

(support* near/3 rehab*):ti,ab

[mh A"COMMUNITY HEALTH SERVICES"]

(communit* near/3 service*):ti,ab

((communit* or outpatient*) near/3 rehab*):ti,ab

((outpatient™ or home™* or communit*) near/5 (information or communicat®)):ti,ab
#105 or #106 or #107 or #108 or #109 or #110 or #111 or #112 or #113 or #114
#53 and #75

#53 and #96

#53 and #104

#53 and #115

#116 or #117 or #118 or #119

#4 and #120

#4 and #120 with Cochrane Library publication date Between Jan 2000 and Jan 2019, in
Cochrane Reviews

#4 and #120 with Publication Year from 2000 to 2019, in Trials

1 Database: Social Care Online

2  Date of last search: 17/01/2020
# Searches
AllFields: qualitative or interview or experience
AND AllFields: rehabilitation
AND AllFields: trauma or injury
AND PublicationYear:'2000 2019’

3 Quantitative literature search strategies

O~NO O~

Please note that this search was a combined search for the adult and children and young
people evidence reviews covering this question AND evidence review D.1 (What are the best
methods to coordinate rehabilitation services for people with complex rehabilitation needs
after traumatic injury whilst they are an inpatient, including when transferring between
inpatient settings?).

9 Databases: Medline; Medline EPub Ahead of Print; and Medline In-Process &
10 Other Non-Indexed Citations

11 Date of last search: 03/03/2020

#
1

Searches

(exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY)) and (HOSPITALIZATION/ or
PATIENT ADMISSION/ or ADOLESCENT, HOSPITALIZED/ or CHILD, HOSPITALIZED/ or
exp HOSPITALS/ or exp EMERGENCY SERVICE, HOSPITAL/ or exp INTENSIVE CARE
UNITS/ or REHABILITATION CENTERSY/)

(exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
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FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY)) and (hospitali?ed or
hospitali?tion? or ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit?
or intensive care or ICU? or PICU? or NICU? or department? or centre? or center?))).ti,ab.

3 ((hospitali?ed or hospitali?ation?) adj10 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$ or accident?)).ti,ab.
4 ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or

ICU? or PICU? or NICU? or department? or centre? or center?) adj5 (injur$ or wound$ or
trauma$ or burn? or burned or fractur$ or accident?)).ti,ab.

(patient? adj5 trauma$).ti,ab.

(patient? adj3 (burn? or burned or fractur$)).ti,ab.

wound$ patient?.ti,ab.

injur$ patient?.ti,ab.

accident$ patient?.ti,ab.

0 (exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY/)) and trauma$.ti.

11 (exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY/)) and trauma$.ab. /freq=2

12 exp MULTIPLE TRAUMA/

13 TRAUMATOLOGY/

= O 00 ~NO O

14 (trauma$ adj5 (injur$ or wound$ or burn? or burned or fractur$)).ti,ab.

15 ((complex$ or multiple or critical$) adj3 (injur$ or wound$ or burn? or burned or
fractur$)).ti,ab.

16 (trauma$ adj3 (severe or severely or major or multiple)).ti,ab.

17 ((injur$ or wound$ or burn? or burned or fractur$) adj2 (severe or severely or major or
multiple)).ti,ab.

18 ((physical$ or body or bodily) adj3 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$)).ti,ab.

19 (acute adj1 (injur$ or trauma$ or wound$ or burn? or burned or fractur$)).ti,ab.

20 (polytrauma? or poly-trauma?).ti,ab.

21 traumatolog$.ti,ab.

22 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (exp *"WOUNDS AND INJURIES"/ not
(ASPHYXIA/ or BATTERED CHILD SYNDROME!/ or exp BIRTH INJURIES/ or exp "BITES
AND STINGS"/ or exp DROWNING/ or "EXTRAVASATION OF DIAGNOSTIC AND
THERAPEUTIC MATERIALS"/ or exp FROSTBITE/ or exp HEAT STRESS DISORDERS/
or exp RADIATION INJURIES/ or RETROPNEUMOPERITONEUM/ or SURGICAL
WOUNDY))

23 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (injur$ or wound? or trauma$ or burn?
or burned or fractur$).ti.

24 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (injur$ or wound? or trauma$ or burn?
or burned or fractur$).ab. /freq=2

25 (accident? adj5 (injur$ or wound$ or trauma$ or burn? or burned or fractur$)).ti,ab.

26 (accident? adj3 (serious$ or severe or severely or major)).ti,ab.

27 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (HOSPITALIZATION/ or PATIENT
ADMISSION/ or ADOLESCENT, HOSPITALIZED/ or CHILD, HOSPITALIZED/ or exp
HOSPITALS/ or exp EMERGENCY SERVICE, HOSPITAL/ or exp INTENSIVE CARE
UNITS/ or REHABILITATION CENTERSY/)

28 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (hospitali?ed or hospitali?tion? or
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((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or
ICU? or PICU? or NICU? or department? or centre? or center?))).ti,ab.

29 *SPINAL CORD INJURIES/ or *SPINAL CORD COMPRESSION/

30 exp *THORACIC INJURIES/ or *ACUTE LUNG INJURY/

31 *PERIPHERAL NERVE INJURIES/ or exp *CRANIAL NERVE INJURIES/

32 exp *AMPUTATION/ or *AMPUTATION, TRAUMATIC/ or *AMPUTEES/ or *AMPUTATION
STUMPS/ or *LIMB SALVAGE/

33 ((spinal$ or spine? or chest? or thoracic$ or nerve?) adj3 injur$).ti.

34 ((spinal$ or spine?) adj3 cord? adj3 compress$).ti.

35 ((Flail$ or stove in) adj3 chest?).ti.

36 (rib? adj3 fractur$).ti.

37 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) adj3 plexus adj3
injur$).ti.

38 (amputat$ or amputee?).ti.

39 (limb? adj3 (loss or losing or lost or salvag$ or re-construct$ or reconstruct$)).ti.

40 *HEAD INJURIES, CLOSED/ or *HEAD INJURIES, PENETRATING/

41 (head adj3 injur$).ti.

42 exp *BRAIN INJURIES/

43 (brain adj3 injur$).ti.

44 or/1-43

45 exp REHABILITATION/ and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH
CARE, INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF
PATIENT CARE"/ or *PATIENT CARE TEAM/)

46 rh.fs. and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH CARE,
INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATIONY/)

47 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$) adj10 rehab$).ti,ab.

48 ((inter or multi or joint) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or service?
or department$ or profession$) adj10 rehab$).ti,ab.

49 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 rehab$).ti.

50 ((inter or multi or joint) adj3 disciplin$ adj5 rehab$).ti.

51 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj10 (collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$)
adj10 rehab$).ti,ab.

52 ((inter or multi or joint) adj3 disciplin$ adj10 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$) adj10
rehab$).ti,ab.

53 ((institution$ or organi?ation$ or sector$ or agenc$ or service? or department$ or
profession$ or disciplin$ or care) adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partnership? or network$ or across) adj5
rehab$).ti,ab.

54 or/45-53

55 (INPATIENTS/ or OUTPATIENTS/) and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF
HEALTH CARE, INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or
INTERSECTORAL COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or
INTERPROFESSIONAL RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or
"CONTINUITY OF PATIENT CARE"/ or PATIENT CARE TEAM/)

56 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
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ad;j7 (inpatient? or outpatient?)).ti,ab.
57 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj7 (inpatient? or outpatient?)).ti,ab.
58 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or

partner$ or liais$ or connect$ or join$ up) adj7 (inpatient? or outpatient?)).ti,ab.

59 or/55-58

60 ("CONTINUITY OF PATIENT CARE"/ or AFTERCARE/ or TRANSITION TO ADULT CARE/
or TRANSITIONAL CARE/) and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF
HEALTH CARE, INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or
INTERSECTORAL COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or
INTERPROFESSIONAL RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or
PATIENT CARE TEAM/)

61 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj10 transition$).ti,ab.

62 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj10 transition$).ti,ab.

63 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj10 transition$).ti,ab.

64 ((continuity or continuum) adj3 care adj10 transition$).ti,ab.

65 ((continuity or continuum) adj3 care adj10 rehab$).ti,ab.

66 (case manager? adj10 transition$).ti,ab.

67 or/60-66

68 (HEALTH SERVICES/ or CHILD HEALTH SERVICES/ or ADOLESCENT HEALTH
SERVICES/ or COMMUNITY HEALTH SERVICES/ or HOME CARE SERVICES/ or
HEALTH SERVICES FOR PEOPLE WITH DISABILITIES/ or MENTAL HEALTH
SERVICES/ or NURSING SERVICES/ or exp HEALTH PERSONNEL/) and (exp SOCIAL
WORK!/ or SOCIAL WORK, PSYCHIATRIC/ or SOCIAL WORKERSY/)

69 ((health$ or NHS or clinical or clinician? or medical or medic? or physician? or consultant?
or nurse? or general practitioner? or GP? or occupational therapist? or OT? or allied health
professional? or AHP? or ((speech or language) adj3 therapist?) or SLT?) adj10 (social$
adj3 (work$ or care or service?)) adj10 (rehab$ or deliver$ or collaborat$ or coordinat$ or
co-ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or liais$ or connect$ or join$
up or inpatient? or outpatient? or transition$ or discharg$ or assess$)).ti,ab.

70 or/68-69

71 *NURSE ADMINISTRATORS/

72 CASE MANAGERS/

73 exp REHABILITATION/ and (CONSULTANTS/ or PEDIATRICIANS/ or GENERAL
PRACTITIONERS/ or SOCIAL WORKERS/ or OCCUPATIONAL THERAPISTS/ or
SCHOOL TEACHERS/ or NURSES, COMMUNITY HEALTHY/)

74 (neuronavigator? or neuro-navigator?).ti,ab.

75 (trauma nurse? adj3 (coordinator? or co-ordinator?)).ti,ab.

76 key worker?.ti,ab.

77 (discharge adj3 (coordinator? or co-ordinator?)).ti,ab.

78 community p?ediatrician?.ti,ab.

79 SENCO?.ti,ab.

80 health$ assessor?.ti,ab.

81 (housing adj3 (officer? or staff or team? or service? or liaison or occupational therapist? or
OT or OTs)).ti,ab.

82 ((re-enabl$ or enablement or reabl$ or re-abl$) adj3 (specialist? or team? or
service?)).ti,ab.

83 (rehab$ adj10 (case manager? or consultant? or coordinator? or co-ordinator? or

p?ediatrician? or general practitioner? or GP or GPs or social worker? or occupational
therapist? or OT or OTs or teacher? or community nurse? or district nurse? or SLT or
SLTs)).ti,ab.

84 (rehab$ adj10 (speech or language) adj3 (therapist? or pathologist?)).ti,ab.
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85 or/71-84

86 PATIENT CARE TEAM/ and (COMMUNITY HEALTH SERVICES/ or COMMUNITY
HEALTH NURSING/ or COMMUNITY MENTAL HEALTH SERVICES/ or COMMUNITY
PHARMACY SERVICES/)

87 (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH CARE, INTEGRATED"/ or
INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL RELATIONS/ or
INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF PATIENT CARE"/) and
(COMMUNITY HEALTH SERVICES/ or COMMUNITY HEALTH NURSING/ or
COMMUNITY MENTAL HEALTH SERVICES/ or COMMUNITY PHARMACY SERVICES/)

88 ((specialist or non-specialist or trauma$) adj3 (multi-disciplin$ team? or multidisciplin$
team? or MDT?)).ti,ab.

89 (rehab$ adj10 (multi-disciplin$ team? or multidisciplin$ team? or MDT?)).ti,ab.

90 combined clinic?.ti,ab.

91 cohort? clinic?.ti,ab.

92 (interfac$ adj3 team?).ti,ab.

93 (rehab$ adj10 intermediate care).ti,ab.

94 (rehab$ adj10 communit$ adj5 (team? or service?)).ti,ab.
95 (communit$ adj10 (multi-disciplin$ team? or multidisciplin$ team? or MDT?)).ti,ab.
96 or/86-95

97 PATIENT DISCHARGE/ and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH
CARE, INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF
PATIENT CARE"/ or PATIENT CARE TEAM/)

98 (support$ adj3 discharg$).ti,ab.

99 homefirst.ti,ab.

100 (discharg$ adj5 plan$ adj5 (service? or team? or meet$ or consult$)).ti,ab.

101 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj10 discharg$).ti,ab.

102 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj10 discharg$).ti,ab.

103 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj5 discharg$).ti,ab.

104 ((continuity or continuum) adj3 care adj10 discharg$).ti,ab.

105 (case manager? adj10 discharg$).ti,ab.

106 or/97-105

107 SELF-MANAGEMENT/

108 SELF CARE/ and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH CARE,
INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF
PATIENT CARE"/ or PATIENT CARE TEAM/)

109 SELF CARE/ and SOCIAL SUPPORT/

110 (SOCIAL SUPPORT/ or CHARITIES/ or CONSUMER ORGANIZATIONS/ or
ORGANIZATIONS, NONPROFIT/ or VOLUNTARY HEALTH AGENCIES/ or SELF-HELP
GROUPS/) and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH CARE,
INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF
PATIENT CARE"/ or PATIENT CARE TEAMS/)

111 (self adj3 manag$ adj5 support$).ti,ab.

112 (rehab$ adj10 (family or families or caregiver? or carer?) adj5 support$).ti,ab.

113 volunt$ organi?ation?.ti,ab.

114 volunt$ sector?.ti,ab.
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115
116
117
118
119
120
121
122
123
124
125
126
127
128
129
130
131
132

133
134
135
136
137
138
139
140
141
142
143
144
145
146
147
148
149
150
151
152
153
154
155
156
157
158
159
160
161
162
163
164
165

Searches

non-government$ organi?ation?.ti,ab.

(NGO or NGOs).ti,ab.

(charity or charities).ti,ab.

(user? adj3 led adj3 organi?ation?).ti,ab.

or/107-118

*BUDGETS/

personal$ budget$.ti,ab.

disabled facilities grant?.ti,ab.

((pooled or coordinat$ or co-ordinat$ or joint$ or shared) adj3 (budget$ or finance?)).ti,ab.
((budget$ or financ$) adj5 discharg$).ti,ab.

or/120-124

(special$ adj5 (inreach or in-reach or outreach or out-reach)).ti,ab.
(special$ adj3 outpatient?).ti,ab.

(rehab$ adj3 prescription?).ti,ab.

(follow$ up adj3 (meet$ or consultation?)).ti,ab.

(follow up adj3 (care or service?) adj10 rehab$).ti,ab.
(aftercare adj10 rehab$).ti,ab.

((communit$ or outpatient? or post discharg$ or postdischarg$) adj10 rehab$ adj3 (group?
or cohort? or non-cohort? or individual$ or intensive$ or non-intensive$ or multi-disciplin$ or
multidisciplin$ or MDT or MDTs or uni-disciplin$ or unidisciplin$ or speciali$ or non-
speciali$)).ti,ab.

or/126-132

44 and 54

44 and 59

44 and 67

44 and 70

44 and 85

44 and 96

44 and 106

44 and 119

44 and 125

44 and 133

or/134-143

limit 144 to english language

limit 145 to yr="2000 -Current"

LETTER/

EDITORIAL/

NEWS/

exp HISTORICAL ARTICLE/

ANECDOTES AS TOPIC/

COMMENT/

CASE REPORT/

(letter or comment*).1i.

or/147-154

RANDOMIZED CONTROLLED TRIAL/ or random®*.ti,ab.
155 not 156

ANIMALS/ not HUMANS/

exp ANIMALS, LABORATORY/

exp ANIMAL EXPERIMENTATION/

exp MODELS, ANIMAL/

exp RODENTIA/

(rat or rats or mouse or mice).ti.

or/157-163

146 not 164
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1 Databases: Embase; and Embase Classic

2 Date of last search: 03/03/2020

# Searches

1 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
(HOSPITALIZATION/ or HOSPITAL ADMISSION/ or HOSPITALIZED ADOLESCENT/ or
HOSPITALIZED CHILD/ or exp HOSPITAL/ or EMERGENCY HOSPITAL SERVICE/ or exp
INTENSIVE CARE UNIT/ or REHABILITATION CENTER/)

2 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
(hospitali?ed or hospitali?tion? or ((admi$ or stay? or stayed or treat$ or present$) adj5s
(hospital? or unit? or intensive care or ICU? or PICU? or NICU? or department? or centre?
or center?))).ti,ab.

3 ((hospitali?ed or hospitali?ation?) adj10 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$ or accident?)).ti,ab.
4 ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or

ICU? or PICU? or NICU? or department? or centre? or center?) adj5 (injur$ or wound$ or
trauma$ or burn? or burned or fractur$ or accident?)).ti,ab.

(patient? adj5 trauma$).ti,ab.

(patient? adj3 (burn? or burned or fractur$)).ti,ab.

wound$ patient?.ti,ab.

injur$ patient?.ti,ab.

accident$ patient?.ti,ab.

0 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
trauma$.ti.

11 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
trauma$.ab. /freq=2

12 MULTIPLE TRAUMA/

13 TRAUMATOLOGY/

= O 00 ~NO O,

14 (trauma$ adj5 (injur$ or wound$ or burn? or burned or fractur$)).ti,ab.

15 ((complex$ or multiple or critical$) adj3 (injur$ or wound$ or burn? or burned or
fractur$)).ti,ab.

16 (trauma$ adj3 (severe or severely or major or multiple)).ti,ab.

17 ((injur$ or wound$ or burn? or burned or fractur$) adj2 (severe or severely or major or
multiple)).ti,ab.

18 ((physical$ or body or bodily) adj3 (injur$ or wound$ or trauma$ or burn? or burned or

fractur$)).ti,ab.
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19 (acute adj1 (injur$ or trauma$ or wound$ or burn? or burned or fractur$)).ti,ab.
20 (polytrauma? or poly-trauma?).ti,ab.

21 traumatolog$.ti,ab.

22 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD
SYNDROME!/ or BIRTH INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
exp EROSION/ or exp EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE
INJURY/ or IMMUNE MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL
INJURY/ or PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION
INJURY/ or exp RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or
STRANGULATION/ or SURGICAL INJURY/ or exp THERMAL INJURY/ or BITE WOUND/
or exp SURGICAL WOUNDY/))

23 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENT/) and (injur$ or wound? or trauma$ or burn? or burned or fractur$).ti.

24 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (injur$ or wound? or trauma$ or burn? or burned or
fractur$).ab. /freq=2

25 (accident? adj5 (injur$ or wound$ or trauma$ or burn? or burned or fractur$)).ti,ab.

26 (accident? adj3 (serious$ or severe or severely or major)).ti,ab.

27 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENT/) and (HOSPITALIZATION/ or HOSPITAL ADMISSION/ or
HOSPITALIZED ADOLESCENT/ or HOSPITALIZED CHILD/ or exp HOSPITAL/ or
EMERGENCY HOSPITAL SERVICE/ or exp INTENSIVE CARE UNIT/ or
REHABILITATION CENTER/)

28 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (hospitali?ed or hospitali?tion? or ((admi$ or stay? or stayed or
treat$ or present$) adj5 (hospital? or unit? or intensive care or ICU? or PICU? or NICU? or
department? or centre? or center?))).ti,ab.

29 *SPINAL CORD INJURY/ or *SPINAL CORD COMPRESSION/

30 exp *THORAX INJURY/ or *ACUTE LUNG INJURY/ or exp *RIB FRACTURE/

31 exp *NERVE INJURY/

32 exp *AMPUTATION/ or *AMPUTEE/ or *LIMB SALVAGE/

33 ((spinal$ or spine? or chest? or thoracic$ or nerve?) adj3 injur$).ti.

34 ((spinal$ or spine?) adj3 cord? adj3 compress$).ti.

35 ((Flail$ or stove in) adj3 chest?).ti.

36 (rib? adj3 fractur$).ti.

37 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) adj3 plexus adj3
injur$).ti.

38 (amputat$ or amputee?).ti.

39 (limb? adj3 (loss or losing or lost or salvag$ or re-construct$ or reconstruct$)).ti.

40 *HEAD INJURY/

41 (head adj3 injur$).ti.

42 exp *BRAIN INJURY/

43 (brain adj3 injur$).ti.

44 or/1-43

45 exp REHABILITATION/ and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE
SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDISCIPLINARY COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or
COLLABORATIVE CARE TEAM/ or *PATIENT CARE/)

46 rh.fs. and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE SYSTEM/ or
PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or INTERDISCIPLINARY
COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/)

47 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$) adj10 rehab$).ti,ab.

48 ((inter or multi or joint) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or service?
or department$ or profession$) adj10 rehab$).ti,ab.
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49
50
51

52

53

54
55

56

57

58

59
60

61

62

63

64

65
66
67
68
69

70

Searches

((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 rehab$).ti.

((inter or multi or joint) adj3 disciplin$ adj5 rehab$).ti.

((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj10 (collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$)
adj10 rehab$).ti,ab.

((inter or multi or joint) adj3 disciplin$ adj10 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$) adj10
rehab$).ti,ab.

((institution$ or organi?ation$ or sector$ or agenc$ or service? or department$ or
profession$ or disciplin$ or care) adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partnership? or network$ or across) adj5
rehab$).ti,ab.

or/45-53

(*HOSPITAL PATIENT/ or OUTPATIENT/) and (NONBIOLOGICAL MODEL/ or
INTEGRATED HEALTH CARE SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDISCIPLINARY COMMUNICATIONY/ or
MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/ or *PATIENT CARE/)
((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj5 (inpatient? or outpatient?)).ti,ab.

((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj5 (inpatient? or outpatient?)).ti,ab.
((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj5 (inpatient? or outpatient?)).ti,ab.

or/55-58

(AFTERCARE/ or TRANSITION TO ADULT CARE/ or TRANSITIONAL CARE/) and
(NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE SYSTEM/ or PUBLIC
RELATIONS/ or INTERSECTORAL COLLABORATION/ or INTERDISCIPLINARY
COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/
or “PATIENT CARE/)

*PATIENT CARE/ and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE
SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDISCIPLINARY COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or
COLLABORATIVE CARE TEAM/)

((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj10 transition$).ti,ab.

((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj10 transition$).ti,ab.

((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj10 transition$).ti,ab.

((continuity or continuum) adj3 care adj10 transition$).ti,ab.

((continuity or continuum) adj3 care adj10 rehab$).ti,ab.

(case manager? adj10 transition$).ti,ab.

or/60-67

(HEALTH SERVICE/ or CHILD HEALTH CARE/ or COMMUNITY CARE/ or HOME CARE/
or MENTAL HEALTH SERVICE/ or *NURSING/ or exp *HEALTH CARE PERSONNEL/)
and (SOCIAL CARE/ or SOCIAL WORK/ or SOCIAL WORKERY/)

((health$ or NHS or clinical or clinician? or medical or medic? or physician? or consultant?
or nurse? or general practitioner? or GP? or occupational therapist? or OT? or allied health
professional? or AHP? or ((speech or language) adj3 therapist?) or SLT?) adj7 (social$
adj3 (work$ or care or service?)) adj7 (rehab$ or deliver$ or collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or liais$ or connect$ or join$ up
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or inpatient? or outpatient? or transition$ or discharg$ or assess$)).ti,ab.

71 or/69-70

72 *NURSE ADMINISTRATOR/

73 CARE COORDINATOR/

74 exp REHABILITATION/ and (PEDIATRICIANS/ or *GENERAL PRACTITIONERS/ or
*SOCIAL WORKERS/ or “OCCUPATIONAL THERAPISTS/ or SCHOOL TEACHERSY/)

75 (neuronavigator? or neuro-navigator?).ti,ab.

76 (trauma nurse? adj3 (coordinator? or co-ordinator?)).ti,ab.

77 key worker?.ti,ab.

78 (discharge adj3 (coordinator? or co-ordinator?)).ti,ab.

79 community p?ediatrician?.ti,ab.

80 SENCO?.ti,ab.

81 health$ assessor?.ti,ab.

82 (housing adj3 (officer? or staff or team? or service? or liaison or occupational therapist? or
OT or OTs)).ti,ab.

83 ((re-enabl$ or enablement or reabl$ or re-abl$) adj3 (specialist? or team? or
service?)).ti,ab.

84 (rehab$ adj7 (case manager? or consultant? or coordinator? or co-ordinator? or

p?ediatrician? or general practitioner? or GP or GPs or social worker? or occupational
therapist? or OT or OTs or teacher? or community nurse? or district nurse? or SLT or
SLTs)).ti,ab.

85 (rehab$ adj7 (speech or language) adj3 (therapist? or pathologist?)).ti,ab.

86 or/72-85

87 (*PATIENT CARE/ or MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/)
and (COMMUNITY CARE/ or COMMUNITY BASED REHABILITATION/ or COMMUNITY
HEALTH NURSING/)

88 (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE SYSTEM/ or PUBLIC
RELATIONS/ or INTERSECTORAL COLLABORATION/ or INTERDISCIPLINARY
COMMUNICATIONY/) and (COMMUNITY CARE/ or COMMUNITY BASED
REHABILITATION/ or COMMUNITY HEALTH NURSING/)

89 ((specialist or non-specialist or trauma$) adj3 (multi-disciplin$ team? or multidisciplin$
team? or MDT?)).ti,ab.

90 (rehab$ adj10 (multi-disciplin$ team? or multidisciplin$ team? or MDT?)).ti,ab.

91 combined clinic?.ti,ab.

92 cohort? clinic?.ti,ab.

93 (interfac$ adj3 team?).ti,ab.

94 (rehab$ adj10 intermediate care).ti,ab.

95 (rehab$ adj7 communit$ adj5 (team? or service?)).ti,ab.

96 (communit$ adj10 (multi-disciplin$ team? or multidisciplin$ team? or MDT?)).ti,ab.

97 or/87-96

98 HOSPITAL DISCHARGE/ and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH
CARE SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDISCIPLINARY COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or
COLLABORATIVE CARE TEAM/)

99 *HOSPITAL DISCHARGE/ and *PATIENT CARE/

100 (support$ adj3 discharg$).ti,ab.

101 homefirst.ti,ab.

102 (discharg$ adj5 plan$ adj5 (service? or team? or meet$ or consult$)).ti,ab.

103 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj7 discharg$).ti,ab.

104 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj7 discharg$).ti,ab.

105 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj5 discharg$).ti,ab.
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# Searches

106 ((continuity or continuum) adj3 care adj10 discharg$).ti,ab.

107 (case manager? adj10 discharg$).ti,ab.

108 or/98-107

109 SELF CARE/ and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE
SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDISCIPLINARY COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or
COLLABORATIVE CARE TEAM/ or *PATIENT CARE/)

110 SELF CARE/ and SOCIAL SUPPORT/

111 (SOCIAL SUPPORT/ or SOCIAL WELFARE/ or CONSUMER ORGANIZATION/ or NON
PROFIT ORGANIZATION/ or SELF HELP/) and (NONBIOLOGICAL MODEL/ or
INTEGRATED HEALTH CARE SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDISCIPLINARY COMMUNICATION/ or
MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/ or *PATIENT CARE/)

112 (self adj3 manag$ adj5 support$).ti,ab.

113 (rehab$ adj10 (family or families or caregiver? or carer?) adj5 support$).ti,ab.

114 volunt$ organi?ation?.ti,ab.

115 volunt$ sector?.ti,ab.

116 non-government$ organi?ation?.ti,ab.

117 (NGO or NGOs).ti,ab.

118 (charity or charities).ti,ab.

119 (user? adj3 led adj3 organi?ation?).ti,ab.

120 or/109-119

121 *BUDGET/

122 personal$ budget$.ti,ab.

123 disabled facilities grant?.ti,ab.

124 ((pooled or coordinat$ or co-ordinat$ or joint$ or shared) adj3 (budget$ or finance?)).ti,ab.

125 ((budget$ or financ$) adj5 discharg$).ti,ab.

126 or/121-125

127 (special$ adj5 (inreach or in-reach or outreach or out-reach)).ti,ab.

128 (special$ adj3 outpatient?).ti,ab.

129 (rehab$ adj3 prescription?).ti,ab.

130 (follow$ up adj3 (meet$ or consultation?)).ti,ab.

131 (follow up adj3 (care or service?) adj10 rehab$).ti,ab.

132 (aftercare adj10 rehab$).ti,ab.

133 ((communit$ or outpatient? or post discharg$ or postdischarg$) adj10 rehab$ adj3 (group?
or cohort? or non-cohort? or individual$ or intensive$ or non-intensive$ or multi-disciplin$ or
multidisciplin$ or MDT or MDTs or uni-disciplin$ or unidisciplin$ or speciali$ or non-
speciali$)).ti,ab.

134 or/127-133

135 44 and 54

136 44 and 59

137 44 and 68

138 44 and 71

139 44 and 86

140 44 and 97

141 44 and 108

142 44 and 120

143 44 and 126

144 44 and 134

145 or/135-144

146 limit 145 to english language

147 limit 146 to yr="2000 -Current"

148 letter.pt. or LETTER/

149 note.pt.

150 editorial.pt.

151 CASE REPORT/ or CASE STUDY/

152 (letter or comment*).1i.
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# Searches

153 or/148-152

154 RANDOMIZED CONTROLLED TRIAL/ or random®*.ti,ab.
155 153 not 154

156 ANIMAL/ not HUMAN/

157 NONHUMAN/

158 exp ANIMAL EXPERIMENT/
159 exp EXPERIMENTAL ANIMAL/
160 ANIMAL MODEL/

161 exp RODENT/

162 (rat or rats or mouse or mice).ti.
163 or/155-162

164 147 not 163

1 Databases: Cochrane Central Register of Controlled Trials (CCTR); and Cochrane
2 Database of Systematic Reviews (CDSR)

3 Date of last search: 03/03/2020

# Searches

#1 (I[mh "WOUNDS AND INJURIES"] not ([mh ~AASPHYXIA] or [mh A"BATTERED CHILD
SYNDROME"] or [mh "BIRTH INJURIES"] or [mh "BITES AND STINGS"] or [mh
DROWNING] or [mh A"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC
MATERIALS"] or [mh AFROSTBITE] or [mh "HEAT STRESS DISORDERS"] or [mh
"RADIATION INJURIES"] or [mnh ARETROPNEUMOPERITONEUM] or [mh A"SURGICAL
WOUND"]))

#2 (Imh AHOSPITALIZATION] or [mh A"PATIENT ADMISSION"] or [mh A"ADOLESCENT,
HOSPITALIZED"] or [mh A"CHILD, HOSPITALIZED"] or [mh HOSPITALS] or [mh
"EMERGENCY SERVICE, HOSPITAL"] or [mh "INTENSIVE CARE UNITS"] or [mh
NMREHABILITATION CENTERS")

#3 #1 and #2

#4 (hospitalised or hospitalized or hospitalistion* or hospitaliztion* or ((admi* or stay* or stayed
or treat* or present*) near/5 (hospital* or unit* or "intensive care" or ICU* or PICU* or NICU*
or department* or centre* or center®))):ti,ab

#5 #1 and #4

#6 ((hospitalised or hospitalized or hospitalistion* or hospitaliztion*) near/10 (injur* or wound*
or trauma* or burn* or burned or fractur® or accident*)):ti,ab
#7 ((admi* or stay* or stayed or treat* or present®) near/5 (hospital* or unit* or "intensive care"

or ICU* or PICU* or NICU* or department™® or centre* or center*) near/5 (injur* or wound* or
trauma* or burn* or burned or fractur® or accident)):ti,ab

#8 (patient* near/5 trauma®):ti,ab

#9 (patient* near/3 (burn* or burned or fractur®)):ti,ab
#10 "wound* patient*":ti,ab

#11 "injur* patient*":ti,ab

#12 "accident* patient*":ti,ab

#13 trauma*:ti,ab

#14 #1 and #13

#15 [mh "MULTIPLE TRAUMA"]

#16 [mh ATRAUMATOLOGY]

#17 (trauma* near/5 (injur* or wound* or burn* or burned or fractur*)):ti,ab

#18 ((complex* or multiple or critical*) near/3 (injur* or wound* or burn* or burned or
fractur®)):ti,ab

#19 (trauma* near/3 (severe or severely or major or multiple)):ti,ab

#20 ((injur* or wound* or burn* or burned or fractur*) near/2 (severe or severely or major or
multiple)):ti,ab

#21 ((physical* or body or bodily) near/3 (injur* or wound* or trauma* or burn* or burned or
fractur®)):ti,ab

#22 (acute near/1 (injur* or trauma* or wound* or burn* or burned or fractur*)):ti,ab

#23 (polytrauma* or poly-trauma*):ti,ab
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#
#24
#25

#26
#27
#28
#29
#30
#31
#32

#33
#34
#35
#36
#37

#38
#39
#40
#41
#42

#43
#44
#45
#46
HAT
#48
#49

#50

#51
#52

#53
#54

#55

#56
#57
#58

Searches

traumatolog*:ti,ab

(Imh ~ACCIDENTS] or [mh A"ACCIDENTAL FALLS"] or [mh A"ACCIDENTS, HOME"] or
[mh A"ACCIDENTS, OCCUPATIONAL"] or [mh A"ACCIDENTS, TRAFFIC"])

#1 and #25

(injur* or wound* or trauma* or burn* or burned or fractur*):ti,ab

#25 and #27

(accident* near/5 (injur* or wound* or trauma* or burn* or burned or fractur*)):ti,ab
(accident* near/3 (serious* or severe or severely or major)):ti,ab

#2 and #25

(hospitalised or hospitalized or hospitalistion* or hospitaliztion* or ((admi* or stay* or stayed
or treat* or present*) near/5 (hospital* or unit* or intensive care or ICU* or PICU* or NICU*
or department* or centre* or center*))):ti,ab

#25 and #32

[mh A"SPINAL CORD INJURIES"] or [mh A"SPINAL CORD COMPRESSION"]

[mh "THORACIC INJURIES"] or [mh A"ACUTE LUNG INJURY"]

[mh A"PERIPHERAL NERVE INJURIES"] or [mh "CRANIAL NERVE INJURIES"]

[mh AMPUTATION] or [mh A"AMPUTATION, TRAUMATIC"] or [mh AAMPUTEES] or [mh
AMAMPUTATION STUMPS"] or [mh A"LIMB SALVAGE"]

((spinal* or spine* or chest* or thoracic* or nerve*) near/3 injur*):ti

((spinal* or spine*) near/3 cord* near/3 compress*):ti

((Flail* or stove in) near/3 chest*):ti

(rib* near/3 fractur®):ti

((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) near/3 plexus near/3
injur®):ti

(amputat* or amputee®):ti

(limb* near/3 (loss or losing or lost or salvag* or re-construct® or reconstruct*)):ti

[mh A"HEAD INJURIES, CLOSED"] or [mh A"HEAD INJURIES, PENETRATING"]

(head near/3 injur*):ti

[mh "BRAIN INJURIES"]

(brain near/3 injur*):ti

#3 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #14 or #15 or #16 or #17 or #18 or
#19 or #20 or #21 or #22 or #23 or #24 or #26 or #28 or #29 or #30 or #31 or #33 or #34 or
#35 or #36 or #37 or #38 or #39 or #40 or #41 or #42 or #43 or #44 or #45 or #46 or #47 or
#48

[mh REHABILITATION] and ([mh ~"MODELS, ORGANIZATIONAL"] or [mh A"DELIVERY
OF HEALTH CARE, INTEGRATED"] or [mh A" INTERINSTITUTIONAL RELATIONS"] or
[mh A" INTERSECTORAL COLLABORATION"] or [mh A"INTERDEPARTMENTAL
RELATIONS"] or [mh A"INTERPROFESSIONAL RELATIONS"] or [mh
A'INTERDISCIPLINARY COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT CARE"]
or [mh A"PATIENT CARE TEAM"))

MeSH descriptor: [] explode all trees and with qualifier(s): [rehabilitation - RH]

(Imh ""MODELS, ORGANIZATIONAL"] or [mh A"DELIVERY OF HEALTH CARE,
INTEGRATED"] or [mh A"INTERINSTITUTIONAL RELATIONS"] or [mh
NINTERSECTORAL COLLABORATION"] or [mh A"INTERDEPARTMENTAL RELATIONS"]
or [mh A"'INTERPROFESSIONAL RELATIONS"] or [mh A"INTERDISCIPLINARY
COMMUNICATION"])

#51 and #52

((interinstitution* or multiinstitution™ or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
jointorganization™ or intersector* or multisector® or jointsector” or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment® or
multidepartment* or jointdepartment® or interprofession* or multiprofession* or
jointprofession*) near/10 rehab*):ti,ab

((inter or multi or joint) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department* or profession*) near/10 rehab*):ti,ab

((interdisciplin* or multidisciplin* or jointdisciplin*) near/5 rehab*):ti

((inter or multi or joint) near/3 disciplin* near/5 rehab*):ti

((interdisciplin* or multidisciplin* or jointdisciplin*) near/10 (collaborat* or coordinat* or co-
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# Searches
ordinat* or cooperat® or co-operat* or integrat* or partner* or network* or communicat*)
near/10 rehab*):ti,ab

#59 ((inter or multi or joint) near/3 disciplin* near/10 (collaborat* or coordinat* or co-ordinat* or
cooperat* or co-operat* or integrat® or partner* or network* or communicat*) near/10
rehab*):ti,ab

#60 ((institution* or organisation* or organization* or sector* or agenc* or service* or
department* or profession* or disciplin* or care) near/5 (collaborat* or coordinat* or co-
ordinat* or cooperat® or co-operat* or integrat* or partnership* or network* or across) near/5
rehab*):ti,ab

#61 #50 or #53 or #54 or #55 or #56 or #57 or #58 or #59 or #60

#62 (Imh AINPATIENTS] or [mh AOUTPATIENTS]) and ([mh ~"MODELS, ORGANIZATIONAL"]
or [mh A"DELIVERY OF HEALTH CARE, INTEGRATED"] or [mh A"INTERINSTITUTIONAL
RELATIONS"] or [mh A"INTERSECTORAL COLLABORATION"] or [mh
NMINTERDEPARTMENTAL RELATIONS"] or [mh A"INTERPROFESSIONAL RELATIONS"]
or [mh A"'INTERDISCIPLINARY COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT
CARE"] or [mh A"PATIENT CARE TEAM"])

#63 ((interinstitution* or multiinstitution* or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
jointorganization™ or intersector* or multisector* or jointsector* or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment* or
multidepartment* or jointdepartment* or interprofession* or multiprofession* or
jointprofession* or interdisciplin® or multidisciplin* or jointdisciplin*) near/7 (inpatient* or
outpatient®)):ti,ab

#64 ((inter* or multi* or joint*) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department® or profession* or disciplin*) near/7 (inpatient* or
outpatient®)):ti,ab

#65 ((collaborat* or coordinat® or co-ordinat* or cooperat* or co-operat* or integrat® or partner®
or liais* or connect® or "join* up") near/7 (inpatient* or outpatient*)):ti,ab

#66 #62 or #63 or #64 or #65

#67 [mh A"CONTINUITY OF PATIENT CARE"] and ([mh A"MODELS, ORGANIZATIONAL"] or
[mh A”"DELIVERY OF HEALTH CARE, INTEGRATED"] or [mh AM"INTERINSTITUTIONAL
RELATIONS"] or [mh A"INTERSECTORAL COLLABORATION"] or [mh
NINTERDEPARTMENTAL RELATIONS"] or [mh A"'INTERPROFESSIONAL RELATIONS"]
or [mh A"INTERDISCIPLINARY COMMUNICATION"] or [mh A"PATIENT CARE TEAM"])

#68 ((interinstitution* or multiinstitution™ or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
jointorganization* or intersector* or multisector* or jointsector* or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment* or
multidepartment* or jointdepartment* or interprofession* or multiprofession* or
jointprofession* or interdisciplin* or multidisciplin* or jointdisciplin*) near/10 transition*):ti,ab

#69 ((inter* or multi* or joint*) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department* or profession* or disciplin*) near/10 transition*):ti,ab

#70 ((collaborat* or coordinat® or co-ordinat* or cooperat* or co-operat* or integrat* or partner®
or liais* or connect* or "join* up") near/10 transition*):ti,ab

#71 ((continuity or continuum) near/3 care near/10 transition*):ti,ab

#72 ((continuity or continuum) near/3 care near/10 rehab*):ti,ab

#73 ("case manager*" near/10 transition*):ti,ab

#74 #67 or #68 or #69 or #70 or #71 or #72 or #73

#75 (Imh A"HEALTH SERVICES"] or [mh A"CHILD HEALTH SERVICES"] or [mh
AADOLESCENT HEALTH SERVICES"] or [mh A"COMMUNITY HEALTH SERVICES"] or
[mh A"HOME CARE SERVICES"] or [mh A"HEALTH SERVICES FOR PEOPLE WITH
DISABILITIES"] or [mh A"MENTAL HEALTH SERVICES"] or [mh ~"NURSING SERVICES"]
or [mh "HEALTH PERSONNEL"]) and ([mh "SOCIAL WORK"] or [mh A"SOCIAL WORK,
PSYCHIATRIC"] or [mh A"SOCIAL WORKERS"])

#76 ((health* or NHS or clinical or clinician* or medical or medic* or physician* or consultant* or
nurse* or "general practitioner*" or GP OR GPs or "occupational therapist* or OT or OTs or
"allied health professional*" or AHP* or ((speech or language) near/3 therapist*) or SLT*)
near/10 (social* near/3 (work* or care or service*)) near/10 (rehab* or deliver* or collaborat*
or coordinat® or co-ordinat* or cooperat* or co-operat® or integrat* or partner* or liais* or
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# Searches
connect” or "join* up" or inpatient* or outpatient* or transition* or discharg* or assess*)):ti,ab

#17 #75 or #76

#78 [mh A"NURSE ADMINISTRATORS"]

#79 [mh A"CASE MANAGERS"]

#80 [mh REHABILITATION] and ([mh ACONSULTANTS] or [mh APEDIATRICIANS] or [mh
AGENERAL PRACTITIONERS"] or [mh A"SOCIAL WORKERS"] or [mh
A"OCCUPATIONAL THERAPISTS"] or [mh A"SCHOOL TEACHERS"] or [mh A"NURSES,
COMMUNITY HEALTH")

#81 (neuronavigator* or neuro-navigator*):ti,ab

#82 ("trauma nurse*" near/3 (coordinator® or co-ordinator*)):ti,ab

#83 "key worker*":ti,ab

#84 (discharge near/3 (coordinator* or co-ordinator*)):ti,ab

#85 ("community paediatrician*" or "community pediatrician*"):ti,ab

#86 SENCO*:ti,ab

#87 "health* assessor*":ti,ab

#88 (housing near/3 (officer* or staff or team™* or service* or liaison or "occupational therapist*"
or OT or OTs)):ti,ab

#89 ((re-enabl* or enablement or reabl* or re-abl*) near/3 (specialist* or team* or service*)):ti,ab

#90 (rehab* near/10 ("case manager*" or consultant* or coordinator* or co-ordinator* or
p*ediatrician* or "general practitioner*" or GP or GPs or "social worker*" or "occupational
therapist* or OT or OTs or teacher* or "community nurse*" or "district nurse*" or SLT or
SLTs)):ti,ab

#91 (rehab* near/10 (speech or language) near/3 (therapist* or pathologist*)):ti,ab

#92 #78 or #79 or #80 or #81 or #82 or #83 or #84 or #85 or #86 or #87 or #88 or #89 or #90 or
#91

#93 [mh A"PATIENT CARE TEAM"] and ([mh A"COMMUNITY HEALTH SERVICES"] or [mh
A"COMMUNITY HEALTH NURSING"] or [mh A"COMMUNITY MENTAL HEALTH
SERVICES"] or [mh A"COMMUNITY PHARMACY SERVICES"])

#94 (Imh A"MODELS, ORGANIZATIONAL"] or [mh A"DELIVERY OF HEALTH CARE,
INTEGRATED"] or [mh A"'INTERINSTITUTIONAL RELATIONS"] or [mh
NINTERSECTORAL COLLABORATION"] or [mh A"INTERDEPARTMENTAL RELATIONS"]
or [mh A"'INTERPROFESSIONAL RELATIONS"] or [mh A"INTERDISCIPLINARY
COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT CARE"] or [mh A"PATIENT
CARE TEAM"]) and ([mh A"COMMUNITY HEALTH SERVICES"] or [mh A"COMMUNITY
HEALTH NURSING"] or [mh A"COMMUNITY MENTAL HEALTH SERVICES"] or [mh
A"COMMUNITY PHARMACY SERVICES"])

#95 ((specialist or non-specialist or trauma*) near/3 ("multi-disciplin* team*" or "multidisciplin®
team*" or MDT or MDTs)):ti,ab

#96 (rehab* near/10 ("multi-disciplin* team*" or "multidisciplin* team*" or MDT or MDTs)):ti,ab

#97 "combined clinic*":ti,ab

#98 "cohort* clinic*":ti,ab

#99 (interfac* near/3 team™*):ti,ab

#100 (rehab* near/10 "intermediate care"):ti,ab

#101  (rehab* near/10 communit* near/5 (team* or service*)):ti,ab

#102  (communit* near/10 ("multi-disciplin* team*" or "multidisciplin* team™*" or MDT or
MDTs)):ti,ab

#103  #93 or #94 or #95 or #96 or #97 or #98 or #99 or #100 or #101 or #102

#104 [mh AMPATIENT DISCHARGE"] and ([mh A"MODELS, ORGANIZATIONAL"] or [mh
NDELIVERY OF HEALTH CARE, INTEGRATED"] or [mh A"'INTERINSTITUTIONAL
RELATIONS"] or [mh A"INTERSECTORAL COLLABORATION"] or [mh
AINTERDEPARTMENTAL RELATIONS"] or [mh A"'INTERPROFESSIONAL RELATIONS"]
or [mh A"INTERDISCIPLINARY COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT
CARE"] or [mh A"PATIENT CARE TEAM"))

#105  (support* near/3 discharg*):ti,ab

#106 homefirst:ti,ab

#107  (discharg® near/5 plan* near/5 (service* or team* or meet* or consult*)):ti,ab

#108  ((interinstitution* or multiinstitution* or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
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# Searches
jointorganization* or intersector* or multisector* or jointsector* or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment* or
multidepartment* or jointdepartment* or interprofession* or multiprofession* or
jointprofession* or interdisciplin® or multidisciplin® or jointdisciplin*) near/10 discharg*):ti,ab

#109  ((inter* or multi* or joint*) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department® or profession* or disciplin®) near/10 discharg*):ti,ab

#110  ((collaborat* or coordinat® or co-ordinat* or cooperat* or co-operat* or integrat® or partner®
or liais* or connect* or "join* up") near/5 discharg*):ti,ab

#111  ((continuity or continuum) near/3 care near/10 discharg*):ti,ab

#112  ("case manager*" near/10 discharg®):ti,ab

#113  #104 or #105 or #106 or #107 or #108 or #109 or #110 or #111 or #112

#114  [mh AM"SELF-MANAGEMENT"]

#115 [mh A"SELF CARE"] and ([mh A"MODELS, ORGANIZATIONAL"] or [mh A"DELIVERY OF
HEALTH CARE, INTEGRATED"] or [mh A"'INTERINSTITUTIONAL RELATIONS"] or [mh
NINTERSECTORAL COLLABORATION"] or [mh A"INTERDEPARTMENTAL RELATIONS"]
or [mh A"'INTERPROFESSIONAL RELATIONS"] or [mh A"INTERDISCIPLINARY
COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT CARE"] or [mh A"PATIENT
CARE TEAM"])

#116  [mh A"SELF CARE"] and [mh A"SOCIAL SUPPORT"]

#117  ([mh A"SOCIAL SUPPORT"] or [mh ACHARITIES] or [mh A""CONSUMER
ORGANIZATIONS"] or [mh A"ORGANIZATIONS, NONPROFIT"] or [mh A"VOLUNTARY
HEALTH AGENCIES"] or [mh A"SELF-HELP GROUPS"]) and ([mh A"MODELS,
ORGANIZATIONAL"] or [mh A"DELIVERY OF HEALTH CARE, INTEGRATED"] or [mh
AINTERINSTITUTIONAL RELATIONS"] or [mh A" INTERSECTORAL COLLABORATION"]
or [mh A"INTERDEPARTMENTAL RELATIONS"] or [mh A"INTERPROFESSIONAL
RELATIONS"] or [mh A"INTERDISCIPLINARY COMMUNICATION"] or [mh A"CONTINUITY
OF PATIENT CARE"] or [mh A"PATIENT CARE TEAM"])

#118  (self near/3 manag* near/5 support*):ti,ab

#119  (rehab* near/10 (family or families or caregiver® or carer*) near/5 support*):ti,ab

#120  ("volunt* organisation*" or "volunt* organization*"):ti,ab

#121  "volunt* sector*":ti,ab

#122  ("non-government* organisation*" or "non-government* organization*"):ti,ab

#123 (NGO or NGOs):ti,ab

#124  (charity or charities):ti,ab

#125  (user” near/3 led near/3 (organisation* or organization*)):ti,ab

#126  #114 or #115 or #116 or #117 or #118 or #119 or #120 or #121 or #122 or #123 or #124 or
#125

#127 [mh A"BUDGETS"]

#128 "personal* budget*":ti,ab

#129 "disabled facilities grant*":ti,ab

#130 ((pooled or coordinat* or co-ordinat* or joint* or shared) near/3 (budget* or finance*)):ti,ab

#131  ((budget* or financ*) near/5 discharg*):ti,ab

#132  #127 or #128 or #129 or #130 or #131

#133  (special® near/5 (inreach or in-reach or outreach or out-reach)):ti,ab

#134  (special* near/3 outpatient®):ti,ab

#135 (rehab* near/3 prescription*):ti,ab

#136  ("follow™ up" near/3 (meet* or consultation®)):ti,ab

#137  (“follow up" near/3 (care or service*) near/10 rehab*):ti,ab

#138 (aftercare near/10 rehab*):ti,ab

#139  ((communit* or outpatient* or "post discharg* or postdischarg®) near/10 rehab* near/3
(group* or cohort* or non-cohort* or individual* or intensive* or non-intensive* or "multi-
disciplin® or multidisciplin® or MDT or MDTs or uni-disciplin® or unidisciplin* or speciali* or
non-speciali*)):ti,ab

#140 #133 or #134 or #135 or #136 or #137 or #138 or #139

#141  #49 and #61

#142  #49 and #66

#143  #49 and #74

#144  #49 and #77

*N
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#

#145
#146
#147
#148
#149
#150
#151
#152

#153

Searches

#49 and #92

#49 and #103

#49 and #113

#49 and #126

#49 and #132

#49 and #140

#141 or #142 or #143 or #144 or #145 or #146 or #147 or #148 or #149 or #150
#141 or #142 or #143 or #144 or #145 or #146 or #147 or #148 or #149 or #150 with
Cochrane Library publication date Between Jan 2000 and Mar 2020, in Cochrane Reviews
#141 or #142 or #143 or #144 or #145 or #146 or #147 or #148 or #149 or #150 with
Publication Year from 2000 to 2020, in Trials

1 Health economics literature search strategies

OO WDN

Please note that this search was a combined search for the adult and children and young
people evidence reviews covering this question AND evidence review D.1 (What are the best
methods to coordinate rehabilitation services for people with complex rehabilitation needs
after traumatic injury whilst they are an inpatient, including when transferring between
inpatient settings?).

7 Databases: Medline; Medline EPub Ahead of Print; and Medline In-Process &
8 Other Non-Indexed Citations

9 Date of last search: 18/03/2020

O Ooo~NO O WN - H

23

Searches

ECONOMICS/

VALUE OF LIFE/

exp "COSTS AND COST ANALYSIS"/

exp ECONOMICS, HOSPITAL/

exp ECONOMICS, MEDICAL/

exp RESOURCE ALLOCATION/

ECONOMICS, NURSING/

ECONOMICS, PHARMACEUTICAL/

exp "FEES AND CHARGES"/

exp BUDGETS/

budget®*.ti,ab.

cost*.ti,ab.

(economic* or pharmaco?economic*).ti,ab.

(price* or pricing®).ti,ab.

(financ* or fee or fees or expenditure* or saving®).ti,ab.

(value adj2 (money or monetary)).ti,ab.

resourc* allocat™.ti,ab.

(fund or funds or funding* or funded).ti,ab.

(ration or rations or rationing* or rationed).ti,ab.

ec.fs.

or/1-20

(exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY/)) and (HOSPITALIZATION/ or
PATIENT ADMISSION/ or ADOLESCENT, HOSPITALIZED/ or CHILD, HOSPITALIZED/ or
exp HOSPITALS/ or exp EMERGENCY SERVICE, HOSPITAL/ or exp INTENSIVE CARE
UNITS/ or REHABILITATION CENTERSY/)

(exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to
outpatient settings DRAFT (July 2021)

125



DRAFT FOR CONSULTATION
Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after
traumatic injury

# Searches
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY)) and (hospitali?ed or
hospitali?tion? or ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit?
or intensive care or ICU? or PICU? or NICU? or department? or centre? or center?))).ti,ab.

24 ((hospitali?ed or hospitali?ation?) adj10 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$ or accident?)).ti,ab.
25 ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or

ICU? or PICU? or NICU? or department? or centre? or center?) adj5 (injur$ or wound$ or
trauma$ or burn? or burned or fractur$ or accident?)).ti,ab.

26 (patient? adj5 trauma$).ti,ab.

27 (patient? adj3 (burn? or burned or fractur$)).ti,ab.

28 wound$ patient?.ti,ab.

29 injur$ patient?.ti,ab.

30 accident$ patient?.ti,ab.

31 (exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY/)) and trauma$.ti.

32 (exp "WOUNDS AND INJURIES"/ not (ASPHYXIA/ or BATTERED CHILD SYNDROME/ or
exp BIRTH INJURIES/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC MATERIALS"/ or exp
FROSTBITE/ or exp HEAT STRESS DISORDERS/ or exp RADIATION INJURIES/ or
RETROPNEUMOPERITONEUM/ or SURGICAL WOUNDY/)) and trauma$.ab. /freq=2

33 exp MULTIPLE TRAUMA/

34 TRAUMATOLOGY/

35 (trauma$ adj5 (injur$ or wound$ or burn? or burned or fractur$)).ti,ab.

36 ((complex$ or multiple or critical$) adj3 (injur$ or wound$ or burn? or burned or
fractur$)).ti,ab.

37 (trauma$ adj3 (severe or severely or major or multiple)).ti,ab.

38 ((injur$ or wound$ or burn? or burned or fractur$) adj2 (severe or severely or major or
multiple)).ti,ab.

39 ((physical$ or body or bodily) adj3 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$)).ti,ab.

40 (acute adj1 (injur$ or trauma$ or wound$ or burn? or burned or fractur$)).ti,ab.

41 (polytrauma? or poly-trauma?).ti,ab.

42 traumatolog$.ti,ab.

43 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (exp *"WOUNDS AND INJURIES"/ not
(ASPHYXIA/ or BATTERED CHILD SYNDROME!/ or exp BIRTH INJURIES/ or exp "BITES
AND STINGS"/ or exp DROWNING/ or "EXTRAVASATION OF DIAGNOSTIC AND
THERAPEUTIC MATERIALS"/ or exp FROSTBITE/ or exp HEAT STRESS DISORDERS/
or exp RADIATION INJURIES/ or RETROPNEUMOPERITONEUM/ or SURGICAL
WOUNDY))

44 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (injur$ or wound? or trauma$ or burn?
or burned or fractur$).ti.

45 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (injur$ or wound? or trauma$ or burn?
or burned or fractur$).ab. /freq=2

46 (accident? adj5 (injur$ or wound$ or trauma$ or burn? or burned or fractur$)).ti,ab.

47 (accident? adj3 (serious$ or severe or severely or major)).ti,ab.

48 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (HOSPITALIZATION/ or PATIENT
ADMISSION/ or ADOLESCENT, HOSPITALIZED/ or CHILD, HOSPITALIZED/ or exp
HOSPITALS/ or exp EMERGENCY SERVICE, HOSPITAL/ or exp INTENSIVE CARE
UNITS/ or REHABILITATION CENTERSY/)

49 (ACCIDENTS/ or ACCIDENTAL FALLS/ or ACCIDENTS, HOME/ or ACCIDENTS,
OCCUPATIONAL/ or ACCIDENTS, TRAFFIC/) and (hospitali?ed or hospitali?tion? or
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((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or
ICU? or PICU? or NICU? or department? or centre? or center?))).ti,ab.

50 *SPINAL CORD INJURIES/ or *SPINAL CORD COMPRESSION/

51 exp *THORACIC INJURIES/ or *ACUTE LUNG INJURY/

52 *PERIPHERAL NERVE INJURIES/ or exp *CRANIAL NERVE INJURIES/

53 exp *AMPUTATION/ or *AMPUTATION, TRAUMATIC/ or *AMPUTEES/ or *AMPUTATION
STUMPS/ or *LIMB SALVAGE/

54 ((spinal$ or spine? or chest? or thoracic$ or nerve?) adj3 injur$).ti.

55 ((spinal$ or spine?) adj3 cord? adj3 compress$).ti.

56 ((Flail$ or stove in) adj3 chest?).ti.

57 (rib? adj3 fractur$).ti.

58 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) adj3 plexus adj3
injur$).ti.

59 (amputat$ or amputee?).ti.

60 (limb? adj3 (loss or losing or lost or salvag$ or re-construct$ or reconstruct$)).ti.

61 *HEAD INJURIES, CLOSED/ or *HEAD INJURIES, PENETRATING/

62 (head adj3 injur$).ti.

63 exp *BRAIN INJURIES/

64 (brain adj3 injur$).ti.

65 or/22-64

66 exp REHABILITATION/ and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH
CARE, INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF
PATIENT CARE"/ or *PATIENT CARE TEAM/)

67 rh.fs. and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH CARE,
INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATIONY/)

68 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$) adj10 rehab$).ti,ab.

69 ((inter or multi or joint) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or service?
or department$ or profession$) adj10 rehab$).ti,ab.

70 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 rehab$).ti.

71 ((inter or multi or joint) adj3 disciplin$ adj5 rehab$).ti.

72 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj10 (collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$)
adj10 rehab$).ti,ab.

73 ((inter or multi or joint) adj3 disciplin$ adj10 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$) adj10
rehab$).ti,ab.

74 ((institution$ or organi?ation$ or sector$ or agenc$ or service? or department$ or
profession$ or disciplin$ or care) adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partnership? or network$ or across) adj5
rehab$).ti,ab.

75 or/66-74

76 (INPATIENTS/ or OUTPATIENTS/) and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF
HEALTH CARE, INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or
INTERSECTORAL COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or
INTERPROFESSIONAL RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or
"CONTINUITY OF PATIENT CARE"/ or PATIENT CARE TEAM/)

77 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
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ad;j7 (inpatient? or outpatient?)).ti,ab.
78 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj7 (inpatient? or outpatient?)).ti,ab.
79 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or

partner$ or liais$ or connect$ or join$ up) adj7 (inpatient? or outpatient?)).ti,ab.

80 or/76-79

81 ("CONTINUITY OF PATIENT CARE"/ or AFTERCARE/ or TRANSITION TO ADULT CARE/
or TRANSITIONAL CARE/) and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF
HEALTH CARE, INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or
INTERSECTORAL COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or
INTERPROFESSIONAL RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or
PATIENT CARE TEAM/)

82 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj10 transition$).ti,ab.

83 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj10 transition$).ti,ab.

84 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj10 transition$).ti,ab.

85 ((continuity or continuum) adj3 care adj10 transition$).ti,ab.

86 ((continuity or continuum) adj3 care adj10 rehab$).ti,ab.

87 (case manager? adj10 transition$).ti,ab.

88 or/81-87

89 (HEALTH SERVICES/ or CHILD HEALTH SERVICES/ or ADOLESCENT HEALTH
SERVICES/ or COMMUNITY HEALTH SERVICES/ or HOME CARE SERVICES/ or
HEALTH SERVICES FOR PEOPLE WITH DISABILITIES/ or MENTAL HEALTH
SERVICES/ or NURSING SERVICES/ or exp HEALTH PERSONNEL/) and (exp SOCIAL
WORK!/ or SOCIAL WORK, PSYCHIATRIC/ or SOCIAL WORKERSY/)

90 ((health$ or NHS or clinical or clinician? or medical or medic? or physician? or consultant?
or nurse? or general practitioner? or GP? or occupational therapist? or OT? or allied health
professional? or AHP? or ((speech or language) adj3 therapist?) or SLT?) adj10 (social$
adj3 (work$ or care or service?)) adj10 (rehab$ or deliver$ or collaborat$ or coordinat$ or
co-ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or liais$ or connect$ or join$
up or inpatient? or outpatient? or transition$ or discharg$ or assess$)).ti,ab.

91 or/89-90

92 *NURSE ADMINISTRATORS/

93 CASE MANAGERS/

94 exp REHABILITATION/ and (CONSULTANTS/ or PEDIATRICIANS/ or GENERAL
PRACTITIONERS/ or SOCIAL WORKERS/ or OCCUPATIONAL THERAPISTS/ or
SCHOOL TEACHERS/ or NURSES, COMMUNITY HEALTHY/)

95 (neuronavigator? or neuro-navigator?).ti,ab.

96 (trauma nurse? adj3 (coordinator? or co-ordinator?)).ti,ab.
97 key worker?.ti,ab.

98 (discharge adj3 (coordinator? or co-ordinator?)).ti,ab.

99 community p?ediatrician?.ti,ab.

100 SENCO?.ti,ab.

101 health$ assessor?.ti,ab.

102 (housing adj3 (officer? or staff or team? or service? or liaison or occupational therapist? or
OT or OTs)).ti,ab.

103 ((re-enabl$ or enablement or reabl$ or re-abl$) adj3 (specialist? or team? or
service?)).ti,ab.

104 (rehab$ adj10 (case manager? or consultant? or coordinator? or co-ordinator? or
p?ediatrician? or general practitioner? or GP or GPs or social worker? or occupational
therapist? or OT or OTs or teacher? or community nurse? or district nurse? or SLT or
SLTs)).ti,ab.

105 (rehab$ adj10 (speech or language) adj3 (therapist? or pathologist?)).ti,ab.
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106 or/92-105

107 PATIENT CARE TEAM/ and (COMMUNITY HEALTH SERVICES/ or COMMUNITY
HEALTH NURSING/ or COMMUNITY MENTAL HEALTH SERVICES/ or COMMUNITY
PHARMACY SERVICES/)

108 (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH CARE, INTEGRATED"/ or
INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL RELATIONS/ or
INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF PATIENT CARE"/) and
(COMMUNITY HEALTH SERVICES/ or COMMUNITY HEALTH NURSING/ or
COMMUNITY MENTAL HEALTH SERVICES/ or COMMUNITY PHARMACY SERVICES/)

109 ((specialist or non-specialist or trauma$) adj3 (multi-disciplin$ team? or multidisciplin$
team? or MDT?)).ti,ab.

110 (rehab$ adj10 (multi-disciplin$ team? or multidisciplin$ team? or MDT?)).ti,ab.

111 combined clinic?.ti,ab.

112 cohort? clinic?.ti,ab.

113 (interfac$ adj3 team?).ti,ab.

114 (rehab$ adj10 intermediate care).ti,ab.

115 (rehab$ adj10 communit$ adj5 (team? or service?)).ti,ab.

116 (communit$ adj10 (multi-disciplin$ team? or multidisciplin$ team? or MDT?)).ti,ab.

117 or/107-116

118 PATIENT DISCHARGE/ and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH
CARE, INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF
PATIENT CARE"/ or PATIENT CARE TEAM/)

119 (support$ adj3 discharg$).ti,ab.

120 homefirst.ti,ab.

121 (discharg$ adj5 plan$ adj5 (service? or team? or meet$ or consult$)).ti,ab.

122 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj10 discharg$).ti,ab.

123 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj10 discharg$).ti,ab.

124 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj5 discharg$).ti,ab.

125 ((continuity or continuum) adj3 care adj10 discharg$).ti,ab.

126 (case manager? adj10 discharg$).ti,ab.

127 or/118-126

128 SELF-MANAGEMENT/

129 SELF CARE/ and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH CARE,
INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF
PATIENT CARE"/ or PATIENT CARE TEAM/)

130 SELF CARE/ and SOCIAL SUPPORT/

131 (SOCIAL SUPPORT/ or CHARITIES/ or CONSUMER ORGANIZATIONS/ or
ORGANIZATIONS, NONPROFIT/ or VOLUNTARY HEALTH AGENCIES/ or SELF-HELP
GROUPS/) and (MODELS, ORGANIZATIONAL/ or "DELIVERY OF HEALTH CARE,
INTEGRATED"/ or INTERINSTITUTIONAL RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDEPARTMENTAL RELATIONS/ or INTERPROFESSIONAL
RELATIONS/ or INTERDISCIPLINARY COMMUNICATION/ or "CONTINUITY OF
PATIENT CARE"/ or PATIENT CARE TEAMS/)

132 (self adj3 manag$ adj5 support$).ti,ab.

133 (rehab$ adj10 (family or families or caregiver? or carer?) adj5 support$).ti,ab.

134 volunt$ organi?ation?.ti,ab.

135 volunt$ sector?.ti,ab.
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136
137
138
139
140
141
142
143
144
145
146
147
148
149
150
151
152
153

154
155
156
157
158
159
160
161
162
163
164
165
166
167
168
169
170
171
172
173
174
175
176
177
178
179
180
181
182
183
184
185
186
187

Searches

non-government$ organi?ation?.ti,ab.

(NGO or NGOs).ti,ab.

(charity or charities).ti,ab.

(user? adj3 led adj3 organi?ation?).ti,ab.

or/128-139

*BUDGETS/

personal$ budget$.ti,ab.

disabled facilities grant?.ti,ab.

((pooled or coordinat$ or co-ordinat$ or joint$ or shared) adj3 (budget$ or finance?)).ti,ab.
((budget$ or financ$) adj5 discharg$).ti,ab.

or/141-145

(special$ adj5 (inreach or in-reach or outreach or out-reach)).ti,ab.
(special$ adj3 outpatient?).ti,ab.

(rehab$ adj3 prescription?).ti,ab.

(follow$ up adj3 (meet$ or consultation?)).ti,ab.

(follow up adj3 (care or service?) adj10 rehab$).ti,ab.
(aftercare adj10 rehab$).ti,ab.

((communit$ or outpatient? or post discharg$ or postdischarg$) adj10 rehab$ adj3 (group?
or cohort? or non-cohort? or individual$ or intensive$ or non-intensive$ or multi-disciplin$ or
multidisciplin$ or MDT or MDTs or uni-disciplin$ or unidisciplin$ or speciali$ or non-
speciali$)).ti,ab.

or/147-153

65 and 75

65 and 80

65 and 88

65 and 91

65 and 106

65 and 117

65 and 127

65 and 140

65 and 146

65 and 154

or/155-164

limit 165 to english language

limit 166 to yr="2000 -Current"

LETTER/

EDITORIAL/

NEWS/

exp HISTORICAL ARTICLE/

ANECDOTES AS TOPIC/

COMMENT/

CASE REPORT/

(letter or comment*).1i.

or/168-175

RANDOMIZED CONTROLLED TRIAL/ or random®*.ti,ab.
176 not 177

ANIMALS/ not HUMANS/

exp ANIMALS, LABORATORY/

exp ANIMAL EXPERIMENTATION/

exp MODELS, ANIMAL/

exp RODENTIA/

(rat or rats or mouse or mice).ti.

or/178-184

167 not 185

21 and 186
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1 Databases: Embase; and Embase Classic

2 Date of last search: 18/03/2020

# Searches

1 HEALTH ECONOMICS/

2 exp ECONOMIC EVALUATION/

3 exp HEALTH CARE COST/

4 exp FEE/

5 BUDGET/

6 FUNDING/

7 RESOURCE ALLOCATION/

8 budget*.ti,ab.

9 cost*.ti,ab.

10 (economic* or pharmaco?economic®).ti,ab.

11 (price* or pricing*).ti,ab.

12 (financ* or fee or fees or expenditure* or saving®).ti,ab.
13 (value adj2 (money or monetary)).ti,ab.

14 resourc* allocat™.ti,ab.

15 (fund or funds or funding* or funded).ti,ab.

16 (ration or rations or rationing* or rationed).ti,ab.
17 or/1-16

18 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
(HOSPITALIZATION/ or HOSPITAL ADMISSION/ or HOSPITALIZED ADOLESCENT/ or
HOSPITALIZED CHILD/ or exp HOSPITAL/ or EMERGENCY HOSPITAL SERVICE/ or exp
INTENSIVE CARE UNIT/ or REHABILITATION CENTER/)

19 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
(hospitali?ed or hospitali?tion? or ((admi$ or stay? or stayed or treat$ or present$) adj5
(hospital? or unit? or intensive care or ICU? or PICU? or NICU? or department? or centre?
or center?))).ti,ab.

20 ((hospitali?ed or hospitali?ation?) adj10 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$ or accident?)).ti,ab.
21 ((admi$ or stay? or stayed or treat$ or present$) adj5 (hospital? or unit? or intensive care or

ICU? or PICU? or NICU? or department? or centre? or center?) adj5 (injur$ or wound$ or
trauma$ or burn? or burned or fractur$ or accident?)).ti,ab.

22 (patient? adj5 trauma$).ti,ab.

23 (patient? adj3 (burn? or burned or fractur$)).ti,ab.

24 wound$ patient?.ti,ab.

25 injur$ patient?.ti,ab.

26 accident$ patient?.ti,ab.

27 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
trauma$.ti.

28 (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD SYNDROME!/ or BIRTH
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INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or exp EROSION/ or exp
EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE INJURY/ or IMMUNE
MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL INJURY/ or
PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION INJURY/ or exp
RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or STRANGULATION/ or SURGICAL
INJURY/ or exp THERMAL INJURY/ or BITE WOUND/ or exp SURGICAL WOUNDY)) and
trauma$.ab. /freq=2

29 MULTIPLE TRAUMA/

30 TRAUMATOLOGY/

31 (trauma$ adj5 (injur$ or wound$ or burn? or burned or fractur$)).ti,ab.

32 ((complex$ or multiple or critical$) adj3 (injur$ or wound$ or burn? or burned or
fractur$)).ti,ab.

33 (trauma$ adj3 (severe or severely or major or multiple)).ti,ab.

34 ((injur$ or wound$ or burn? or burned or fractur$) adj2 (severe or severely or major or
multiple)).ti,ab.

35 ((physical$ or body or bodily) adj3 (injur$ or wound$ or trauma$ or burn? or burned or
fractur$)).ti,ab.

36 (acute adj1 (injur$ or trauma$ or wound$ or burn? or burned or fractur$)).ti,ab.

37 (polytrauma? or poly-trauma?).ti,ab.

38 traumatolog$.ti,ab.

39 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (exp INJURY/ not (AUTOMUTILATION/ or BATTERED CHILD
SYNDROME/ or BIRTH INJURY/ or exp "BITES AND STINGS"/ or exp DROWNING/ or
exp EROSION/ or exp EXPERIMENTAL INJURY/ or exp HEART INJURY/ or IMMUNE
INJURY/ or IMMUNE MEDIATED INJURY/ or MEMBRANE DAMAGE/ or PRENATAL
INJURY/ or PSYCHOTRAUMA/ or exp RADIATION INJURY/ or exp REPERFUSION
INJURY/ or exp RESPIRATORY TRACT INJURY/ or exp RUPTURE/ or
STRANGULATION/ or SURGICAL INJURY/ or exp THERMAL INJURY/ or BITE WOUND/
or exp SURGICAL WOUNDY))

40 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (injur$ or wound? or trauma$ or burn? or burned or fractur$).ti.

41 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (injur$ or wound? or trauma$ or burn? or burned or
fractur$).ab. /freq=2

42 (accident? adj5 (injur$ or wound$ or trauma$ or burn? or burned or fractur$)).ti,ab.

43 (accident? adj3 (serious$ or severe or severely or major)).ti,ab.

44 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENT/) and (HOSPITALIZATION/ or HOSPITAL ADMISSION/ or
HOSPITALIZED ADOLESCENT/ or HOSPITALIZED CHILD/ or exp HOSPITAL/ or
EMERGENCY HOSPITAL SERVICE/ or exp INTENSIVE CARE UNIT/ or
REHABILITATION CENTERY/)

45 (ACCIDENT/ or FALLING/ or HOME ACCIDENT/ or exp OCCUPATIONAL ACCIDENT/ or
TRAFFIC ACCIDENTY/) and (hospitali?ed or hospitali?tion? or ((admi$ or stay? or stayed or
treat$ or present$) adj5 (hospital? or unit? or intensive care or ICU? or PICU? or NICU? or
department? or centre? or center?))).ti,ab.

46 *SPINAL CORD INJURY/ or *SPINAL CORD COMPRESSION/

47 exp *THORAX INJURY/ or YACUTE LUNG INJURY/ or exp *RIB FRACTURE/

48 exp *NERVE INJURY/

49 exp *AMPUTATION/ or *AMPUTEE/ or *LIMB SALVAGE/

50 ((spinal$ or spine? or chest? or thoracic$ or nerve?) adj3 injur$).ti.

51 ((spinal$ or spine?) adj3 cord? adj3 compress$).ti.

52 ((Flail$ or stove in) adj3 chest?).ti.

53 (rib? adj3 fractur$).ti.

54 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) adj3 plexus adj3
injur$).ti.

55 (amputat$ or amputee?).ti.

56 (limb? adj3 (loss or losing or lost or salvag$ or re-construct$ or reconstruct$)).ti.

57 *HEAD INJURY/
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58 (head adj3 injur$).ti.

59 exp *BRAIN INJURY/

60 (brain adj3 injur$).ti.

61 or/18-60

62 exp REHABILITATION/ and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE
SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDISCIPLINARY COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or
COLLABORATIVE CARE TEAM/ or *PATIENT CARE/)

63 rh.fs. and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE SYSTEM/ or
PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or INTERDISCIPLINARY
COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/)

64 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$) adj10 rehab$).ti,ab.

65 ((inter or multi or joint) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or service?
or department$ or profession$) adj10 rehab$).ti,ab.

66 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj5 rehab$).ti.

67 ((inter or multi or joint) adj3 disciplin$ adj5 rehab$).ti.

68 ((interdisciplin$ or multidisciplin$ or jointdisciplin$) adj10 (collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$)
adj10 rehab$).ti,ab.

69 ((inter or multi or joint) adj3 disciplin$ adj10 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partner$ or network$ or communicat$) adj10
rehab$).ti,ab.

70 ((institution$ or organi?ation$ or sector$ or agenc$ or service? or department$ or
profession$ or disciplin$ or care) adj5 (collaborat$ or coordinat$ or co-ordinat$ or
cooperat$ or co-operat$ or integrat$ or partnership? or network$ or across) adj5
rehab$).ti,ab.

71 or/62-70

72 (*HOSPITAL PATIENT/ or OUTPATIENT/) and (NONBIOLOGICAL MODEL/ or
INTEGRATED HEALTH CARE SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDISCIPLINARY COMMUNICATION/ or
MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/ or *PATIENT CARE/)

73 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj5 (inpatient? or outpatient?)).ti,ab.

74 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj5 (inpatient? or outpatient?)).ti,ab.
75 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or

partner$ or liais$ or connect$ or join$ up) adj5 (inpatient? or outpatient?)).ti,ab.

76 or/72-75

77 (AFTERCARE/ or TRANSITION TO ADULT CARE/ or TRANSITIONAL CARE/) and
(NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE SYSTEM/ or PUBLIC
RELATIONS/ or INTERSECTORAL COLLABORATION/ or INTERDISCIPLINARY
COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/
or “PATIENT CARE/)

78 *PATIENT CARE/ and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE
SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDISCIPLINARY COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or
COLLABORATIVE CARE TEAM/)

79 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
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#

80

81

82
83
84
85
86

87

88
89
90
91

92
93
94
95
96
97
98
99

100

101

102
103
104

105

106

107
108
109
110
111
112
113
114

Searches

multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj10 transition$).ti,ab.

((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj10 transition$).ti,ab.

((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj10 transition$).ti,ab.

((continuity or continuum) adj3 care adj10 transition$).ti,ab.

((continuity or continuum) adj3 care adj10 rehab$).ti,ab.

(case manager? adj10 transition$).ti,ab.

or/77-84

(HEALTH SERVICE/ or CHILD HEALTH CARE/ or COMMUNITY CARE/ or HOME CARE/
or MENTAL HEALTH SERVICE/ or *NURSING/ or exp *HEALTH CARE PERSONNEL/)
and (SOCIAL CARE/ or SOCIAL WORK/ or SOCIAL WORKERY/)

((health$ or NHS or clinical or clinician? or medical or medic? or physician? or consultant?
or nurse? or general practitioner? or GP? or occupational therapist? or OT? or allied health
professional? or AHP? or ((speech or language) adj3 therapist?) or SLT?) adj7 (social$
adj3 (work$ or care or service?)) adj7 (rehab$ or deliver$ or collaborat$ or coordinat$ or co-
ordinat$ or cooperat$ or co-operat$ or integrat$ or partner$ or liais$ or connect$ or join$ up
or inpatient? or outpatient? or transition$ or discharg$ or assess$)).ti,ab.

or/86-87

*NURSE ADMINISTRATOR/

CARE COORDINATOR/

exp REHABILITATION/ and (PEDIATRICIANS/ or *GENERAL PRACTITIONERS/ or
*SOCIAL WORKERS/ or *OCCUPATIONAL THERAPISTS/ or SCHOOL TEACHERSY/)
(neuronavigator? or neuro-navigator?).ti,ab.

(trauma nurse? adj3 (coordinator? or co-ordinator?)).ti,ab.

key worker?.ti,ab.

(discharge adj3 (coordinator? or co-ordinator?)).ti,ab.

community p?ediatrician?.ti,ab.

SENCO?.ti,ab.

health$ assessor?.ti,ab.

(housing adj3 (officer? or staff or team? or service? or liaison or occupational therapist? or
OT or OTs)).ti,ab.

((re-enabl$ or enablement or reabl$ or re-abl$) adj3 (specialist? or team? or
service?)).ti,ab.

(rehab$ adj7 (case manager? or consultant? or coordinator? or co-ordinator? or
p?ediatrician? or general practitioner? or GP or GPs or social worker? or occupational
therapist? or OT or OTs or teacher? or community nurse? or district nurse? or SLT or
SLTs)).ti,ab.

(rehab$ adj7 (speech or language) adj3 (therapist? or pathologist?)).ti,ab.

or/89-102

(*PATIENT CARE/ or MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/)
and (COMMUNITY CARE/ or COMMUNITY BASED REHABILITATION/ or COMMUNITY
HEALTH NURSING/)

(NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE SYSTEM/ or PUBLIC
RELATIONS/ or INTERSECTORAL COLLABORATION/ or INTERDISCIPLINARY
COMMUNICATION/) and (COMMUNITY CARE/ or COMMUNITY BASED
REHABILITATION/ or COMMUNITY HEALTH NURSING/)

((specialist or non-specialist or trauma$) adj3 (multi-disciplin$ team? or multidisciplin$
team? or MDT?)).ti,ab.

(rehab$ adj10 (multi-disciplin$ team? or multidisciplin$ team? or MDT?)).ti,ab.

combined clinic?.ti,ab.

cohort? clinic?.ti,ab.

(interfac$ adj3 team?).ti,ab.

(rehab$ adj10 intermediate care).ti,ab.

(rehab$ adj7 communit$ adj5 (team? or service?)).ti,ab.

(communit$ adj10 (multi-disciplin$ team? or multidisciplin$ team? or MDT?)).ti,ab.
or/104-113
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115 HOSPITAL DISCHARGE/ and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH
CARE SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDISCIPLINARY COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or
COLLABORATIVE CARE TEAM/)

116 *HOSPITAL DISCHARGE/ and *PATIENT CARE/

117 (support$ adj3 discharg$).ti,ab.

118 homefirst.ti,ab.

119 (discharg$ adj5 plan$ adj5 (service? or team? or meet$ or consult$)).ti,ab.

120 ((interinstitution$ or multiinstitution$ or jointinstitution$ or interorgani?ation$ or
multiorgani?ation$ or jointorgani?ation$ or intersector$ or multisector$ or jointsector$ or
interagenc$ or multiagenc$ or jointagenc$ or inter-service$ or multiservice$ or jointservice$
or interdepartment$ or multidepartment$ or jointdepartment$ or interprofession$ or
multiprofession$ or jointprofession$ or interdisciplin$ or multidisciplin$ or jointdisciplin$)
adj7 discharg$).ti,ab.

121 ((inter$ or multi$ or joint$) adj3 (institution$ or organi?ation$ or sector$ or agenc$ or
service? or department$ or profession$ or disciplin$) adj7 discharg$).ti,ab.

122 ((collaborat$ or coordinat$ or co-ordinat$ or cooperat$ or co-operat$ or integrat$ or
partner$ or liais$ or connect$ or join$ up) adj5 discharg$).ti,ab.

123 ((continuity or continuum) adj3 care adj10 discharg$).ti,ab.

124 (case manager? adj10 discharg$).ti,ab.

125 or/115-124

126 SELF CARE/ and (NONBIOLOGICAL MODEL/ or INTEGRATED HEALTH CARE
SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL COLLABORATION/ or
INTERDISCIPLINARY COMMUNICATION/ or MULTIDISCIPLINARY TEAM/ or
COLLABORATIVE CARE TEAM/ or *PATIENT CARE/)

127 SELF CARE/ and SOCIAL SUPPORT/

128 (SOCIAL SUPPORT/ or SOCIAL WELFARE/ or CONSUMER ORGANIZATION/ or NON
PROFIT ORGANIZATION/ or SELF HELP/) and (NONBIOLOGICAL MODEL/ or
INTEGRATED HEALTH CARE SYSTEM/ or PUBLIC RELATIONS/ or INTERSECTORAL
COLLABORATION/ or INTERDISCIPLINARY COMMUNICATION/ or
MULTIDISCIPLINARY TEAM/ or COLLABORATIVE CARE TEAM/ or *PATIENT CARE/)

129 (self adj3 manag$ adj5 support$).ti,ab.

130 (rehab$ adj10 (family or families or caregiver? or carer?) adj5 support$).ti,ab.

131 volunt$ organi?ation?.ti,ab.

132 volunt$ sector?.ti,ab.

133 non-government$ organi?ation?.ti,ab.

134 (NGO or NGOs).ti,ab.

135 (charity or charities).ti,ab.

136 (user? adj3 led adj3 organi?ation?).ti,ab.

137 or/126-136

138 *BUDGET/

139 personal$ budget$.ti,ab.

140 disabled facilities grant?.ti,ab.

141 ((pooled or coordinat$ or co-ordinat$ or joint$ or shared) adj3 (budget$ or finance?)).ti,ab.

142 ((budget$ or financ$) adj5 discharg$).ti,ab.

143 or/138-142

144 (special$ adj5 (inreach or in-reach or outreach or out-reach)).ti,ab.

145 (special$ adj3 outpatient?).ti,ab.

146 (rehab$ adj3 prescription?).ti,ab.

147 (follow$ up adj3 (meet$ or consultation?)).ti,ab.

148 (follow up adj3 (care or service?) adj10 rehab$).ti,ab.

149 (aftercare adj10 rehab$).ti,ab.

150 ((communit$ or outpatient? or post discharg$ or postdischarg$) adj10 rehab$ adj3 (group?
or cohort? or non-cohort? or individual$ or intensive$ or non-intensive$ or multi-disciplin$ or
multidisciplin$ or MDT or MDTs or uni-disciplin$ or unidisciplin$ or speciali$ or non-
speciali$)).ti,ab.

151 or/144-150

152 61 and 71
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153 61 and 76

154 61 and 85

155 61 and 88

156 61 and 103

157 61 and 114

158 61 and 125

159 61 and 137

160 61 and 143

161 61 and 151

162 or/152-161

163 limit 162 to english language
164 limit 163 to yr="2000 -Current"
165 letter.pt. or LETTER/

166 note.pt.

167 editorial.pt.

168 CASE REPORT/ or CASE STUDY/
169 (letter or comment™).ti.

170 or/165-169

171 RANDOMIZED CONTROLLED TRIAL/ or random®*.ti,ab.
172 170 not 171

173 ANIMAL/ not HUMAN/

174 NONHUMAN/

175 exp ANIMAL EXPERIMENT/
176 exp EXPERIMENTAL ANIMAL/
177 ANIMAL MODEL/

178 exp RODENT/

179 (rat or rats or mouse or mice).ti.
180 or/172-179

181 164 not 180

182 17 and 181

1 Databases: Cochrane Central Register of Controlled Trials (CCTR)

2  Date of last search: 18/03/2020
# Searches
#1 MeSH descriptor: [Economics] this term only
#2 MeSH descriptor: [Value of Life] this term only
#3 MeSH descriptor: [Costs and Cost Analysis] explode all trees

#4 MeSH descriptor: [Economics, Hospital] explode all trees

#5 MeSH descriptor: [Economics, Medical] explode all trees

#6 MeSH descriptor: [Resource Allocation] explode all trees

#7 MeSH descriptor: [Economics, Nursing] this term only

#8 MeSH descriptor: [Economics, Pharmaceutical] this term only
#9 MeSH descriptor: [Fees and Charges] explode all trees

#10 MeSH descriptor: [Budgets] explode all trees

#11 budget*:ti,ab

#12 cost*:ti,ab

#13 (economic* or pharmaco?economic*):ti,ab

#14 (price* or pricing*):ti,ab

#15 (financ* or fee or fees or expenditure* or saving*):ti,ab

#16 (value near/2 (money or monetary)):ti,ab

#17 resourc* allocat™:ti,ab

#18 (fund or funds or funding* or funded):ti,ab

#19 (ration or rations or rationing* or rationed) .ti,ab.

#20 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13 or #14 or #15
or #16 or #17 or #18 or #19

#21 ([mh "WOUNDS AND INJURIES"] not ([mh ~ASPHYXIA] or [mh ""BATTERED CHILD
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SYNDROME"] or [mh "BIRTH INJURIES"] or [mh "BITES AND STINGS"] or [mh
DROWNING] or [mh A"EXTRAVASATION OF DIAGNOSTIC AND THERAPEUTIC
MATERIALS"] or [mh AFROSTBITE] or [mh "HEAT STRESS DISORDERS"] or [mh
"RADIATION INJURIES"] or [nh ARETROPNEUMOPERITONEUM] or [mh A"SURGICAL
WOUND"]))

#22 (Imh AHOSPITALIZATION] or [mh A"PATIENT ADMISSION"] or [mh A"ADOLESCENT,
HOSPITALIZED"] or [mh A"CHILD, HOSPITALIZED"] or [mh HOSPITALS] or [mh
"EMERGENCY SERVICE, HOSPITAL"] or [mh "INTENSIVE CARE UNITS"] or [mh
NMREHABILITATION CENTERS")

#23 #21 and #22

#24 (hospitalised or hospitalized or hospitalistion* or hospitaliztion* or ((admi* or stay* or stayed
or treat* or present*) near/5 (hospital* or unit* or "intensive care" or ICU* or PICU* or NICU*
or department* or centre* or center®))):ti,ab

#25 #21 and #24

#26 ((hospitalised or hospitalized or hospitalistion* or hospitaliztion*) near/10 (injur* or wound*
or trauma* or burn* or burned or fractur* or accident*)):ti,ab

#27 ((admi* or stay* or stayed or treat* or present®) near/5 (hospital* or unit* or "intensive care"
or ICU* or PICU* or NICU* or department* or centre* or center*) near/5 (injur* or wound* or
trauma* or burn* or burned or fractur* or accident*)):ti,ab

#28 (patient* near/5 trauma®):ti,ab

#29 (patient* near/3 (burn* or burned or fractur®)):ti,ab

#30 "wound* patient*":ti,ab

#31 "injur* patient*":ti,ab

#32 "accident* patient*":ti,ab

#33 trauma*:ti,ab

#34 #21 and #33

#35 [mh "MULTIPLE TRAUMA"]

#36 [mh ATRAUMATOLOGY]

#37 (trauma* near/5 (injur* or wound* or burn* or burned or fractur*)):ti,ab

#38 ((complex* or multiple or critical*) near/3 (injur* or wound* or burn* or burned or
fractur®)):ti,ab

#39 (trauma* near/3 (severe or severely or major or multiple)):ti,ab

#40 ((injur* or wound* or burn* or burned or fractur*) near/2 (severe or severely or major or
multiple)):ti,ab

#41 ((physical* or body or bodily) near/3 (injur* or wound* or trauma* or burn* or burned or
fractur®)):ti,ab

#42 (acute near/1 (injur* or trauma* or wound* or burn* or burned or fractur*)):ti,ab

#43 (polytrauma* or poly-trauma*):ti,ab

#44 traumatolog*:ti,ab

#45 (Imh ~ACCIDENTS] or [mh A""ACCIDENTAL FALLS"] or [mh A"ACCIDENTS, HOME"] or
[mh A"ACCIDENTS, OCCUPATIONAL"] or [mh A"ACCIDENTS, TRAFFIC"])

#46 #21 and #45

#47 (injur* or wound* or trauma* or burn* or burned or fractur®):ti,ab

#48 #45 and #47

#49 (accident® near/5 (injur* or wound* or trauma* or burn* or burned or fractur®)):ti,ab

#50 (accident™ near/3 (serious™ or severe or severely or major)):ti,ab

#51 #22 and #45

#52 (hospitalised or hospitalized or hospitalistion* or hospitaliztion* or ((admi* or stay* or stayed
or treat* or present*) near/5 (hospital* or unit* or intensive care or ICU* or PICU* or NICU*
or department* or centre* or center®))):ti,ab

#53 #45 and #52

#54 [mh A"SPINAL CORD INJURIES"] or [mh A"SPINAL CORD COMPRESSION"]

#55 [mh "THORACIC INJURIES"] or [mh A"ACUTE LUNG INJURY"]

#56 [mh ""PERIPHERAL NERVE INJURIES"] or [mh "CRANIAL NERVE INJURIES"]

#57 [mh AMPUTATION] or [mh A"AMPUTATION, TRAUMATIC"] or [mh AAMPUTEES] or [mh
NMAMPUTATION STUMPS"] or [mh A"LIMB SALVAGE"]

#58 ((spinal* or spine* or chest* or thoracic* or nerve*) near/3 injur*):ti

#59 ((spinal* or spine*) near/3 cord* near/3 compress*):ti
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# Searches

#60 ((Flail* or stove in) near/3 chest*):ti

#61 (rib* near/3 fractur®):ti

#62 ((brachial or lumbosacral or lumba or sacral or cervical or coccygeal) near/3 plexus near/3
injur®):ti

#63 (amputat* or amputee®):ti

#64 (limb* near/3 (loss or losing or lost or salvag* or re-construct® or reconstruct*)):ti

#65 [mh A"HEAD INJURIES, CLOSED"] or [mh A"HEAD INJURIES, PENETRATING"]

#66 (head near/3 injur*):ti

#67 [mh "BRAIN INJURIES"]

#68 (brain near/3 injur*):ti

#69 #23 or #25 or #26 or #27 or #28 or #29 or #30 or #31 or #32 or #34 or #35 or #36 or #37 or
#38 or #39 or #40 or #41 or #42 or #43 or #44 or #46 or #48 or #49 or #50 or #51 or #53 or
#54 or #55 or #56 or #57 or #58 or #59 or #60 or #61 or #62 or #63 or #64 or #65 or #66 or
#67 or #68

#70 [mh REHABILITATION] and ([mh A"MODELS, ORGANIZATIONAL"] or [mh A"DELIVERY
OF HEALTH CARE, INTEGRATED"] or [mh A" INTERINSTITUTIONAL RELATIONS"] or
[mh A" INTERSECTORAL COLLABORATION"] or [mh A"INTERDEPARTMENTAL
RELATIONS"] or [mh A"INTERPROFESSIONAL RELATIONS"] or [mh
AINTERDISCIPLINARY COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT CARE"]
or [mh A"PATIENT CARE TEAM"))

#71 MeSH descriptor: [] explode all trees and with qualifier(s): [rehabilitation - RH]

#72 (I[mh A"MODELS, ORGANIZATIONAL"] or [mh A"DELIVERY OF HEALTH CARE,
INTEGRATED"] or [mh A"'INTERINSTITUTIONAL RELATIONS"] or [mh
NINTERSECTORAL COLLABORATION"] or [mh A"INTERDEPARTMENTAL RELATIONS"]
or [mh A"'INTERPROFESSIONAL RELATIONS"] or [mh A"INTERDISCIPLINARY
COMMUNICATION"])

#73 #71 and #72

#74 ((interinstitution® or multiinstitution™ or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
jointorganization* or intersector* or multisector* or jointsector* or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment* or
multidepartment* or jointdepartment* or interprofession* or multiprofession* or
jointprofession*) near/10 rehab*):ti,ab

#75 ((inter or multi or joint) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department* or profession*) near/10 rehab*):ti,ab

#76 ((interdisciplin* or multidisciplin* or jointdisciplin*) near/5 rehab*):ti

#1717 ((inter or multi or joint) near/3 disciplin* near/5 rehab*):ti

#78 ((interdisciplin* or multidisciplin* or jointdisciplin*) near/10 (collaborat* or coordinat* or co-
ordinat* or cooperat® or co-operat* or integrat* or partner* or network* or communicat*)
near/10 rehab*):ti,ab

#79 ((inter or multi or joint) near/3 disciplin* near/10 (collaborat* or coordinat* or co-ordinat* or
cooperat* or co-operat* or integrat* or partner* or network* or communicat*) near/10
rehab*):ti,ab

#80 ((institution* or organisation* or organization* or sector* or agenc* or service* or
department* or profession* or disciplin*® or care) near/5 (collaborat* or coordinat* or co-
ordinat® or cooperat® or co-operat* or integrat* or partnership* or network* or across) near/5
rehab*):ti,ab

#81 #70 or #73 or #74 or #75 or #76 or #77 or #78 or #79 or #80

#82 (Imh AINPATIENTS] or [mh AOUTPATIENTS]) and ([mh ~"MODELS, ORGANIZATIONAL"]
or [mh A"DELIVERY OF HEALTH CARE, INTEGRATED"] or [mh A"INTERINSTITUTIONAL
RELATIONS"] or [mh A"INTERSECTORAL COLLABORATION"] or [mh
NMINTERDEPARTMENTAL RELATIONS"] or [mh A"'INTERPROFESSIONAL RELATIONS"]
or [mh A"INTERDISCIPLINARY COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT
CARE"] or [mh A"PATIENT CARE TEAM"))

#83 ((interinstitution* or multiinstitution* or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
jointorganization* or intersector* or multisector* or jointsector* or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment* or
multidepartment* or jointdepartment* or interprofession* or multiprofession* or
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# Searches
jointprofession* or interdisciplin® or multidisciplin* or jointdisciplin*) near/7 (inpatient* or
outpatient*)):ti,ab

#84 ((inter* or multi* or joint*) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department* or profession* or disciplin*) near/7 (inpatient* or
outpatient*)):ti,ab

#85 ((collaborat* or coordinat® or co-ordinat* or cooperat* or co-operat* or integrat® or partner®
or liais* or connect® or "join* up") near/7 (inpatient* or outpatient®)):ti,ab

#86 #82 or #83 or #84 or #85

#87 [mh A"CONTINUITY OF PATIENT CARE"] and ([mh A"MODELS, ORGANIZATIONAL"] or
[mh A”"DELIVERY OF HEALTH CARE, INTEGRATED"] or [mh AM"INTERINSTITUTIONAL
RELATIONS"] or [mh A"INTERSECTORAL COLLABORATION"] or [mh
NINTERDEPARTMENTAL RELATIONS"] or [mh A"INTERPROFESSIONAL RELATIONS"]
or [mh A"INTERDISCIPLINARY COMMUNICATION"] or [mh A"PATIENT CARE TEAM"])

#88 ((interinstitution® or multiinstitution™ or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
jointorganization™ or intersector* or multisector® or jointsector” or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment* or
multidepartment* or jointdepartment* or interprofession* or multiprofession* or
jointprofession* or interdisciplin* or multidisciplin* or jointdisciplin*) near/10 transition*):ti,ab

#89 ((inter* or multi* or joint*) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department* or profession* or disciplin*) near/10 transition*):ti,ab

#90 ((collaborat* or coordinat* or co-ordinat* or cooperat* or co-operat* or integrat* or partner®
or liais* or connect* or "join* up") near/10 transition*):ti,ab

#91 ((continuity or continuum) near/3 care near/10 transition*):ti,ab

#92 ((continuity or continuum) near/3 care near/10 rehab*):ti,ab

#93 ("case manager*" near/10 transition*):ti,ab

#94 #87 or #88 or #89 or #90 or #91 or #92 or #93

#95 (Imh A"HEALTH SERVICES"] or [mh A"CHILD HEALTH SERVICES"] or [mh
AADOLESCENT HEALTH SERVICES"] or [mh A"COMMUNITY HEALTH SERVICES"] or
[mh A"HOME CARE SERVICES"] or [mh A"HEALTH SERVICES FOR PEOPLE WITH
DISABILITIES"] or [mh A"MENTAL HEALTH SERVICES"] or [mh A"NURSING SERVICES"]
or [mh "HEALTH PERSONNEL"]) and ([mh "SOCIAL WORK"] or [mh A"SOCIAL WORK,
PSYCHIATRIC"] or [mh A"SOCIAL WORKERS"])

#96 ((health* or NHS or clinical or clinician* or medical or medic* or physician* or consultant* or
nurse* or "general practitioner*" or GP OR GPs or "occupational therapist* or OT or OTs or
"allied health professional*" or AHP* or ((speech or language) near/3 therapist*) or SLT*)
near/10 (social* near/3 (work* or care or service*)) near/10 (rehab* or deliver* or collaborat*
or coordinat® or co-ordinat* or cooperat* or co-operat® or integrat* or partner® or liais* or
connect® or "join* up" or inpatient* or outpatient® or transition* or discharg* or assess*)):ti,ab

#97 #95 or #96

#98 [mh ~"NURSE ADMINISTRATORS"]

#99 [mh A"CASE MANAGERS"]

#100 [mh REHABILITATION] and ([mh ACONSULTANTS] or [mh APEDIATRICIANS] or [mh
NMGENERAL PRACTITIONERS"] or [mh A"SOCIAL WORKERS"] or [mh
NMOCCUPATIONAL THERAPISTS"] or [mh A"SCHOOL TEACHERS"] or [mh A"NURSES,
COMMUNITY HEALTH")

#101  (neuronavigator® or neuro-navigator*):ti,ab

#102 ("trauma nurse*" near/3 (coordinator® or co-ordinator*)):ti,ab

#103 "key worker*":ti,ab

#104 (discharge near/3 (coordinator® or co-ordinator*)):ti,ab

#105 ("community paediatrician*" or "community pediatrician*"):ti,ab

#106 SENCO*:ti,ab

#107  "health* assessor*":ti,ab

#108 (housing near/3 (officer* or staff or team™ or service* or liaison or "occupational therapist*"
or OT or OTs)):ti,ab

#109  ((re-enabl* or enablement or reabl* or re-abl*) near/3 (specialist* or team* or service*)):ti,ab

#110 (rehab* near/10 ("case manager*" or consultant® or coordinator* or co-ordinator* or
p*ediatrician* or "general practitioner* or GP or GPs or "social worker*" or "occupational
therapist™ or OT or OTs or teacher* or "community nurse*" or "district nurse* or SLT or
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#

#111
#112

#113

#114

#115

#116
#117
#118
#119
#120
#121
#122

#123
#124

#125
#126
#127
#128

#129

#130

#131
#132
#133
#134
#135

#136
#137

Searches

SLTs)):ti,ab

(rehab* near/10 (speech or language) near/3 (therapist* or pathologist*)):ti,ab

#98 or #99 or #100 or #101 or #102 or #103 or #104 or #105 or #106 or #107 or #108 or
#109 or #110 or #111

[mh A"PATIENT CARE TEAM"] and ([mh A"COMMUNITY HEALTH SERVICES"] or [mh
A"COMMUNITY HEALTH NURSING"] or [mh A"COMMUNITY MENTAL HEALTH
SERVICES"] or [mh A"COMMUNITY PHARMACY SERVICES"])

(Imh A"MODELS, ORGANIZATIONAL"] or [mh A"DELIVERY OF HEALTH CARE,
INTEGRATED"] or [mh A"'INTERINSTITUTIONAL RELATIONS"] or [mh
NMINTERSECTORAL COLLABORATION"] or [mh A"INTERDEPARTMENTAL RELATIONS"]
or [mh A"'INTERPROFESSIONAL RELATIONS"] or [mh A"INTERDISCIPLINARY
COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT CARE"] or [mh A"PATIENT
CARE TEAM"]) and ([mh A"COMMUNITY HEALTH SERVICES"] or [mh A"COMMUNITY
HEALTH NURSING"] or [mh A"COMMUNITY MENTAL HEALTH SERVICES"] or [mh
AMCOMMUNITY PHARMACY SERVICES"])

((specialist or non-specialist or trauma*) near/3 ("multi-disciplin* team
team*" or MDT or MDTs)):ti,ab

(rehab* near/10 ("multi-disciplin* team™ or "multidisciplin® team*" or MDT or MDTs)):ti,ab
"combined clinic*":ti,ab

"cohort* clinic*":ti,ab

(interfac* near/3 team™):ti,ab

(rehab* near/10 "intermediate care"):ti,ab

(rehab* near/10 communit* near/5 (team* or service*)):ti,ab

(communit* near/10 ("multi-disciplin* team™*" or "multidisciplin* team™ or MDT or
MDTs)):ti,ab

#113 or #114 or #115 or #116 or #117 or #118 or #119 or #120 or #121 or #122

[mh A"PATIENT DISCHARGE"] and ([mh A"MODELS, ORGANIZATIONAL"] or [mh
NDELIVERY OF HEALTH CARE, INTEGRATED"] or [mh A"'INTERINSTITUTIONAL
RELATIONS"] or [mh A"INTERSECTORAL COLLABORATION"] or [mh
AINTERDEPARTMENTAL RELATIONS"] or [mh A"'INTERPROFESSIONAL RELATIONS"]
or [mh A"INTERDISCIPLINARY COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT
CARE"] or [mh A"PATIENT CARE TEAM"))

(support* near/3 discharg*):ti,ab

homefirst:ti,ab

(discharg*® near/5 plan* near/5 (service* or team* or meet* or consult*)):ti,ab
((interinstitution* or multiinstitution* or jointinstitution* or interorganisation* or
interorganization* or multiorganisation* or multiorganization* or jointorganisation* or
jointorganization* or intersector* or multisector* or jointsector” or interagenc* or multiagenc*
or jointagenc™ or inter-service* or multiservice* or jointservice* or interdepartment* or
multidepartment* or jointdepartment* or interprofession* or multiprofession* or
jointprofession* or interdisciplin® or multidisciplin® or jointdisciplin*) near/10 discharg*):ti,ab
((inter* or multi* or joint*) near/3 (institution* or organisation* or organization* or sector* or
agenc” or service* or department® or profession* or disciplin®) near/10 discharg*):ti,ab
((collaborat* or coordinat® or co-ordinat* or cooperat* or co-operat* or integrat® or partner®
or liais* or connect* or "join* up") near/5 discharg*):ti,ab

((continuity or continuum) near/3 care near/10 discharg®):ti,ab

("case manager™ near/10 discharg*):ti,ab

#124 or #125 or #126 or #127 or #128 or #129 or #130 or #131 or #132

[mh A"SELF-MANAGEMENT"]

[mh A"SELF CARE"] and ([mh A"MODELS, ORGANIZATIONAL"] or [mh A"DELIVERY OF
HEALTH CARE, INTEGRATED"] or [mh A"'INTERINSTITUTIONAL RELATIONS"] or [mh
NINTERSECTORAL COLLABORATION"] or [mh A"INTERDEPARTMENTAL RELATIONS"]
or [mh A"INTERPROFESSIONAL RELATIONS"] or [mh A"INTERDISCIPLINARY
COMMUNICATION"] or [mh A"CONTINUITY OF PATIENT CARE"] or [mh A"PATIENT
CARE TEAM"])

[mh A"SELF CARE"] and [mh A"SOCIAL SUPPORT"]

([mh A"SOCIAL SUPPORT"] or [mh ACHARITIES] or [mh A"CONSUMER
ORGANIZATIONS"] or [mh A"ORGANIZATIONS, NONPROFIT"] or [mh A"VOLUNTARY
HEALTH AGENCIES"] or [mh A"SELF-HELP GROUPS"]) and ([mh A"MODELS,

*N

or "multidisciplin®
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ORGANIZATIONAL"] or [mh A"DELIVERY OF HEALTH CARE, INTEGRATED"] or [mh
AINTERINSTITUTIONAL RELATIONS"] or [mh A" INTERSECTORAL COLLABORATION"]
or [mh A"INTERDEPARTMENTAL RELATIONS"] or [mh A"INTERPROFESSIONAL
RELATIONS"] or [mh A"INTERDISCIPLINARY COMMUNICATION"] or [mh A"CONTINUITY
OF PATIENT CARE"] or [mh A"PATIENT CARE TEAM"])

#138 (self near/3 manag* near/5 support*):ti,ab

#139 (rehab* near/10 (family or families or caregiver® or carer*) near/5 support*):ti,ab

#140  ("volunt* organisation*" or "volunt* organization*"):ti,ab

#141  "volunt* sector*":ti,ab

#142  ("non-government* organisation*" or "non-government* organization*"):ti,ab

#143 (NGO or NGOs):ti,ab

#144  (charity or charities):ti,ab

#145  (user” near/3 led near/3 (organisation* or organization*)):ti,ab

#146  #134 or #135 or #136 or #137 or #138 or #139 or #140 or #141 or #142 or #143 or #144 or
#145

#147 [mh A"BUDGETS"]

#148  "personal* budget*":ti,ab

#149 "disabled facilities grant*":ti,ab

#150 ((pooled or coordinat* or co-ordinat* or joint* or shared) near/3 (budget* or finance*)):ti,ab

#151  ((budget* or financ*) near/5 discharg*):ti,ab

#152  #147 or #148 or #149 or #150 or #151

#153  (special* near/5 (inreach or in-reach or outreach or out-reach)):ti,ab

#154  (special* near/3 outpatient*):ti,ab

#155 (rehab* near/3 prescription*):ti,ab

#156  ("follow™ up" near/3 (meet* or consultation®)):ti,ab

#157  ("follow up" near/3 (care or service*) near/10 rehab*):ti,ab

#158  (aftercare near/10 rehab*):ti,ab

#159  ((communit* or outpatient* or "post discharg* or postdischarg®) near/10 rehab* near/3
(group* or cohort* or non-cohort* or individual* or intensive* or non-intensive* or "multi-
disciplin®" or multidisciplin®* or MDT or MDTs or uni-disciplin* or unidisciplin* or speciali* or
non-speciali*)):ti,ab

#160  #153 or #154 or #155 or #156 or #157 or #158 or #159

#161  #69 and #81

#162  #69 and #86

#163  #69 and #94

#164  #69 and #97

#165  #69 and #112

#166  #69 and #123

#167  #69 and #133

#168  #69 and #146

#169  #69 and #152

#170  #69 and #160

#171  #161 or #162 or #163 or #164 or #165 or #166 or #167 or #168 or #169 or #170

#172  #161 or #162 or #163 or #164 or #165 or #166 or #167 or #168 or #169 or #170 with
Publication Year from 2000 to 2020, in Trials

#173  #20 and #172

*N
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1 Appendix C — Clinical evidence study selection

2 Study selection for:

[20é) I - V)

O © 00 N

12

13

D.2a What are the best methods to deliver and coordinate rehabilitation
services and social services for adults with complex rehabilitation needs
after traumatic injury when they transfer from inpatient to outpatient
rehabilitation services?

D.2b What are the best methods to deliver and coordinate rehabilitation
services and social services for children and young people with complex
rehabilitation needs after traumatic injury when they transfer from inpatient
to outpatient rehabilitation services?

A combined search was conducted for both review questions.

Figure 2: Quantitative study selection flow chart: Adults

Titles and abstracts
identified, N = 3,978

: 4

Full copies retrieved Excluded, N = 3,702
ahq ggsessed for (not relevant population,
eligibility, N = 276 design, intervention,

comparison, outcomes,
unable to retrieve)

Publications included in Publications excluded

review, N = 11 studies from review, N = 264

reported in 12 articles (refer to excluded
studies list)
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Figure 3: Qualitative study selection flow chart: Adults

Titles and abstracts
identified, N = 6,913

! 4

Full copies retrieved Excluded, N = 6,570
ar_1d_ g§sessed for (not relevant population,
eligibility, N = 343 design, intervention,

comparison, outcomes,
unable to retrieve)

Publications included Publications excluded
in review, N =20 from review, N = 323
(refer to excluded
studies list)

2

3  Figure 4: Quantitative study selection flow chart: Children and young people

Titles and abstracts
identified, N = 3,978

: 4

Full copies retrieved Excluded, N = 3,702
ahq ggsessed for (not relevant population,
eligibility, N = 276 design, intervention,

comparison, outcomes,
unable to retrieve)

\

Publications included Publications excluded
in review, N =1 from review, N = 275
(refer to excluded
studies list)
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Figure 5: Qualitative study selection flow chart: Children and young people

Titles and abstracts
identified, N = 6,913

! 4

Full copies retrieved Excluded, N = 6,570
and assessed for (not relevant population,
eligibility, N = 343 design, intervention,

comparison, outcomes,
unable to retrieve)

Publications included Publications excluded
in review, N =1 from review, N = 342
(refer to excluded
studies list)
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1 Appendix D — Clinical evidence tables

2 Evidence tables for review question: D.2a What are the best methods to deliver and coordinate rehabilitation services and
3 social services for adults with complex rehabilitation needs after traumatic injury when they transfer from inpatient to
4  outpatient rehabilitation services?

5 Table 13: Quantitative evidence tables

Study details

Full citation

Browne, Allyson L.,
Appleton, Sally,
Fong, Kim, Wood,
Fiona, Coll, Fiona,
de Munck, Sonja,
Newnham,
Elizabeth, Schug,
Stephan A., A pilot
randomized
controlled trial of an
early
multidisciplinary
model to prevent
disability following
traumatic injury,
Disability and
Rehabilitation, 35,
1149-63, 2013

Ref Id
1205181

Countrylies where
the study was
carried out

Australia

Participants
Sample size
N= 142 (randomised)

e Multidisciplinary care
intervention = 69

e Usual care =73

N= 66 (analysed)
¢ Multidisciplinary care
intervention =31

e Usual care = 35

Characteristics
Age in years [Mean (SD)]:
e Multidisciplinary care

intervention = 38.46
(13.32)

e Usual care = 36.14 (14.61)

Gender (M/F): 106/36

NB. Only reported for whole
study rather than by group.

Time since injury in years:
not reported.

Interventions
Interventions
o Intervention group:

Multidisciplinary care
intervention. Invited to
outpatient clinic at one and 3
months for 2 to 4 hours
during which they were
assessed by Rehab
Medicine and Pain Medicine
doctors, a physiotherapist,
an occupational therapist
and clinical psychologist for
pain psychological function,
and functional capacity; and
6 months post discharge for
assessment and treatment.

Control group: Usual care.
Invited for assessment and
treatment at 6 months post
discharge only. Attended
outpatient for surgical
reviews or allied health
therapies depending on
need, prior to discharge.
Overall care was managed
by GP.

Outcomes and Results
Results

Return to work or
education (measured
using number of
participants who had
returned to work)

At 6 months:

o Multidisciplinary care
intervention: 16/31
(51.7%)

e Usual care: 26/35
(74.3%)

Length of hospital stay
(days) [Mean (SD)]

o Multidisciplinary care
intervention: 13.87
(12.77)

e Usual care: 12.67
(10.83)

Changes in ADL
(measured using FIM)

Comments

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? Y. " using random number
assignments from a computer
generated algorithm" (page 1151)

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? PY. "Patients in the Ml
group were invited by mail and by
telephone call to attend an outpatient
clinic at one and 3 months post
discharge, and both the [control] and
[intervention] groups were invited in
writing and by telephone to attend for
a 6 month review at which time
patients in both groups were assessed
and offered specialist treatment as
required at this time" (page 1151).
Trial authors appear to have carried
out central allocation.

1.3 Did baseline differences between
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Study details

Study type
RCT

Aim of the study

To examine the
clinical utility of
screening for
reducing disability
following traumatic
injury.

Study dates

March — September
2008

Source of funding

This received
funding from
Australian and New
Zealand College of
Anaesthetists and
the State Health
Research and
Advisory Council of
Western Australia.

Participants

Injury cause (Fall/MVA or
MBA/assault/work
related/sport related/other):

e Multidisciplinary care
intervention (n)
= 5/52/4/3/3/2

e Usual care (n) =
7/52/6/3/5/0

Inclusion criteria

Participants had to:

¢ Be aged between 18-80
years

e Be within four weeks post
injury

e Have been admitted for
more than 24 h

Exclusion criteria
e Moderate to severe head
injury defined as:
o Post Traumatic Amnesia
for more than 24 hours
o Glasgow Coma Scale < 8
at the scene
o Glasgow Coma Scale <1
at admission

¢ Being considered to be at
high immediate suicide risk

Interventions

Outcomes and Results
[Mean (SD)]

Higher = better

At 6 months:

o Multidisciplinary care
intervention
(n=31): 122.73 (4.74)
e Usual care (n=35): 123
(3.91)

Changes in ADL
(measured using number
of participants with
impairment of ADL)

At 6 months:

o Multidisciplinary care
intervention = 16/31
(50%)

e Usual care = 16/35
(45.2%)

Comments

intervention groups suggest a problem
with the randomization process? N.
"The intervention and control groups
did not differ significantly on any of the
socio-demographic, injury-related, and
clinically defined risk factors at the
time of screening ... There was
however, a non-significant trend for a
higher proportion of trauma patients in
the [intervention] group (59%) to have
scored above the cut-off for risk of
experiencing PTSD and Depression
on the PAS compared with the
[control] group (44%)" (page 1155).
This was not considered a sufficient
cause for concern.

Risk-of-bias judgement: Low risk
Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to
intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is unlikely to
have been undertaken.

2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is unlikely to
have been undertaken.

2.3. If Y/PY/NI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? PY —
Participants in intervention group
attended extra clinics at 1 and 3
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Study details

Participants

Interventions

Outcomes and Results

Comments

months, where they could be referred
on for further treatment if needed.
There is no reporting on what this
extra treatment might entail or how
many referrals were made.

2.4 If Y/PY to 2.3: Were these
deviations likely to have affected the
outcome? Y — Intervention group could
be referred for extra rehabilitation
sessions which likely could affect
outcomes.

2.5. If YIPY/NI to 2.4: Were these
deviations from intended intervention
balanced between groups? N.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y — Intent to treat
analysis.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: High risk
Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? N —
Outcome data only available for 46.5%
of participants (31/69 in intervention
and 35/73 in control).

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data? N —
No statistical or sensitivity analyses
presented.

3.3 If No/PN to 3.2: Could missingness
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Study details

Participants

Interventions

Outcomes and Results

Comments

in the outcome depend on its true
value? PY.

3.4 If Y/IPY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? PN — Reasons for
loss to follow-up and number of
withdrawals from study similar across
groups.

Risk-of-bias judgement: Some
concerns

Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N -
Measurements were carried out using
appropriate and validated methods

4.2 Could measurement or
ascertainment of the outcome have
differed between intervention groups?
PN — Final outcome measurements
using similar procedures at
comparable time points.

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? Y — Outcome assessors
unblinded.

4.4 1f Y/PY/NI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? Return to work
— PN due to objective nature of
outcome; Changes in ADL — PY.

4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? Return to work
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Study details

Participants

Interventions

Outcomes and Results

Comments

—NA; Changes in ADL - PY.
Assessments performed using
standardised measurements but these
were done by occupational therapist
who appears to be involved in the
study.

Risk-of-bias judgement: Return to
work — low risk; Changes in ADL —
high risk

Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? NI.
Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? PN - Outcome data
collected at 1 and 3 months were not
reported but this appears to have been
agreed on a priori.

5.3 ... multiple analyses of the data?
PN.

Risk-of-bias judgement: Low risk
Overall risk of bias
Risk-of-bias judgement: High risk

Other information

Length of hospital stay also reported
but as baseline characteristics due to
intervention starting after discharge. It
is therefore not appropriate to extract
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Study details

Full citation
Chong, Tsung Wei,
Chan, Gribson,
Feng, Liang, Goh,
Susie, Hew, Agnes,
Ng, Tze Pin, Tan,
Boon Yeow,
Integrated care
pathway for hip
fractures in a
subacute
rehabilitation
setting, Annals of
the Academy of
Medicine,
Singapore, 42, 579-
84,2013

Ref Id
913615

Countrylies where
the study was
carried out

Singapore

Study type
(Quasi-)RCT

Aim of the study

To assess if a hip
fracture integrated
care pathway at a
sub-acute
rehabilitation facility

Participants

Sample size
N= 162 (randomised)

e MDT care + structured
assessments + checklists
=92

e MDT care only = 70

N = 122 (analysed)
e MDT care + structured

assessments and
checklists = 66

e MDT care only = 56

Characteristics
Age in years [Mean (SD)]:
e MDT care + structured

assessments and
checklists = 77.1 (11.6)

e MDT care only = 79.0 (9.6)

Gender (M/F):

e MDT care + structured
assessments and
checklists = 30/62

e MDT care only = 21/49

Time since injury in years
[Mean (SD)]: Not reported

Injury cause (Traumatic/non-
traumatic/not reported): not
reported

Interventions

Interventions
¢ Intervention group: MDT

care + structured
assessments and checklists.
They had medical
assessment on admission.
This was followed by a
protocol for early detection
and management of
complications involving
weekly assessment of
complications, psychological,
nutritional status. 5 week
physiotherapy and
occupational therapy
guidelines with
recommended milestones
were developed and applied
by the therapists. Hip
precaution advice was also
given.

Control group: MDT care
only. Usual care consisted of
2 half hourly therapy
sessions per day, 5
days/week and medical ward
rounds 3 times a week.
Multidisciplinary rounds were
conducted every 2 weeks

Outcomes and Results

Results

Patient satisfaction

(measured using a 5-point
Likert scale) [Mean (SD)]

Higher = better.

At discharge (149)*:

e MDT care + structured

assessments and
checklists (n not

reported): 61.4 (8.6)

e MDT care only (n not
reported): 60.2 (8.0)

¢ No siginificant
difference between
groups (p=0.37,
statistical test not
reported)

*N not reported, however,

assumed based on

numbers assessed for
other subjective outcomes
at the same time point

Length of hospital stay
(days) [Median (range)]
e MDT care + structured

assessments and

checklists (n = 92): 35.0

(5 to 402)

e MDT care only (n = 70):

48.0 (10 to 382)

Comments
as an outcome.

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? PN. Quasi-RCT. Quote:
"Administrative staff allocated patients
to either [intervention] or [control]
according to the last digit of their
National Registration Identity Card ...
numbers, odd numbers to the
intervention group and even numbers
to the control group" (page 580).

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? N. Quote:
"Administrative staff allocated patients
to either [intervention] or [control] [...]
Patients were enrolled by the principal
investigators only after moving into
their respective wards because of
workflow limitations" (page 580).
Comment: There is no indication as to
whether allocation was concealed

1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? N.
Although more participants in the
intervention group were visually
impaired, there is no indication that
this led to bias.

Risk-of-bias judgement: High risk
Domain 2: Risk of bias due to
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Study details
would result in
better functional
outcomes, shorter
length of stay and
fewer
institutionalisations

Study dates

September 2004 —
June 2006

Source of funding
Not reported

Participants

Type of hip fracture
(Intertrochanteric/neck of
femur/ subtrochanteric):

e MDT care + structured
assessments and
checklists (n) = 46/43/3

e MDT care only (n) =
36/31/3

Inclusion criteria
Participants had to:

e Have been admitted for the
purpose of rehabilitation
after a new hip fracture

Exclusion criteria

e Pre-morbid non-ambulatory
status

¢ Nursing home residents
o Palliative care patients

¢ Patients previously enlisted
for the trial

Interventions

Outcomes and Results

¢ Significantly shorter in
intervention compared
to control group
(p=0.0009, statistical test
not reported)

Quality of life (measured
using SF-12 physical
component score) [Mean

(SD)]

Scale 0-100, higher =
better

At 6 months (149):

e MDT care + structured
assessments and
checklists (n not
reported): 39.0 (9.5)

e MDT care only (n not
reported): 38.3 (9.1)

¢ No significant difference
between groups
(p=0.67, statistical test
not reported)

At 12 months (119):

e MDT care + structured
assessments and
checklists (n not
reported): 40.7 (9.9)

e MDT care only (n not
reported): 40.9 (9.7)

¢ No significant difference
between groups
(p=0.91, statistical test

Comments

deviations from the intended
interventions (effect of assignment to
intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
PY. Due to the nature of the
intervention, blinding is not feasible
2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
PY. Due to the nature of the
intervention, blinding is not feasible
2.3. If Y/PY/NI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? N. There is no
evidence of deviation from assignment

2.4 If Y/PY to 2.3: Were these
deviations likely to have affected the
outcome? NA.

2.5. If Y/PY/INI to 2.4: Were these
deviations from intended intervention
balanced between groups? NA.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y — Intent to treat
analysis.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: Low risk
Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? For length of
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Study details

Participants

Interventions

Outcomes and Results
not reported)

Quality of life (measured
using SF12 mental
component score) [Mean

(SD)]

Scale 0-100, higher =
better

At 6 months (149):

e MDT care + structured
assessments and
checklists (n not
reported): 53.2 (9.3)

e MDT care only (n not
reported): 51.0 (9.2)

¢ No significant difference
between groups
(p=0.18, statistical test
not reported)

At 12 months (119):

e MDT care + structured
assessments and
checklists (n not
reported): 52.0 (10.6)

e MDT care only (n not
reported): 53.4 (11.1)

¢ No significant difference
between groups
(p=0.49, statistical test
not reported)

Changes in ADL
(measured

Comments

stay: Y. For patient satisfaction: NI;
For SF-12 and Mondebello Rehab
Score: Data were not available for
40/162 (24%) of the randomised
participants at 12 months due to death
and refusal of follow-up.

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data? Y.
The reason for missingness was
balanced across study groups.

3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
value? PY. Outcome data were only
available for 74% and 80% at 6-month
and 12-month follow-up for the
objective outcomes. There was
insufficient information to assess with
this was balanced between the study
groups

3.4 If Y/IPY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? PY. Lack of study
group information on humber of study
participants at different time points
raises concerns.

Risk-of-bias judgement: Length of
hospital stay — low risk; Overall quality
of life and changes in ADL — high risk
Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N.
Measurements were carried out using
appropriate and validated methods

4.2 Could measurement or
ascertainment of the outcome have
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Study details

Participants

Interventions

Outcomes and Results

using Montebello Rehab
Factor score) [Mean (SD)]

Higher = better.

At discharge (149):
e MDT care + structured
assessments and

checklists (n not
reported): 45.6 (30.5)

e MDT care only (n not
reported): 49.0 (34.0)

¢ No significant difference
between groups
(p=0.51, statistical test
not reported)

At 6 months (129):

e MDT care + structured
assessments and
checklists (n not
reported): 67.2 (34.9)

e MDT care only (n not
reported): 61.2 (38.7)

¢ No significant difference
between groups
(p=0.36, statistical test
not reported)

At 12 months (121):

e MDT care + structured
assessments and
checklists (n not
reported): 68.3 (37.5)

e MDT care only (n not

Comments

differed between intervention groups?
PN — Measured using same
procedures at comparable time points.

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? N. Quote: "...research
baseline and outcome assessments
were performed by trained research
assistants, the latter being blinded with
respect to the patient’s allocation "
(page 581)

4.4 1f Y/PY/INI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? NA.

4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? NA.

Risk-of-bias judgement: Low risk
Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? NI.

Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? PN.

5.3 ... multiple analyses of the data?
PN.
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Study details

Participants

Interventions

Outcomes and Results
reported): 70.2 (36.7)

¢ No significant difference
between groups
(p=0.77, statistical test
not reported)

Changes in ADL
(measured using modified
Barthel Index)

Scale 0-100, higher =
better

At baseline:

e MDT care + structured
assessments and
checklists (n = 92): 48.0
(19.4)

e MDT care only (n = 70):
50.3 (17.1)

At discharge:

e MDT care + structured
assessments and
checklists (n not
reported): 22.2 (17.5)

e MDT care only (n not
reported): 23.9 (19.7)

At 6 months:

e MDT care + structured
assessments and
checklists (n not
reported): 32.6 (21.3)

e MDT care only (n not

Comments
Risk-of-bias judgement: Low risk
Overall risk of bias

Risk-of-bias judgement: High risk

Other information

Readmission to acute hospitals within
1 year also reported but no distinction
between unplanned re-admissions
(outcome as per protocol) and planned
re-admissions (not in protocol).
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Study details

Full citation
Flikweert, E. R.,
Izaks, G. J.,
Knobben, B. A.,
Stevens, M.,
Wendt, K., The
development of a
comprehensive
multidisciplinary
care pathway for
patients with a hip
fracture: design and
results of a clinical
trial, BMC
Musculoskeletal
Disorders, 15, 188,
2014

Ref Id
1116015

Countryl/ies where
the study was
carried out

The Netherlands

Study type

Participants

Sample size
N = 401 (enrolled)

e Multidisciplinary care
pathway = 256

e Standard care = 145

N =401 (analysed)

¢ Multidisciplinary care
pathway = 256

e Standard care = 145

Characteristics

Age in years [Mean (SD)]:

¢ Multidisciplinary care
pathway = 78 (9)

e Standard care = 80 (10)

Gender (M/F):

e Multidisciplinary care
pathway (n) = 82/174

e Standard care (n) = 41/104

Time since injury in years:
not reported but intervention
starts in emergency room

Interventions

Interventions
e Intervention group:

Multidisciplinary care
pathway. A 6 months MDT
hip fracture pathway that
spanned from admission to
the emergency room to
discharge from nursing home
rehabilitation units. In A&E,
an extensive nursing
protocol was started which
included using pressure
relieving mattresses as soon
as possible, as well as
assessing the risk of post-
operative delirium and
anaesthetic complications.
The anaesthesiologist also
decided whether other
specialists were required and
coordinated the subsequent
consultations if so. Surgery
was scheduled for 8:00am
the day after admission and
followed a strict protocol with
a dedicated operating team.
All hip fracture patients were
admitted to a single nursing

Outcomes and Results
reported): 27.7 (20.6)

At 12 months:

e MDT care + structured
assessments and
checklists (n not
reported): 33.4 (22.9)

e MDT care only (n not
reported): 31.8 (19.5)

Results

Length of hospital stay in
days [Median (IQR)]

o Multidisciplinary care
pathway (n=256): 7 (6-
10)

e Standard care (n=145):
11 (7-16)

¢ Adjusted for admission
time in days using log-
transformation.

¢ Significantly shorter in
intervention group
(p<0.001, statistical test
unknown*)

*The authors report in
their tabulated results that
they analysed these data
with an independent t-
test, which would be
inappropriate for non-
parametric data.

However, the paper states
in the Analysis section

Comments

Limitations

Quality assessment: Risk of bias
assessed using Risk Of Bias In Non-
randomized Studies of Interventions
(ROBINS-I)

Bias due to confounding

1.1 Is there potential for confounding
of the effect of intervention in this
study? Y.

1.2. Was the analysis based on
splitting participants’ follow up time
according to intervention received? N.
1.3. Were intervention
discontinuations or switches likely to
be related to factors that are
prognostic for the outcome? NA.

1.4. Did the authors use an
appropriate analysis method that
controlled for all the important
confounding domains? Y — Linear
regression analysis controlling for
intervention group, admission time,
age, gender, if patient lived in nursing
home and ASA classification.

1.5. If Y/PY to 1.4: Were confounding
domains that were controlled for
measured validly and reliably by the
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Study details

Prospective and
retrospective cohort
study

Aim of the study
To evaluate the
effectiveness of a
new
multidisciplinary
care pathway for
hip fracture patients
over 60 years old.

Study dates

Retrospective
group: January
2006 - January
2008; Prospective
group: July 2009 -
July 2011

Source of funding

This study received
funding from
Biomet® and
Trauma Center
Northern
Netherlands.

Participants
Injury cause: not reported

Type of hip fracture (femoral
neck/tronchanteric):

e Multidisciplinary care
pathway (n) = 142/114

e Standard care (n) = 83/62

Inclusion criteria
Participants had to:
e Be aged = 60 years

¢ Diagnosed with either a
femoral neck hip fracture or
pertrochanteric hip fracture

¢ Be admitted to participating
trauma centre within study
dates

Exclusion criteria

e Serious abdominal or
thoracic multi-trauma

Interventions
ward, ensuring nursing staff
were knowledgeable and
able to provide additional
care such as early start for
rehabilitation, nutritional
monitoring and preventing
pressure ulcers. While
patients were inpatient, they
were seen every day by a
geriatrician. The pathway
emphasised a strict
discharge protocol,
beginning upon admission to
the medical centre when
they were registered to 1 of 2
participating nursing homes.
Both of these nursing homes
had beds specifically
reserved for hip fracture
patients. After registration,
the admission doctors at the
nursing homes were able to
view medical records of
participants who would be
discharged to them and track
their progress prior to arrival.
After discharge, patients had
visits scheduled at a
dedicated outpatient clinic (at
6 weeks, 3 months and 6
months after surgery), with
an appointment at a fall
prevention clinic if needed.

e Control group: Standard
care. As per the participating
medical centres hip fracture
protocol prior to the
intervention. This meant that

Outcomes and Results
that “For continuous
variables, the intervention
and control groups were
compared with the
independent sample t-test
or, if appropriate, the
Mann-Whitney U-test.”
(page 4). Due to this
sentence and the majority
of estimates being
reported as means, we
have assumed this is
simply a reporting
oversight on behalf of the
authors.

Comments

variables available in this study? PY —
All extracted from electronic hospital
records and no subjective variables
mentioned.

1.6. Did the authors control for any
post-intervention variables that could
have been affected by the
intervention? PN — No information but
no post-intervention variables listed in
the confounding domains adjusted for.
1.7. Did the authors use an
appropriate analysis method that
controlled for all the important
confounding domains and for time-
varying confounding? NA.

1.8. If Y/PY to 1.7: Were confounding
domains that were controlled for
measured validly and reliably by the
variables available in this study? NA.
Risk of bias judgement: Moderate risk.
Bias in selection of participants into
the study

2.1. Was selection of participants into
the study (or into the analysis) based
on participant characteristics observed
after the start of intervention? N.

2.2. If Y/PY to 2.1: Were the post-
intervention variables that influenced
selection likely to be associated with
intervention? NA.

2.3 If Y/PY to 2.2: Were the post-
intervention variables that influenced
selection likely to be influenced by the
outcome or a cause of the outcome?
NA.

2.4. Do start of follow-up and start of
intervention coincide for most
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Study details

Participants

Interventions
there was no MDT protocaol,
no communication between
the hospital and nursing
homes, and no structured
discharge protocol.

Outcomes and Results

Comments

participants? Y — Both at admission to
hospital.

2.5. If Y/PY to 2.2 and 2.3, or N/PN to
2.4: Were adjustment techniques used
that are likely to correct for the
presence of selection biases? NA.

Risk of bias judgement: Low risk.
Bias in classification of interventions

3.1 Were intervention groups clearly
defined? Y — Dependent on time
period of admission, with a buffer
period between each group to
minimise cross-over.

3.2 Was the information used to define
intervention groups recorded at the
start of the intervention? Y.

3.3 Could classification of intervention
status have been affected by
knowledge of the outcome or risk of
the outcome? N.

Risk of bias judgement: Low risk.

Bias due to deviations from intended
interventions

4.1. Were there deviations from the
intended intervention beyond what
would be expected in usual practice?
NI — Intervention is multi-disciplinary
and there is no information on how
adherence to the intervention was
standardised or measured.

4.2. If YIPY to 4.1: Were these
deviations from intended intervention
unbalanced between groups and likely
to have affected the outcome? NA.

Risk of bias judgement: Moderate risk.
Bias due to missing data
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Study details

Participants

Interventions

Outcomes and Results

Comments

5.1 Were outcome data available for
all, or nearly all, participants? Y — All
participants identified from hospital
records and included.

5.2 Were participants excluded due to
missing data on intervention status?
N.

5.3 Were participants excluded due to
missing data on other variables
needed for the analysis? NI — No
mention of incomplete records or how
these may have been considered.

5.4 If PN/N to 5.1, or Y/PY to 5.2 or
5.3: Are the proportion of participants
and reasons for missing data similar
across interventions? NA.

5.5 If PN/N to 5.1, or Y/PY to 5.2 or
5.3: Is there evidence that results were
robust to the presence of missing
data? NA.

Risk of bias judgement: Low risk.
Bias in measurement of outcomes

6.1 Could the outcome measure have
been influenced by knowledge of the
intervention received? N — Length of
hospital stay is on objective
measurement.

6.2 Were outcome assessors aware of
the intervention received by study
participants? NI.

6.3 Were the methods of outcome
assessment comparable across
intervention groups? Y — Both
extracted from electronic hospital
records.

6.4 Were any systematic errors in
measurement of the outcome related
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Study details

Full citation

Hall, Erin C.,
Tyrrell, Rebecca L.,
Doyle, Karen E.,
Scalea, Thomas
M., Stein, Deborah
M., Trauma
transitional care
coordination: A
mature system at
work, The journal of
trauma and acute
care surgery, 84,

Participants

Sample size
N = 21,682 (enrolled)

e Traumatic Clinical Care
Coordination = 475

e No Traumatic Clinical Care
Coordination = 21,207

N = 21,682 (analysed)

e Traumatic Clinical Care
Coordination = 475

e No Traumatic Clinical Care
Coordination = 21,207

Interventions

Interventions
e [ntervention

group: Traumatic Clinical
Care Coordination. A full-
time healthcare professional
supervised and coordinated
care during discharge. This
included a phone call to
patient (or their carer if
appropriate) within 72 hours
after discharge. The aim of
this call was early
identification of potential

Outcomes and Results

Results

Length of hospital stay in
days [Mean (SD)]

At discharge:

e Traumatic Clinical Care
Coordination (n=475):
13 (13)

e No Traumatic Clinical
Care Coordination
(n=21,207): 6 (10)

Comments

to intervention received? PN.

Risk of bias judgement: Low risk.

Bias in selection of the reported result

Is the reported effect estimate likely to
be selected, on the basis of the
results, from...

7.1. ... multiple outcome
measurements within the outcome
domain? N.

7.2 ... multiple analyses of the
intervention-outcome relationship?
PN.

7.3 ... different subgroups? N.

Risk of bias judgement: Low risk.
Overall risk of bias

Risk of bias judgement: Moderate risk

Other information

Need for re-operation within 1 year
also reported but no distinction
between unplanned re-admissions
(outcome as per protocol) and planned
re-admissions (not in protocol).

Limitations

Quality assessment: Risk of bias
assessed using Risk Of Bias In Non-
randomized Studies of Interventions
(ROBINS-I)

Bias due to confounding

1.1 Is there potential for confounding
of the effect of intervention in this
study? Y — The inclusion criteria of
enrolling patients in the intervention
who are more likely to be readmitted
means potential for confounding is
very high.
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Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after traumatic injury

Study details
711-717, 2018

Ref Id
1205590

Countrylies where
the study was
carried out

USA

Study type
Retrospective
cohort study

Aim of the study

To identify and
characterise potenti
al risk factors for re-
admission in
trauma patients,
using these to
identify patients
that will benefit
from Trauma
Transitional Care
Coordination.

Study dates

January 2013 -
September 2016

Source of funding
Not reported

Participants

Characteristics

Age in years [Mean (SD)]:

e Traumatic Clinical Care
Coordination = 43.3 (16)

e No Traumatic Clinical Care
Coordination = 50.0 (21)

Gender (M/F):

e Traumatic Clinical Care
Coordination (n) = 344/131

e No Traumatic Clinical Care
Coordination (n) =
13,793/7,414

Time since injury: not
reported

Injury cause: not reported but
inclusion criteria states
admission due to trauma

Severity of injury (HSCRC
level 1/2/3/4):

e Traumatic Clinical Care
Coordination (n) =
22/106/176/171

e No Traumatic Clinical Care
Coordination (n) =
3,131/6,744/6,978/4,323

Inclusion criteria
Participants had to:

¢ Be involved in trauma

¢ Be identified by Maryland

Interventions

Outcomes and Results

¢ Significantly longer in
intervention group
(p<0.001, statistical test
not reported)

barriers for care, and to
provide solutions for these.
They also performed a full
medication reconciliation and
the coordination of follow-up
appointments and home
visits. No further details
reported.

Control group: No Traumatic
Clinical Care Coordination.
No further details reported.

Comments

1.2. Was the analysis based on
splitting participants’ follow up time
according to intervention received? N.
1.3. Were intervention
discontinuations or switches likely to
be related to factors that are
prognostic for the outcome? NA.

1.4. Did the authors use an
appropriate analysis method that
controlled for all the important
confounding domains? NI — No
information presented on statistical
analysis or adjustments.

1.5. If Y/PY to 1.4: Were confounding
domains that were controlled for
measured validly and reliably by the
variables available in this study? NI —
No information presented on statistical
analysis or adjustments.

1.6. Did the authors control for any
post-intervention variables that could
have been affected by the
intervention? NI — No information
presented on statistical analysis or
adjustments.

1.7. Did the authors use an
appropriate analysis method that
controlled for all the important
confounding domains and for time-
varying confounding? NA.

1.8. If Y/PY to 1.7: Were confounding
domains that were controlled for
measured validly and reliably by the
variables available in this study? NA.

Risk of bias judgement: Serious risk.
Bias in selection of participants into
the study
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Study details Participants Interventions Outcomes and Results Comments
Health Services Cost 2.1. Was selection of participants into
Review Commission the study (or into the analysis) based
database on participant characteristics observed
» Be eligible for readmission after the start of intervention? PN —
(no further details reported) Inclusion criteria includes eligibility for

readmission, which include
characteristics observed after
admission. However, this intervention
doesn’t start until after discharge and
there is no mention of characteristics
observed after discharge.

2.2. If Y/PY to 2.1: Were the post-
intervention variables that influenced
selection likely to be associated with
intervention? NA.

2.3 If YIPY to 2.2: Were the post-
intervention variables that influenced
selection likely to be influenced by the
outcome or a cause of the outcome?
NA.

2.4. Do start of follow-up and start of
intervention coincide for most
participants? Y — Both 72 hours after
discharge.

2.5. If Y/IPY to 2.2 and 2.3, or N/PN to
2.4: Were adjustment techniques used
that are likely to correct for the
presence of selection biases? NA.

Risk of bias judgement: Low risk.
Bias in classification of interventions

3.1 Were intervention groups clearly
defined? PN — Patients were enrolled
to the Trauma Care Coordinator
intervention based on risk factors that
had been defined by a literature
review and expert consensus.
However, there is some interpretation

Exclusion criteria
Not reported.
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Study details

Participants

Interventions

Outcomes and Results

Comments

possible within the criteria.

3.2 Was the information used to define
intervention groups recorded at the
start of the intervention? Y — Risk
factors identified prior to discharge.
3.3 Could classification of intervention
status have been affected by
knowledge of the outcome or risk of
the outcome? N.

Risk of bias judgement: Moderate risk.

Bias due to deviations from intended
interventions

4.1. Were there deviations from the
intended intervention beyond what
would be expected in usual practice?
NI — No information provided on how
adherence to the intervention was
standardised or measured.

4.2. If YIPY to 4.1: Were these
deviations from intended intervention
unbalanced between groups and likely
to have affected the outcome? NA.

Risk of bias judgement: Moderate risk.
Bias due to missing data

5.1 Were outcome data available for
all, or nearly all, participants? Y — All
participants identified from hospital
records and included.

5.2 Were participants excluded due to
missing data on intervention status?
NI — Exclusion criteria not reported.
5.3 Were participants excluded due to
missing data on other variables
needed for the analysis? NI — No
mention of incomplete records or how
these may have been considered.

5.4 If PN/N to 5.1, or Y/PY to 5.2 or
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Study details

Participants

Interventions

Outcomes and Results

Comments

5.3: Are the proportion of participants
and reasons for missing data similar
across interventions? NA.

5.5 If PN/N to 5.1, or Y/PY to 5.2 or
5.3: Is there evidence that results were
robust to the presence of missing
data? NA.

Risk of bias judgement: Moderate risk.
Bias in measurement of outcomes

6.1 Could the outcome measure have
been influenced by knowledge of the
intervention received? N — Length of
hospital stay is on objective
measurement.

6.2 Were outcome assessors aware of
the intervention received by study
participants? NI.

6.3 Were the methods of outcome
assessment comparable across
intervention groups? Y — Both
extracted from electronic hospital
records.

6.4 Were any systematic errors in
measurement of the outcome related
to intervention received? PN.

Risk of bias judgement: Low risk.

Bias in selection of the reported result
Is the reported effect estimate likely to
be selected, on the basis of the
results, from...

7.1. ... multiple outcome
measurements within the outcome
domain? N.

7.2 ... multiple analyses of the
intervention-outcome relationship?
PN.

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to outpatient settings DRAFT (July 2021)



DRAFT FOR CONSULTATION

Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after traumatic injury

Study details

Full citation
Huang, T. T., Liang,
S.H.,A
randomized clinical
trial of the
effectiveness of a
discharge planning
intervention in
hospitalized elders
with hip fracture
due to falling, J Clin
Nurs, 14, 1193-201,
2005

Ref Id
1118076

Countrylies where
the study was
carried out

Taiwan

Study type
RCT

Aim of the study

To examine the
effectiveness of a

Participants

Sample size

N= 126 (randomised)

¢ Discharge planning with
gerontological nurse = 63

¢ Routine discharge planning
=63

N= 122 (analysed)
¢ Discharge planning with
gerontological nurse = 63

¢ Routine discharge planning
=59

Characteristics

Age in years [Mean (SD)]:

¢ Discharge planning with
gerontological nurse = 75.9
(7.6)

¢ Routine discharge planning
=78.1(7.5)

Gender (M/F):

¢ Discharge planning with
gerontological nurse (63) =
23/40

¢ Routine discharge planning
(63) = 16/47

Interventions

Interventions
e Intervention group:

Discharge planning with
gerontological nurse.
Extended from hospital
admission through three
months after discharge +
advice. Discharge in the
hospital was provided by
postgrad qualified
gerontological nurse
experienced in hospital and
home care of older adults.
Initial nurse visit within 48
house of hospital admission
and at least every 48 hours
during hospitalisation.
Participants received one
home visit 3 to 7 days after
discharge and could call
nurse 7days/week (8am to
8pm), phone contacts were
initiated by nurse once a
week. Individualised
discharge plan were
designed by nurse together
with family caregivers and
healthcare team members.
One brochure on self-care
for hip fracture and another

Outcomes and Results

Results

Length of hospital stay in
days [Mean (SD)]

At 3 months:

¢ Discharge planning with
gerontological nurse
(n=63): 8.17 (3.61)

¢ Routine discharge
planning (n=63): 10.06
(3.07)

¢ Significantly shorter in
intervention group
compared to control
group (p=0.002,
student’s t-test)

Quality of life (measured
using SF-36) [Mean (SD)]

Scale: 0-100, higher =
better

At discharge:

¢ Discharge planning with
gerontological nurse
(n=63): 42.24 (9.96)

Comments

7.3 ... different subgroups? N.

Risk of bias judgement: Low risk.
Overall risk of bias

Risk of bias judgement: Serious risk

Other information
None.

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? Y. Quote: "According to a
computer generated table, the
researcher then randomly assigned
patients to either the control group or
the intervention group” (page 1195)

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? NI.

1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? Y.
Baseline characteristics were
balanced.

Risk-of-bias judgement: Some
concerns

Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to
intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
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Study details
discharge plan in
hospitalized elderly
patients with hip
fracture due to
falling.

Study dates

January —
December 2002

Source of funding

This study received
funding from
National Science
Council, Taiwan
(NSC89-2314-B-
182-138) and
Chung Gung
University
(CMRP940).

Participants

Time since injury: not
reported

Injury cause: all traumatic

Type of hip fracture
(Intracapsular/extracapsular)

¢ Discharge planning with
gerontological nurse =
25/38

¢ Routine discharge planning
= 30/33 (47.6%)

Inclusion criteria
Participants had to:

e Be over 65 years with hip
fractures due to falling

e Have been discharged
within the catchment areas
of the medical centre

Exclusion criteria

e Cognitive impairment

¢ Being too ill to participate
e Unable to communicate
o Admitted to the ICU

Interventions

for falls prevention, were
provided. The nurse also
provided direct care, advice,
set up of home care services
and the assessment of
rehabilitation facility needs.
Before discharge, hard copy
summaries of plans, goals,
progression and ongoing
concerns were given to
patients and carers. Through
follow-up, the nurse
addressed concerns of
patients and caregivers,
monitored patients’ progress
and collaborated with
physicians to modify
therapies and find needed
services.

Control group: Routine
discharge planning. Routine
hospital discharge planning
for adult patients, provided
by non-postgrad qualified
nurses. No information,
discharge summary, home
visit or telephone contact.

Outcomes and Results

¢ Routine discharge
planning (n=59): 36.22
(7.79)

At 2 weeks post

discharge:

¢ Discharge planning with
gerontological nurse
(n=63): 46.04 (10.50)

¢ Routine discharge
planning (n=59): 38.58
(7.90)

At 3 months* post

discharge

¢ Discharge planning with
gerontological nurse
(n=63): 60.77 (10.50)

¢ Routine discharge
planning (n=59): 51.3
(11.6)

¢ Significantly higher
(better) in intervention
group compared to
control group (p<0.001,
repeated measures
ANOVA test for time
and group)

Changes in ADL
(measured using Barthel
Index) [Mean (SD)]

Scale: 0-100, higher =
better.

Comments

PY - Due to the nature of the
intervention, blinding is not feasible
2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is not feasible
2.3. If Y/PY/NI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? NI.

2.4 If Y/PY to 2.3: Were these
deviations likely to have affected the
outcome? NA.

2.5. If Y/PYINI to 2.4: Were these
deviations from intended intervention
balanced between groups? NA.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y — Intent to treat.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: Some
concerns

Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? Hospital
length of stay — Y. No loss to follow-
up; Changes in ADL — Y. Outcome
data available for 96.8% of
participants (63/63 in intervention and
59/63 in control).

3.2 If No/PN/NI to 3.1: Is there
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Study details

Participants

Interventions

Outcomes and Results

At baseline:

¢ Discharge planning with
gerontological nurse
(n=63): 96.5 (7.6)

¢ Routine discharge
planning (n=63): 96.43
(7.1)

At discharge:

¢ Discharge planning with
gerontological nurse
(n=63): 47.62 (10.39)

¢ Routine discharge
planning (n=59): 37.54
(17.89)

At 2 weeks after

discharge:

¢ Discharge planning with
gerontological nurse
(n=63): 73.41 (13.28)

¢ Routine discharge
planning (n=59): 58.73
(21.87)

At 3 months* post

discharge:

¢ Discharge planning with
gerontological nurse
(n=63): 87.2 (11.6)

¢ Routine discharge
planning (n=59): 71.02
(26.1)

o Significantly higher
(better) in intervention

Comments

evidence that the result was not
biased by missing outcome data? NA.
3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
value? NA.

3.4 If Y/PY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? NA.

Risk-of-bias judgement: Low risk
Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N -
Measurements were carried out using
appropriate methods and validated
scales.

4.2 Could measurement or
ascertainment of the outcome have
differed between intervention groups?

PN — Measured using same
procedures at comparable time points
(at discharge).

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? Length of hospital stay —
N — Outcome assessors blinded to
group allocation; Changes in ADL —
PY. Partially self-assessment and
unlikely study participants were
blinded.

4.4 If Y/PYINI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? Length of
hospital stay — NA; Changes in ADL —
Y.
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Study details

Participants

Interventions

Outcomes and Results
group compared to
control group (p<0.01,
repeated measures
ANOVA test for time
and group)

Some confusion whether
T3 reported in in table 4
and table 5 is 3 weeks
post-discharge or 3
months post-discharge. 3
months post-discharge fits
the narrative description
and so this is what has
been reported.

Comments

4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? Length of
hospital stay — NA; Changes in ADL —
PN. Standardised and validated
measurement tool.

Risk-of-bias judgement: Length of
hospital stay — low risk; Changes in
ADL — some concerns

Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? PY -
All outcomes stipulated in the methods
section were reported.

Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? PN - All outcome
data were reported as stated in the
protocol.

5.3 ... multiple analyses of the data?
PN - All outcome data were reported
as stated in the protocol.

Risk-of-bias judgement: Low risk
Overall risk of bias

Risk-of-bias judgement: Some
concerns

Other information
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Study details

Full citation

Lin, P. C., Wang, C.

H., Chen, C. S.,
Liao, L. P., Kao, S.
F.,Wu,H.F., To
evaluate the
effectiveness of a
discharge-planning
programme for hip
fracture patients,
Journal of Clinical
Nursing, 18, 1632-
1639, 2009

Ref Id
1207043

Countrylies where
the study was
carried out

Taiwan

Study type
RCT

Aim of the study

To evaluate the
effectiveness of a
comprehensive
discharge-planning
service for hip

Participants

Sample size

N = 50 (randomised)

e Comprehensive discharge
planning = 26

¢ Routine discharge
planning = 24

N = 50 (analysed)

e Comprehensive discharge
planning = 26

¢ Routine discharge
planning = 24

Characteristics

NB. Characteristics only
reported for whole study
population rather than by
study arm.

Age in years [Mean (SD)]:
78.75 (6.99)

Gender (M/F): 32/18

Time since injury: not
reported

Injury cause: not reported

Interventions

Interventions
¢ Intervention group:

Comprehensive discharge-
planning. Comprehensive

discharge-planning service
was devised with structured

assessment of the discharge

planning needs.
Individualised nursing

instruction was provided with

monitoring services and two
home visits after discharge.
The need for discharge
planning and the QOL prior
to the fracture were
assessed within 48 hours of
admission. Patient self-care
knowledge and degree of
satisfaction regarding the
discharge planning service
were evaluated before
discharge. The first home
visit was conducted two
weeks post discharge,
performing a second
evaluation of physical
function and self-care
knowledge. The second
home visit was performed 3
months post-discharge and

physical function and QOL at

this point were evaluated
again.

Outcomes and Results

Results

Patient satisfaction
(measured using research
designed questionnaire)
[Mean (SD)]

Scale: 14-70 points,
higher = better

Time point not reported:

e Comprehensive
discharge planning
(n=26): 52.73 (10.53)

¢ Routine discharge
planning (n=24): 50.00
(12.61)

Length of hospital stay in
days [Mean (SD)]

At 3 months:

e Comprehensive
discharge planning
(n=26): 6.04 (2.41)

¢ Routine discharge
planning (n=24): 6.29
(2.17)

Comments

Hospital readmissions within 3 months
also reported but no distinction
between unplanned re-admissions
(outcome as per protocol) and planned
re-admissions (not in protocol).

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? NI — Paper simply states
randomised.

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? NI.

1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? NI —
There is no indication that baseline
characteristics were reported or
compared across groups.

Risk-of-bias judgement: Some
concerns

Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to
intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
PY. Due to the nature of the
intervention, blinding is not feasible
2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
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Study details
fracture patients,
including length of
stay, functional
status, self-care
knowledge and
quality of life

Study dates

November 2005 —
December 2006

Source of funding

This study received
funding from the
National Science
Council, Taiwan
(NSC94-2314-B-
075- 072).

Participants

Type of hip fracture: not
reported

Inclusion criteria

Participants had to:

e Be aged 65 years or older

e Have a hip fracture
diagnosis

e Be able to walk

e Have a Barthel score of at
least 70 points prior to hip
fracture

e Mentally alert and able to
communicate

e Living in the Taipei region

Exclusion criteria
e Cognitive impairment
e Terrminal disease

Interventions
o Control group: Routine

discharge planning. Nurses
who cared for patients
provided the discharge
service and gave non-
structured discharge
instructions according to
their own professional
judgement without following
a standardised procedure.

Outcomes and Results

Changes in ADL
(measured using
Functional Status
Subscale adapted from
OARS Mutlidimensional
Functional Assessment
Questionnaire) [Mean

(SD)]

Scale 0-18, higher =
better

At baseline (before
fracture):

e Comprehensive
discharge planning
(n=26): 17.53 (1.13)

¢ Routine discharge plan
(n=24): 17.62 (0.71)

Before discharge:

e Comprehensive
discharge planning (n
=26): 8.15 (2.49)

¢ Routine discharge plan
(n=24): 8.00 (1.88)

2 weeks post-discharge:

e Comprehensive
discharge planning
(n=26): 12.50 (3.95)

¢ Routine discharge plan
(n=24): 11.38 (3.39)

3 months post-discharge:

Comments

PY - Due to the nature of the
intervention, blinding is not feasible
2.3. If Y/PY/NI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? NI.

2.4 If Y/PY to 2.3: Were these
deviations likely to have affected the
outcome? NA.

2.5. If Y/PYINI to 2.4: Were these
deviations from intended intervention
balanced between groups? NA.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y- Intent to treat
analysis.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: Some
concerns

Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? Y — No
reported drop out.

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data? NA.
3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
value? NA.

3.4 If Y/PY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? NA.
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Study details

Participants

Interventions

Outcomes and Results

e Comprehensive
discharge planning
(n=26): 16.92 (1.41)

¢ Routine discharge plan
(n=24): 16.83 (1.71)

¢ No significant difference
between groups
(p=0.409, repeated
measures ANOVA)

Comments

Risk-of-bias judgement: Low risk
Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N -
Measurements were carried out using
appropriate methods and validated
scales for all objective and subjective
outcomes

4.2 Could measurement or
ascertainment of the outcome have
differed between intervention groups?
PN — Measured using same
procedures at comparable time points.

"Evaluation of the control group was
identical to that for the experimental
group." (page 1634)

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? Y — Assessors were
unblinded.

4.4 If Y/PYINI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? Length of
hospital stay — PN. Due to the
objective nature of the outcome;
Patient satisfaction and changes in
ADL - PY.

4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? Patient
satisfaction: PY. Subjective
measurement and satisfaction tool
was not a validated one; Length of
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Study details

Participants

Interventions

Outcomes and Results

Comments

hospital stay — NA; Changes in ADL —
PN. Assessors used structured and
validated measurement tools.
Risk-of-bias judgement: Patient
satisfaction — high risk; Length of
hospital stay — low risk; Changes in
ADL — some concerns

Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? NI.
Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? PN.

5.3 ... multiple analyses of the data?
PN.

Risk-of-bias judgement: Some
concerns

Overall risk of bias

Patient satisfaction — high risk; Length
of hospital stay — some concerns;
Changes in ADL — some concerns

Other considerations

Hospital readmissions within 3 months
also reported but no distinction
between unplanned re-admissions
(outcome as per protocol) and planned
re-admissions (not in protocol).
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Study details

Full citation

Parsons, M.,
Parsons, J., Pillai,
A., Rouse, P.,
Mathieson, S.,
Bregmen, R,
Smith, C., Kenealy,
T., Post-Acute Care
for Older People
Following Injury: A
Randomized
Controlled Trial,
Journal of the
American Medical
Directors
Association, 2019

Ref Id
1206192

Countrylies where
the study was
carried out

New Zealand

Study type
RCT

Aim of the study
To determine

Participants

Sample size
N = 403 (randomised)

e Supported discharge team
care = 201

e Usual care = 202

N = 403 (analysed)
e Supported discharge team
care = 201

e Usual care = 202

Characteristics

Age in years [Mean (SD)]:

e Supported discharge team
care = 81.1 (7.8)

e Usual care = 80.5 (8.3)

Gender (M/F):

e Supported discharge team
care = 45/156

e Usual care = 55/147

Time since injury: not
reported.

Injury cause: not reported by
inclusion criteria states
trauma

Interventions

Interventions

¢ Intervention group:
Supported discharge team
care. This was rehabilitation
program delivered by a
multidisciplinary team. It
involved healthcare
assistants, registered
nurses, allied health
professionals. Consultant
geriatricians delivered
weekly input through case
conferencing, HCA provided
up to 4 visits/day 7 days a
week and used functional
rehabilitation principles. The
team worked collaboratively
with the patient's primary
care team as well as the
specialist community and
hospital services and
continued to visit till the
patient returned to

independence or until stable.

Patients were limited to 6
weeks attendance and

offered extension on case by

case basis. The team

discussed patient's progress

weekly. Visits reduced as
patients gained
independence and on

Outcomes and Results

Results

Length of hospital stay in
days [Mean (95% CI)]

e Supported discharge
team care (n=201): 20.9
(17.7-24 1)

e Usual care (n=202):
26.6 (23.5-29.6)

¢ Significantly shorter in

intervention group
(p=0.002, ANOVA)

Comments

Quality of life using SF-36 was
reported but only individually by
domain rather than overall quality of
life or mental/physical component
scores which have been extracted
previously.

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? Y. Quote: "Participants were
randomized using a computer-
generated randomization sequence."
(page 406)

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? NI.

1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? N -
"Demographics were similar across
the 2 groups" (page 406).
Risk-of-bias judgement: Some
concerns

Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to
intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is not feasible.

2.2. Were carers and people delivering
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Study details
whether supported
discharge team for
older people
admitted to hospital
following a fracture
enables earlier
discharge from
hospital and
reduces
readmissions and
healthcare costs

Study dates

December 2013 —
July 2015

Source of funding
Not reported

Participants

Type of injury (TBI/spinal
fracture/soft tissue/wrist and
forearm fracture/pelvic
fracture/femur and knee
fracture/tibia, fibula, ankle
and foot fractures/clavicle,
shoulder and humeral
fracture/hip fracture/other
fracture):

e Supported discharge team
care (n)
= 3/12/8/4/12/7/10/15/4/12
6

e Usual care (n) =
6/13//7/3/123/84/13/17/109/3

Inclusion criteria
Participants had to:

e Have suffered an injury that
required hospital admission
and subsequent
rehabilitation

e Be 65 years of age

¢ Be in hospital at time of
referral

¢ Not require ongoing acute
hospital based treatment

e Have consented to being
treated at home

e Have agreed with the
objectives set by the
referring inter-disciplinary
team.

e Be considered to have
potential for partial or

Interventions
discharge, advance care
planning was initiated and
passed to the patient's
primary care physician for
completion.

e Control group: Usual care.
Discharge planning from the
hospital and subsequent
community-based services.
Community-based services
could include allied health,
district nursing, and home
care.

Outcomes and Results

Comments

the interventions aware of participants'
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is not feasible.
2.3. If Y/PY/NI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? NI.

2.4 If Y/PY to 2.3: Were these
deviations likely to have affected the
outcome? NA.

2.5. If Y/PY/INI to 2.4: Were these
deviations from intended intervention
balanced between groups? NA.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y — Intent to treat
analysis.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: Some
concerns

Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? Y — No
attrition reported.

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data? NA
3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
value? NA

3.4 If YIPY/INI to 3.3: Is it likely that
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Study details

Participants

complete recovery with
suitable home rehabilitation
within 6 weeks

Be able to stand and
transfer with 1 person (with
or without the help of a
resident carer)

Have had a recent injury
and was at a borderline
level of function with an
associated reduction in
activities of daily living
and/or instrumental ADL
Without input from the
team, be considered likely
to fail to recuperate full
potential of functional
recovery or be likely to fail
to manage satisfactorily at
home despite conventional
community support and,
therefore, be at risk of
hospital re-admission or
institutionalization.

Exclusion criteria
Not reported

Interventions

Outcomes and Results

Comments

missingness in the outcome depended
on its true value? NA

Risk-of-bias judgement: Low risk
Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N -
Measurements were carried out using
appropriate methods from electronic
records.

4.2 Could measurement or
ascertainment of the outcome have
differed between intervention groups?
PN - Measured using same
procedures at comparable time points
(discharge).

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? NI.

4.4 1f Y/PY/NI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? PN — Due to
objective nature of outcome.

4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? NA.
Risk-of-bias judgement: Low risk
Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? PN -
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Study details

Full citation
Ryan, T., Enderby,

Participants

Sample size
N= 81 (randomised)

Interventions

Interventions
e Both groups: The MDT

Outcomes and Results

Results

Comments

Study protocol was registered during
study after initial participants had
completed intervention.

Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? PN.

5.3 ... multiple analyses of the data?
PN.

Risk-of-bias judgement: Some
concerns

Overall risk of bias

Risk-of-bias judgement: Some
concerns

Other information

Hospital readmissions within 1 year
also reported but no distinction
between unplanned re-admissions
(outcome as per protocol) and planned
re-admissions (not in protocol).

Changes in ADL also reported in
paper. However, measures of variance
were not reported so data pooling was
not feasible. Paper noted that “no
statistically significant differences were
noted in the functional status over time
between the 2 groups and both groups
improved at the same rate” (page
407).

Limitations
Quality assessment: Risk of bias
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Study details

P., Rigby, A. S., A
randomized
controlled trial to
evaluate intensity of
community-based
rehabilitation
provision following
stroke or hip
fracture in old age,
Clinical
Rehabilitation, 20,
123-131, 2006

Ref Id
1184826

Countryl/ies where
the study was
carried out

UK

Study type
RCT

Aim of the study
To compare
intensive with non-
intensive home
based rehabilitation
provision following
stroke or hip
fracture in old age
(65 years plus)

Study dates
July 2000 — June

Participants

e More intensive MDT
care = 37

e Less intensive MDT care =
34

N= 58 (analysed)
e More intensive MDT care =

30
e Less intensive MDT
care = 28

Characteristics

Age in years [Mean (SD)]:

e More intensive MDT care =
80.7 (7.4)

e Less intensive MDT care
=80.9 (6.3)

Gender (M/F): not reported

Time since injury in years

[Mean (SD)]:

e More intensive MDT care =
40.6 (42.2)

e Less intensive MDT care
=35 (24.6)

Injury cause: not reported

Type of hip fracture: not
reported

Inclusion criteria
Participants had to:

Interventions

comprised of
physiotherapist, occupational
therapist, speech and
language therapist or
therapy assistant. The
maximum length of treatment
time was 12 weeks.

Intervention group: More
intensive MDT care. An
augmented rehabilitation
service providing 6 or more
face-to-face contacts per
week with a member of the
MDT.

e Control group: Less intensive

MDT care. 3 or less face-to-
face contacts per week with
a member of the MDT.

Outcomes and Results
Quality of life (measured

using EQ-5D) [Median
(1QR)]

Higher = better

At baseline:
e More intensive MDT

care (n=37): 0.52 (0.26-

0.69)
e Less intensive MDT

care (n=34): 0.62 (0.32-

0.73)

At 3 months:
e More intensive MDT

care (n=30): 0.62 (0.52-

0.77)
e Less intensive MDT

care (n=28): 0.67 (0.59-

0.79)

¢ No significance
difference between
groups (p=0.3, Mann-
Whitney U test;
unadjusted)

¢ No significance
difference between
groups (p=0.3, Mann-
Whitney U test;
adjusted using
imputation for missing
data)

e Mean change (SD):

More intensive MDT
care = 0.1 (0.23)

Comments

assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? Y — Using random number
table in blocks of 10.

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? Y - Opaque sealed
envelopes.

1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? PN —
Baseline characteristics are balanced
between groups in whole study
population, although there is no
comparison purely for hip fracture
patients.

Risk-of-bias judgement: Low risk
Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to
intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is not feasible.
2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is not feasible
2.3. If Y/PY/NI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
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Study details
2002

Source of funding
This study received
funding from NHS
Executive Trent,
United Kingdom.

Participants

e Be aged 65 or over

¢ Recovering from stroke or
hip fracture

¢ Not be suffering from a
concomitant disease (e.g.
Parkinson's disease or
dementia)

e Be able to be contacted by
the research team within
five working days

Exclusion criteria
Not reported

Interventions

Outcomes and Results

vs. Less intensive MDT
care = 0.1 (0.23)

Overall quality of life
(measured using EQ-
VAS) [Median (IQR)]

Scale 1-100, higher =
better

At baseline:

e More intensive MDT
care (n=37): 0.6 (0.51 -
0.71)

e Less intensive MDT
care (n=34): 0.63 (0.57-
0.81)

At 3 months:

e More intensive MDT
care (n=30): 0.71 (0.6-
0.8)

e Less intensive MDT
care (n=28): 0.7 (0.5-
0.82)

¢ No significance
difference between
groups (p=0.98, Mann-
Whitney U test;
unadjusted)

¢ No significance
difference between
groups (p=0.98, Mann-
Whitney U test;
adjusted using
imputation for missing

Comments

experimental context? Y — Intervention
group was meant to have a ratio of 2:1
MDT sessions compared to control.
Mean (SD) sessions were reported as
24.4 (10.2) for intervention versus 17.9
(9.1) for control.

2.4 If Y/IPY to 2.3: Were these
deviations likely to have affected the
outcome? Y — Intervention group did
not achieve the forecast intensity of
MDT sessions.

2.5. If YIPY/NI to 2.4: Were these
deviations from intended intervention
balanced between groups? N.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y - Intention to treat
analysis.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: High risk.
Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? N - Outcome
data only available for 58/71 (82%)
participants at 3 months (30/37 in
intervention group and 28/34 in control
group).

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data? N.
3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
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Study details

Participants

Interventions

Outcomes and Results
data)

e Mean change (SD):
More intensive MDT
care = 0.03 (0.2)
vs. Less intensive MDT
care =-0.01 (0.1)

Change in ADL
(measured using Barthel
Index) [Median (IQR)]

Scale 0-100,
higher=better

At baseline:

e More intensive MDT
care (n=37): 17 (15-17)

e Less intensive MDT
care (n=34): 16 (14.75-
17)

At 3 months:

e More intensive MDT
care (n=30): 20 (19-20)

e Less intensive MDT
care (n=28): 20 (19-20)

¢ No significance
difference between
groups (p=0.83, Mann-
Whitney U test;
unadjusted)

¢ No significance
difference between
groups (p=0.83, Mann-
Whitney U test;
adjusted using

Comments
value? PY.

3.4 If Y/IPY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? PN — Reasons for
and numbers of loss to follow up was
roughly balanced across study groups.
Risk-of-bias judgement: Some
concerns

Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N - Outcomes
were measured using validated
instruments.

4.2 Could measurement or
ascertainment of the outcome have
differed between intervention groups?
PN - Measured using same
procedures at comparable time points.

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? PY — Blinding of
researchers carrying out assessments
were blind, but quality of life and
acitivities of daily living have a
subjective component to them and
participants were unlikely to be
blinded.

4.4 If Y/PYINI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? PY.

4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? PN —
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Study details

Participants

Interventions

Outcomes and Results

imputation for missing
data)

e Mean change (SD):
More intensive MDT
care = 3.19 (1.7)
vs. Less intensive MDT
care = 3.36 (1.8)

Changes in ADL
(measured using
Frenchay Activities Index)
[Median (IQR)]

Scale 0-45, higher=better

At baseline:

e More intensive MDT
care (n=37): 28 (19.5-
32)

e Less intensive MDT
care (n=34): 28 (22.75 -
31.25)

3 months:

e More intensive MDT
care (n=30): 19 (14-23)

e Less intensive MDT
care (n=28): 19 (14-24)

¢ No significance
difference between
groups (p=0.81, Mann-
Whitney U test;
unadjusted)

¢ No significance
difference between
groups (p=0.46, Mann-

Comments

Researchers were blinded and using
standardised and validated
measurements.

Risk-of-bias judgement: Some
concerns.

Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? NI.
Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? PN.

5.3 ... multiple analyses of the data?
PN.

Risk-of-bias judgement: Some
concerns

Overall risk of bias

Risk-of-bias judgement: High risk

Other information
None.
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Study details

Full citation

Ryan, T., Enderby,
P., Rigby, A. S., A
randomized
controlled trial to
evaluate intensity of
community-based
rehabilitation
provision following
stroke or hip
fracture in old age:
results at 12-month
followup,
International journal
on disability and
human
development, 5,
83-89, 2006

Ref Id
1184825

Countryl/ies where
the study was
carried out

UK

Participants Interventions

Interventions
See Ryan 2006a

Sample size
See Ryan 2006a

Characteristics
See Ryan 2006a

Inclusion criteria
See Ryan 2006a

Exclusion criteria
See Ryan 2006a

Outcomes and Results
Whitney U test;
adjusted using
imputation for missing
data)

e Mean change (SD):
More intensive MDT
care = 7.06 (6) vs. Less
intensive MDT care =
6.34 (5.1)

Results

Overall quality of life
(measured using EQ-5D)
[Median (IQR)]

Higher = better

At baseline:

e More intensive MDT
care (n=37): 0.52 (0.26-
0.69)

e Less intensive MDT
care (n=34): 0.62 (0.32-
0.73)

At 12 months:

e More intensive MDT
care (n=30): 0.7 (0.59-
8)

e Less intensive MDT
care (n=28): 0.7 (0.62-
0.74)

¢ No significant difference
between groups

Comments

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? Y — Using random number
table in blocks of 10.

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? Y - Opaque sealed
envelopes.

1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? PN —
Baseline characteristics are balanced
between groups in whole study
population, although there is no
comparison purely for hip fracture
patients.

Risk-of-bias judgement: Low risk
Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to

intervention)
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Study details

Study type
RCT

Aim of the study
See Ryan 2006a

Study dates
See Ryan 2006a

Source of funding
See Ryan 2006a

Participants

Interventions

Outcomes and Results

(p=0.67, Mann-Whitney
U test)

e Mean change (SD):
More intensive MDT
care = 0.16 vs. Less
intensive MDT care =
0.08; 95% CI = -0.08-
0.24

Overall quality of life
(measured using EQ-
VAS) [Median (IQR)]

Higher = better

At baseline:

e More intensive MDT
care (n=37): 0.6 (0.51 -
0.71)

e Less intensive MDT
care (n=34): 0.63 (0.57-
0.81)

At 12 months:

e More intensive MDT
care (n=30): 0.7 (0.5-
0.78)

e Less intensive MDT
care (n=28): 0.65 (0.5-
0.8)

¢ No significant difference
between groups
(p=0.88, Mann-Whitney
U test)

o Mean change: More
intensive MDT care

Comments

2.1. Were participants aware of their
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is not feasible.
2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
PY - Due to the nature of the
intervention, blinding is not feasible
2.3. If Y/PYINI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? Y — Intervention
group was meant to have a ratio of 2:1
MDT sessions compared to control.
Mean (SD) sessions were reported as
24.4 (10.2) for intervention versus 17.9
(9.1) for control.

2.4 If Y/IPY to 2.3: Were these
deviations likely to have affected the
outcome? Y — Intervention group did
not achieve the forecast intensity of
MDT sessions.

2.5. If Y/PYINI to 2.4: Were these
deviations from intended intervention
balanced between groups? N.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y - Intention to treat
analysis.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: High risk.
Domain 3: Missing outcome data
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Study details

Participants

Interventions

Outcomes and Results
=0.04 vs. Less
intensive MDT care = -
0.05; 95% CI = -0.06
to 0.2

Change in ADL
(measured using Barthel
Index) [Median (IQR)]

At baseline:

e More intensive MDT
care (n=37): 17 (15-17)

e Less intensive MDT
care (n=34): 16 (14.75-
17)

At 12 months:

e More intensive MDT
care (n=30): 20 (19-20)

e Less intensive MDT
care (n=28): 20 (19-20)

¢ No significant difference
between groups
(p=0.18, Mann-Whitney
U test)

¢ Mean change: More
intensive MDT care
= 3.36 vs. Less
intensive MDT care
= 3.47; 95% CIl = -1.2-
0.99

Changes in ADL
(measured using
Frenchay Activities Index)
[median (IQR)]

Comments

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? N - Outcome
data only available for 58/71 (82%)
participants at 12 months (30/37 in
intervention group and 28/34 in control
group).

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data? N.
3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
value? PY.

3.4 If Y/IPY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? PN — Reasons for
and numbers of loss to follow up was
roughly balanced across study groups.
Risk-of-bias judgement: Some
concerns

Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N - Outcomes
were measured using validated
instruments.

4.2 Could measurement or
ascertainment of the outcome have
differed between intervention groups?
PN - Measured using same
procedures at comparable time points.

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? PY — Blinding of
researchers carrying out assessments
were blind, but quality of life and
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Study details

Participants

Interventions

Outcomes and Results

At baseline:

e More intensive MDT
care (n=37): 28 (19.5-
32)

e Less intensive MDT
care (n=34): 28 (22.75 -
31.25)

At 12 months:

e More intensive MDT
care (n=30): 22 (16.5-
29.5)

e Less intensive MDT
care (n=28): 21 (13-26)

¢ No significant difference
between groups
(p=0.27, Mann-Whitney
U test)

e Mean change: More
intensive MDT care = -
3.8 vs. Less intensive
MDT care = -5.8; 95%
Cl=-24-6.5

Comments

acitivities of daily living have a
subjective component to them and
participants were unlikely to be
blinded.

4.4 If Y/PYINI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? PY.

4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? PN —
Researchers were blinded and using
standardised and validated
measurements.

Risk-of-bias judgement: Some
concerns.

Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? NI.

Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? PN.

5.3 ... multiple analyses of the data?
PN.

Risk-of-bias judgement: Some
concerns

Overall risk of bias

Risk-of-bias judgement: High risk
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Study details

Full citation

Stenvall, Michael,
Olofsson, Birgitta,
Nyberg, Lars,
Lundstrom, Maria,
Gustafson, Yngve,
Improved
performance in
activities of daily
living and mobility
after a
multidisciplinary
postoperative
rehabilitation in
older people with
femoral neck
fracture: a
randomized
controlled trial with
1-year follow-up,
Journal of
rehabilitation
medicine, 39, 232-
8, 2007

Ref Id
1279942

Countrylies where
the study was
carried out

Sweden

Participants

Sample size

N (randomised) = 199

e MDT post-operative
rehabilitation = 102

e Conventional post-
operative rehabilitation =
97

N (analysed) = 199
e MDT post-operative
rehabilitation = 102

e Conventional post-
operative rehabilitation =
97

Characteristics

Age in years [Mean (SD)]:

e MDT post-operative
rehabilitation (N) = 82.3
(6.6)

e Conventional post-
operative rehabilitation (N)
=82.0 (5.9)

Gender (M/F):

e MDT post-operative
rehabilitation (n) = 28/74

e Conventional post-
operative rehabilitation (n)
= 23/74

Time since injury: not

Interventions

Interventions
o Targeted 8 separate areas of

post-operative care: 1. Ward
layout; 2. Staffing; 3. Staff
education; 4. Teamwork; 5.
Individual care planning; 6.
Prevention and treatment of
complications; 7. Nutrition;
and 8. Rehabilitation.

Intervention group: MDT
post-operative rehabilitation.
Applied in a geriatric unit that
specialised in geriatric
orthopaedic patients.

o Ward layout: 24-bed ward
with single and double
rooms, and extra beds
when needed.

o Staffing: 1.07 WTE
nurses/aides per bed, plus
2x1WTE
physiotherapists, 2 x 1
WTE occupational
therapists and 0.2 WTE
dietician.

o Staff education: Included a
4-day course on post-
operative rehabilitation,
including information on
possible complications,
delirium and fall
prevention.

o Teamwork: The multi-
disciplinary team included

Outcomes and Results

Results

Changes in ADL
(measured using number
of participants achieving
independence in P-ADL at
each time point)

Before fracture:

e MDT post-operative
rehabilitation: 47

e Conventional post-
operative rehabilitation:
48

At 4 month post-operative
follow-up:

e MDT postoperative
rehabilitation: 35/102

e Conventional
postoperative
rehabilitation: 23/97

e OR (95% CI): 2.51
(1.00-6.30)

¢ Binary logistic
regression adjusted for
depression, dementia
and independent
walking ability at
baseline.

At 12 month post-

Comments

Other information
None.

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? NI — Simply states that
participants were randomised.

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? Y — Opaque,
sequentially numbered envelopes that
were only opened right before surgery.
1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? PN —
Only 1 of the baseline characteristics
were significantly different between
groups (diagnosed depression). No
other imbalances.

Risk-of-bias judgement: Some
concerns.

Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to

intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
NI — Participants were recruited in the
emergency department. No
information presented on how much
they were aware of the differences
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Study details
Study type
RCT

Aim of the study

To evaluate both
short- and long-
term outcomes of a
multidisciplinary
post-operative
rehabilitation
package in patients
after acute hip
fracture.

Study dates

May 2000 —
December 2002

Source of funding

This study received
funding from the
Swedish
Foundation for
Health Care
Sciences and
Allergy Research,
the Joint
Committee of the
Northern Health
Region of Sweden,
the JC Kempe
Memorial
Foundation, the
Dementia Fund, the
Foundation of the
Medical Faculty,
the Borgerskapet of

Participants
reported

Injury cause: not reported but
inclusion criteria states hip
fracture following minimal
trauma

Type of fracture: not reported

Inclusion criteria
Participants had to:

e Be aged 70 years or above
e Have a femoral hip fracture

¢ Be admitted to orthopaedic
department at participating
hospital between May 200 -
December 2002

e Have underwent either
internal fixation
(undisplaced fracture) or
hemi-arthroplasty
(displaced fracture)

Exclusion criteria

e Severe rheumatoid arthritis
or hip osteoarthritis

e Pathological hip fractures
e Severe renal failure

e People who were
bedridden before trauma

Interventions
orthopaedic surgeons,
geriatricians, Registered
Nurses, Licensed Practical
Nurses, physical
therapists, occupational
therapists, dieticians and
geriatricians.

o Individual care planning:
Usually started within 24
hours, after assessment
from all MDT members.
The team updated a
patient’s rehabilitation
process and goals twice a
week.

o Prevention and treatment
of complications: Included
an examination of why
patient’s fractured their hip
and osteoporosis
treatment if needed.
Common post-operative
complications were
actively monitored, with
prevention and treatment
regimens where indicated.
Oxygen enriched air was
given at least for post-
operative day 1. Urinary
tract infections were
screened for, urinary
catheters only left in for a
maximum of 24 hours
post-operatively and
patient’s had regular
screening from urinary
retention and constipation.
If sleep was poor, possible

Outcomes and Results
operative follow-up

e MDT postoperative
rehabilitation: 33/102

e Conventional
postoperative
rehabilitation: 17/97

e OR (95% CI): 3.49
(1.31-9.23)

¢ Binary logistic
regression adjusted for
depression, dementia
and independent
walking ability at
baseline.

Changes in ADL
(measured using number
of participants achieving
Katz ADL scores at each
time point)

A: Independent in all 6
functions (feeding,
continence, transferring,
going to toilet, dressing,
and bathing).

B: Independent in any 5
out of 6 function.

C: Dependent for bathing
plus 1 other function,
independent in other 4
functions.

D: Dependent for bathing,
dressing plus 1 other
function, independent in
other 3 functions.

E: Dependent for bathing,

Comments

between the post-operative
rehabilitation programmes, or if they
knew which wards were used for
which post-operative programmes.
2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
Y — Staff on intervention ward were
aware of the intervention content. Staff
on the control wards were aware that
a new programme was being trial at
the hospital on another ward.

2.3. If Y/PYINI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? Y — Participants
who were allocated to the control
group were admitted to a general
geriatric unit (rather than the control
orthopaedic ward), which had staffing
levels, teamwork and individual care
planning similar to the intervention
ward. Additionally, intervention was
given until discharge rather than a
specific time point. Therefore,
participants staying longer will receive
more of the intervention.

2.4. If YIPY to 2.3: Were these
deviations from intended intervention
balanced between groups? N.

2.5 If No/PN/NI to 2.4: Were these
deviations likely to have affected the
outcome? Y.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y — Intention-to-treat
analysis.

2.7 If No/PN/NI to 2.6: Was there
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Study details
Umeé Research
Foundation, the
Erik and Anne-
Marie Detlof’s
Foundation,
University of Umea
and the County
Council of
Vasterbotten and
the Swedish
Research Council.

Participants

Interventions

causes were investigated
and treated.

o Nutrition: Food and liquid
registration was routinely
carried out, with patients
receiving protein enriched
meals until post-operative
day 4 (and longer if
indicated). Protein and
nutritional drinks were
administered daily.

o Rehabilitation: Started with
mobilisation within 24
hours post-operatively,
including specific exercises
with both physical
therapists and
occupational therapists
and general acitivites for
daily living with care staff.
Functional re-training was
administered with a
specific focus on fall risk
factors. A home visit was
conducted by occupational
therapists and/or physical
therapists, who
communicated with
counterparts in the
community rehabilitation
services to provide
additional information post-
discharge. Patients were
offered additional
rehabilitation as
outpatients after discharge.
A physical therapist or
occupational therapist

Outcomes and Results
dressing, going to the
toilet plus 1 other function,
independent in other 2
functions.

F: Dependent for bathing,
dressing, going to the
toilet, transferring plus 1
other function,
independent remaining
function.

G: Dependent in all six
functions.

At baseline:
o Katz grade A

o MDT post-operative
rehabilitation: 50/101

o Conventional post-
operative
rehabilitation: 49/94

o Katz grade B

o MDT post-operative
rehabilitation: 15/101

o Conventional post-
operative
rehabilitation: 13/94

e Katz grade C

o MDT post-operative
rehabilitation: 11/101

o Conventional post-
operative
rehabilitation: 5/94

e Katz grade D

o MDT post-operative
rehabilitation: 1/101

o Conventional post-

Comments

potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: High risk.
Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? N. At 4
months data was available for 175/199
participants (92/102 in intervention
group and 83/97 in control group). At
12 months data was available for
160/199 participants (84/102 in
intervention group and 76/97 in control
group).

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data? PN
— No information reported on methods
to correct for missing data bias
(although P-ADL was corrected for
baseline characteristics).

3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
value? Y.

3.4 If Y/PY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? Y — Data missing
due to death of patients which will
have affected ADL measurements.
Risk-of-bias judgement: High risk.
Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N.

4.2 Could measurement or
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Study details

Participants

Interventions

followed patients up via
telephone 2 weeks after
discharge, and with a
home visit 4 months after
discharge. This home visit
included rehabilitation
assessment, possible
rehabilitation needs,
environmental issues and
nutritional problems.
Another follow-up (also at
4 months after discharge)
was carried out by a
physician for a medication
review and to detect
possible complications.

e Control group: Conventional

post-operative rehabilitation.
Primarily applied in a
specialist orthopaedic unit
that followed conventional
post-operative routines. If a
patient required longer
rehabilitation, they were
admitted to a general
geriatric unit (although not
the same one as the
intervention ward).

o Ward layout: On the

orthopaedic control ward, a

27-bed ward with single,
double rooms and
quadruple rooms, and
extra beds when needed.
On the geriatric control

ward, layout was the same

as the intervention group.
o Staffing: On the

Outcomes and Results
operative
rehabilitation: 6/94

e Katz grade E

o MDT post-operative
rehabilitation: 10/101

o Conventional post-
operative
rehabilitation: 9/94

o Katz grade F
o MDT post-operative
rehabilitation: 9/101
o Conventional post-
operative
rehabilitation: 8/94

e Katz grade G
o MDT post-operative
rehabilitation: 3/101
o Conventional post-
operative
rehabilitation: 2/94

¢ Not classified
o MDT post-operative
rehabilitation: 2/101
o Conventional post-
operative
rehabilitation: 2/94
¢ No difference between
groups (p = 0.789,
Mann-Whitney U test)

At 12 months post-
operative follow-up:

o Katz grade A

o MDT postoperative
rehabilitation: 34/84

Comments

ascertainment of the outcome have
differed between intervention groups?
PN — Measured using same
procedures at comparable time points
(at discharge).

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? Y — Assessors were
unblinded to allocation.

4.4 If Y/PYINI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? Length of stay:
N. ADL: PN — Validated instruments
(Katz ADL and ADL Staircase) used
for measurements, which involve
little/no assessment judgement.

4.5 If Y/PYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? NA.

Risk-of-bias judgement: Low risk.
Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? NI —
No published protocol to check.

Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
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Study details Participants Interventions Outcomes and Results Comments

orthopaedic control ward,
1.01 WTE nurses/aides
per bed, plus 2 x 1 WTE
physiotherapists, 1 x 0.5
WTE occupational

therapists and no dietician.

On the geriatric control
ward, staffing was the
same as the intervention
group (10.7 WTE
nurses/aides per bed).
Staff education: No
rehabilitation specific
education given before or
during the programme.
Teamwork: On the
orthopaedic control ward,
no specific teamwork was
implemented. On the
geriatric control ward,
teamwork was the same
as the intervention group.
Individual care planning:
On the orthopaedic control
ward, individual care
planning was used but not
routinely as per the
intervention. On the
geriatric control ward, a
weekly individual care
planning meeting was
held.

Prevention and treatment
of complications: On both
control wards, there was
no routine examination
regarding the possible
causes of fractures, there

o Conventional
postoperative
rehabilitation: 17/76

e Katz grade B

o MDT postoperative
rehabilitation: 14/84

o Conventional
postoperative
rehabilitation: 21/76

Katz grade C

o MDT postoperative
rehabilitation: 8/84

o Conventional
postoperative
rehabilitation: 3/76

Katz grade D

o MDT postoperative
rehabilitation: 1/84

o Conventional
postoperative
rehabilitation: 2/76

Katz grade E

o MDT postoperative
rehabilitation: 5/84

o Conventional
postoperative
rehabilitation: 4/76

Katz grade F

o MDT postoperative
rehabilitation: 17/84

o Conventional
postoperative
rehabilitation: 17/76

Katz grade G
o MDT postoperative

outcome domain? PN.

5.3 ... multiple analyses of the data?
PN.

Risk-of-bias judgement: Some
concerns.

Overall risk of bias

Risk-of-bias judgement: High risk.

Other information

Re-admissions are also reported but
there is distinction between unplanned
re-admissions (outcome as per
protocol) and planned re-admissions
(not in protocol).
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Study details Participants

Interventions
was no fall prevention

assessment and no routine

prescription of
osteoporosis medication.
Post-operative
complications were
assessed but not routinely.

o Nutrition: On the
orthopaedic control ward,
no dietician was available.
On both control wards, no
nutrition registration or
protein-enriched meals
were available.

o Rehabilitation: Mobilisation
was within 24 hours of
surgery by a physical
therapist, and were visited
every day. However,
functional retraining for
daily tasks was not always
performed. On the
orthopaedic control ward,
occupational therapists
only met patients for a
consultation and there
were no home visits. On
the geriatric control ward,
exercises were similar to
the intervention group and
were administered by both
physical and occupational
therapists. In both control
groups, no follow-up
interventions were
scheduled.

Outcomes and Results Comments

rehabilitation: 4/84
o Conventional

postoperative

rehabilitation: 11/76

¢ Not classified
o MDT postoperative
rehabilitation: 1/84
o Conventional
postoperative
rehabilitation: 1/76

¢ Significantly more
participants achieving
earlier grade (better) in
intervention group
compared to control
group (p = 0.025, Mann-
Whitney U test)

Changes in ADL
(measured using number
of participants returning to
at least same Katz ADL
level as before trauma)

At 4 months post-

operative follow-up:

o MDT postoperative
rehabilitation: 56/92

e Conventional
postoperative
rehabilitation: 39/82

¢ No significant difference
between groups (p =
0.078, Chi-squared test)

At 12 months post-
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Study details

Full citation
Vikane, E.,
Hellstrom, T., Roe,
C., Bautz-Holter,
E., Assmus, J.,
Skouen, J. S.,
Multidisciplinary
outpatient
treatment in
patients with mild
traumatic brain
injury: A
randomised
controlled
intervention study,
Brain Injury, 31,
475-484, 2017

Ref Id
1206647

Countrylies where
the study was
carried out

Norway

Participants

Sample size
N = 151 (randomised)

o Multidisciplinary outpatient
treatment = 81

e Usual care by GP =70

N = 151 (analysed for return
to work)

o Multidisciplinary outpatient
treatment = 81

e Usual care by GP =70

N = 126 (analysed for
subjective outcomes)

o Multidisciplinary outpatient
treatment = 70

e Usual care by GP = 56

Characteristics

Age in years [Median

(range)]:

o Multidisciplinary outpatient
treatment = 31 (16-55)

e Usual care by GP =35 (16-

Interventions

Interventions
e Intervention group:

Multidisciplinary outpatient
treatment. Individual
contacts and a psycho-
educational group
intervention once a week
over a consecutive 4-week
period. Schedule for return to
work and other activities
were developed during the
first consultation within two
weeks after multidisciplinary
examination. There were
individualised additional
follow-ups in the first year. A
social worker, occupational
therapist or nurse dealt with
concerns of return to work;
team led by rehabilitation
medicine specialist assessed
patients capabilities; a
neuropsychologist assessed
psychological issues;
physician dealt with
exacerbations and GP
received a report for each

Outcomes and Results

operative follow-up:

e MDT postoperative
rehabilitation: 49/84

e Conventional
postoperative
rehabilitation: 27/76

¢ Significantly higher
(better) in intervention
groups (p = 0.004, Chi-
squared test)

Results

Return to work or
education (measured
using number of
participants returned to
work)

At 12 months post-injury:

o Multidisciplinary
outpatient
treatment = 49/81 (60%)

e Usual care by GP
= 50/70 (71%)

Change in ADL
(measured using Glasgow
Outcome Scale) [Median

(range)]
Scale: 1-8, higher = better
At 12 months post-injury:

o Multidisciplinary
outpatient treatment

Comments

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? Y. "For each hospital, the
participants were randomised into two
groups by simple randomisation with

1:1 allocation ratio according to a
computer-generated list of random
number assignment generated by an
independent researcher" (page 477)

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? PY. "The allocation
sequence was concealed from the
multidisciplinary team, a person who
did not participate in the study stored
the lists and envelopes with group
allocations from the lists were made".
Although it was not mentioned
whether the envelopes where opaque
and sealed, the person in charge of
the envelopes was not part of the
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Study details
Study type
RCT

Aim of the study

To evaluate the
efficacy of a
multidisciplinary
outpatient follow-up
programme
compared to follow-
up by a general
practitioner for
patients being at-
risk or sick-listed
with persistent
post-concussion
symptoms two
months after a mild
traumatic brain

injury.

Study dates

March 2009 —
February 2012

Source of funding

This study received
funding from the
Norwegian Extra
Foundation for
Health and
Rehabilitation.

Participants
55)

Gender (M/F):

o Multidisciplinary outpatient
treatment = 49/32

e Usual care by GP = 43/27

Time since injury: not
reported but inclusion criteria
states between 6-8 weeks.

Injury cause (Traffic

accident/fall/assault/sports

injury and other)

o Multidisciplinary outpatient
treatment (n) = 23/30/16/12

e Usual care by GP (n) =
21/26/11/12

Severity of injury: not
reported

Inclusion criteria
¢ Participants had to:
e Be aged 16-55 years

e Be diagnosed with TBI
(ICD-10 code S06.0—
S06.9)

e Consecutively admitted to
the Department of
Neurosurgery with TBI

e Have had sustained
symptoms 6-8 weeks post-
mild TBI (defined as
o Glasgow Coma Scale

Interventions

follow-up. Patients
received education and
shared their experiences at
group sessions

Control group: Usual care by
GP. Follow-up by a GP after
multidisciplinary
examination. GP could refer
to specialists or allied
healthcare professionals.

Outcomes and Results

(n=69) =7 (5-8)
e Usual care by GP
(n=56) = 7 (5-8)

Comments

study.

1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? N.
"As shown in Table I, there were no
significant differences between the two
groups at baseline two months after
the injury" (page 479)

Risk-of-bias judgement: Low risk
Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to
intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
Y — Participants were unblinded to
allocation.

2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
Y — Participants were unblinded to
allocation.

2.3. If Y/PY/NI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? NI - There is no
indication of any deviations from the
intended intervention.

2.4 If Y/PY to 2.3: Were these
deviations likely to have affected the
outcome? NA.

2.5. If Y/PYINI to 2.4: Were these
deviations from intended intervention
balanced between groups? NA.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y — Intent to treat
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Study details

Participants
13—-15 within 30 min or
the lowest score during
the first 24 hours

o Unconsciousness less
than 30 min

o Post-traumatic amnesia
less than 24 hours

e Be hospitalised for five
hours or longer

¢ Provide written consent

¢ Be either sick-listed or at-
risk to be sick-listed with
persistent post-concussion
syndrome symptoms two
months after the injury.

Exclusion criteria

e Major psychiatric diseases
or other diseases (previous
head trauma) that
impacted on working skills

e Unemployed in the last 6
months

e No Norwegian language
skills

¢ Diagnosed with substance
abuse

Interventions

Outcomes and Results

Comments

analysis.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: Low risk
Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? Return to
work — Y. No loss to follow up
reported.; Changes in ADL — N.
126/151 (83%) of participants with
data available (70/81 in intervention
group and 56/70 in control group)

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data?
Return to work — NA; Changes in ADL
—N.

3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
value? Return to work — NA; Changes
in ADL — PY.

3.4 If Y/IPY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? Return to work — NA;
Changes in ADL - PN. Attrition
balanced across groups (although
reasons not reported).

Risk-of-bias judgement: Return to
work — low risk; changes in ADL —
some concerns

Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
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Study details

Participants

Interventions

Outcomes and Results

Comments

outcome inappropriate? N. Outcomes
were measured appropriately using
validated instruments

4.2 Could measurement or
ascertainment of the outcome have
differed between intervention groups?
PN - Measured using same
procedures at comparable time points.

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? Return to work - N. Sick
leave data obtained from Norwegian
Labour and Welfare Service through
Statistics Norway which blinded data
before sending it to the 1st author.
Changes in ADL — PY. Researchers
and participants were unblinded

4.4 If Y/PYINI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? Return to work
—NA; Changes in ADL - PY.

4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? Changes in
ADL — PN. Measured using validated
and standardised measurements.
Risk-of-bias judgement: Return to
work — low risk; changes in ADL —
some concerns

Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this

result analysed in accordance with a
pre-specified analysis plan that was
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Study details

Full citation

Wiechman, Shelley
A., Carrougher,
Gretchen J.,
Esselman, Peter
C., Klein, Matthew
B., Martinez, Erin
M., Engrav, Loren
H., Gibran, Nicole
S., An expanded
delivery model for

Participants

Sample size
N = 81 (randomised)

e Extended care practitioner
+ telephone calls = 40

e Standard outpatient care =

41

N = 78 (analysed)

e Extended care practitioner
+ telephone calls = 38

Interventions

Interventions

o Intervention group: Extended
care practitioner (ECC) +
telephone calls. The same
standard outpatient care
given to the control group as
well as a reminder of
upcoming telephone call
schedule. They were
contacted by ECC 24 to 48h
post-discharge and at weeks

Outcomes and Results

Results

Patient satisfaction
(measured using author
patient satisfaction
survey) [Mean (SD)]

Higher = better

At 6 months:

Comments

finalized before unblinded outcome
data were available for analysis? Y —
Protocol registered with
ClinicalTrials.gov (NCT00869154)
prior to study start date.

Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? Y — Published
protocol states outcome data to be
collected at 6 and 12 months,
however, only 12-month outcome data
were reported.

5.3 ... multiple analyses of the data?
NI.

Risk-of-bias judgement: High risk
Overall risk of bias
Risk-of-bias judgement: High risk

Other information

Hospital length of stay reported but
only median (range) with no statistical
analysis.

Limitations

Quality assessment: Risk of bias
assessed using revised Cochrane risk
of bias tool (RoB 2)

Domain 1: Risk of bias arising from the
randomization process

1.1 Was the allocation sequence
random? NI.

1.2 Was the allocation sequence
concealed until participants were
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Study details
outpatient burn
rehabilitation,
Journal of burn
care & research :
official publication
of the American
Burn Association,
36, 14-22, 2015

Ref Id
1111693

Countrylies where
the study was
carried out

USA (assumed
based on authors'
affiliation)

Study type
RCT

Aim of the study

To overcome the
barriers to effective
burn rehabilitation
by utilizing an
expanded care
coordinator (ECC)
to supplement the
existing outpatient
services.

Study dates
Not reported

Participants

e Standard outpatient
care =40

Characteristics
Age in years [Mean (SD)]:
e Extended care practitioner

+ telephone calls = 43.23
(16.92)

e Standard outpatient care =
43.68 (17.13)

Gender (M/F):

e Extended care practitioner
+ telephone calls = 25/15

o Standard outpatient care =
29/12

Time since injury: not
reported.

TBSA [Mean (SD)]:

e Extended care practitioner
+ telephone calls (%) =
35.5 (42.91)

e Standard outpatient care
(%) = 38.0 (43.37)

Inclusion criteria
Participants had to:
e Be aged =18 years old
e Have burn size:

o >15% TBSA

o <15% TBSA that required
surgery for wound

Interventions

2,4, 8, and 12, and months
5,7, and 9. The calls were
semi-structured to ensure
that all domains were
covered - first part of the
interview reviewed medical
or psychological issues and
second part reviewed
progress made on patient-
set goals. Phone calls were
recorded and supervised by
the primary investigator. The
ECC was a 'bachelor's level
professional' (no further
details provided) who was
trained (on interviewing,
burn pathophysiology and
also observed treatment) an
d supervised weekly by the
Pl. A team of surgeons,
physicians, psychologists,
nurses, therapists, vocational
rehabilitation counsellor were
available to assist the ECC
with issues that had arisen
during phone calls. ECC
could encourage attendance
at local support groups,
assist with worker's
compensation claim and
facilitate participant's contact
with employer.

Control group: Standard
outpatient care. Advice
before discharge and follow-
up phone call 24h post-
discharge, outpatient clinic
visits every 2 weeks and 1-2

Outcomes and Results

o Extended care
practitioner + telephone
calls (n=40): 8.9 (1.6)

o Standard outpatient
care (n=38): 8.4 (2.1)

¢ No difference between
groups (p = 0.0.0878,
regression analysis
adjusting for sex, age at
injury, ethnicity, TBSA,
location and number of
calls)

At 12 months:

o Extended care
practitioner + telephone
calls (n=40): 8.4 (2.1)

e Standard outpatient
care (n=38): 7.5 (3.0)

¢ No difference between
groups (p = 0.0929
regression analysis
adjusting for sex, age at
injury, ethnicity, TBSA,
location and number of
calls)

Overall quality of life
(measured using SF-
12 Physical component
score) [Mean (SD)]

Scale 0-100, higher =
better

At 6 months:

Comments

enrolled and assigned to
interventions? NI

1.3 Did baseline differences between
intervention groups suggest a problem
with the randomization process? PN -
No formal statistical comparisons at
baseline but participants'
characteristics appear to be balanced
across groups.

Risk-of-bias judgement: Some
concerns

Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of assignment to
intervention)

2.1. Were participants aware of their
assigned intervention during the trial?
NI — Study states it is a single-blind
trial but no information given on who is
blinded.

2.2. Were carers and people delivering
the interventions aware of participants'
assigned intervention during the trial?
NI — Study states it is a single-blind
trial but no information given on who is
blinded.

2.3. If Y/PYINI to 2.1 or 2.2: Were
there deviations from the intended
intervention that arose because of the
experimental context? Y — Only 33%
of intervention group completed 7/8
phone calls and 23% completed 8/8
phone calls. The rest only completed <
6 phone calls.

2.4 If YIPY to 2.3: Were these

deviations likely to have affected the
outcome? Y.
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Study details
Source of funding
Not reported

Interventions
months after. Seen at
outpatient clinic visits by
multidisciplinary team that
includes a nurse a surgeon,
a physical and occupational
therapist, vocational
counsellor and a
psychologist.

Participants
closure

o <15% TBSA located on
the face, hand, or over
the joint

¢ Give informed consent

Exclusion criteria
Not reported

Outcomes and Results

o Extended care
practitioner + telephone
calls (n=40): 48.8 (8.0)

o Standard outpatient
care (n=38): 44.1 (11.9)

¢ No difference between
groups (p = 0.4261
regression analysis
adjusting for sex, age at
injury, ethnicity, TBSA,
location and number of
calls)

At 12 months:

o Extended care
practitioner + telephone
calls (n=40): 50.1 (11.8)

e Standard outpatient
care (n=38): 53.7 (15.3)

¢ No difference between
groups (p = 0.7162
regression analysis
adjusting for sex, age at
injury, ethnicity, TBSA,
location and number of
calls)

Overall quality of life
(measured using SF-12
Mental component score)
[Mean (SD)]

Scale 0-100, higher =
better

At 6 months:

Comments

2.5. If YIPY/NI to 2.4: Were these
deviations from intended intervention
balanced between groups? N.

2.6 Was an appropriate analysis used
to estimate the effect of assignment to
intervention? Y — Intent to treat.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact (on
the result) of the failure to analyse
participants in the group to which they
were randomized? NA.

Risk-of-bias judgement: High risk
Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
participants randomized? Y — Data
available for 78/81 participants (40/41
in intervention group and 38/40 in
control group).

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data? NA.
3.3 If No/PN to 3.2: Could missingness
in the outcome depend on its true
value? NA.

3.4 If Y/PY/NI to 3.3: Is it likely that
missingness in the outcome depended
on its true value? NA.

Risk-of-bias judgement: Low risk
Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of measuring the
outcome inappropriate? N.

4.2 Could measurement or
ascertainment of the outcome have
differed between intervention groups?
N - There is no indication that
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Study details

Participants

Interventions

Outcomes and Results

o Extended care
practitioner + telephone
calls (n=40): 51.1 (8.6)

o Standard outpatient
care (n=38): 49.2 (11.5)

¢ No difference between
groups (p = 0.7353
regression analysis
adjusting for sex, age at
injury, ethnicity, TBSA,
location and number of
calls)

At 12 months:

o Extended care
practitioner + telephone
calls (n=40): 51.2 (10.0)

e Standard outpatient
care (n=38): 46.8 (12.5)

¢ No difference between
groups (p = 0.7162
regression analysis
adjusting for sex, age at
injury, ethnicity, TBSA,
location and number of
calls)

Changes in ADL
(measured using GAS)
[Mean (SD)]

Higher = better
At 6 months:

e Extended care
practitioner + telephone

Comments

measurement differed between study
groups

4.3 If No/PN/NI to 4.1 and 4.2: Were
outcome assessors aware of the
intervention received by study
participants? NI — Study states it is a
single-blind trial but no information
given on who is blinded.

4.4 1f Y/PY/NI to 4.3: Could
assessment of the outcome have been
influenced by knowledge of
intervention received? NI — Study
states it is a single-blind trial but no
information given on who is blinded.
4.5 If Y/IPYINI to 4.4: Is it likely that
assessment of the outcome was
influenced by knowledge of
intervention received? Patient
satisfaction — PY. Very subjective
measurement with little information
given on the tool used. Quality of life
and changes in ADL — PN.
Measurements conducted using a
standardised and validated instrument.
Risk-of-bias judgement: Patient
satisfaction - high risk; Quality of life
and changes in ADL — some concerns
Domain 5: Risk of bias in selection of
the reported result

5.1 Were the data that produced this
result analysed in accordance with a
pre-specified analysis plan that was
finalized before unblinded outcome
data were available for analysis? NI.
Is the numerical result being assessed
likely to have been selected, on the
basis of the results, from...
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Study details Participants Interventions Outcomes and Results Comments
calls (n=40): 55.5 (13.5)  5.2. ... multiple outcome
e Standard outpatient measurements (e.g. scales,

care (n=38): 58.1 (14.8)  definitions, time points) within the
outcome domain? PY - There were
other planned outcomes such as
=eresalon analvee return to work which were collected
ad?usting for se>)</ age at but not reported beyond a sentence
injury, ethnicity ,TBSA saying there was no difference in any

location and number of  Qutcome at any time point.

¢ No difference between
groups (p=0.1286

calls) 5.3 ... multiple analyses of the data?
PN.
042 e e Risk-of-bias judgement: High risk

o BEndes e Oyerall ri§k of bias -
practitioner + telephone Risk-of-bias judgement: High risk
calls (n=40): 59.0 (14.2)
e Standard outpatient Other information
care (n=38): 57.9 (13.6) Length of hospital stay also reported
e No Signiﬁcant difference but before the start of intervention so
between groups not appropriate to extract.
(p=0.0902 regression
analysis adjusting for
sex, age at injury,
ethnicity, TBSA,
location and number of
calls)
ADL: Activities of daily living; ANOVA: Analysis of variance statistical test; ASA: American Society of Anesthesiologists; Cl: Confidence interval, ECC: Extended care
coordinator; EQ-5D; EuroQol, 5 domain; EQ-VAS; EuroQol, visual analogue scale; F: Female; FIM: Functional Independence Measure; GAS: Goal Attainment Scale; GP:
General practitioner; ICD-10: International Statistical Classification of Diseases and Related Health Problems (10" revisiion); IQR: Interquartile range; ITT: Intention to treat;
HCA: Healthcare assistant; M: Male; MBA: Motor bike accident; MDT: Multidisciplinary team; MVA: Motor vehicle accident; N: Number [or No if answering a risk of bias
checklist question]; NA: Not applicable; NI: No information; OARS: Older Americans Resources and Services; OR: Odds ratio; P-ADL: Phyiscal activities of daily living; PN:

Probably not; PY: Probably yes. RCT: Randomised controlled trial; SD: Standard deviation; SDT: Supported discharge team; SF-12; 12 item short form survey; SF-36: 36 item
short-form survey; TBI: Traumatic brain injury; TBSA: Total burn surface area; Y: Yes

Table 14: Qualitative evidence tables

Risk of bias assessment using the CASP
Study details Methods and participants Results qualitative checklist

Full citation Recruitment strategy Findings (including author’s 1. Was there a clear statement of the
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Study details

Barclay, Linda, Lalor,
Aislinn, Migliorini,
Christine, Robins, Lauren,
A comparative
examination of models of
service delivery intended
to support community
integration in the
immediate period following
inpatient rehabilitation for
spinal cord injury, Spinal
Cord, 2019

Ref Id
1181411

Countrylies where the
study was carried out

Australia

Study type
General qualitative inquiry

Study dates
July 2018 - January 2019

Methods and participants

Convenience sampling of spinal services
in higher-income countries. Researchers
identified 15 spinal services through
personal contacts of 1st author or spinal
service websites. These services then
nominated the most appropriate person
to interview about the methods used to
facilitation community reintegration.

Inclusion criteria
Participants had to:

¢ Be a spinal service in developed
economy

Exclusion criteria
Not reported.

Setting

Spinal services in high-income
countries.

Participant characteristics
N = 10 spinal service centres
e N = 12 healthcare professionals

e Country (N):
o Australia = 2
o Canada = 2
o New Zealand = 1

o Norway = 1
o Sweden =1
o UK=1

o USA=2

Results
interpretation)

e Author's theme: Models of
service delivery

o Sub-theme: Peer mentors

- Example quote: “Because

they're in the building and
you can refer to them pretty
easily, often they'll identify
somebody to be a peer

mentor and to be their go-to if

they have questions on the
clients, and they'll often visit

that person while in inpatients
but sometimes in outpatients

as well.” (p6)

o Sub-theme: facilitating
community integration during
inpatient rehabilitation

- Example quote: “They come

back for ending the
rehabilitation period, where
they can say that okay you

have been [home]—you have
noticed that this and this and

this is difficult when you
come home, and we are

going to have more focus on

these things so you can
manage when you come
home.” (p4)

e Author’'s theme: Services

provided
o Sub-theme: telehealth

- Example quote: “We have

been working a lot with

Risk of bias assessment using the CASP
qualitative checklist

aims of the research? (Yes/Can’t tell/No)

Yes - To describe and compare service
delivery approaches that aim to support re-
integration into the community following SCI
in-patient discharge.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the views and
experiences of healthcare professionals
regarding SCI rehabilitation service
delivery.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

No - SCI services were approached based
on 1st author contacts on spinal service
websites. Using 1st author contacts and
personal communication for recruitment
introduces a strong possibility of selection
bias. No methods described to mitigate this.
Additionally, no information given on how
the websites were identified e.g. search
engine.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)
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Study details

Methods and participants
No further details reported.

Data collection and analysis

30-90 minute semi-structured interviews
conducted via Zoom. Questions were
designed to be open ended, asking
participants to describe the models
employed by their services to facilitate
reintegration into the community.
Interviews were audio recorded before
being transcribed verbatim and checked
by the researcher conducting the
interview.

Thematic analysis using the topic guide
as initial framework. 1st author
familiarised themselves with the
transcripts before independently coding
and identifying potential themes.
Constant comparison was then used to
develop final themes and sub-themes.

Results

pressure ulcers the last
years, so we now have a
videoconferencing service for
some of the patients that are
living at home, where we
have a videoconference to
the patient’s home, together
with the nurses in the
municipality, who are treating
the pressure ulcers from day
to day.” (p6)

o Sub-theme: vocational services

- Example quote: “The return
to work happens at inpatient,
actually. They really like to
start as early as they can, so
the primary OT puts in a
referral and the patient meets
one-on-one with one of our
community reintegration
therapists - and they’re
typically OT by background -
and what they do is they start
speaking to the employer
early on about what kind of
adaptations and
modifications they might
need to return to work.” (p6)

Risk of bias assessment using the CASP
qualitative checklist

Yes - Data collection method discussed and
justified. No details given on how the topic
guide was developed but it is published in
the article and appears to be well balanced.
Data saturation not discussed but not
necessary for the aim of the study
(comparison of services).

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

No - No details reported. Interviews were
conducted by 1st and 2nd author. The 1st
author is well known in the field of SCI
rehabilitation and knew some of the
participants personally.

7. Have ethical issues been taken into
consideration? (Yes/Can’t tell/No)

Yes - Ethical approval granted by Monash
University Human Research Ethics
Committee. However, no mention of
informed consent.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

No - Adequate description of analysis
process and how the themes were derived.
Good presentation of data to support
findings. 1st author independently coded
transcripts , developed themes and finalised
themes. The only discussion surrounding
credibility is a brief mention of discussion of
themes during regular team meetings. No
mention about researcher bias.
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Study details

Full citation

Braaf, Sandra,
Ameratunga, Shanthi,
Nunn, Andrew, Christie,
Nicola, Teague, Warwick,
Judson, Rodney, Gabbe,
Belinda J., Patient-
identified information and
communication needs in
the context of major
trauma, BMC health

Methods and participants

Recruitment strategy

Purposive sampling from parent
longitudinal study. Participants fitting
inclusion/exclusion criteria at 3 years
post-injury were contacted to complete a
structured follow-up interview before
being invited to complete a longer, more
detailed telephone interview.

Inclusion criteria

Results

Findings (including author’s
interpretation)

e Author's theme: Information

needs: Inpatient discharge

o Example quote: “As | was
leaving hospital, or before |
was discharged, something
could have been said about
some kind of counselling or just

Risk of bias assessment using the CASP
qualitative checklist

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Brief discussion about
credibility of findings.

10. How valuable is the research?

High value for current question - Aim
specifically matches the aim of this question.
Includes UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)
Serious concerns

Source of funding

This study received funding from the
Transport Accident Commission.

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore major trauma patient's
experiences of communication with
healthcare professionals in the initial 3 years
post-injury, in hospital, rehabilitation and
community settings.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)
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Study details

services research, 18,
163, 2018

Ref Id
1109524

Countryl/ies where the
study was carried out

Australia

Study type
General qualitative inquiry

Study dates
July 2014 to July 2015

Methods and participants

Participants had to:

¢ Be injured between 1st July 2011 - 30
June 2012

e Be ages 17 years old and over

¢ Be registered with Victorian State

Trauma Registry (i.e. death related to
injury [either at scene or in-hospital];

o Admitted to ICU for more than 24
hours

o Urgent surgery for
intracranial/intrathoracic/intra-
abdominal trauma

o Urgent surgical fixation of pelvic or
spinal fractures

o Multiple traumatic injuries with an
Injury Severity Score of over 12)

Exclusion criteria

e Patients with severe TBI or SCI who
have been studied in another research
study

e Patients not able to converse in
English

Setting

Victorian State Trauma System including
2 adult major trauma hospitals and 1
paediatric major trauma hospital

Participant characteristics
N = 65 adults with major trauma

e Age [mean (SD)]: 50.7 (15.5) years

Results

some kind of number to
contact.” (p5)

e Author's theme: Information

needs: Community care

o Example quote: “I came out of
rehab on a very strong course
of medication, and | really
didn’t know who | should be
speaking to about that... |
wasn'’t sure | needed it
anymore but couldn’t get a
definitive answer anywhere on
that.” (p6)

e Author's theme: Accessing, using
and understanding
information: Consistency of
information

o Example quote: “For me it
would have been no good
telling me anything at (hospital
name). Perhaps if (hospital
name) issued you ... a (written)
summary of what your injuries
were when you were brought
in, what you were diagnosed
with and resulting treatments
that they performed. [Male, 17—
29yrs, road traffic injury #581]”
(p8)

e Author's theme: Accessing, using
and understanding information:

Access to information

o Example quote: “Because once
you get your discharge it’s like
you’re on your own. You got to
do it yourself... you feel sort of

Risk of bias assessment using the CASP
qualitative checklist

Yes - Appropriate to explore the long term
experiences of trauma survivors in
communication with healthcare providers.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Can't tell - Purposive sampling could
introduce some selection bias but decreased
by the inclusion/exclusion list. Additionally, a
wide range of characteristics were sought.
However, there is a lack of information on
how patients were initially contacted or
recruited to RESTORE.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

No - 3 years later, which gives a fuller
picture but relies on memory only. Author's
acknowledge that this means that only the
communications with the greatest impact are
likely to be identified. Topic guide developed
from trauma literature and published in the
article for transparency. Data saturation not
mentioned.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
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Study details

Methods and participants

e Gender (M/F): 42/23

¢ Length of hospital stay [median (IQR)]:

11 (5.4 - 26.5) days

e Injury cause (N):

o Traumatic: 65
Motor vehicle: 22
Fall: 12
Motorcycle: 6
Pedal cyclist: 6
Other: 19

Data collection and analysis
Semi-structured telephone interviews
(median 47 minutes each). Interviews
took place between July 2014 - July
2015. Interviews were audio-recorded
and transcribed.

Thematic framework analysis. All
interviews were read by 1st author, with
a sample read by multiple other
researchers. Initial coding was
performed by 1st author, creating a list
of emerging patterns. A framework of
themes and sub-themes were then
developed by 2 other authors. The other
researchers who read a sample of the
transcripts refined the framework and a
final consensus was achieved through
group discussion.

Results

alienated..” (p7)

e Author's theme: Accessing, using

and understanding information:

Information coordination

o Example quote: “I didn’'t have
one particular person giving
you all the information. It was
just the medical staff as they
came through. It was only at
the end that | recall, that | got
the information all put
together.” (p7)

e Author's theme: Accessing, using

and understanding information:

Communication needs: a lack of

patient engagement

o Example quote: “So it seems
like you’re going along, you’re
doing your rehab, you're
attending, you’re making
progress and then all of a

sudden they’ll come to you and

say okay, you'll be finishing up
in a couple of weeks — that’s

it... it seems a lot like they don’t

engage the patient very well.”
(P9)

e Author's theme: Accessing, using

and understanding

information: Clarity of information
o Example quote: “l suppose just

a bit more of an overall
understanding of what was

(surgically) happening. So a bit

more information, just of a
general nature rather than

Risk of bias assessment using the CASP
qualitative checklist

tell/No)

Can't tell - No clear discussion, but
researchers were not linked directly to any
service provision.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Study approved by The Monash
University Human Research Ethics
Committee and participating hospitals.
Informed consent obtained prior to
interviews.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

No - Good description of analysis process
and how the themes were derived.
Adequate data presented to support
findings. However, only 1st author initially
coded the transcripts and developed themes
in conjunction with another researcher (no
mention of independence). Multiple
investigators read a sample and provided
input, but no mention of disagreements.
Themes were finalised through consensus,
although no mention of who was involved.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Brief discussion about
credibility of findings.

10. How valuable is the research?
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Study details

Full citation
Christensen, Jan,
Langberg, Henning,
Doherty, Patrick, Egerod,
Ingrid, Ambivalence in
rehabilitation: thematic
analysis of the
experiences of lower limb
amputated veterans,
Disability and
Rehabilitation, 40, 2553-
2560, 2018

Ref Id
945375

Countryl/ies where the

Results
specific medical sort of speak,
just, | suppose in layman’s
terms.” (p6)

Methods and participants

Recruitment strategy

Purposive sampling of Danish veteran
amputees, identified through a national
register of wounded military veterans
held by Copenhagen University Hospital
(the hospital designated to receive
wounded armed forces personnel).

Findings (including author’s
interpretation)

o Author’s theme: Physical
rehabilitation versus psychosocial
reintegration

o Example quote: “If could have
been nice with a kind of big
brother to lean on in this
chaotic period, one that had an
impact and could speak up one
one’s behalf.” (p2557)

Inclusion criteria
Participants had to:

e Have unilateral transtibial or trans
femoral lower limb amputation

e Have completed inpatient rehabilitation
or be part of outpatient rehabilitation
programme

Exclusion criteria

Risk of bias assessment using the CASP
qualitative checklist

High value for the current question -
Specifically looking at trauma patients
experiences transferring back to the
community. Non-UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)
Moderate concerns

Source of funding

This study received funding from the
Australian Government’s National Health
and Medical Research Council.

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore the continuity of care
between in-patient and outpatient
rehabilitation services for Danish veterans
with lower-limb amputees.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore in-depth views
and experiences Danish veterans when
undergoing amputation rehabilitation.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
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Study details
study was carried out
Denmark

Study type
Phenomenological study

Study dates

November 2014 -
February 2015

Methods and participants
Not reported.

Setting

In the community following discharge
from Copenhagen University Hospital

Participant characteristics
N = 6 adults with lower-limb amputations

e Age [median (range)]: 32 (25-46)
years

e Gender (M/F): 6/0

¢ Time since amputation [median
(range)]: 5.7 (2-17) years

o Injury cause (N):
o Traumatic: 6
o Explosion: 6

o Level of amputation (N):
o Transtibial: 5
o Trans femoral: 1

Data collection and analysis

90-120 minute semi-structured individual
interviews held in a quiet place of
interviewee's choice. A topic guide was
used to explore views on hospital
physical rehabilitation and post-hospital
physical rehabilitation. Observations

Results

Risk of bias assessment using the CASP
qualitative checklist

justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes - Purposive sampling used which can
introduce some bias. However, justified by
the small number of Danish amputee
veterans. Inclusion criteria was applied in
order to keep the sample homogenous,
which is appropriate for such a specific
population.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - 2 forms of data collection were
performed for different aspects of the data
(interviews for in-depth exploration of
individual experiences and observation to
view social context of rehabilitation and
perform any follow up). Topic guide was
described briefly but not mention of how it
was developed. Field notes were written up
directly after observation settings to reduce
recall bias. Data saturation reached.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

No - Lack of information presented on
researcher’s bias and influence. Important
due to the fact that 1st author actively
participated in the rehabilitation sessions
and performed the initial data coding.
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Study details

Methods and participants

were conducted over 4 rehabilitation
sessions (2 hour sessions were taken by
a hospital physiotherapist) which were
available to any wounded veterans after
initial rehabilitation had been completed.
Observations were carried by the 1st
author, who also actively participated in
the sessions. Field notes were written
directly after these sessions.

Inductive latent thematic analysis. Field
notes and interview transcripts were
read 2 times before initial coding was
performed and emerging themes were
noted. These themes were applied to
the whole data set, further developing
the themes and sub-themes. These
were defined following discussion with
all authors and any results that did not fit
the current themes were re-analysed for
potential additional themes.

Results

Risk of bias assessment using the CASP
qualitative checklist

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Study complied with Helsinki
Declaration and was approved by Danish
data protection agency. Informed consent
obtained prior to interviews. Data protection
and anonymity measures were described.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Can't tell - Good description of analysis
process and how the themes were derived.
Adequate data presented to support
findings. However, only 1st author initially
coded the transcripts and developed
themes. Emerging themes were then
discussed, refined and finalised by the
whole team during regular team meetings.
No mention about researcher bias.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Good discussion about
credibility of findings.

10. How valuable is the research?
Limited value for current question - Very
specific population, including military
healthcare settings. Non-UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)
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Study details

Full citation

Christiaens, Wendy, Van
de Walle, Elke, Devresse,
Sophie, Van Halewyck,
Dries, Benahmed, Nadia,
Paulus, Dominique, Van
den Heede, Koen, The
view of severely burned
patients and healthcare
professionals on the blind
spots in the aftercare
process: a qualitative
study, BMC health
services research, 15,
302, 2015

Ref Id
1109654

Countrylies where the
study was carried out

Belgium

Study type
General qualitative inquiry

Methods and participants

Recruitment strategy

Purposive sampling.

Adults with burn injuries Care
coordinators contacted eligible
participants, who then contacted the
research team to be enrolled and set up
semi-structured interviews. No further
details reported.

Healthcare professionals The
responsible physician at each of
Belgium's 6 burn centres and 1
rehabilitation centre for severe burn
injuries were invited to participate. No
further details reported. No further
details reported.

Allied healthcare professionals Sampled
using a sampling grid to ensure a
balanced selection of each burn centre
and key rehabilitation professions and
invited to focus groups. No further
details reported.

Inclusion criteria
Participants with burn injuries had to:
e Have a burn injury 6-24 months’ old

Results

Findings (including author’s
interpretation)

e Author’s theme: Discharge

protocol and procedures vary

widely between burn centres

o Example quote: “The discharge
from the burn centre is
considered as a crucial
moment in the care process.
Yet, most burn centres do not
have a written discharge
protocol.” (p5)

e Author’s theme: Initiatives to

foster good practices in

discharge planning are not widely

implemented

o Example quote: “Sunday
evening they asked me ‘Did it
go well?’ then | said ‘It went
pretty well, ... yes,... but, ... |
lived all the week-end in a
pigsty, cooking was nearly
impossible because | could not
properly use my fingers, etc.
Next week-end, same story,

Risk of bias assessment using the CASP
qualitative checklist

Moderate concerns

Source of funding

This study received funding from the Danish
Defence Agreement.

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore the rehabilitation and
aftercare experiences of severe burn
patients and the views of allied healthcare
professionals.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the
rehabilitation experiences of multiple
participants.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes - Purposive sampling might have led to
bias in 1. when care coordinators contacted
eligible patients and 2. when patients
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Study details

Study dates
January - April 2013

Methods and participants

o Satisfy the legal criteria for admission
to a Belgium burn centre (out of 6
centres)

Healthcare professionals: not reported.

Exclusion criteria

e Patients with Lyell syndrome (toxic
epidermal necrolysis or
Staphylococcal scalded skin
syndrome)

Healthcare professionals: not reported.

Setting

Home, following discharge from a
burn centre

Participant characteristics

N = 57 individuals involved in burn injury
rehabilitation

e Burn patients and parents: 29
o Adult burn patients: 15
o Parents of children under 12 years: 8

o Parents of adolescents between 12-
18 years: 3

o Adolescents between 12 and 18
years: 3

¢ Healthcare professionals working in
burn rehabilitation: 24

o Physicians: 7
o Allied healthcare professionals :17

Results

and on Tuesday or Wednesday
they let me go home.” (p5)

e Author’s theme: Discharge
towards step down units or
rehabilitation units

o Example quote: “We try to

transfer patients from the burn
centre to a general hospital
ward to learn to function more
autonomously, and go home
after that.” (p6)

e Author’s theme: Ambulatory care
in the hospital after discharge

o Example quote: “We have

difficulties with the way the
follow-up by physicians is
organized. It's always an
assistant or junior doctor. You
jJust have to be Lucky with the
one in front of you. You cannot
build-up a trusting relationship.
| remember a doctor coming in
the room and he said: “Tell me,
what happened?” | thought:
“Are you serious? After all this
time you want us to tell our
story?” Isn’t there something
like a patient medical record? It
does not give you the
impression that this physician
will be able to effectively
evaluate whether the injuries
evolve well” (p6)

e Author’s theme: The crucial role
of informal support after
discharge

Risk of bias assessment using the CASP
qualitative checklist

contacted researchers to confirm interest.
However, variation in age, gender, if they
underwent surgery, visibility of scars and
more, ensured a wide range of patients and
experiences. Invitations were sent to
responsible physicians and representatives
to ensure a range of professions included in
healthcare professionals sample (although
lack of information on how these participants
were selected for interview).

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - 3 forms of data collection were
performed for different aspects of the data
(semi-structured interviews to explore issues
freely with the guarentee of anonymity,
focus groups to see how the groups
dynamic affects decisions made in burn
aftercare and obervations of meetings to see
the discussions within professional context).
Topic guides developed for semi-structured
interviews, based on prior visits to burn
centres and scoping literature review. The
guide was piloted with 4 participants,
resulting in changes. These changes were
not mentioned but the pilot interviews were
not included in analysis. Focus groups were
led by a moderator and included a reported
to take notes of discussion. Interviews and
focus groups were audio recorded and
transcribed verbatim. Data saturation was
reached.

6. Has the relationship between
researcher and participants been
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Study details

Methods and participants
o Burn care patient organisations: 4

Characteristics of people with burn
injuries (and their parents)

o Age (N):
o (Parents of) children <12 years: 8
o 12-18 years: 3
o (Parents of) children 12-18 years: 3
o 18-30 years: 3
o 31-40 years: 1
o 41-65 years: 8
o >65 years: 3

Characteristics of healthcare
professionals

o Profession (N):
o Care coordinators: 4
o Nurses: 4
o Physicians: 7
o Anaesthetist: 1
o Plastic surgeons: 5
o Rehabilitation medicine: 1
o Physiotherapist: 3
o Psychologists: 4
o Social workers: 2

Data collection and analysis

90-120 minute semi-structured
interviews were held for patients,
rehabilitation physicians and
representatives for patient burn

Results

o Example quote: “Fortunately,
we had a psychologist at the
hospital, otherwise, | would
dare to say we wouldn’t be a
couple anymore” (p7)

e Author’s theme: Communication
and information towards the

patient

o Example quote: “It is perhaps a
silly detail, but at the start it is
very difficult to estimate. You
get a certificate for a three to
six months leave and you think:
“I will have a hard time during
six months, but then it will all
be over.” Over... now | know
that with burn injuries it will
never be over” (p8)

e Author’s theme: What makes

reintegration in social life

difficult?

o Example quote: “Patients with
severe burn injuries are
isolated from social life for
months, sometimes even
years. They are pulled away
from their usual activities, their
home, their family and friends.
After hospitalization, they need
to gradually pick up their former
life, but with new bodily
conditions” (p8)

Risk of bias assessment using the CASP
qualitative checklist

adequately considered? (Yes/Can’t
tell/No)

Yes.

7. Have ethical issues been taken into
consideration? (Yes/Can’t tell/No)

Yes - Informed consent received before
interviews/focus groups and ethical approval
granted by all hospitals involved and the
central ethical committee of the University
Hospital Leuven. Methods of confidentiality
described.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Can't tell - Good description of analysis
process and how the themes were derived.
Adequate data presented to support
findings. Multiple, independent researchers
initially coded a sample of transcripts
(14.3%), before 1 researcher applied to the
rest of the interviews. No mention of larger
group discussions to develop themes. No
discussion of researcher bias or credibility of
findings.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Good discussion about
credibility of findings.

10. How valuable is the research?
Moderate value for current question.
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Study details

Full citation

Glenny, Christine, Stolee,
Paul, Sheiban, Linda,
Jaglal, Susan,
Communicating during
care transitions for older

hip fracture patients: family were identified and recruited.

caregiver and health care
provider's perspectives,

Methods and participants Results

organisations. Separate topic guides
were developed for each different
participant groups (including parents of
adolescents and parents of children)
informed by the literature and from burn
centre site visits. The guide was focused
around the main transitions experiences
during rehabilitation, including
discharge, return to home and
reintegration into daily life.

2 x 150-minute focus groups were held
for allied health professionals. These
groups were hosted by a moderator, and
included both an observer (taking notes
on non-verbal cues) and a reporter
(taking notes on the verbal discourse).
Both interviews and focus groups were
audio-recorded and transcribed
verbatim.

Constant comparative analysis.
Transcripts were read before initial
coding and identification of emerging
themes. 14% of transcripts were coded
independently by 2 researchers, and
resulting node trees were integrated and
compared. Discrepancies were
discussed and a final node tree was
agreed.

Recruitment strategy

Purposive sampling of adults with hip
fracture post-surgery in acute care.
Once they were enrolled, members of
the patient's care network (family
members and healthcare professionals)

Findings (including author’s
interpretation)

This study is included in Stolee
2019, a framework-based
synthesis of 12 primary studies. To
prevent double counting of the
data, findings have only been
extracted from this study if they do

Risk of bias assessment using the CASP
qualitative checklist

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

No/minor concerns

Source of funding
Not reported

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore the communication
experiences of caregivers and healthcare
professionals during transitional care of
elderly hip fracture patients from inpatient to
community rehabilitation.

2. Is a qualitative methodology
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Study details

International journal of
integrated care, 13, e044,
2013

Ref Id
1179484

Countryl/ies where the
study was carried out

Canada

Study type
Ethnographic study

Study dates
January - December 2010

Methods and participants
Inclusion criteria

Participants had to:

e Have a hip fracture

¢ Be over 65 years old

¢ Be able to converse in English

Exclusion criteria

o Patients with moderate to severe
cognitive impairment

Setting

Throughout hip fracture rehabilitation
pathway (including acute care, inpatient
rehabilitation, convalescent care, home
with home care, home without home
care and retirement homes).

Participant characteristics

N = 35 individuals involved in hip
fracture rehabilitation

¢ Healthcare professionals working in
hip fracture rehabilitation: 26

e Caregivers of individuals with hip
fracture: 9

Characteristics of healthcare
professionals

e Profession (N):
o General practitioner: 1
o Nurse care manager: 8
o Occupational therapist: 6
o Physiotherapist: 4

Results

not appear in the findings of Stolee
2019.

e Author’s theme: Family

caregivers and health care

providers recognise caregivers'

involvement is benéeficial

o Example quote: “The health

care providers and family

caregivers acknowledged that

family caregivers have an

essential role in transitional

care for elderly patients” (p5)
e Author’s theme: No clear
organisation or process is used

to guide information sharing

o Example quote: “When [the
patients] are discharged we
have CCAC come in when they

are involved, so we all

everybody kind of talks to the
family, like CCAC gets involved
so it is just kind of like a whole
team effort. . . | knew that it had
been arranged already. | don't
know by who but it had been

arranged. (Inpatient
rehabilitation, nurse)” (p8)

Risk of bias assessment using the CASP
qualitative checklist

appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the experiences
of caregivers and healthcare professionals.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes - Healthcare professionals were
recruited from eligible patients, with the aim
of recruiting 2 per healthcare setting of
projected care pathway. Lack of information
on no-responders but good number and
variation across settings.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - Use of semi-structured interviews
described and justified. Carried out by
experienced qualitative researchers.
Interviews were audio-recorded and
transcribed verbatim. Data collectors
recorded notes every 30 minutes throughout
the interviews, as well as field notes from
time in healthcare settings and interviews.
Notes included verbal and non-verbal cues,
environment of interviews and personal
feelings of researchers. However, data
saturation not mentioned.
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Study details

Methods and participants
o Registered practical nurse: 6
o Retirement home care manager: 1

o Setting (N):
o Acute care: 11
o Inpatient rehabilitation: 6
o Convalescent care: 2
o Home with home care: 3
o Home without home care: 2
o Retirement home: 2

Data collection and analysis
Semi-structured interviews with 2 trained
data collectors. 2 healthcare
professionals from the discharge setting
would be interviewed, 2 healthcare
professionals from the admission setting
would be interviews and 1 family
caregiver would be interviews for each
patient care transition. Topic guides
were used and developed from prior
field work with healthcare professionals.
Interviews were audio-recorded and
transcribed verbatim. Data collectors
recorded notes every 30 minutes
throughout the interviews, as well as
field notes from time in healthcare
settings and interviews. Notes included
verbal and non-verbal cues,
environment of interviews and personal
feelings of researchers.

Content-based analysis. Interview
transcripts were read through by 2
independent researchers, who
highlighted any data on information

Results

Risk of bias assessment using the CASP
qualitative checklist

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Yes - Use of multiple researchers during
interviews, and the comprehensive notes
taken during the study. Notes were taken at
30 minute intervals during study process
and contained verbal cues, non-verbal cues,
environment in which interviews took place
and researcher's feelings during interviews.

Yes - Use of multiple researchers during
interviews, and the comprehensive notes
taken during the study. Notes were taken at
30 minute intervals during study process
and contained verbal cues, non-verbal cues,
environment in which interviews took place
and researcher's feelings during interviews.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Study approved by the Office of
Research Ethics (University of Waterloo),
the Tri-Hospital Research Ethics Board and
Community Care Access Centre.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes - Adequate description of analysis
process and how themes were derived with
adequate data presented to support
findings. Initial coding was performed
independently by 2 researchers, resolving
differences via discussion. Final codes and
themes were developed through consensus
with all team members.
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Study details Methods and participants Results
exchange, before performing initial
coding. Inter-coding agreement was
established by cross-checking the coded
transcripts and differences were
resolved through discussion with both
researchers. Final codes and themes
were developed through consensus with
all team members.

Full citation Recruitment strategy Findings (including author’s
Graff, Heidi J., Purposive sampling of people with TBI interpretation)

Christensen, Ulla, admitted to Copenhagen University

Poulsen, Ingrid, Egerod, Hospital between January 2010 and e Author’s theme: Family

Ingrid, Patient December 2014. involvement: family dependence

perspectives on navigating

E I te: “Aft
the field of traumatic brain © Example quote er

Risk of bias assessment using the CASP
qualitative checklist

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Good discussion about
credibility of findings.

10. How valuable is the research?

Moderate value for current question - Only
focuses on transition experiences between
healthcare professionals and caregivers,
rather than patients themselves. Non-UK
data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

No/minor concerns

Source of funding

This study received funding from and
Emerging Team Grant from the Canadian
Institutes of Health Research.

Other information

Carers also included in sample but outside
of PCC for this review. Data has not been
extracted where possible.

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)
Yes - To explore the rehabilitation
experiences of adults with TBI up to 4 years
post injury, including facilitators and barriers.
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Study details

injury rehabilitation: a
qualitative thematic
analysis, Disability and
Rehabilitation, 40, 926-
934, 2018

Ref Id
1182084

Countrylies where the
study was carried out

Denmark

Study type
Phenomenological study

Study dates

December 2014 - May
2015

Methods and participants
Inclusion criteria
Participants had to:

e Be admitted to trauma centre at
Copenhagen University Hospital
between January 2010 and December
2014

e Be aged 18-60 years old at the time of
admission

¢ Have a mild, moderate or severe TBI
(defined at 3-15 on the Glasgow Coma
Scale)

o Admitted to either ICU, neuro-intensive
care unit or step-down unit

¢ Able to converse adequately in Danish

Exclusion criteria
o People with concurrent SCls

¢ People with previous or concurrent
neurological disorders

Setting

The community following discharge from
a Trauma Centre.

Participant characteristics
N = 20 adults with TBI

o Age (at recruitment) [median (range)]:
39 (25-63) years

e Gender (M/F): 12/8

Results

discharge, | was very
exhausted and slept most of
the day. We have two small
children, so the doctor and |
decided that it was for the best
that | moved in with my parents
to get some peace and quiet,
which can be difficult to find in
a home with small children.
(Jack, male, 39, moderate
TBI)” (p930)

e Author’s theme: Family

involvement: family influence

o Example quote: “My dad has
since the day | was run down
struggled with the municipality
to get me to the proper
rehabilitation. While | was in
the program my dad helped me
to get two months of
rehabilitation. (Steven, male,
25, severe TBI)” (p930)

e Author’s theme: Rehabilitation

impediments: lack of
transparency

o Example quote: “I have been
missing some information and
notice about what is going to
happen and when. Because
very often things happen
simultaneously, and that is very
frustrating when you have a
traumatic brain injury. (Dorothy,
female, 56, moderate TBI)”

(p931)

e Author’s theme: Rehabilitation

impediments: lack of systemic

Risk of bias assessment using the CASP
qualitative checklist

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)
Yes - Appropriate to explore the views and
experiences of TBI rehabilitation in adults.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified. 1-4 years post hospital discharge
might introduce recall bias but appropriate
for study aim.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes - Purposive sampling may have led to
potential bias but eligible participants were
identified from retrospective hospital
records, and a good range of participants
contacted. Numbers and reasons of those
who declined to participate are reported.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - 1st author conducted the interviews
was not very experienced in qualitative
interviews but was supervised by
experienced team. Topic guide used
(although no mention of how it was
developed). Issues with participants
recalling acute phase of TBI but outside of
scope for this question. Interviews audio
recorded and transcribed verbatim. Data
saturation reached.
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Study details

Methods and participants
¢ Time since injury: not reported.

¢ Injury cause: not reported.

o Severity of TBI as measured with
Glasgow Coma Scale (N):

o Mild: 8
o Moderate: 7
o Severe: 5

Data collection and analysis

30-90 minute semi-structured interviews
conducted either in-person or via
telephone, concentrating on their
experiences of TBI rehabilitation journey
and transitions. These interviews were
conducted by first author. Field notes
were taken during the interviews and
used in the data analysis. Due to the
theory that different severity of TBI
would have different rehabilitation
journeys, TBI severity of participants
determined when they were invited for
interviews - mild TBI interviewed 1-2
years post-injury, moderate TBI
interviewed 2-3 years. post-injury and
severe TBI interviewed 3-4 years post-
injury.

Hermeneutical phenomenological
thematic analysis. 1 research read the
interview transcripts and field notes to
familiarise themselves with the data,
before agreeing on these codes with
another member of the research team.
Sub-themes and themes were discussed
between the research team before

Results

follow-up

o Example quote: “I would have
liked some sort of checkup. Or
they could have given me
some written information that
told me not to panic. But no
one could give me an exact
answer. | didn’t know whether |
should call my general
practitioner, the physiotherapist
or the hospital myself or not to.
For instance, can I go to work
or should | take it easy?
(Jason, male, 39, mild TBI)”
(p931)

e Author’s theme: Rehabilitation

impediments: lack of age-

appropriate rehabilitation

o Example quote: “They have
offered me rehabilitation in a
gym on an exercise bike, which
can be great for some people,
but not for a young person with
a traumatic brain injury. | want
a good life later and | have
more cognitive problems than
physical. Then it’s not enough.
(Steven, male, 25, severe TBI)”

(p931)

Risk of bias assessment using the CASP
qualitative checklist

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

No - Lack of information presented on
researcher’s bias and influence. Important
as interviews (and subsequent field notes)
were conducted by 1st author.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Informed consent given before
interviews and ethical approval granted by
the Danish Data Protection Agency Danish
National Board of Health and Medicines
Authority.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes - Good description of analysis process
and how the themes were derived. Good
presentation of data to support findings.
Rigour was ensured by 2 researchers
agreeing initial codes (although only 1
performed the initial coding) and the entire
team developing final themes. Results were
compared with previous studies, supporting
data from patient journals used to both
personalise interviews and verify the clinical
information given in the interview e.g. cause
of accident.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
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Study details

Full citation

Isbel, Stephen T.,
Jamieson, Maggie .,
Views from health
professionals on
accessing rehabilitation for
people with dementia
following a hip fracture,
Dementia (London,
England), 16, 1020-1031,
2017

Ref Id

Methods and participants
defining them.

Recruitment strategy

3 experts in the area of hip fracture and
dementia were contacted to participate
in the trial. They were then asked to
identify any other healthcare
professionals with experience in the
area who would be willing to participate.

Inclusion criteria
Participants had to:

e Be currently practicing in orthopaedics,

rehabilitation or aged care

e Have a large proportion of their

Results

Findings (including author’s
interpretation)

¢ Author's theme: What works well

o Example quote: “Part of the
other agenda is how you blend
in the family into the
rehabilitation. I think that’s
another area that could be
worked on” (p1027)

Risk of bias assessment using the CASP
qualitative checklist

findings, with relation back to the original
research question. Discussion about
credibility of findings.

10. How valuable is the research?

Moderate value to the current question -
Long term follow-up of trauma patients in the
community. Non-UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

No/very minor concerns

Source of funding

This study received funding from by the
Rigshospitalet Research Foundation and
Helsefonden.

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)
Yes - To explore the experiences and
opinions of healthcare professionals
regarding how dementia affects
rehabilitation care after hip fracture.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore experiences
and views of healthcare professionals.

3. Was the research design appropriate
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Study details
1110315

Countrylies where the
study was carried out

Australia

Study type
General qualitative inquiry

Study dates
Not reported.

Methods and participants

patients consisting of elderly people
with fractures

Exclusion criteria
Not reported

Setting

Range of rehabilitation hospitals i.e.
urban and rural.

Participant characteristics

N = 12 healthcare professionals working
in hip fracture rehabilitation and
dementia

Occupation (N):

o Clinical nurse specialist: 1
¢ Geriatrician: 5

o Nurse manager: 2

¢ Ortho-geriatrician: 2

e Physiotherapist: 1

¢ Rehabilitation physician: 1

Data collection and analysis

30 - 45 minute semi-structured
interviews conducted via telephone, over
a period of 4 weeks. Data analysis
began after 6th interview was
completed, using thematic analysis.

Results

Risk of bias assessment using the CASP
qualitative checklist

to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Design discussed and justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

No - 3 experts were initially approached,
with no explanation of how they were
identified. They were then asked to
volunteer other healthcare professionals in
the area that might 'provide interesting
insights and opinions'. Language is
inherently biased.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - Data collection method discussed and
justified. Topic guide was used and
published in write up but no mention of how
it was developed. Data saturation reached
after 9th interview.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can't tell - Lack of information presented on
researcher’s bias and influence.

7. Have ethical issues been taken into
consideration? (Yes/Can’t tell/No)
Yes - Informed consent received and
reconfirmed before interviews and ethical
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Study details

Methods and participants

Results

Risk of bias assessment using the CASP
qualitative checklist

approval granted by the Human Research
Ethics Committee (University of Canberra).

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes - Good description of the analysis
process and how themes were derived,
using multiple, independent researchers.
Adequate data presented to support
findings. No discussion of potential
researcher bias.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. No discussion of study
credibility or limitations.

10. How valuable is the research?

Limited value for current question - Very
specific population. Non-UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Moderate concerns.

Source of funding

This study received funding from the
Dementia Collaborative Research Centre -
Assessment and Better Care.

Other information
None
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Study details

Full citation

Jeyaraj, J. A,
Clendenning, A.,
Bellemare-Lapierre, V.,
Igbal, S., Lemoine, M. C.,
Edwards, D., Korner-
Bitensky, N., Clinicians'
perceptions of factors
contributing to complexity
and intensity of care of
outpatients with traumatic
brain injury, Brain Injury,
27, 1338-1347, 2013

Ref Id
1110342

Countryl/ies where the
study was carried out

Canada

Study type
General qualitative inquiry

Study dates
Not reported.

Methods and participants

Recruitment strategy

Convenience sampling and snowball
sampling. Potential participants were
identified through clinical research co-
ordinators at organisations running an
outpatient TBI programme, plus e-mail
posters and short presentations. No
further details reported.

Inclusion criteria
Not reported.

Exclusion criteria
Not reported.

Setting
TBI rehabilitation outpatient clinics

Participant characteristics

N = 12 healthcare professionals working
in TBI rehabilitation

No demographic information reported.

Data collection and analysis

2 x 2-hour focus groups conducted in
French (preferred language) plus 5 x 1
hour semi-structured interviews (4 in
French, 1 in English). Before each,
clinicians completed a brief
questionnaire regarding socio-
demographic information and their

Results

Findings (including author’s
interpretation)

e Author’s theme: Additional
patient-related factors linked to
complexity
o Example quote: “A key point

that surfaced throughout the
discussions was that ‘therapists
working in TBI rehabilitation are
not only treating the body but
the person as a whole’, the
implications of such a
therapeutic approach can be
difficult to understand at the
administrative level.(p1341)

¢ Author’s theme: Factors relating
to the patient's environment
o Example quote: “returnfed] [. .
.] to their usual environment
often start again to take drugs
and hang out with people who
are of a bad influence” (p1342)

e Author’s theme: Institutional
barriers to optimal service
provision
o Example quote: “.such as

family doctors or professionals
working in CLSCs (community
healthcare services in
Quebec), [who] don’t know the
issues related to TBI” (p1343)

e Author’s theme: Factors

facilitating the intervention
process

Risk of bias assessment using the CASP
qualitative checklist

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore healthcare professionals
views on which rehabilitation factors affect
complexity TBI outpatient rehabilitation.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore experiences
and views of healthcare professionals
involved in TBI rehabilitation.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Can't tell - Convenience sampling and
snowball sampling can both introduce bias
and there is a lack of information presented
on the recruitment methods to discern if it
was mitigated in any way. No information
presented on who were emailed, where was
included in the presentations and who
declined to participate.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - Semi-structured interviews and focus
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Study details

Methods and participants
experiences treating TBIs patients as
outpatients. During focus groups and
interviews, participants were asked
regarding typical patients, complex
patients, barrier and facilitators to caring
for people with complex TBI and
possible changes to improve services.
Focus groups were conducted by 2
moderators with 2 assistants writing
notes and a 3rd assistant writing a
summary of comments to be reviewed
by the group for accuracy. Individual
interviews were conducted 2-on-1, with
a moderator carrying out the interview
and an assistant to take notes.
Content-based thematic analysis. The
entire research group were involved in
identifying emerging themes and key
points each question. Themes were
finalised by consensus, using iterative
coding and grouping. Quotes
representing themes were categorised
with the topic areas and entered into the
analysis. Specific quotes were selected
to represent certain themes.

Results
o Example quote: “Another

theme expressed by the
clinicians focused on the
impact that improved primary
service provision has on the
patients they see in out-patient
care. Namely, they reported
that the evolution of medicine,
including the precision of
medical tests, and the efficacy
of post-TBI acute care delivery,
greatly facilitates the
management of cases referred
for outpatient TBI rehabilitation”
(p1343)

Risk of bias assessment using the CASP
qualitative checklist

groups both used in order to ensure
maximum availability of clinicians.
Researchers were all bilingual, so were able
to translate the French into English, but
there was no mention of which stage this
occurred e.g. at the beginning or at the end.
Also no mention of what happened to the
notes assistants were taking during the
groups and interviews. Audio recorded and
transcribed. Data saturation reached.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can’t tell — Small amount of information
presented on how collective analysis was
used to validate findings but lack of
information presented on researcher’s bias
and influence. Important during focus groups
as it might have increased social
acceptability bias.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Can't tell - Article mentions that the study
was approved by the Centre for
Interdisciplinary Research in Rehabilitation
of Greater Montreal but no mention of
ethical consideration specifically.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes - Brief description of analysis process
and how the themes were derived. Poor
presentation of data to support findings. All
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Study details

Full citation

Jourdan, Claire, Bahrami,
Stephane, Azouvi,

Methods and participants

Recruitment strategy

Participants were medical practitioners
chosen to reflect the entirety of the TBI

Results

Findings (including author’s
interpretation)

Risk of bias assessment using the CASP
qualitative checklist

transcripts were sent to all participants
before analysis stage for verification
(although no mention of validation after
analysis). The entire research group were
involved in identifying emerging themes and
key points, with themes finalised by
consensus (although no mention of
independent coding).

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Discussion of study

limitations and future research directions.

10. How valuable is the research?

Moderate value for current question -
Specifically looking at how TBI complexity
affects rehabilitation. Non-UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Moderate concerns

Source of funding

This study received funding from the School
of Physical and Occupational Therapy,
McGill University.

Other information

None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)
Yes - To compare TBI care pathways and
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Study details

Philippe, Tenovuo, Olli,
Practitioners' opinions on
traumatic brain injury care
pathways in Finland and
France: different
organizations, common
issues, Brain Injury, 33,
205-211, 2019

Ref Id
1182358

Countrylies where the
study was carried out

France and Finland

Study type
Phenomenological study

Study dates
Not reported

Methods and participants

care pathway. No further details
reported.

Inclusion criteria
Not reported.

Exclusion criteria
Not reported.

Setting

Across TBI rehabilitation care pathways
in lle-de-France (France) and Varsinais-

Suomi (Finland).

Participant characteristics

N = 10 healthcare professions working in

TBI rehabilitation
e Working in Finland:6
e Working in France: 4

e Profession (N):
o ICU practitioner:1
o Neuro-anaesthetist: 3
o Neurologist: 4
o Neurosurgeon: 2

e Department (N):
olICU: 4

o Neurological outpatient clinic: 1

o Neurosurgery: 2

o Physical medicine and rehabilitation:

1

Results

e Author’s theme: Availability of
adequate services, from acute
care to re-entry support
o Example quote: “Practitioners

from both settings mentioned
the insufficiency of dedicated
beds in acute and post-acute
care.” (p208)

e Author's theme: Delays before
comprehensive rehabilitation

Example quote: “Whether in an
outpatient or inpatient setting,
comprehensive rehabilitation did
not appear to start early enough.”
(p209)

¢ Author's theme: Pathway-related
decision-making
o Example quote: “Decision
criteria for admission to IR
were reportedly less clear-cut
than for other acquired brain
injuries such as stroke.” (p209)

Risk of bias assessment using the CASP
qualitative checklist

explore the views of healthcare
professionals on TBI care provision in
Varsinais-Suomi, Finland and lle-de-France,
France.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the views of
healthcare professionals on care provision.

3. Was the research design appropriate
to address the aims of the research?

(Yes/Can’t tell/No)
Yes - Design discussed and justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Can't tell - Good justification of why a range
of healthcare professionals were sought but
lack of information presented on how
participants were recruited.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

No - Data collection method discussed and
justified. Topic guide used and published in
the write-up. However, interviews were not
audio recorded and instead were recorded
using details field notes which involves a
certain amount of translation before analysis
begins. Data saturation not reached in data
analysis but was in the individual interviews.
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Study details

Methods and participants

o Rehabilitation and Brain Trauma
Care: 1

o Experience working in TBI
rehabilitation (range): 8 — 25 years

Data collection and analysis

45-60 minute semi-structured interviews
conducted. The interviews covered
details of TBI care received, finance,
care transition and quality of care
issues. Review questions were used to
confirm interviewer's understanding of
answers. Interviews were recorded
using details field notes. Thematic
analysis was used to code and organise
data into themes.

Results

Risk of bias assessment using the CASP
qualitative checklist

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

No - No details reported and analysis relying
solely on field notes taken by the
researcher. Interviewer only had experience
of French TBI pathway, rather than both or
neither.

7. Have ethical issues been taken into
consideration? (Yes/Can’t tell/No)

Can't tell - Study mentions that there was no
legal need for ethical approval as patients
were not contacted. No further details
reported.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Can't tell - Adequate description of the
analysis process and how themes were
derived. Initial findings were verified by 1
participant from each area. Adequate data
presented to support findings. No mention of
multiple, independent assessors. No
discussion of researcher bias.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Discussion about
limitations of study.

10. How valuable is the research?
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Study details

Full citation

Kennedy, Nicole, Barnes,
Jessica, Rose, Anna,
Veitch, Craig, Bowling,
Cott Dahlberg Degeneffe
Gage Higgins Keightley
Majdan McCabe McColl
O'Callaghan Patterson
Patton Patton Schlossberg
Sheppard Sinnakaruppan
Smith Turner Turner
Turner Turner Turner
Voss, Clinicians'
expectations and early
experiences of a new
comprehensive
rehabilitation case
management model in a
specialist brain injury

Methods and participants

Recruitment strategy

No details reported after study dates and
the inclusion/exclusion criteria.

Inclusion criteria
Participants had to:
¢ Be aged between 18-65 years old

o Still be in a post-traumatic amnesia
state as defined by Westmead Post-
traumatic Amnesia Protocol

e Have an expected admission between
2-6 months

Exclusion criteria

¢ Patients in a minimally responsive
state

e Patients with non-TBI

Results

Findings (including author’s
interpretation)

e Author’s theme: Continuity of
care

o Example quote: “Generally |

think it is working really well. |
think it has taken a lot of
pressure off other therapists in
relation to the contact person
role. It is a lot smoother having
one person do that
coordination and transition into
the community and linking
services particularly
rehabilitation for clients. (14,
inpatient therapist, T2)” (068)

e Author’s theme: Streamlining
service delivery

Risk of bias assessment using the CASP
qualitative checklist

Limited value for current question - Lack of
data concerning transition home. Non-UK
data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Serious concerns

Source of funding

This study received funding from Société
Frangaise de Médecine Physique et de
Réadaptation.

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore the views of healthcare
professionals on the design, implementation
and acceptability of a new comprehensive
rehabilitation case management (CRCM)
model.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the views and
experiences of healthcare professionals on
the effects of a new case management
model.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)
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Study details
rehabilitation unit, Brain
Impairment, 13, 62-71,
2012

Ref Id
1179875

Countryl/ies where the
study was carried out

Australia

Study type
Qualitative case study

Study dates

May 2011 - September
2012

Methods and participants

Setting
Specialised TBI rehabilitation unit

Participant characteristics

N = 32 healthcare professionals working
in TBI rehabilitation

e T1 = 15 healthcare professionals
o Brain injury unit clinician: 12
o Rehabilitation case manager: 3
e T2 = 17 healthcare professionals
o Brain injury unit clinician: 10
o External stakeholders: 3
o Rehabilitation case manager: 4

No further demographic information
reported.

Data collection and analysis

20-40 min semi-structured interviews
(either in person or via telephone)
conducted at 2 time points (May 2011
and September 2011). During initial
interviews, participants were asked
about the new model and what impact it
might have for patients and their
caregivers. The follow-up interview
concerned views on how the model was
working, what changes they might make
to improve the model and what impact
the new model had on their

practice. Interviews were audio-recorded
and transcribed.

Results

o Example quote: “It really helps
us to prioritise who needs to be
picked up quickly versus those
who are stable and may not
need as much intervention
straight away. (12, community
team, T2)” (p68)

e Author’s theme: Driving

discharge planning

o Example quote: “In the past, in
case conferences, the same
issues kept coming up. We
were not moving anywhere and
the process was so slow. |
think having someone doing
things and actually facilitating
the process of discharge,
things will flow on much better.
So I can see the benefit. (110,
inpatient team, T1)” (p68)

e Author’s theme: Transitions to

external stakeholders

o Example quote: “It was really
effective having the case
manager Cc’ingme into those
communications. | felt that |
was really up to date. It has
also been helpful because it
has alerted me to some
possible issues before the
client came home, rather than
finding them out as difficult
surprises. (115, external service
provider, T2)” (p68)

e Author’'s theme: Potential

challenges

Risk of bias assessment using the CASP
qualitative checklist

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Can't tell. No information reported after
study dates and inclusion/exclusion criteria.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

No - Interviews were carried out on site,
audio-recorded and transcribed. Interviews
carried out at 2 time points in order to
achieve a better evaluation, with 4 month
time period described and justified. Brief
description of interview content, although no
mention of topic guide. Only 2 patients had
been discharged at T2, meaning limited real
world experiences and views of the
discharge process.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can't tell — Lack of information presented on
researcher’s bias and influence.

7. Have ethical issues been taken into
consideration? (Yes/Can’t tell/No)

Yes - Ethical approval received from Human
Research Ethics Committee and informed
consent received from all participants
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Study details Methods and participants

Transcripts were coded, with themes
and key ideas identified. Any issues
were discussed with the research team,
in order to make sure the results reflect
the new models implementation and
practice.

Full citation
Kornhaber, Rachel,

Recruitment strategy
Maximum variation sampling. Eligible

Results

o Example quote: “Our
rehabilitation case managers
have picked up a lot of work.
They need to attend case
conferences, which for me

working part-time takes away

their availability to us. So it

does have a reciprocal effect

on the team. They may need

increased hours to support that
inpatient role. (11, community

team, T2)” (069)

Findings (including author’s
interpretation)

Risk of bias assessment using the CASP
qualitative checklist

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Can't tell - Brief description of analysis
process and how the themes were derived.
Only 1 person coded the transcripts,
although full evaluation team discussed and
resolved any issues. Good presentation of
data to support findings. No further mention
of credibility or researcher bias.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Discussion about
limitations of study.

10. How valuable is the research?

High value for current question - Specifically
evaluating case management intervention
throughout the care pathway. Non-UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Moderate concerns

Source of funding
Not reported.

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)
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Study details

Rickard, Greg, McLean,
Loyola, Wiechula, Rick,
Lopez, Violeta, Cleary,
Michelle, Burn care and
rehabilitation in Australia:
health professionals'
perspectives, Disability
and Rehabilitation, 41,
714-719, 2019

Ref Id
1182463

Countrylies where the
study was carried out

Australia

Study type
General qualitative inquiry

Study dates
2016

Methods and participants

participants were identified through
professional registries and contacted
with study details by the first author.

Inclusion criteria
Participants had to:
¢ Be a healthcare professional

e Working in adult burn care and/or
rehabilitation

o Working at a facility within Australia

Exclusion criteria
Not reported.

Setting

Range of burn rehabilitation settings
(acute, rehabilitation and community).

Participant characteristics

N = 22 healthcare professionals working
in burns injuries

e Occupation (N):
o Doctor: 4
o Nurse: 9
o Occupational therapist: 3
o Physiotherapist: 4
o Psychologist: 1
o Social worker: 1

Data collection and analysis
Semi-structured interviews were

Results

e Author's theme: Inter-

professional collaboration

o Example quote: “So we actually
didn't have a model of care or
any ... policies and procedures
in place and we've kind of been
working them out on the fly as
well go.” (p716)

e Author's theme: Integrated

community care

o Example quote: “the strength is
all of us working together. We
all want what'’s best for the
patient ... there was a lot of silo
functioning before and ... we're
getting a lot better, working
together as a team and being
able to listen to each other and
what the concerns are. (N)
(P18)” (p715)

¢ Author's theme: Empowering

patients to self-care

o Example quote: “Because their
lives have changed so
drastically. In many cases it's
the family that actually needs a
lot more support than the
patient” (p717)

Risk of bias assessment using the CASP
qualitative checklist

Yes - To explore healthcare professional's
experiences of acute care and rehabilitation
in patients with burn injuries.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the views of
healthcare professionals involved in burn
rehabilitation.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes - Maximum variation sampling used to
recruit people from a variety of healthcare
disciplines (although contacted by 1st author
which might introduce response bias).
Eligible participants were identified from
professional registries but lack of information
on which ones and how many.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - Data collection method discussed and
justified. Topic guide used was developed
following literature review. Data saturation
reached.
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Study details Methods and participants
conducted in person and via telephone
depending on participant preference.
Questions focused on healthcare
professional's experiences of providing
rehabilitation care, their current care
pathways and resource implications.
Thematic analysis was used to code and
organise data into findings.

Results

Risk of bias assessment using the CASP
qualitative checklist

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can't tell — Lack of information presented on
researcher’s bias and influence.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Informed consent received and ethical
approval granted by the Human Research
Ethics Committee.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes - Good description of analysis process
and how themes were derived. Adequate
data presented to support findings. Mentions
that credibility, transferability, dependability
and confirmability were used throughout the
study (although lack of information on how
this was achieved and no mention of
multiple, independent researchers).

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Discussion about
credibility of findings.

10. How valuable is the research?
Moderate value for current study - Wide
range of perspectives sought across
professions and settings. Non-UK data.
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Study details

Full citation

Lindahl, Marianne,
Hvalsoe, Berit, Poulsen,
Jeppe Rosengaard,
Langberg, Henning,
Quality in rehabilitation
after a working age person
has sustained a fracture:
partnership contributes to
continuity, Work (Reading,
Mass.), 44, 177-89, 2013

Ref Id
1180086

Countrylies where the
study was carried out

Denmark

Study type
Qualitative case study

Study dates

Methods and participants

Recruitment strategy

Adults with bone fractures were
recruited through therapists in public
hospitals and municipalities across the
region. Unsuccessful attempts were
made to contact private service users.

Inclusion criteria
o Aged 18-64 years old

e Experienced short- or long- term
rehabilitation

o Were employed

¢ Not retired before accident
Exclusion criteria

Not reported.

Setting

In the community, after discharge from
rehabilitation.

Participant characteristics

Results

Findings (including author’s
interpretation)

e Author’'s theme: Patient's

perspective: management

continuity

o Example quote: “Then they
suggested that | had a toilet
chair placed in the living room,
and we were speechless. |
couldn’t sitand . . . you know,
in here where we eat and so.
Then we worked it through, but
my wife had to say — well you
can send him home, but | am
not sure I'll be here. | really had
to get rough on them. Then we
got through and it was okay”

(p181)

e Author’s theme: Therapists'

perspective: transition process
from the hospital to the
community

o Example quote: “When we

Risk of bias assessment using the CASP
qualitative checklist

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)
No/minor concerns

Source of funding
Not reported.

Other information
None.

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)
Yes — To explore the experiences of
orthopaedic trauma patients when
transferring between acute hospital care and
community settings.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes — Appropriate to explore the views and
experiences of trauma patients when
transferring between settings.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes — Maximum variation sampling used,
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Study details
January - March 2009

Methods and participants
N = 7 adults with bone fractures

e Age [median (range)]: 51 (32-60)
years

e Gender (M/F) = 5/2

¢ Time since injury (range): 2-24 months

o Fracture type (N):
o Upper extremity: 3
- Simple:2
- Multiple: 1
o Lower extremity: 6
- Simple: 5
- Multiple: 1

Data collection and analysis

Individual semi-structured interviews
were audio-taped and transcribed
verbatim. These were analysed
inductively according to a grounded
theory approach, between two
researchers.

Results
know each other (employees

across sectors) you get a larger
framework of understanding for

each other. You can easier

agree that we want to solve this

together. Instead, we use a lot
of time on the phone and mail
with people we do not know
and maybe from day to day
new therapists have to engage
in new cases again
[physiotherapist, hospital]”
(p183)

e Author’s theme: Therapists'
perspective: continuity and return
to work
Example quote: “I haven't heard
anyone talk positively about the
contact; they feel misunderstood
by the system. They are sick and
need time to recover” (p184)

Risk of bias assessment using the CASP
qualitative checklist

ensuring a wide range of accessibility levels
(all age groups, healthcare funding and
degree of rurality).However, there is a lack
of information presented on the how the
initial survey was administered/delivered.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - Open interviews discussed and
justified. The setting for interviews was
chosen by the interviewee, with interviews
audio-recorded and transcribed. Mentions
that TBI might affect recall of events in the
care continuum, which was mitigated by
including significant others. No mention of
data saturation.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can't tell — Lack of information presented on
researcher’s bias and influence although
mentioned that interviews were carried out
with minimal input from researchers.

7. Have ethical issues been taken into
consideration? (Yes/Can’t tell/No)

Can't tell - There is discussion of consent,
but a caveat that Danish national law doesn't
require permission from an ethics board for
this type of study.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)
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Study details

Full citation

O'Callaghan, Anna,
McAllister, Lindy, Wilson,
Linda, Insight vs

Methods and participants

Recruitment strategy

Maximum variation sampling using
survey respondents from an earlier
stage of the research. Characteristics

Results

Findings (including author’s
interpretation)

Risk of bias assessment using the CASP
qualitative checklist

Yes — Good description of analysis process
and how themes were derived. Appears as
though multiple researchers were used but
no mention of independence. Good
presentation of data to support findings. A
summary of each interview was sent to
participants for validation of the content, with
all agreed with.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes — Good description of findings with
relation back to original question. Mention of
participant validation although no discussion
of limitations.

10. How valuable is the research?

Limited value for current question - Focuses
on engagement with rehabilitation rather
than coordination and delivery. Non-UK
data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Minor

Source of funding
Not reported.

Other information

None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore the concept of engagement
throughout the TBI rehabilitation care
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Study details

readiness: factors affecting
engagement in therapy
from the perspectives of
adults with TBI and their
significant others, Brain
Injury, 26, 1599-610, 2012

Ref Id
1180418

Countrylies where the
study was carried out

Australia

Study type
Phenomenological study

Study dates
Not reported

Methods and participants

used in the selection were degree of
rurality, level and type of healthcare
funding they were entitled to.

Inclusion criteria
Not reported.

Exclusion criteria
Not reported.

Setting
In the community, following discharge

Participant characteristics

N =23
e Adults with moderate-severe TBI: 14

o Significant others of adults with
moderate-severe TBI: 9

Characteristics of adults with TBI
e Age in years (N)
o 18-25 years: 2
o 26-35 years: 3
o 36-45 years: 3
o 46-55 years: 3
o 56-65 years: 3

e Gender (M/F): 8/6

¢ Time since injury: not reported.

Results

e Author’s theme: Right service at
the right time: things could have
been different
o Example quote: “Even if they

had have been able to give us
a list of services, it may have
saved us a lot of drama and
hassle and heartache. They
need to make you aware of this
may happen and if that
happens, do this and give you
a checklist or something”
(p1607)

Risk of bias assessment using the CASP
qualitative checklist

continuum and the factors that affect
engagement.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore perceptions of
engagement throughout the TBI
rehabilitation care pathway.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes — Maximum variation sampling used to
ensure wide range of accessibility levels.
However, no information presented on the
initial survey that participants were sampled
from.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can't tell — Lack of information presented on
researcher’s bias and influence although
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Study details

Full citation

Methods and participants
e Injury cause: not reported.

Data collection and analysis

45-150 min open interviews with minimal
input from the researcher, focusing on
the patient's views and experiences of
the TBI rehabilitation journey. Significant
others were also included in the
interview process if they came with the
patient to the interview. The setting for
interviews was chosen by the
interviewee. Interviews were audio-
recorded and transcribed.

Thematic analysis. Researcher's first
listened to the recordings of interviews,
noting key idea and common themes.
Recordings were transcribed and hand-
coded, before being loaded into NVivo
and re-coded. First level codes were
condensed into overarching themes,
with the process repeated for 2nd order
and 3rd order themes. Interviews were
re-checked to ensure consistency with
codes and participants were sent a
summary of their interview for validation.

Recruitment strategy

Results

Findings (including author’s

Risk of bias assessment using the CASP
qualitative checklist

mentioned that interviews were carried out
with minimal input from researchers.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Can’t tell — No information given.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Can’t tell - Adequate description of analysis
but no mention of researcher influence.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes — Good description of findings and
mention of participant validation.

10. How valuable is the research?
Limited value for current question.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Moderate concerns

Source of funding

This study received funding from Speech
Pathology Australia Postgraduate Student
Research Grant.

Other information

Significant others also included in sample
but outside of PCC for this review. Data has
not been extracted where possible.

1. Was there a clear statement of the
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Study details
Odumuyiwa, Tolu,
Improving access to social
care services following
acquired brain injury: a
needs analysis, Journal of
Long-Term Care, 164-175,
2019

Ref Id
1182919

Countrylies where the
study was carried out

UK

Study type

General qualitative inquiry
(within mixed methods
study)

Study dates
Not reported

Methods and participants

All participants were recruited through
adverts on Twitter, Headway UK and
brain injury rehabilitation organisations
throughout the UK. No further details
reported.

Inclusion criteria
Participants had to:

o Adults with ABI - have sustained an
acquired brain injury (at any point) that
led to a disability

o Family members - be related to an ABI
patient as described above

¢ Healthcare professionals - have
worked in ABI treatment for a
minimum of 2 years

Exclusion criteria
Not reported.

Setting
Community ABI rehabilitation services.

Participant characteristics

Stage 1
N=76
e Adults with ABI: 19

o Family members of people with ABI:
26

¢ Healthcare professionals working in
ABI rehabilitation: 32

Results
interpretation)

e Author's theme: Impact of ABI:
Cognitive and behavioural effects
of ABI
o Example quote: “Poor

understanding of implications
of cognitive and behavioural
changes, so poor capacity
assessments/ care needs
assessments” (p172)

¢ Author's theme: Types of

services required

o Example quote: “You'd be a bit
more in the system ... you'd
have a follow up
appointment...and they would
know why you needed help,
like they would know they
would have you on file.” (p169)

¢ Author's theme: Poor access to
support: Limited service provision

o Example quote: “There is not a
specialist service operating in
our area and therefore these
clients are missing out on
specialist rehab. [S31]” (p170)

e Author's theme: Poor access to
support: Lack of professional
knowledge
o Example quote: “Mental health

services [...] told a brain injured
client that they have capacity to
deal with their own finances
despite the client telling them ‘I
will spend all my money if | was

Risk of bias assessment using the CASP
qualitative checklist

aims of the research? (Yes/Can’t tell/No)
Yes - To identify the long-term rehabilitation
needs of patients with acquired brain injury
and their families, and explore their
experiences with accessing community
services.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the experiences
and views of rehabilitation patients in
accessing services.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Design discussed and justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes — Wide variety of forums used to recruit
participants.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - Using different modes throughout the
study i.e. free-text questions and interviews,
was described and justified well. However,
no mention of topic guide and how it was
developed. Data saturation reached.

6. Has the relationship between
researcher and participants been
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Study details

Methods and participants

Characteristics of adults with ABI

e Age [mean (range)]: 44.6 (29-72)
years

e Gender (M/F): 10/9

Characteristics of adults with ABI
patients and family members

e Injury cause (N):
o Traumatic: 34
- Assault=6
- Falls=7
- Motor vehicle accident = 17
- Sports/work-related injuries = 4
o Non-traumatic: 11

e Time since injury (range): 1 — 41 years

Characteristics of healthcare
professionals

e Age [mean (range)]: 35.3 (19-60)
years

e Gender (M/F/Not reported): 11/18/3

No further details reported.

Stage 2

N =21

e Adults with ABI: 12

e Family members of adults with ABI: 5
o Healthcare professionals: 4

Results

to have a large sum of money.
MHS proceeded to tell the
client that they could help the
client have capacity to manage
their money.” (p170)

e Author's theme: Poor access to

support: Organisational factors

o Example quote: “They're set
out to manage people
through...meetings, where
people aren’t actually in the
meetings, so it’s like a
professionals meeting, which |
think is ridiculous, urm or they
don’t actually go to the
address, and they don’t
actually leave their offices — but
their organisation just isn’t set
up for that frontline delivery.”

(p171)

Risk of bias assessment using the CASP
qualitative checklist

adequately considered? (Yes/Can’t
tell/No)

Can't tell - Lack of information presented on
researcher’s bias and influence.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes — Ethical approval granted by the
University faculty ethics committee although
informed consent poorly described.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes — Good description of the analysis
process and how themes were developed.
Adequate data presented to support
findings. While only 1 researcher involved in
coding, results were validated by another
member of the research team. No
discussion of researcher's bias.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. No discussion on
credibility of findings.

10. How valuable is the research?

High value for current question - Good
description of needs when transferring back
into the community using both patients and
healthcare professionals. UK data.

Overall methodological limitations (No or
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Study details

Methods and participants Results

Characteristics of adults with ABI
e Age [mean (range)]: 45 (36-72) years

e Gender (M/F): 10/2

No further details reported.

Characteristics of healthcare
professionals

e Age [mean (range)]: 42 (40-43) years

e Gender (M/F): 1/3

No further details reported.

Data collection and analysis

Stage 1: Online questionnaire using
platform SurveyMonkey, including free-
text questions on the long-term needs
following ABI. These questions were
analysed using content analysis by 1
researcher, and checked by another
member of the research team. Themes
identified in this stage were used to
inform a deductive framework for use in
the analysis of stage 2.

Stage 2: At the end of the questionnaire,
participants were given the opportunity
to complete follow-up semi-structured
interviews on service needs and
communication between healthcare and
social care services. Interviews lasted

Risk of bias assessment using the CASP
qualitative checklist

minor/Minor/Moderate/Serious)
Minor concerns.

Source of funding
Not reported

Other information

Family carers also included in sample but
outside of PCC for this review. Data has not
been extracted where possible.
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Study details

Full citation

Sena Martins, Bruno,
Fontes, Fernando,
Hespanha, Pedro, Barnes,
Barnes Davis Fontes
Fontes Goffman Guion
Hahn Henriques Hughes
Klein Leder Martins
Martins Oliver Oliver Oliver
Santos Somers Stiker
Stone Turner Wall, Spinal
cord injury in Portugal:
Institutional and personal
challenges, Journal of
Disability Policy Studies,
28, 119-128, 2017

Ref Id
1183258

Countrylies where the
study was carried out

Portugal

Study type
Qualitative case study
(within mixed methods
study)

Methods and participants

25-60 minutes, either in person (ABI
patients) or via telephone (carers and
healthcare professionals). Interviews
were analysed using a mixture of
inductive and deductive thematic
analysis.

Recruitment strategy

Purposive sampling of SCI patients and
healthcare professionals in 3
Portuguese SCI rehabilitation centres in
Portugal that specialise in SCI
rehabilitation.

Inclusion criteria
Not reported.

Exclusion criteria
Not reported.

Setting
SCI rehabilitation centre

Participant characteristics

N =93

e Individuals with SCI in initial
rehabilitation: 28 (fieldwork I)

¢ Healthcare professionals working in
SCI rehabilitation centre: 22 (fieldwork
1)

o Individuals with SCI living in
community: 29 (fieldwork II)

e Family and institutional support
organisations: 14 (fieldwork II)

Results

Findings (including author’s
interpretation)

e Author's theme: Returning home

o Example quote: “Even the
homes . . . There isn’t enough
provision . . . There are also
long-term care units but a
patient has to have clinical
criteria to be admitted, social
reasons are not enough. And
this places great restrictions on
us and sometimes people are
here a very long time before
they are discharged. (Social
worker)” (p124)

Risk of bias assessment using the CASP
qualitative checklist

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore the experiences and views
of patients undergoing SCI rehabilitation in
Portugal.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the experiences
and views of SCI rehabilitation patients.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified. 2 stages used to cover the initial
trauma recovery phase in hospital and then
follow the challenges with reintegrating into
the community after discharge.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes — Direct observation occurred in all 3
Portuguese rehabilitation centres
specialising in SCI. Reasons given why 4th
was not included. Purposive sampling was
carried out for semi-structured interview
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Study details

Study dates
Not reported

Methods and participants
No demographic information reported.

Data collection and analysis

Fieldwork II: Involves both qualitative
and quantitative methods. 2 groups of
participants - SCI individuals living in the
community and community support
networks (both family and institutional).
Semi-structured interviews were
conducted with SCI individuals, with 5 of
these selected for further analysis.
These 5 interviewees created a map of
relevant community organisations and
family support networks. These
organisations underwent semi-structured
interviews as well. Content analysis
carried out for this data.

Results

Risk of bias assessment using the CASP
qualitative checklist

phase. SCI patients were sampled to ensure
heterogeneity. Healthcare professionals
were sampled to ensure a wide variety of
disciplines throughout inpatient
rehabilitation.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Can’t tell - Data collection used 2 methods
(semi-structured interviews and direct
observation) in order to validate results of
each. discussed but no justification given. 10
days of direct observation Stage 1 involved
10 days of direct observation carried out in
rehabilitation centres but no mention of how
many rehabilitation centres involved or how
the process was carried out. No mention of
topic guide or how it was developed. No
mention of data saturation, but this is not the
aim of the study.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can’t tell = Small amount of information
presented on how collective analysis and
peer debriefing was used to validate
findings. However, minimal information on
how direct observation was carried out so
unsure how this might impact the
relationship between researcher and
participants.

7. Have ethical issues been taken into
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Study details

Methods and participants

Results

Risk of bias assessment using the CASP
qualitative checklist

consideration? (Yes/Can'’t tell/No)

Yes - Informed consent received and study
complied with American Psychological
Association ethical guidelines. Anonymity
procedures described.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes — Adequate description of how data
analysis was carried out and how themes
were developed, including how data from
interviews and observation were combined.
Good presentation of data. Discussion of
collective analysis and researcher bias.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Discussion on how
credibility was increased.

10. How valuable is the research?

Moderate value for current question -
Investigates a wide range of perspectives
over the acute and chronic stages of SCI
rehabilitation. Non-UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Moderate concerns

Source of funding

This study received funding from
Portuguese Foundation for Science and
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Study details

Full citation
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"success" in post-hip
fracture care transitions: a
strengths-based approach,
Journal of
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205-11, 2012

Ref Id
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Countryl/ies where the
study was carried out

Methods and participants

Recruitment strategy

Convenience sampling. 2 emails were
sent to community- and hospital-based
healthcare professionals working with
older hip fracture patients within the 2
healthcare regions included in the study.
Subsequent participants were requested
to encourage their colleagues to also
participate.

Inclusion criteria
Not reported.

Exclusion criteria
Not reported.

Setting

Results

Findings (including author’s
interpretation)

This study is included in Stolee
2019, a framework-based
synthesis of 12 primary studies. To
prevent double counting of the
data, findings have only been
extracted from this study if they do
not appear in the findings of Stolee
2019.

¢ Author’s theme: Information
gathering and communication

o Example quote: “in this case, a
pre-discharge home visit, but
providers on acute units
acknowledged that although

Risk of bias assessment using the CASP
qualitative checklist

Technology.

Other information

This study has 2 parts — Fieldwork | and
fieldwork Il. Fieldwork | was aimed at
investigating initial SCI rehabilitation,
recruiting newly injured SCI patients in initial
rehabilitation and healthcare professionals
working in rehabilitation centres. Fieldwork Il
was aimed at investigating the process of
patients with SCI re-integration back into the
community, recruiting people with SCI
residing in the community and support
organisations for SCI. Fieldwork | will be
included for review question 4.1a and
fieldwork Il will be included in review
question 4.2a.

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore the views of healthcare
professionals on which factors are needed
for a successful transition of care in patients
after hip fracture.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the views and
experiences of healthcare professionals on
transition of care in hip fracture
rehabilitation.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)
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Study details
Canada

Study type
Ethnographic study

Study dates
March 2010 - July 2010

Methods and participants
Across several healthcare settings

Setting (N):

o Community: 5

e Hospitals: 10

o Rehabilitation centres: 2

Participant characteristics

N = 17 healthcare professionals working
in hip fracture rehabilitation

¢ Profession (N):
o Nursing: 3
o Occupational therapy: 4
o Physiotherapy: 4
o Physician: 2
o Social work: 4

e Experience in current profession
(range): 8 months - 36 years

Data collection and analysis

45-90 minute semi-structured interviews.

The research team requested that
interviewees also bring along any
documents that they use during care
transition in hip fracture rehabilitation.
Interviews were audio recorded and
transcribed by an external agency.

Thematic analysis. Conducted by the 3
researchers who conducted the
interviews. Firstly, each of these read 2
interview transcripts to develop the initial

Results
pre-discharge home visits are
invaluable, they are rarely
conducted” (p207)

Risk of bias assessment using the CASP
qualitative checklist

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes - Convenience sampling used, with
recruited participants being asked to
encourage colleagues to participate.
However, this is appropriate method due to
the specific population targeted and only 4
participants were recruited through
colleague encouragement. Additionally, a
wide range of settings were contacted
(including long-term care, residential care,
private homes, acute hospital wards, sub-
acute hospital wards and rehabilitation
wards).

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - Semi-structured interviews described
and justified, with 80 documents used in
transition seen alongside. Topic guide
described briefly, although no mention of
how it was developed. Multiple researchers
with qualitative research experience. 1st few
interviews were pilots with all researchers to
ensures similarity. Interviews audio-recorded
and transcribed. No mention of data
saturation.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
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Study details Methods and participants
coding framework. This was applied
throughout all transcripts by 1
researcher. Key themes relating to
successful transitions were discussed
and developed between the research
team.

Results

Risk of bias assessment using the CASP
qualitative checklist

tell/No)

Can't tell — Small amount of information
presented on how peer debriefing was used
to validate findings but no information
presented on whether relationship between
researchers and participants was
considered.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Ethical approval granted by University
of British Columbia ethics board and both
participating healthcare regions in British
Columbia. However, no mention of informed
consent.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes - Good description of analysis process
and how the themes were derived. Rigour
ensured by multiple methods of data
collection with key themes developed
between the research team. Additionally,
final results were distributed to the
healthcare professionals of 2 community
settings and 2 hospital settings, and
feedback on the data was sought. Adequate
presentation of data to support findings.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Discussion about
credibility of findings.
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Study details

Full citation
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Patients' Perspectives on
the Usability of a Mobile
App for Self-Management
following Spinal Cord
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Systems, 44, 26, 2019

Ref Id
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Countryl/ies where the
study was carried out

Methods and participants

Recruitment strategy

Consecutive sampling eligible
participants who were admitted to the
study rehabilitation centre with SCI. No
further details reported.

Inclusion Criteria
Participants had to:

e Be receiving inpatient SCI
rehabilitation treatment

¢ Be 18 years old or above

e Have a ASIA Grade of Ato D

¢ Be able to communicate in English
¢ Be able to provide informed consent

Exclusion criteria
e Co-morbid diagnosis of TBI or

Results

Findings (including author’s
interpretation)

o Author’s theme: Being intuitive to

navigate

o Example quote: “The calendar
and appointments tracker do
not give you notifications which
is problematic because |
[would] use it [if it had]
reminders. There is no point to
have [these tools] without
notifications.” (p26)

Risk of bias assessment using the CASP
qualitative checklist

10. How valuable is the research?

Limited value for current question - Lack of
information on transfer to outpatients. Non-
UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Minor concerns

Source of funding

This study received funding from Canadian
Institutes of Health Research (CIHR) grant
and a CIHR post-doctoral fellowship.

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To explore the acceptability of a novel
mobile phone application designed to
facilitate self-management skills in adults
with SCI, and their experiences using the
application in both inpatient to outpatient
settings.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore views and
acceptability of a self-management
intervention in SCI rehabilitation.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)
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Study details
Canada

Study type

General qualitative inquiry
(within wixed methods
study)

Study dates
Spring 2015 - Winter 2016

Methods and participants
cognitive impairment.

Setting
SCl inpatient rehabilitation centre

Participant characteristics

N = 20 adults with SCI

e Age [mean (SD)]: 41 (18) years
e Gender (M/F): 17/3

¢ Length of time since injury: not
reported

o Injury cause (N):
o Traumatic: 15
o Non-traumatic: 5

o Level of injury (N):
o AISA Score
- A8
-B:5
-C:6
-D:1
o Cervical: 15
o Thoracic: 4
o Lumbar: 1

Data collection and analysis
Post-discharge exit questionnaire was

Results

Risk of bias assessment using the CASP
qualitative checklist

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

No - Consecutive sampling is appropriate
but no details reported on who decided to
participate and who didn’t. Additionally,
there was a gift for completing the study
(either study tablet computer or $100) and
there is no mention on when participants
were made aware of this and how this might
impact recruitment.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

No - While free-text questionnaires
appropriate for quantitative aspect, it is
inherently limiting in the qualitative aspect.
Especially as participants mention difficulties
writing and using tablets, and the article
makes no mention of how the questionnaire
was administered. Poor information on what
field notes included or how detailed they
were.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can't tell - Lack of information presented on
researcher’s bias and influence. This is
important considering the use of field notes
as data collection but data was
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Study details

Methods and participants
administered including free-text
questions regarding experiences using
self-management mobile app for people
with SCI. Researchers also had brief
interactions with participants using the
application at the rehabilitation centre,
during which they took field notes of
verbal and non-verbal cues. No further
details reported on how questionnaire
was administered or what format the
meetings took.

Thematic analysis of questionnaires and
field notes using NVivo. Data was
independently analysed by multiple
researchers. No further details reported.

Results

Risk of bias assessment using the CASP
qualitative checklist

independently coded which decreases the
possibility of bias.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Informed consent received prior to
data collection and ethical approval granted
by Vancouver Costal Health Research
Institute and University of British Columbia.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Yes - Good description of analysis process
and how themes were derived. Rigour
ensured by using peer debriefing during
regular meetings, independent coding of
field notes by multiple researchers, and data
triangulation using quantitative and
qualitative methods and
meetings/questionnaires. Adequate
presentation of data to support findings.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Discussion about
credibility of findings.

10. How valuable is the research?

Limited value for current question - Specific
aim of evaluating a mobile application and
it's use in SCI rehabilitation. Non-UK data.

Overall methodological limitations (No or
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Full citation
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and multiple trauma
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Ref Id
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Countrylies where the
study was carried out

Norway

Study type
Grounded theory

Study dates

Methods and participants

Recruitment strategy
Purposive sampling. No further details
reported.

Inclusion criteria
Not reported.

Exclusion criteria
Not reported.

Setting
2 specialised TBI rehabilitation units

Participant characteristics

N =91

e Healthcare professionals involved in 8
inter-professional meetings: 41

o 4 of these meetings involved
patients as well but not further
details reported

e Semi-structured interviews: 16
e Focus groups: 34

Results

Findings (including author’s
interpretation)

e Author’s theme: Short-term
individualised vs. long term
service-orientated perspectives
on service provision
o Example quote: “Now the

inpatient time is much shorter.
They are back home so fast
that one gets no time to
establish a dialogue [with
specialized rehabilitation
services] before they are back
home in the municipality.
[Occupational therapist, focus
group, municipal rehabilitation
services]” (p6)

¢ Author’s theme: Inter-
professional vs. multi-
professional teamwork
o Example quote: We [a

rehabilitation team at a
specialized rehabilitation unit]
have an outpatient clinic that

Risk of bias assessment using the CASP
qualitative checklist

minor/Minor/Moderate/Serious)
Serious concerns

Source of funding

This study received funding from the Rick
Hansen Institute’s ‘Emerging Interventions &
Innovative Technologies’ grant.

Other information
None

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)
Yes - To explore the experiences of
rehabilitation healthcare professionals while
transferring TBI and general major trauma
patients between specialised and local
rehabilitation services.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore the experiences
and views of healthcare professionals
regarding transfer during TBI rehabilitation.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Can't tell - No details reported beyond

Rehabilitation after traumatic injury: evidence reviews for service coordination: inpatient to outpatient settings DRAFT (July 2021)



DRAFT FOR CONSULTATION
Service coordination: Inpatient to outpatient settings for people with complex rehabilitation needs after traumatic injury

Study details
April 2014 - March 2016

Methods and participants

Observations of inter-professional
meetings: no details reported

Professions involved in semi-structured
interviews (N):

e Doctor: 1

o Nurse: 2

e Occupational therapist: 3

¢ Physical therapist: 2

¢ Psychologist: 3

e Social worker: 2

e Speech therapist/special education
professional: 1

e Team coordinator: 2

Professions involved in focus groups
(N):

o Auxiliary nurse: 2

e Cultural educator: 1

e Nurse: 11

e Occupational therapist: 8

¢ Physiotherapist: 8

¢ Social educator: 2

¢ Social worker: 2

No further details reported.

Data collection and analysis

Observations of 8 inter-professional
meetings containing between 2-14
participants. A number of these
observation sessions and interviews
took place before the focus groups in

Results
could be used much more both
before the patient arrives and
before the first patient
interview, but many more could
also have the opportunity for
follow-up after discharge. |
think that this is an important
issue. [Nurse, individual
interview, specialized
rehabilitation services]” (p7)

e Author’s theme: A lack of
knowledge exchange and
feedback during patient
transitions
o Example quote: “The hospital

does not have a full overview of
the available services in
different municipalities,
because, of course, it has more
than one municipality to
consider, so it is somewhat a
puzzle. Therefore, one [i.e.
specialized rehabilitation
professionals] should not
promise something on behalf of
others, as this could create
expectations that cannot be
met. [Coordinating unit leader,
focus group, municipal
rehabilitation services]” (p8)

e Author’s theme: Reduced direct
contact between specialised and
municipal rehabilitation services
o Example quote: “A

physiotherapist worked there
[at a specialized hospital] who |
could just call and consult with

Risk of bias assessment using the CASP
qualitative checklist

purposive sampling.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - 3 different types of data collection
implemented, described and justified. This
limits social acceptability bias introduced by
focus groups. Collection occurred
simultaneously, with results going to
influence the questions/directions of future
collections (although only a very brief
discussion of how this occurred). Good
range of professionals included in different
settings. Data was audio recorded and
transcribed verbatim, and was collected until
saturation with reached.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can't tell - Lack of information presented on
researcher’s bias and influence. This is
important considering the use of focus
groups as a data source, with 1st author
undertaking initial coding and no information
on who conducted the groups/interviews.

7. Have ethical issues been taken into
consideration? (Yes/Can’t tell/No)

Yes - Written informed consent received
before observations/interviews and ethical
approval granted by the Regional
Committee for Medical and Health Research
Ethics. Data protection methods described.
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Study details

Methods and participants

order to inform subsequent focus
groups. Observations focused on
interactions, communication and
decision-making between healthcare
professionals. Notes were taken during
these sessions. 8 vignette-based focus
groups describing TBI and multiple
trauma (containing 3-6 participants)
each were conducted in south-eastern
municipalities (rural and urban) in
Norway. Groups included individuals
working as case workers in coordination
rehabilitation units and healthcare
professionals working in TBI and
multiple trauma rehabilitation. These
were designed to view and compare the
collaboration across municipalities. From
this point, data was collected
simultaneously and interchangeably,
allowing emerging concepts and
categories to be included as the study
went on. Healthcare professionals
identified during observations who were
responsible for the patients being
discussed or contributed extensively
during the meetings were recruited for
in-person semi-structured individual
interviews. These lasted 20-45 minutes
and used a topic guide to explore views
and experiences of their rehabilitation
processes.

Grounded theory. Authors familiarised
themselves with the transcripts before
the research team developed initial
codes together. First author then coded
all transcripts using these codes,
identifying emerging categories along
the way. These were discussed within

Results
when | was unsure. Then, she
might come here and work with
me on a treatment. | really got
a lot out of it. However, this
[collaboration] is now gone.
[Physiotherapist, focus group,
municipal rehabilitation
services]” (p9)

Risk of bias assessment using the CASP
qualitative checklist

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

Can't tell - Adequate description of analysis
process and how the themes were derived.
Adequate presentation of data to support
findings. Multiple researchers used in coding
but no mention of independence. No
discussion of researcher bias or credibility of
findings.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with relation back to the original
research question. Very brief discussion
about credibility of findings.

10. How valuable is the research?

High value for current question - Aims very
similar to aim of this review. Range of
healthcare professionals sampled. Non-UK
data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)
Moderate concerns

Source of funding

This study received funding from the
Research Council of Norway.

Other information
None
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Study details

Full citation
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Ref Id
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Countrylies where the
study was carried out

Canada

Study type
General qualitative inquiry

Study dates
2010

Methods and participants

the research team using constant
comparison.

Recruitment strategy

Eligible hip fracture recruited while in
acute care. A minimum of 2 healthcare

professionals that had been/would be
involved in each stage of projected care

trajectory of each patient were recruited.

Inclusion criteria

Participants had to:

e Have a hip fracture diagnosis

e Be aged 65 years or older

e Have no or very minimal cognitive
impairment

o Be able to read and communicate in
English

e Be an informal carer of eligible adults
with hip fracture

Exclusion criteria
Not reported.

Setting

Range of rehabilitation settings (acute
and sub-acute settings, inpatient and
outpatient rehabilitation programmes,
residential settings and home settings)

Participant characteristics

N =134
o Adults with hip fracture: 23

Results

Findings (including author’s
interpretation)

e Author’s theme: System

constraints

o Example quote: “I think one of
the biggest problems right now
that we’re facing is that there is
pressure to have people
discharged quickly, and there
may not always be services
available for them when they
go home. And a lot of the time
we would like to keep people
here longer than we do.
(Occupational therapist)”

(p416)

e Author’s theme: Patient

complexity

o Example quote: “If you’re 85
and you have all these other
problems, plus then you break
your hip, you’re not going to
recover in 6 weeks, it's just
not, it’s not a realistic time
frame and you’re really not
going to recover in the 10 days
the hospital gives you to
recover. It’s just not possible.”
(p416)

e Author’s theme: 6 potential points

of intervention: family caregiver
roles

o Example quote: “Sometimes

Risk of bias assessment using the CASP
qualitative checklist

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes - To identify factors to improve
healthcare transitions in elderly adults with
hip fracture and future healthcare transition
interventions.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore views and
experiences of transitioning between
healthcare settings in hip fractures
rehabilitation.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes - Limited but adequate description. Hip
fracture patients recruited at the start of the
rehabilitation journey, in acute care. 2
healthcare professionals recruited for each
stages in the transition. No information given
about who decided to take part and non-
respondents.

5. Was the data collected in a way that
addressed the research issue?
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Study details

Methods and participants
o Carers of adults with hip fracture: 19

¢ Healthcare professionals working in
hip fracture rehabilitation: 92

No further details reported.

Data collection and analysis

20-90 minute in-person semi-structured
interviews conducted with participants
transitioning across the hip fracture
rehabilitation care pathway (range 1-4
transitions). Separate topic guides were
developed for each of the participants
with hip fracture, family members and
healthcare professionals (including
physical/occupational therapists, nurses,
doctors, social workers and case
managers). Interviews were audio
recorded and transcribed verbatim.

Framework-based synthesis of 12
manuscripts based on the same study. 2
lead authors individually familiarised
themselves with the 12 included articles
before identifying a thematic framework
across the data together. Each paper
was then coded with these themes in
NVivo before charting key messages
and points of intersection. The whole
research team was then involved in
organising themes and mapping them
onto a transition of care framework.

Results

they would like to know how
can | help my mom or how can
I help my dad you know go up
the stairs. . . . They're usually
invited to observe a therapy
session and that’s when they
learn and if they ask “OK, can |
try to do that?” then by all
means we spend time teaching
them how to do things.” (p417)

e Author’s theme: 6 potential points

of intervention: relationships

o Example quote: “To be honest,
if there is something significant
that they really want us to know
right away they will call us. We
do, we meet with the other site
periodically for different
practice events so we know
who they are right and they feel
comfortable calling. (Family
physician)” (p417)

e Author’s theme: 6 potential points

of intervention: coordination of
roles

o Example quote: “I don’t work in
acute care and | don’t know
what their workload'’s like and
what their turnover is like and
what they have access to.”

(p417)

e Author’s theme: 6 potential points

of intervention: documentation

o Example quote: “Usually, 9
times out of 10 the information
is there but it's not easy to find

Risk of bias assessment using the CASP
qualitative checklist

(Yes/Can’t tell/No)

Yes - Semi-structured interviews justified.
Different topic guides developed for each of
the participants (although no mention of how
it was developed). Interviews were audio
recorded and transcribed verbatim. Data
saturation not discussed but presumed to
have been reached in a synthesis of 12
qualitative studies.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Can't tell — Lack of information presented on
researcher’s bias and influence.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Informed consent received before
interviews and ethical approval granted by
the University of Waterloo Human Research
Ethics Committee, University of Alberta, and
University of Laval.

8. Was the data analysis sufficiently
rigorous? (Yes/Can’t tell/No)

No - Good description of analysis process
and how the themes were derived.
Adequate presentation of data to support
findings. The 2 lead authors familiarised
themselves with the transcripts individually
but developed themes together so not
independent. Themes were finalised and
mapped onto framework by whole research
team. Considering the amount of data (12
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Study details Methods and participants Results
it always. It's not as obvious,
it's not written necessarily
where | would write it and the
sheet that we get, the initial
sheet has some tables and
lines where things should be
written but they’re not always
there. (Family physician)”
(p417)

e Author’s theme: 6 potential points
of intervention: information
sharing
o Example quote: “I usually

always try to have a discharge
summary for wherever they're
going. . . . | usually give it to the
clerk to send with them in their
stack of papers, [but] after that
I don’t know what happens fto it.
... l wouldn’t have time to
follow up and make sure they
have it in their hand or anything
like that, | just hope that they
get it” (p417)

Risk of bias assessment using the CASP
qualitative checklist

manuscripts), the number of researchers
involved in developing codes was minimal,
and check is poorly described. No further
mention of credibility of findings or
researcher bias.

9. Is there a clear statement of findings?
(Yes/Can’t tell/No)

Yes - Good description and discussion of
findings, with a diagram representing the
proposed framework to support transition of
care. There is a relation back to the original
research question. Very brief discussion
about limitations of findings.

10. How valuable is the research?
Moderate value for current question -
Specific population of interest. Good
description of transferring to outpatients.
Non-UK data.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Minor concerns

Source of funding

This study received funding via an Emerging
Team Grant from the Canadian Institutes of
Health Research.

Other information

This paper includes 2 primary studies that
have been included in this review (Glenny
2013 and Sims-Gould 2012). Additionally,
caregivers have also been included in
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Study details

Full citation
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Cornwell, Petrea,
Perceived service and
support needs during
transition from hospital to
home following acquired
brain injury, Disability and
Rehabilitation, 33, 818-29,
2011

Ref Id
1111556

Countryl/ies where the
study was carried out

Australia

Study type
Phenomenological study

Study dates

Not reported (recruitment
period is 5 months but
dates not reported)

Methods and participants

Recruitment strategy

Consecutive eligible patients being
discharged from inpatient ABI
rehabilitation unit were recruited until
saturation. Once enrolled, participants
were asked to identify a family member
to also participate.

Inclusion criteria

Participants had to:

e Have a medical diagnosis of ABI
e Be aged 16 years or above

o Be expected to be discharged home
after inpatient rehabilitation

¢ Be able to communicate adequately in
English during interview

e Able to provide informed consent

Exclusion criteria

¢ Pre-morbid neurological or
psychological condition.

Setting

At discharge from hospital, and then in
the community.

Participant characteristics
N =38

¢ Adults with ABI: 20
o Family carers: 18

Results

Findings (including author’s
interpretation)

e Author’s theme: Balancing the
service and support equation

o Example quote: “We’ve got
meals on wheels coming so
that takes a lot of stress off,
we’ve got a house cleaner that
comes so that takes a lot of
stress off. In the first month it
was hard because we didn’t
have anything prepared so the
house was just getting messier,
there wasn’t meal organization
but now that’s all come into
place (P13, 3)” (p823)

¢ Author’s theme: Negotiating the
rehabilitation maze

o Example quote: “In the
beginning. . . . | hated it
(therapy). . .. But Now | have
[therapist] and she is fantastic.
| have [therapist] all the time
and she has a program. We set
goals for me to achieve and |
look forward to it (P13, 1)”
(p826)

e Author’s theme: Working with or
against 'the system’

o Example quote: “A number of
major disparities were also
observed within ‘the system’
including between public and

Risk of bias assessment using the CASP
qualitative checklist

sample but outside of PCC for this review.
Data has not been extracted where possible.

1. Was there a clear statement of the
aims of the research? (Yes/Can’t tell/No)

Yes — To explore the service and support
needs of adults with ABI (and their family
carers), and identify factors that night affect
these needs, when transitioning between the
hospital and home.

2. Is a qualitative methodology
appropriate? (Yes/Can’t tell/No)

Yes - Appropriate to explore experiences of
transitioning from the hospital to the
community in TBI rehabilitation.

3. Was the research design appropriate
to address the aims of the research?
(Yes/Can’t tell/No)

Yes - Research design discussed and
justified.

4. Was the recruitment strategy
appropriate to the aims of the research?
(Yes/Can’t tell/No)

Yes - Consecutive patients being discharged
from inpatient ABI. However, no information
presented on who decided to participate and
non-responders.

5. Was the data collected in a way that
addressed the research issue?
(Yes/Can’t tell/No)

Yes - Use of semi-structured interviews
discussed and justified. Topic guide was
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Study details

Methods and participants

Characteristics of adults with ABI
e Age [mean (range)]: 40.2 (17-63)
years

e Gender (M/F): 15/5

o Length of stay in inpatient
rehabilitation (N):
o <3 months: 12
o 3-6 months: 7
o >6 months: 1

e Injury cause (N):

o Traumatic: 16

- Motor vehicle accident: 7

Motor bike accident: 1
Assault: 1
- Fall: 4
Other: 3
o Non traumatic: 4

Data collection and analysis

3 x semi-structured interviews per
participants - 1 prior to discharge, 1 and
1-month post-discharge and the last a 3-
months post-discharge. Average
interview length was 33 minutes for
participants with ABI and 36 minutes for
family member participants. Pre-
discharge interviews were carried out in
person and approximately 1 week before
discharge from the unit. Interviews
conducted after discharge occurred in

privately funded participants
and those living in
rural/regional areas compared
with those in metropolitan
locations” (p826)

Risk of bias assessment using the CASP
qualitative checklist

designed based on clinical experience of
authors and ABI literature, along with the
principles of conducting interviews with ABI
patients. Versions were created for patients
and family members. Data saturation
reached.

6. Has the relationship between
researcher and participants been
adequately considered? (Yes/Can’t
tell/No)

Yes - Reflexivity used throughout the data
analysis using all members of the research
team. Example given of how this reflexivity
led to the refinement of semi-structured
interviews, in order to make them more
direct for patients with ABI.

7. Have ethical issues been taken into
consideration? (Yes/Can'’t tell/No)

Yes - Informed consent received before
interviews and ethical approval granted by
the relevant committee at recruitment site
and (unnamed) University.

8. Was the data analysis sufficiently
rigorous? (Yes/Can'’t tell/No)

Yes - Good description of analysis process
and how the themes were derived. Methods
included triangulation of data sources by
using ABI participants and family members,
consensus coding, interviews conducted at
3 different time point. Good presentation of
data to support findings.

9. Is there a clear statement of findings?
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Study details

Methods and participants

person (at the hospital or at home) or by
telephone. An average of 34 days
(range 27-46 days) passed between pre-
discharge interview and 1st follow-up
interview and 100 days (range 94-117
days) between those and 3-month post-
discharge interviews.

Grounded theory analysis. Interviews
were audio-recorded and transcribed
verbatim. Analysis started with open
coding, noting initial themes and
patterns found in the data. Axial coding
was then undertaken, which included
consensus coding of 2 transcripts (1
transcript from ABI patient and 1 from
family member) by 2 independent
researchers. The rest of the transcripts
were coded with the revised codes.
Finally, selective coding occurred using
all members of the research team to
identify overarching themes.

Risk of bias assessment using the CASP
qualitative checklist

(Yes/Can’t tell/No)

Yes - Good description of analysis process
and how the themes were derived. Methods
included triangulation of data sources by
using ABI participants and family members,
consensus coding, interviews conducted at
3 different time point. Good presentation of
data to support findings.

10. How valuable is the research?

Yes - Good description and discussion of
findings, with relation back to the original
research question. Discussion about
credibility of findings.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

No/minor concerns

Source of funding

This study received funding from an
Australian Post-Graduate Award.

Other information

Family carers also included in sample but
outside of PCC for this review. Data has not
been extracted where possible.

1 ABI: Acquired brain injury; ICU: Intensive care unit; IQR: Inter-quartile range; F: Female; M: Male; N: Number; p: Page; SCI: Spinal cord injury: SD: Standard deviation; TBI:
2 Traumatic brain injury
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1 Evidence tables for review question: D.2b What are the best methods to deliver and coordinate rehabilitation services and
social services for children and young people with complex rehabilitation needs after traumatic injury when they transfer
from inpatient to outpatient rehabilitation services?

2
3

4

Table 15: Quantitative evidence tables

Study details

Full citation

Braga, L. W., Da Paz,
A. C., Ylvisaker, M.,
Direct clinician-
delivered versus
indirect family-
supported
rehabilitation of
children with traumatic
brain injury: a
randomized controlled
trial, Brain Injury, 19,
819-831, 2005

Ref Id
1206832

Countrylies where
the study was carried
out

Brazil

Study type
RCT

Aim of the study

This study aimed to
compare the
effectiveness of
primarily parent-

Participants

Sample size

N=87 (randomised)

e Family-supported
rehabilitation=44

¢ Clinician-delivered
rehabilitation=43

N=72 (analysed)
e Family-supported
rehabilitation=38

¢ Clinician-delivered
rehabilitation=34

Characteristics

Age in months [Mean

(SD)]:

e Family-supported
rehabilitation = 97.66
(29.61)

¢ Clinician-delivered
rehabilitation = 96.95
(30.30)

Gender (M/F):

e Family-supported
rehabilitation (n) =
20/18

e Clinician-delivered
rehabilitation (n) =

Interventions
Interventions

e Both groups: 12 months of
intensive, individualised
rehabilitation programmes.

e Intervention group: Family-
supported rehabilitation. The
intervention began with a 2-
week assessment period, with
scheduled hospital visits each
morning. These visits consisted
of multi-disciplinary
assessments that identified
areas needed for targeted
rehabilitation (e.g.
communication, activities of
daily living). At least 1 parent
attended each of these
assessments, as well as daily
support group meetings and
training sessions. Information
sessions included parental
education on TBI, taught by
trained members of the
rehabilitation team. The support
group and information sessions
took place daily. Support
meetings used a group therapy
approach, encouraging parents
to explore their feelings and
concerns about their child’s
injury and rehabilitation, as well
as share stories and coping

Outcomes and Results
Results

Changes in ADL (measured
using SARAH scale of motor
development) [mean (SD)]

Higher=better.

At baseline:

e Family-supported rehabilitation:

2.5 (1.3)

¢ Clinician-delivered
rehabilitation: 2.4 (1.3)

¢ No significant difference
between groups

At 12 months (post-intervention)

e Family-supported rehabilitation:

3.1(0.8)

e Clinician-delivered
rehabilitation: 2.6 (1.1)

e Significantly higher (better) in
the intervention group
(p=0.018, Chi-squared test
using proportions in each
SARAH scale rating group)

Comments

Limitations

Quality assessment: Risk of
bias assessed using revised
Cochrane risk of bias tool (RoB
2)

Domain 1: Risk of bias arising
from the randomization process

1.1 Was the allocation sequence
random? Y - Computer-
generated random number table.

1.2 Was the allocation sequence
concealed until participants were
enrolled and assigned to
interventions? NI.

1.3 Did baseline differences
between intervention groups
suggest a problem with the
randomization process? N - None
of the baseline characteristics
were significantly different.
Risk-of-bias judgement: Some
concerns.

Domain 2: Risk of bias due to
deviations from the intended
interventions (effect of
assignment to intervention)

2.1. Were participants aware of

their assigned intervention during
the trial? Y - Not possible to blind
due to the nature of intervention.

2.2. Were carers and people
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Study details
delivered rehabilitation
exercises with
specialist supervision
to physician-delivered
rehabilitation exercises
with no family
involvement.
Secondary aims were
to determine possible
parental
characteristics that
might affect their ability
to deliver the home
rehabilitation
exercises, and if
children which most
severe injuries
responded better to
the intervention.

Study dates
Not reported.

Source of funding
Not reported.

Participants
19/15

Time since injury*

[Mean (SD)]:

e Family-supported
rehabilitation = 15.66
(7.18)

e Clinician-delivered
rehabilitation = 13.41
(6.71)

* Unit of time not

specified in study but

likely to be weeks.

Injury cause: not
reported but inclusion
criteria stated
traumatic brain injury

Severity of TBI
(severe/moderate):

e Family-supported
rehabilitation (n) =
23/15

¢ Clinician-delivered
rehabilitation (n) =
18/16

Glasgow Coma Scale

score [Mean (SD)]:

e Family-supported
rehabilitation = 6.66
(3.30)

¢ Clinician-delivered
rehabilitation = 7.50
(3.80)

Interventions

mechanisms with peers.
Clinicians also performed home
visits during this time, using
these to inform a child’s
rehabilitation and increase
integration of the programme
into family routine. Each child
had 2 case managers (ensuring
at least 1 was available at all
times) from rehabilitation
specialities, relevant to a child’s
needs and goals, assigned to
teach exercises to family
members. Case managers also
supported families, making
home visits and school visits if
needed. They organised
referrals to other healthcare
disciplines, and co-ordinated
care. The assessment period
informed the rehabilitation
programme, rehabilitation goals
and support programme. The
rehabilitation programme was
designed around simple
activities that could be done at
home using common
household items. Tasks from
different specialties were
combined as appropriate,
decreasing the number of
different tasks children and
parents had to carry out while
targeting the same areas. To
educate parents on the
rehabilitation exercises,
rehabilitation centre staff
created a collection of over 200
illustrations designed to guide

Outcomes and Results

Comments

delivering the interventions aware
of participants' assigned
intervention during the trial? Y -
Not possible to blind due to the
nature of intervention.

2.3. If Y/PY/NI to 2.1 or 2.2: Were
there deviations from the
intended intervention that arose
because of the experimental
context? PY - Children in the
intervention group could have
received more intensive
rehabilitation (more frequent or
longer sessions than protocol) at
home than children attending
clinic for their sessions.

2.4 If Y/PY to 2.3: Were these
deviations likely to have affected
the outcome? Y.

2.5. If Y/IPY/INI to 2.4: Were these
deviations from intended
intervention balanced between
groups? N.

2.6 Was an appropriate analysis
used to estimate the effect of
assignment to intervention? Y -
Intent to treat.

2.7 If No/PN/NI to 2.6: Was there
potential for a substantial impact
(on the result) of the failure to
analyse participants in the group
to which they were randomized?
NA.

Risk-of-bias judgement: High risk.
Domain 3: Missing outcome data

3.1 Were data for this outcome
available for all, or nearly all,
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Study details Participants Interventions Outcomes and Results Comments

*Unit of time not
specified in study but
likely to be weeks.

Inclusion criteria
Participants had to:
e Be aged between 5-

12 years old

o Admitted to

participating
paediatric
Rehabilitation centre

¢ Diagnosed with

moderate TBI
(defined as Glasgow
Coma Scale score 9-
12 or >12 if
accompanied by
diffuse brain
swelling/skull
fracture/intracranial
mass lesion) or
severe TBI (defined
as Glasgow Coma
Scale <8)

Injury still in chronic
stages (defined as
sustained between
6-30 months before
study
commencement)

Chronic cognitive
and/or physical
impairment

e Family consent for

participation, as all

parents through the tasks, as
well as help them modify
everyday home routines to
achieve rehabilitation
objectives. It was decided to
use illustrations rather than
verbal instructions as many
parents were illiterate or had
difficulty with reading. For each
child’s rehabilitation
programme, an individualised
manual was created that
included roughly 14 of these
illustrations. Folders were
updated regularly to include
new tasks, in response to a
child’s progress and feedback.
Parents began by watching
professionals performed the
rehabilitation exercises on their
child but gradually assumed
responsibility throughout the
initial 2-week assessment
period. This progression was
based on parental competence
and confidence in their skills,
under the supervision of
healthcare professionals. 2
families did not feel confident at
the end of these 2 weeks, so
received training for another
week. After the assessment,
parents took over the
rehabilitation at home,
attending bi-weekly (assuming
2 times a month but not stated)
appointments at the paediatric
rehabilitation centre. During
these visits, progress was

participants randomized? N -
15/87 (17%) participants lost to
follow-up (6 (13.6%) in
intervention group, 9 (20.9%) in
control group).

3.2 If No/PN/NI to 3.1: Is there
evidence that the result was not
biased by missing outcome data?
N

3.3 If No/PN to 3.2: Could
missingness in the outcome
depend on its true value? Y -
Possible that participants with
worse SARAH scores were
unlikely to continue with
treatment.

3.4 If Y/PY/NI to 3.3: Is it likely
that missingness in the outcome
depended on its true value? PN -
Although there is a difference in
drop out rates between the 2
arms, the article reports that this
is mainly due to the practical
challenge of transporting children
to and from the clinic.
Risk-of-bias judgement: Some
concerns.

Domain 4: Risk of bias in
measurement of the outcome

4.1 Was the method of
measuring the outcome
inappropriate? N.

4.2 Could measurement or
ascertainment of the outcome
have differed between
intervention groups? PN - Use of
validated instrument (SARAH
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Study details Participants
children were
enrolled with

either/both parents

Exclusion criteria
e Co-morbidities
include:

o Presence of
significant vision or
hearing loss

o Severe psychiatric
disorder

o Frequent drug-
resistant seizures

e Child in a
unresponsive state

¢ Child not attending
school

e Family did not give
consent for
participation

Interventions
evaluated, new goals were set,
and any problems were
discussed. Rehabilitation
programmes were adjusted,
and changes were made to
manuals, with parents being
fully trained in any new
activities.

e Control group: Clinician-
delivered rehabilitation. 5 x 2
hour conventional rehabilitation
sessions per week, given
directly by rehabilitation
healthcare professionals.
Children attended an average
of 91% sessions throughout the
study period. Clinicians
followed conventional
rehabilitation procedures
(dependent on their
rehabilitation field), and treated
children without parental
presence. Clinicians were free
to request consultations from
other rehabilitation specialities
and communicated with a
child’s school as needed (for
information and instructions)
but did not make any concerted
effort to co-ordinate
rehabilitation services. No
home or school visits were
carried out. Parents received
no training about their child’s
rehabilitation but did attend
information and support group
sessions (as described in the
intervention group) during the

Outcomes and Results

Comments

scale), following similar
procedures and at similar time
points.

4.3 If No/PN/NI to 4.1 and 4.2:
Were outcome assessors aware
of the intervention received by
study participants? N - Assessors
were blinded.

4.4 1f Y/PY/NI to 4.3: Could
assessment of the outcome have
been influenced by knowledge of
intervention received? NA.

4.5 If Y/PYINI to 4.4: Is it likely
that assessment of the outcome
was influenced by knowledge of
intervention received? NA.

Risk-of-bias judgement: Low risk.
Domain 5: Risk of bias in
selection of the reported result

5.1 Were the data that produced
this result analysed in
accordance with a pre-specified
analysis plan that was finalized
before unblinded outcome data
were available for analysis? NI.
Is the numerical result being
assessed likely to have been
selected, on the basis of the
results, from...

5.2. ... multiple outcome
measurements (e.g. scales,
definitions, time points) within the
outcome domain? PN.

5.3 ... multiple analyses of the
data? PN.

Risk-of-bias judgement: Some
concerns.
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Interventions
initial 2-week assessment
period in order to help their
coping of their child’s trauma.

Study details Participants

Outcomes and Results

Comments
Overall risk of bias
Risk-of-bias judgement: High risk.

Other information
None.

1 ADL: Activities of daily living; F: Female; M: Male; N: Number [or No if answering a risk of bias checklist question); NA: Not applicable; NI: No information; PN: Probably not; PY:

2 Probably yes; SD: Standard deviation; TBI: Traumatic brain injury; Y: Yes

3 Table 16: Qualitative evidence tables

Study details

Full citation

Rashid, M., Caine, V.,
Newton, A. S., Goez,
H. R., Healthcare
professionals'
perspective on the
delivery of care to
children with Acquired
Brain Injury (ABI) and
communication with
their parents, Journal
of Pediatric
Rehabilitation
Medicine, 11, 125-131,
2018

Ref Id
1183107

Countryl/ies where
the study was carried
out

Canada

Methods and participants

Recruitment strategy

Invitations were sent by an
intermediary to the entire multi-
disciplinary team in brain injury clinic.
Convenience sampling used to recruit
healthcare professionals involved in
long-term rehabilitation of children
(and families) with ABI.

Inclusion criteria
Not reported.

Exclusion criteria
Not reported.

Setting

Brain injury clinic of large urban
rehabilitation centre.

Participant characteristics
N = 15 healthcare professionals
(No further details reported.)

Results

Findings (including author’s
interpretation)

e Author’s theme: Reframing
healthcare professional’s roles and
perceptions
o Example quote: “for our complex

cases with so many people
involved there is the illusion that
somebody will have their eyes on
the child when discharged” (p.
128, Rashid 2018)

e Author’s theme: Practice rewards
o Example quote: “When families

become so strong and find the
time to volunteer and give back to
the community by assisting
others, it is inspiring and
rewarding and means that the
system did well.” (p. 128, Rashid
2018)

e Author’s theme: Finding ways

Risk of bias assessment using the CASP
qualitative checklist

1. Was there a clear statement of the aims of
the research? (Yes/Can’t tell/No)

Yes - To explore healthcare professional's
experiences and views regarding the needs of
families' rehabilitation needs for children with
ABI.

2. Is a qualitative methodology appropriate?
(Yes/Can’t tell/No)

Yes - Appropriate to explore healthcare
professional’s experiences and views.

3. Was the research design appropriate to
address the aims of the research? (Yes/Can’t
tell/No)

Yes - Appropriate to explore healthcare
professional’s experiences and views.

4. Was the recruitment strategy appropriate
to the aims of the research? (Yes/Can’t
tell/No)

Can't tell - Wide variety of professionals
included in focus groups but convenience
sampling introduces some bias. Additionally,
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Study details Methods and participants

Study type Data collection and analysis

General qualitative Semi-structured interview questions

inquiry during 60-90-minute focus groups
which took place in hospital. Interview

Study dates scripts were designed to start initial
conversations, with spontaneous

Not reported.

conversation following as focus
groups progressed. Thematic analysis
conducted in 5 stages.

Results

forward

o Example quote: No quotes
presented for this theme.

Risk of bias assessment using the CASP
qualitative checklist

large urban rehabilitation centre may serve
different ABI population than rural areas.

5. Was the data collected in a way that
addressed the research issue? (Yes/Can’t
tell/No)

Yes - Focus groups with semi-structured
interview questions used and justified clearly.
No mention of data saturation, but not
necessary for aims of research.

6. Has the relationship between researcher
and participants been adequately
considered? (Yes/Can’t tell/No)

Can't tell - No discussion surrounding
relationship between researcher and
participants. Important due to using focus group
setting and semi-structured interviews.

7. Have ethical issues been taken into
consideration? (Yes/Can’t tell/No)

Yes - Informed consent received and ethical
approval granted from Health Research Ethics
Board (University of Alberta) and Alberta Health
Services.

8. Was the data analysis sufficiently
rigorous? (Yes/Can'’t tell/No)

Can't tell - Discussion surrounding analytical
rigour i.e. credibility and transferability.
However, description of analysis does not
include mention of multiple or independent
researchers. Minimal raw data presented.

9. Is there a clear statement of findings?
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Study details Methods and participants

ABI: Acquired brain injury; N: Number

Results

Risk of bias assessment using the CASP
qualitative checklist

(Yes/Can’t tell/No)

Yes - Discussion of evidence for and against
findings, with reference back to original
research question.

10. How valuable is the research?

Moderate value for current question — Good
sections on how best to co-ordinate care using
both healthcare and non-healthcare resources.

Overall methodological limitations (No or
minor/Minor/Moderate/Serious)

Moderate concerns.

Source of funding

This study received funding from Alberta Centre
for Child, Family and Community Research.

Other information
None
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3 Appendix E — Forest plots

4 Forest plots for review question: D.2a What are the best methods to deliver and
coordinate rehabilitation services and social services for adults with complex
rehabilitation needs after traumatic injury when they transfer from inpatient to
outpatient rehabilitation services?

No meta-analyses were performed as the interventions or outcomes were either not
sufficiently similar to allow them to be combined or they were not reported by more than one
study.

QWO NO O,

11 Forest plots for review question: D.2b What are the best methods to deliver and
12  coordinate rehabilitation services and social services for children and young
13  people with complex rehabilitation needs after traumatic injury when they

14  transfer from inpatient to outpatient rehabilitation services?

15  No meta-analyses were performed as only one study was identified.
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1 Appendix F — GRADE and GRADE-CERQual tables

2 GRADE and GRADE-CERQual tables for review question: D.2a What are the best methods to deliver and coordinate

3
4

rehabilitation services and social services for adults with complex rehabilitation needs after traumatic injury when they
transfer from inpatient to outpatient rehabilitation services?

5 GRADE tables for quantitative evidence

6

Table 17: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Multidisciplinary care versus Usual care

1 randomi  very no serious no serious serious? None 16/31 26/35 RR0.69 230 fewer VERY CRITICAL
(Browne  sed serious’ inconsistency indirectness (51.6%) (74.3%) (0.47to per 1000 LOwW
2013) trials 1.03) (from 394

fewer to

22 more)

1 randomi  very no serious no serious serious? None 31 35 - MD 1.20 VERY CRITICAL
(Browne  sed serious’ inconsistency indirectness higher LOW
2013) trials (4.55
lower to
6.95
higher)
1 randomi  very no serious no serious very None 16/31 16/35 RR 1.13 59 more VERY IMPORTANT
(Browne  sed serious' inconsistency indirectness serious® (51.6%) (45.7%) (0.69 to per 1000 LOW
2013) trials 1.85) (from 142
fewer to
389 more)
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randomi  very no serious no serious serious? None MD 0.27 VERY IMPORTANT
(Browne sed serious’ inconsistency indirectness lower LOW
2013) trials (2.38
lower to
1.84
higher)

ADL: Activities of daily living; Cl: Confidence interval;, FIM: Functional Independence Measure; MD: Mean difference RR: Risk ratio

1 Very serious risk of bias in the evidence contributing to the outcomes as per RoB 2

2 95% ClI crosses 1 MID (for number of participants returned to work 0.8 or 1.25; for hospital length of stay +/- 5.415; for FIM +/- 1.99)
395% Cl crosses 2 MIDs (0.8 and 1.25)

Table 18: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: MDT care + structured assessment and checklist versus MDT care only

1 randomised very no serious no serious no serious none 85 64 - MD 1.20 LOW CRITICAL
(Chong trials serious!  inconsistency indirectness imprecision higher
2013) (1.48
lower to
3.88
higher)

randomised very no serious no serious no serious none 85 64 - MD 0.7 LOW IMPORTANT
(Chong trials serious!  inconsistency indirectness imprecision higher
2013) (2.31
lower to
3.71
higher)

randomised very no serious no serious no serious none 70 59 - MD 0.2 LOW IMPORTANT
(Chong trials serious’  inconsistency indirectness imprecision lower
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2013) (3.59
lower to

3.19
higher)

1 randomised very no serious no serious serious? none 85 64 - MD 2.2 VERY  IMPORTANT
(Chong trials serious!  inconsistency indirectness higher LOW
2013) (0.8 lower

to 5.2

higher)

1 randomised very no serious no serious no serious none 70 59 - MD 1.4 LOW IMPORTANT
(Chong trials serious!  inconsistency indirectness imprecision lower
2013) (5.17
lower to
2.37
higher)

1 randomised very no serious no serious no serious none 85 64 - MD 1.7 LOW IMPORTANT
(Chong trials serious!  inconsistency indirectness imprecision lower
2013) (7.79
lower to
4.39
higher)

1 randomised very no serious no serious serious? none 75 54 - MD 4.9 VERY IMPORTANT
(Chong trials serious!  inconsistency indirectness higher LOW
2013) (2.41

lower to

12.21

higher)

1 randomised very no serious no serious no serious none 7 50 - MD 1.6 LOW IMPORTANT
(Chong trials serious!  inconsistency indirectness imprecision higher
2013) (5.99
lower to
9.19
higher)
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1 randomised very no serious no serious no serious none 85 64 - MD 3.4 LOW IMPORTANT
(Chong trials serious’  inconsistency indirectness imprecision lower
2013) (13.96
lower to
7.16
higher)
1 randomised very no serious no serious no serious none 75 54 - MD 6 LOW IMPORTANT
(Chong trials serious!  inconsistency indirectness imprecision higher (7
2013) lower to
19 higher)
1 randomised very no serious no serious no serious none 71 50 - MD 1.9 LOW IMPORTANT
(Chong trials serious!  inconsistency indirectness imprecision lower
2013) (15.3
lower to
11.5
higher)

ADL: Activities of daily living; Cl: Confidence interval; MDT: Multidisciplinary team; MBI: Modified Barthel Index; SF-12: 12-item short-form survey
1 Very serious risk of bias in the evidence contributing to the outcomes as per RoB 2
2 95% ClI crosses 1 MID (for SF-12 mental component at 6 months +/-4.6; for MBI score at 6 months +/-10.3)

Table 19: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: MDT care + structured assessment and checklist versus MDT care only

1 randomised very no serious no serious very serious? none 92 70 Median Median VERY CRITICAL
(Chong trials serious’  inconsistency indirectness (range): 35.0 (range): LOW
2013) (5-402)° 48.0 (10-
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382)°
MDT: Multidisciplinary team
1 Very serious risk of bias in the evidence contributing to the outcomes as per RoB 2
2 Imprecision could not be assessed using MIDs due to no reporting of SD and no published MIDs so was instead assessed using the sample size: The result was not
downgraded if n=2400, if n=399-200, the result was downgraded 1 level, and if n<200 the result was downgraded by 2 levels.
3 According to the statistical analyses performed by the author, the median difference was statistically significantly shorter in the intervention group (p=0.009, statistical test not
reported). No mention was made of clinical importance.

Table 20: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Multidiscplinary care pathway versus Standard care

1 observatio  serious’ no serious no serious no serious none 256 145 Median Median MODE CRITICAL
(Flikweert nal inconsistency indirectness imprecision (IQR): 7 (IQR): 11 RATE
2014) studies (6-10)? (7-16)?

IQR: Interquartile range

1 Serious risk of bias in the evidence contributing to the outcomes as per ROBINS-I

2 According to the statistical analyses performed by the author, the median difference was statistically significantly shorter in the intervention group (p<0.001, unsure of
statistical test*). No mention was made of clinical importance.

*The authors report in their tabulated results that they analysed these data with an independent t-test, which would be inappropriate for non-parametric data. However, the
paper states in the Analysis section that “For continuous variables, the intervention and control groups were compared with the independent sample t-test or, if appropriate, the
Mann-Whitney U-test.” (page 4). Due to this sentence and the majority of estimates being reported as means, we have assumed this is simply a reporting oversight on behalf of
the authors.

Table 21: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Traumatic Clinical Care Coordination (TCCC) versus No TCCC
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1 (Hall observatio very no serious no serious no serious none 475 21207 - MD 7 LOW CRITICAL
2018) nal serious'  inconsistency indirectness imprecision higher
studies (5.82 to
8.18
higher)

CI: Confidence interval; MD: Mean difference; TCCC: Traumatic Clinical Care Coordination
1 Very serious risk of bias in the evidence contributing to the outcomes as per ROBINS-/

Table 22: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Discharge planning with gerontological nurse versus Routine discharge planning

1 randomised serious!  no serious no serious serious? none 63 63 - MD 1.89 LOwW CRITICAL
(Huang trials inconsistency indirectness lower
2005) (3.06 to
0.72
lower)
1 randomised serious’  no serious no serious serious? none 63 59 - MD 6 LOW IMPORTANT
(Huang trials inconsistency indirectness higher
2005) (2.85to
9.15
higher)
1 randomised serious’  no serious no serious no serious none 63 59 - MD 7.46 MODE  IMPORTANT
(Huang trials inconsistency indirectness imprecision higher RATE
2005) (4.18 to
10.74
higher)
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randomised serious!  no serious no serious no serious none MD 9.52 MODE IMPORTANT
(Huang trials inconsistency indirectness imprecision higher RATE
2005) (5.58 to
13.46
higher)
1 randomised serious!  no serious no serious no serious none 63 59 - MD 10.1 MODE  IMPORTANT
(Huang trials inconsistency indirectness imprecision higher RATE
2005) (4.86 to
15.34
higher)
1 randomised serious’  no serious no serious no serious none 63 59 - MD 14.68 MODE IMPORTANT
(Huang trials inconsistency indirectness imprecision higher RATE
2005) (8.21 to
21.15
higher)
1 randomised serious’  no serious no serious no serious none 63 59 - MD 16.2 MODE  IMPORTANT
(Huang trials inconsistency indirectness imprecision higher RATE
2005) (8.95 to
23.45
higher)

ClI: Confidence interval; MD: Mean difference; SF-36: 36-item short-form survey
1 Serious risk of bias in the evidence contributing to the outcomes as per RoB 2
2 95% ClI crosses 1 MID (for length of hospital stay +/-1.54; for SF-36 +/- 3.895)

Table 23: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Comprehensive discharge planning versus Routine discharge planning
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1 (Lin randomi  very no serious no serious serious? none 26 24 - MD 2.73 VERY CRITICAL
2009) sed serious’ inconsistency indirectness higher LOW
trials (3.74
lower to
9.2 higher)
1 (Lin randomi  serious® no serious no serious serious? none 26 24 - MD 0.25 LOW CRITICAL
2009) sed inconsistency indirectness lower
trials (1.52
lower to
1.02
higher)
1 (Lin randomi  serious® no serious no serious very none 26 24 - MD 0.15 VERY IMPORTAN
2009) sed inconsistency indirectness serious* higher LOW T
trials (1.07
lower to
1.37
higher)
1 (Lin randomi  serious® no serious no serious very none 26 24 - MD 1.12 VERY IMPORTAN
2009) sed inconsistency indirectness serious* higher LOW T
trials (0.92
lower to
3.16
higher)
1 (Lin randomi  serious® no serious no serious very none 26 24 - MD 0.09 VERY IMPORTAN
2009) sed inconsistency indirectness serious* higher LOW T
trials (0.78
lower to
0.96
higher)

ClI: Confidence interval; MD: Mean difference

1 Very serious risk of bias in the evidence contributing to the outcomes as per RoB 2

2 95% Cl crosses 1 MID (for patient satisfaction +/- 6.305; for length of hospital stay +/- 1.085)
3 Serious risk of bias in the evidence contributing to the outcomes as per RoB2
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4 95% ClI crosses 2 MIDs (for Functional Status subscale +/- 0.355)

Table 24: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Supported discharge team care versus Usual care

1 randomised  serious’  no serious no serious no serious none 201 202 - MD 5.7 MODER CRITICAL
(Parsons ftrials inconsistency indirectness imprecision lower ATE
2019) (10.06 to
1.34
lower)

CI: Confidence interval; MD: Mean difference
1 Serious risk of bias in the evidence contributing to the outcomes as per RoB 2

Table 25: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: More intensive MDT care versus Less intensive MDT care

1 (Ryan randomi very no serious no serious very serious? none 30 28 Median Median VERY IMPORTANT
2006a) sed serious' inconsistency indirectness (IQR): (IQR): LOW
trials 0.62 0.67
(0.52- (0.59-
0.77)° 0.79)°
1(Ryan randomi very no serious no serious very serious? none 30 28 Median Median VERY IMPORTANT
2006b)  sed serious’ inconsistency indirectness (IQR): (IQR): 0.7 LOW
trials 0.7 (0.59- (0.62-
8)° 0.74)°
1(Ryan randomi very no serious no serious very serious? none 30 28 Median Median VERY IMPORTANT
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2006a) sed serious' inconsistency indirectness (IQR): (IQR): 0.7 LOW
trials 0.71 (0.6- (0.5-
0.8)° 0.82)°
1 (Ryan randomi very no serious no serious very serious? none 30 28 Median Median VERY IMPORTANT
2006b)  sed serious' inconsistency indirectness (IQR): (IQR): LOW
trials 0.7 (0.5- 0.65 (0.5-
0.78)° 0.8)°
1 (Ryan randomi very no serious no serious very serious? none 30 28 Median Median VERY IMPORTANT
2006a) sed serious' inconsistency indirectness (IQR): 20  (IQR): 20 LOW
trials (19-20)° (19-20)°
1(Ryan randomi very no serious no serious very serious? none 30 28 Median Median VERY IMPORTANT
2006b) sed serious’ inconsistency indirectness (IQR): 20  (IQR): 20 LOW
trials (19-20)° (19-20)°
1 (Ryan randomi very no serious no serious very serious? none 30 28 Median Median VERY IMPORTANT
2006a) sed serious' inconsistency indirectness (IQR): 19  (IQR): 19 LOW
trials (14-23)° (14-24)°
1(Ryan randomi very no serious no serious very serious? none 30 28 Median Median VERY IMPORTANT
2006b) sed serious’ inconsistency indirectness (IQR): 22  (IQR): 21 LOW
trials (16.5- (13-26)°
29.5)%
ADL: Activities of daily living; EQ-VAS: EuroQol Visual Analogue Scale; EQ-5D: EuroQol 5 dimensions; FAI: Frenchay Activities Index; IQR: Interquartile range; MDT:
Multidisciplinary team

1 Very serious risk of bias in the evidence contributing to the outcomes as per RoB

2 Imprecision could not be assessed using MIDs due to no reporting of SD and no published MIDs so was instead assessed using the sample size: The result was not
downgraded if n2400, if n1=399-200, the result was downgraded 1 level, and if n<200 the result was downgraded by 2 levels.

3 According to the statistical analyses performed by the author, there was no significant difference between groups for any measure at any time point (for EQ-5D at 3 months
p=0.3; for EQ-5D at 12 months p=0.67; for EQ-VAS at 3 months p=0.98; for EQ-VAS at 12 months p=0.88; for Barthel Index at 3 months p=0.83; for Barthel Index at 12 months
p=0.18; for FAIl at 3 months p=0.81 [unadjusted value]; for FAIl at 12 months p=0.27, Mann-Whitney U test)
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Table 26: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: MDT post-operative rehabilitation versus Conventional post-operative rehabilitation

1 randomi  very no serious no serious serious? none 35/102 23/97 RR 1.45 107 more VERY IMPORTANT
(Stenvall  sed serious' inconsistency indirectness (34.3%) (23.7%) (0.93 to per 1000 LOW
2007) trials 2.26) (from 17
fewer to
299 more)
1 randomi  very no serious no serious serious? none 33/102 17/97 RR 1.85 149 more VERY IMPORTANT
(Stenvall  sed serious’ inconsistency indirectness (32.4%) (17.5%) (1.1to per 1000 LOW
2007) trials 3.09) (from 18
more to
366 more)
1 randomi  very no serious no serious serious? none 34/84 17/76 RR1.46 103 more VERY IMPORTANT
(Stenvall  sed serious' inconsistency indirectness (40.5%) (22.4%) (0.94 to per 1000 LOW
2007) trials 2.29) (from 13
fewer to
289 more)
1 randomi  very no serious no serious serious? none 14/84 21/76 RR 0.6 111 fewer VERY IMPORTANT
(Stenvall  sed serious’ inconsistency indirectness (16.7%) (27.6%) (0.33 to per 1000 LOW
2007) trials 1.1) (from 185
fewer to
28 more)
1 randomi  very no serious no serious very serious®  none 8/84 3/76 RR 2.41 56 more VERY IMPORTANT
(Stenvall  sed serious' inconsistency indirectness (9.5%) (3.9%) (0.66 to per 1000 LOW
2007) trials 8.77) (from 13
fewer to
307 more)
1 randomi  very no serious no serious very serious® none 1/84 2/76 RR 0.45 14 fewer VERY IMPORTANT
(Stenvall  sed serious’ inconsistency indirectness (1.2%) (2.6%) (0.04 to per 1000 LOW
2007) trials 4.89) (from 25
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fewer to
102 more)
1 randomi  very no serious no serious very serious®  none 5/84 4/76 RR 1.13 7 more per VERY IMPORTANT
(Stenvall  sed serious' inconsistency indirectness (6%) (5.3%) (0.32to 1000 (from LOW
2007) trials 4.06) 36 fewer
to 161
more)
1 randomi  very no serious no serious very serious®  none 17/84 17/76 RR 0.9 22 fewer VERY IMPORTANT
(Stenvall  sed trial  serious' inconsistency indirectness (20.2%) (22.4%) (0.5to per 1000 LOW
2007) 1.64) (from 112
fewer to
143 more)
1 randomi  very no serious no serious serious? none 4/84 11/76 RR 0.33 97 fewer VERY IMPORTANT
(Stenvall  sed serious' inconsistency indirectness (4.8%) (14.5%) (0.1 to per 1000 LOW
2007) trials 0.99) (from 1
fewer to
129 fewer)
1 randomi  very no serious no serious serious? none 56/92 39/82 RR1.28 133 more VERY IMPORTANT
(Stenvall  sed serious’ inconsistency indirectness (60.9%) (47.6%) (0.97 to per 1000 LOW
2007) trials 1.69) (from 14
fewer to
328 more)
1 randomi  very no serious no serious serious? none 49/84 27176 RR 1.64 227 more VERY IMPORTANT
(Stenvall  sed serious' inconsistency indirectness (58.3%) (35.5%) (1.15to per 1000 LOW
2007) trials 2.34) (from 53
more to
476 more)

ADL: Activities of daily living; Cl: Confidence interval; P-ADL: Personal activities of daily living; RR: Risk ratio
1 Very serious risk of bias in the evidence contributing to the outcomes as per RoB 2

2 95% Cl crosses 1 MID (0.8 or 1.25)

395% Cl crosses 2 MIDs (0.8 and 1.25)
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Table 27: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Multidisciplinary outpatient treatment versus Usual care by GP (continuous variables)

1 randomise  very no serious no serious very none 69 56 Median Median VERY IMPORTANT
(Vikane d trials serious’ inconsistency indirectness serious? (range): 7 (range): LOW
2017) (5-8)° 7 (5-8)°

ADL: Activities of daily living

1 Very serious risk of bias in the evidence contributing to the outcomes as per RoB 2

2 Imprecision could not be assessed using MIDs due to no reporting of SD and no published MIDs so was instead assessed using the sample size: The result was not
downgraded if n=2400, if n=399-200, the result was downgraded 1 level, and if n<200 the result was downgraded by 2 levels.

3 According to the statistical analyses performed by the author, there was no significant difference between groups (p=0.193, Mann-Whitney U test). No mention was made of
clinical importance.

Table 28: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Multidisciplinary outpatient treatment versus Usual care by GP (categorical variables)

1 randomi  very no serious no serious serious? none 49/81 50/70 RR0.85 107 fewer VERY CRITICAL
(Vikane sed serious’  inconsistency indirectness (60.5%) (71.4%) (0.67 to per 1000 LOW
2017) trials 1.07 (from 236

fewer to

50 more)
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CI: Confidence interval; RR: Risk ratio
1 Very serious risk of bias in the evidence contributing to the outcomes as per RoB 2
2 95% Cl crosses 1 MID (0.8 or1.25)

Table 29: Clinical evidence profile for coordination of rehabilitation and social services when transferring from inpatient to outpatient
services: Extended care practitioner + telephone calls versus Standard outpatient care

1 randomis  very no serious no serious serious? none 40 38 - MD 0.5 VERY CRITICAL
(Wiechman ed trials serious’ inconsistency indirectness higher LOW
2015) (0.33
lower to
1.33
higher)
1 randomis very no serious no serious serious? none 40 38 - MD 0.9 VERY CRITICAL
(Wiechman  ed trials serious’ inconsistency indirectness higher LOW
2015) (0.25
lower to
2.05
higher)
1 randomis very no serious no serious serious? none 40 38 - MD 4.7 VERY IMPORTANT
(Wiechman ed trials serious'’ inconsistency indirectness higher LOW
2015) (0.18 to
9.22
higher)
1 randomis very no serious no serious serious? none 40 38 - MD 3.6 VERY IMPORTANT
(Wiechman ed trials serious’ inconsistency indirectness lower LOW
2015) (9.69
lower to
2.49
higher)

1 randomis  very no serious no serious serious? none 40 38 - MD 1.9 VERY  IMPORTANT
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