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Review question 1. Home based intermediate care:
a) What is the effectiveness and cost effectiveness of home based intermediate care?

b) What are the views and experiences of people using services, their families and carers in relation to
home based intermediate care?

c) What are the views and experiences of health, social care and other practitioners about home based
intermediate care?

Research question 1 — Findings tables — Effectiveness

1. Crotty M, Giles LC, Halbert J et al. (2008) Home versus day rehabilitation: A randomised controlled trial. Age and Ageing

37: 628-33

Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Study aim: ‘To ...
assess the effect of
home versus day
rehabilitation on
patient outcomes’
(p628).

Methodology: RCT -
Participants
randomised to
hospital based day
rehabilitation or
home based
rehabilitation.

Country: Australia —
Adelaide.

Participants: Service users and
their families, partners and carers
- Medically stable patients
referred for ambulatory
rehabilitation at discharge from
hospital. Patients were eligible if
they were assessed as requiring
at least 12 rehabilitation sessions
by a rehabilitation triage nurse.
Reasons for admission to acute
care included stroke, knee
replacement, or ‘other
neurological injury’ (p630).

Sample characteristics:
e Age - Day hospital
rehabilitation — Mean age 71.2

Findings - effect sizes:

NB. Effect sizes not reported by the authors.
Effect sizes presented here were calculated
by the review team.

Service user related outcomes —

Mass: Day hospital rehabilitation — baseline
72.3 (SD=16.9); 3 months 74.0 (SD=14.5);
change -0.2 (SD=3.7). Home based
rehabilitation - baseline 75.5 (SD=19.4); 3
months 75.1 (SD=18.6); change -0.7
(SD=4.1).

Effect sizes for mass: Baseline: d=0.1757;
95% Confidence Interval -0.0 838 to 0.4353;
3-months: d = 0.0659; 95% CI -0.1933 to
0.325; Change: d = -0.128; 95% CI1 -0.3873 to
0.1314.

Overall assessment

of internal validity:
+

Overall assessment

of external validity:
++

Overall validity
rating:
+
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Source of funding:
Government - South
Australian
Department of
Health.

years (SD=3.4). Home based
rehabilitation — Mean age 72.2
years (SD=14.8).

e Sex - Total sample — Female

52% (n=120). Male 48%

(n=109). Not reported by group.

Ethnicity - Not reported.

Religion/belief - Not reported.

Disability - Not reported.

Long term health condition -

Not reported.

e Sexual orientation - Not
reported.

e Socioeconomic position - Living
alone — Day hospital
rehabilitation n=46 (40.7%).
Home based rehabilitation
n=45 (38.8%). No home
services - Day hospital
rehabilitation n=90 (79.6%).
Home based rehabilitation
n=96 (82.8%).

Sample size:

e Comparison numbers - Home
based rehabilitation n=116
randomised; n=114 assessed
at 3 month follow-up; n=112
assessed at 6 month follow-up.

Quality of life (mental) measured using the
Short-Form-36 (SF-36): Day hospital
rehabilitation — baseline 47.1 (SD=10.9); 3
months 47.3 (SD=12.2); change -0.02
(SD=12.3). Home based rehabilitation -
baseline 47.9 (SD=10.6); 3 months 46.7(SD =
12.4); change -1.4 (SD=11.4).

Effect sizes for Quality of life (mental)
measured using SF-36: Baseline: d=0.0744;
95% CI =-0.1847 to 0.3336; 3-months:
d=-0.0488; 95% CI -0.3079 to 0.2103;
Change: d=-0.1164; 95% CI -0.3757 to
0.1428.

Between group differences in change in
scores between baseline and 3 months — No
significant difference.

Quality of life (physical) measured using
the Short-Form-36 (SF-36): Day hospital
rehabilitation — baseline 36.8 (SD=10.5); 3

months 42.6 (SD=10.2); change 5.9 (SD=9.5).

Home based rehabilitation - baseline 36.2
(SD=9.8); 3 months 42.7 (SD=10.0); change
6.9 (SD=8.9).

Effect sizes of Quality of life (physical)
measured using the SF-36 measure:
Baseline: d=-0.0591; 95% CI -0.3182 to 0.2;
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

¢ Intervention numbers - Day
hospital rehabilitation n=113
randomised; n=108 assessed
at 3 month follow-up; n=106
assessed at 6 month follow-up.

e Sample size - N=229
randomised; N=222 assessed
at 3 month follow-up; N=218
assessed at 6 month follow-up.

Intervention:

¢ Intervention category - Day
hospital based rehabilitation.

e Describe intervention - A high-
intensity rehabilitation
programme based on a medical
rehabilitation model delivered in
a day hospital setting and an
education session for carers.

e Delivered by - Not reported,
simply described as
interdisciplinary.

¢ Delivered to - Medically stable
patients after discharge from
acute care (the main reasons
for admission were stroke,
knee replacement, or ‘other
neurological injury’).

3-months: d=0.0099; 95% CI -0.2492 to
0.269; Change: d=0.1087; 95% CI -0.1506 to
0.3679.

Between group differences in change in
scores between baseline and 3 months — No
significant difference.

Functional competence in activities of
daily living (motor) measured using the
Assessment of Motor and Process Skills:
Day hospital rehabilitation — baseline 0.40
(SD=0.8); 3 months 0.97 (SD=0.8); change
0.57 (SD=0.8). Home based rehabilitation -
baseline 0.29 (SD=0.8); 3 months 0.91
(SD=0.8); change 0.62 (SD=0.8).

Effect sizes of motor and process skills (motor
score): Baseline: d=-0.1375; 95% CI -0.3969
to 0.1219; 3-month: d=-0.075; 95% CI -0.3341
to 0.1841; Change: d=0.0625; 95% CI -0.1966
to 0.3216.

Between group differences in change in
scores between baseline and 3 months — No
significant difference.

Functional competence in activities of
daily living (process) measured using the
Assessment of Motor and Process Skills:
Day hospital rehabilitation — baseline 0.54
(SD=0.6); 3 months 1.05 (SD=0.5); change
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

e Duration, frequency, intensity,
etc. -

Three to 5 sessions per week
lasting 3 hours. Although
duration was not standardised
the intervention was usually
delivered for 4 to 6 weeks.

e Key components and
objectives of intervention -
Individual or group
rehabilitation sessions,
multidisciplinary assessment
and weekly case management
meetings (including goal
setting). The sessions included
support from a rehabilitation
medicine physician, dietetics,
nursing support, occupational
therapy, physiotherapy,
psychology, social work, and
speech therapy.

e Content/session titles - N/A

e Location/place of delivery - Day
hospital.

Comparison intervention:

¢ Intervention category - Home
based rehabilitation. A high-
intensity rehabilitation

0.51 (SD=0.5). Home based rehabilitation -
baseline 0.46 (SD=0.6); 3 months 1.00
(SD=0.5); change 0.54 (SD=0.5).

Effect sizes in AMP (process) skills: Baseline:
d=-0.1333; 95% CI -0.3927 t0 0.126; 3
months: d=-0.1; 95% CI -0.3592 to 0.1592;
Change: d=0.06; 95% CI -0.1991 to 0.3191.

Between group differences in change in
scores between baseline and 3 months — No
significant difference.

Functional independence measured using
the Functional Independence Measure
(FIM): Day hospital rehabilitation — baseline
108.5 (SD=12.4); 3 months 118.1 (SD=8.1);
change 9.6 (SD=9.0). Home based
rehabilitation - baseline 108.1 (SD=8.4); 3
months 115.5 (SD=6.8); change 7.4 (SD=5.8).

Effect sizes of FIM measures: Baseline: d=
-0.0379; 95% CI-0.2969 to 0.2212; Discharge
from programme: d=-0.3481; 95% ClI = -
0.6091 to -0.0871; Change: d=-0.2914; 95%
Cl-0.5518 to -0.00309

Between group differences in scores at 3
months — Participants randomised to the day
hospital rehabilitation programme had
significantly higher scores on the Functional
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PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

programme based on a medical
rehabilitation model delivered in
the participants own home.

e Delivered by - Not reported,
simply described as
interdisciplinary. Delivered to -
Medically stable patients after
discharge from acute care (the
main reasons for admission
were stroke, knee replacement,
or ‘other neurological injury’).

e Duration, frequency, intensity,
etc. - Three to 5 sessions per
week (length of each session
not reported). Although
duration was not standardised
the intervention was usually
delivered for 4 to 6 weeks.

¢ Key components and
objectives of intervention —
Individual rehabilitation
sessions, multidisciplinary
assessment and weekly case
management meetings
(including goal setting). The
sessions included support from
a rehabilitation medicine
physician, dietetics, nursing
support, occupational therapy,
physiotherapy, psychology,

Independence Measure at 3 month follow-up
than those randomised to the home based
rehabilitation programme (p=0.01).

Between group differences in change in
scores between baseline and 3 months —
Between baseline and 3 month follow-up,
participants randomised to the day hospital
rehabilitation programme made significantly
greater improvements in scores on the
Functional Independence Measure than those
randomised to the home based rehabilitation
programme (p=0.03).

NB. In table 2 on p3 this measure is reported
as being assessed at discharge, however in
the authors’ narrative they report this as being
assessed at 3 month follow-up.

Maximal quadriceps strength: Day hospital
rehabilitation — baseline 6.2 (SD=3.0); 3
months 10.9 (SD=5.8); change 4.7 (SD=5.0).
Home based rehabilitation - baseline 6.5
(SD=3.5); 3 months 11.3 (SD= 5.4); change
4.8 (SD=4.5).

Effect sizes of Maximal quadriceps strength
measures: Baseline: d=0.0919; 95% CI
-0.1673 to 0.3511; 3 month: d=0.0714; 95%
Cl1-0.1877 to 0.3306; Change: d=0.021; 95%
Cl-0.238 to 0.2801.
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

social work, and speech
therapy.
e Content/session titles — N/A.
e Location/place of delivery —
Participants own homes.

Outcomes measured:

Service user related outcomes —

e Mass.

e Quality of life (mental and
physical) measured using the
Short-Form-36. Change in
functional competence in
activities of daily living
(between baseline and 3 month
follow-up) measured using the
Assessment of Motor and
Process Skills. Assessed by
occupational therapist. Scores
are given for both motor and
process skills (ranging between
-3 and 4).

¢ Functional independence
measured using the Functional
Independence Measure.

¢ Maximal quadriceps strength.
Mobility measured using the
Timed Up and Go test.

o Mortality.

Between group differences in change in
scores between baseline and 3 months — No
significant difference.

Mobility measured using the Timed Up and
Go (TUG) test: Day hospital rehabilitation —
baseline 35.9 (SD=43.8); 3 months 18.7
(SD=13.2); change -17.2 (SD=39.9). Home
based rehabilitation - baseline 32.4
(SD=23.0); 3 months 23.2 (SD=28.1); change
-11.4 (SD=23.0).

Effect sizes in TUG test measures: Baseline:
d=-0.1003; 95% CI -0.3596 to 0.1589; 3
months: d=0.2041; 95% CI -0.0556 to 0.4639;

Change: d=0.1787; 95% CI -0.0809 to 0.4383.

Between group differences in change in
scores between baseline and 3 months — No
significant difference.

Mortality: At 3 months follow-up there had
been no deaths. At 6 months, 4 participants
had died however between group differences
and their statistical significance are not
reported.

Carer related outcomes -

Strain measured using the Carer Strain
Index (CS): Day hospital rehabilitation —
discharge 4.95 (SD=4.1); 3 months 4.92
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Family or caregiver related

outcomes —

e Strain measured using the
Carer Strain Index.

e Quality of life (mental and
physical) measured using the
Short-Form-36.

Service outcomes —

e Number of readmissions.
e Time to first readmission.
¢ Place of residence.

Follow-up: Three months and 6
months (the majority of outcomes
are only measured at 3 months).
Costs? No. Costs or resource
use information is not provided.

(SD=3.86); change — not measured. Home
based rehabilitation — discharge 3.56
(SD=2.76); 3 months 4.25 (SD=3.10); change
— not measured.

Effect sizes of CS measures: Baseline:
d=-0.3987; 95% CI -0.6603 to -0.1371; 3
months: d=-0.1917; 95% CI -0.4513 to 0.068;
Change scores reported as ‘not applicable’.

Between group differences in scores at
discharge from programme — Carers of
participants randomised to the day hospital
programme reported significantly higher Carer
Strain Index scores at discharge than those
randomised to the home based rehabilitation
programme (p<0.05). Between group
differences in scores at 3 month follow-up -
No significant difference.

Carer Quality of life (physical) measured
using the Short-Form-36(SF-36): Day
hospital rehabilitation — baseline 52.67
(SD=10.36); 3 months 52.16 (SD=9.36);
change -0.052 (SD=9.07). Home based
rehabilitation - baseline 52.42 (SD=9.31); 3
months 50.94 (SD=9.40); change -1.48
(SD=5.29).

Effect sizes of carer quality of life measured
using SF-36: Baseline: d=-0.0254; 95% ClI
-0.2845 to 0.2337; 3 months: d=-0.1301; 95%
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Cl1-0.3894 to 0.1293; Change: d=-0.1297,
95% CI -0.3891 to 0.1296.

Between group differences in change in
scores between baseline and 3 months — No
significant difference (statistical data not
presented).

Significance of between group differences in
scores is not reported.

Quality of life (mental) measured using the
Short-Form-36 (SF-36): Day hospital
rehabilitation — baseline 44.65 (SD=11.81); 3
months 44.47 (SD=10.09); change -0.18
(SD=8.86). Home based rehabilitation -
baseline 45.59 (SD=10.47); 3 months 44.69
(SD=11.08); change -0.90 (SD=8.71).

Effect sizes of impact on carer’s quality of life
measured using SF-36: Baseline: d=0.0843;
95% CI1-0.1749 to 0.3435; 3 month:

d=0.0207; 95% CI -0.2383 to 0.2798; Change:

d=0.082; 95% CI -0.1772 to 0.3411.
Between group differences in change in
scores between baseline and 3 months — No
significant difference (statistical data not
presented).

Significance of between group differences in
scores is not reported.

Service outcomes —

Intermediate Care NICE guideline (September 2017)




Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Number of readmissions: Day hospital
rehabilitation — Participants randomised to day
hospital rehabilitation were significantly more
likely than those randomised to the home
based programme to be readmitted to hospital
— relative risk ratio 2.1 (95% CI 1.2 to 3.9;
p=0.012). 82.9% of readmissions in the day
hospital rehabilitation group and 67.7% in the
home based rehabilitation programme were
considered to be probably/possibly related to
the index admission.

Time to first readmission: Day hospital
rehabilitation — Median time to first
readmission was 25 days (95% CI 17.3 to
34.0). Home based rehabilitation - Median
time to first readmission was 49 days (95% CI
25.3 to 54.3).

Between group difference in median time to
first readmission: There was a significant
difference between groups, with participants
randomised to the day hospital rehabilitation
group being readmitted more quickly than
those randomised to the home based
rehabilitation programme (p=0.050).

The authors report narratively that there was
no significant interaction between ‘... the
groups and age group, gender, marital status
or carer status with respect to time to first

Intermediate Care NICE guideline (September 2017)
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

readmission’ (p632). Statistical data not
presented.

Place of residence: At 3 months 8
participants had moved into residential care
permanently; at 6 months 5 other participants
had moved into permanent residential
placements however between group
differences and their statistical significance
are not reported.

Narrative findings — effectiveness: NB.
Effect sizes are not presented.

Service user related outcomes —

Mass: Significance of between group
differences in mass at 3 months follow-up and
change in mass between baseline and 3
months follow-up are not reported.

Quality of life (mental) measured using the
Short-Form-36: Between group difference in
change in scores between baseline and 3
months — No significant difference.
Significance of between group differences in
scores at 3 months follow-up is not reported.

Intermediate Care NICE guideline (September 2017)
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Quality of life (physical) measured using
the Short-Form-36: Between group
differences in change in scores between
baseline and 3 months — No significant
difference. Significance of between group
differences in scores at 3 months follow-up is
not reported.

Functional competence in activities of
daily living (motor) measured using the
Assessment of Motor and Process Skills:
Between group differences in change in
scores between baseline and 3 months — No
significant difference (statistical data not
presented). Significance of between group
differences in scores at 3 months follow-up is
not reported.

Functional competence in activities of
daily living (process) measured using the
Assessment of Motor and Process Skills:
Between group differences in change in
scores between baseline and 3 months — No
significant difference (statistical data not
presented). Significance of between group
differences in scores at 3 months follow-up is
not reported.

Functional independence measured using
the Functional Independence Measure:

Intermediate Care NICE guideline (September 2017)
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Between group differences in scores at 3
months — Participants randomised to the day
hospital rehabilitation programme had
significantly higher scores on the Functional
Independence Measure at 3 month follow-up
than those randomised to the home based
rehabilitation programme.

Between group differences in change in
scores between baseline and 3 months —
Between baseline and 3 month follow-up,
participants randomised to the day hospital
rehabilitation programme made significantly
greater improvements in scores on the
Functional Independence Measure than those
randomised to the home based rehabilitation
programme.

Maximal quadriceps strength: Between
group differences in change in scores
between baseline and 3 months — No
significant difference (statistical data not
presented).

Significance of between group differences in
scores at 3 months follow-up is not reported.

Mobility measured using the Timed Up and
Go test: Between group differences in
change in scores between baseline and 3
months — No significant difference (statistical
data not presented). Significance of between

Intermediate Care NICE guideline (September 2017)
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

group differences in scores at 3 months
follow-up is not reported.

Carer related outcomes —

Strain measured using the Carer Strain
Index: Between group differences in scores at
discharge from programme — Carers of
participants randomised to the day hospital
programme reported significantly higher Carer
Strain Index scores at discharge than those
randomised to the home based rehabilitation
programme.

Between group differences in scores at 3
month follow-up - No significant difference
(statistical data not presented).

Significance of between group differences in
scores at 3 months follow-up is not reported.

Quality of life (physical) measured using
the Short-Form-36: Between group
differences in change in scores between
baseline and 3 months — No significant
difference (statistical data not presented).
Significance of between group differences in
scores at 3 months follow-up is not reported.

Quality of life (mental) measured using the
Short-Form-36: Between group differences in
change in scores between baseline and 3

Intermediate Care NICE guideline (September 2017)
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

months — No significant difference (statistical
data not presented).

Significance of between group differences in
scores at 3 months follow-up is not reported.

Service outcomes -

Number of readmissions: Participants
randomised to day hospital rehabilitation were
significantly more likely than those
randomised to the home based programme to
be readmitted to hospital.

Time to first readmission: Between group
differences in median time to first readmission
- There was a significant difference between
groups, with participants randomised to the
day hospital rehabilitation group being
readmitted more quickly than those
randomised to the home based rehabilitation
programme.

The authors report narratively that there was
no significant interaction between ... the
groups and age group, gender, marital status
or carer status with respect to time to first
readmission’ (p632).

Place of residence: At 3 months 8
participants had moved into residential care
permanently; at 6 months 5 other participants

Intermediate Care NICE guideline (September 2017)
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

had moved into permanent residential
placements however between group
differences are not reported. Mortality: At 3
months follow-up there had been no deaths.
At 6 months, 4 participants had died but
between group differences are not reported.

2. Jackson JC, Ely EW, Morey MC et al. (2012) Cognitive and physical rehabilitation of intensive care unit survivors:
Results of the RETURN randomized controlled pilot investigation. Critical Care Medicine 40(4): 1088-97

Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Study aim: To test
the following
hypothesis: in a
cohort of ICU
survivors, a ‘bundled’
rehabilitation
approach combining
cognitive, physical,
and functional
rehabilitation could
be developed and
effectively delivered
in the home using
novel tele-video
technology delivered
via social workers
and would result in
greater improvement
in cognition and

Participants: Service users and
their families, partners and carers
- ICU survivors.

Sample characteristics:

e Age - Control: median 50 (46-
69) Intervention: median 47
(41-63) Complete intervention
patient: median 44 (41-63).

e Sex - Control: f, 62% (n=5) m,
38% (n=3); Intervention: f, 38%
(n=5) m, 62% (n=8); Complete
intervention patient: f, 71%
(n=5) m, 29% (2).

¢ Ethnicity - Control: White, 88%
(n=7) African-American, 12%
(n=1) Intervention: White, 92%

(n=12) African-American, 8%

Findings - effect sizes:
NB. Effect sizes not provided. Findings
presented are median with p values.

Cognitive function (TOWER): Intervention
and control group participants performed
similarly at study enrolment on the primary
cognitive outcome measure.

Baseline - Control, 7.5 (4.5 - 9) - Intervention,
8.0 (6.5 - 10) p value 0.37 (not sig).

At 3-month follow-up (intervention group
patients earning higher scores than controls):
- Control, 7.5 (4.0 to 8.50) - Intervention, 13.0
(11.5 to 14.0) p value <0.01 (sig)

NB: The adjusted treatment effect (adjusted
for baseline differences) is 5.0 (95% CI 2.5 to
7.5) adjusted p<0.01.

Secondary measures of cognition - DEX:

Overall
assessment of

internal validity:
+

Overall
assessment of

external validity:
++

Overall validity
rating:
+
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

functional outcomes
in intervention than
control participants.

Methodology: RCT.
This was a single-
site, feasibility, pilot,
randomized trial.

Country: United
States.

Source of funding:
Government —
Funded in part by the
National Institutes of
Health.

(n=1) Complete intervention
patient: White, 86% (6) African-
American, 14% (n=1).

e Long term health condition -
Not necessarily long term but
the admission diagnosis:
Control Intervention Complete
intervention patient
Sepsis/ARDS1 25% (2) 31% (4)
29% (2) Acute MI2 0% (0) 8%
(1) 14% (11) COPD/Asthma3
0% (0) 8% (1) 0% (0) Renal
Failure 0% (0) 8% (1) 0% (0)
Airway Protection 0% (0) 8%
(1) 14% (1) Cardiogenic Shock/
CHF4 12% (1) 15% (2) 14% (1)
Cirrhosis 12% (1) 8% (1) 14%
(1) ENT Surgery 12% (1) 0%
(0) 0% (0) Transplants (excl
Liver) 12% (1) 0% (0) 0% (0)
Hepatobiliary Surgery 12% (1)
15% (2) 14% (1) Pulmonary
12% (1) 0% (0) 0% (0).

Sample size -

e Comparison numbers: n=8.

e Intervention numbers: 13 (but
complete intervention patients
n=7).

Baseline: Both groups performed similarly to
one another) Control, 27.0 (13.5- 31.0) -
Intervention, 13.0 (8.0- 15.0) p value 0.12 (not
sig).

3 month: - Control, 16.0 (7.8-19.2) -
Intervention, 8.0 (6.0- 13.5) p value 0.74 (not

sig).

MMSE: baseline - Control, 27.0 (22.5- 28.2) -
Intervention, 28.0 (25.0- 29.0) p value 0.54 3
month MMSE - Control, 26.5 (24.8-28.5) -
Intervention, 30.0 (29.0-30.0) p value 0.25
(not sig).

Physical functioning — TUG (low is good) -
Baseline - Control, 15 (12- 20) - Intervention,
18 (15-20) p value 0.47; 3 month TUG -
Control, 10.2 (9.2 -11.7) - Intervention, 9.0
(8.5-11.8) p value 0.51 NOTE: the adjusted
effect size (adjusted for baseline differences)
is -1.1 (95% CI -4.1 to 2.0); adjusted p=0.51).

ABC (high score is good): Baseline - Control,
54 (28- 75) - Intervention, 68 (36-81) p value
0.58; 3 months ABC - Control, 83 (38-91) -
Intervention, 82 (78- 89) p value 0.35 3.

Functional ability IADL (functional activities
questionnaire - higher score is poorer
performance): baseline - Control, 7.0 (1.5-

Intermediate Care NICE guideline (September 2017)
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Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Intervention:

e Describe intervention - Three
pronged RETURN intervention.
Comprehensive,
multicomponent, in-home
rehabilitation program which
was developed with a specific
focus on the remediation of
characteristic deficits among
ICU survivors (i.e., limitations in
cognition, strength and
endurance and functional
ability). The rehabilitation
intervention was provided over
a 12-week period post-
discharge in each patient’s
home and integrated both
traditional ‘face-to-face’
interventions as well as novel
telephonic and video-based
interventions. Total of 12 visits -
6 in-person visits for cognitive
rehabilitation and 6 televisits for
physical and functional
rehabilitation, (60-75 minutes in
length), with sessions following
an alternating format (i.e. first
cognitive then physical-
functional and so on). Televisits
used interactive 2-way

14.2) - Intervention, 0.0 (0.0-4.0) p value 0.14;
3 month IADL - Control, 8.0 [6.0- 11.8] -
Intervention, 1.0 [0.0 - 2.5] p value 0.04
NOTE: the adjusted treatment effect (adjusted
for baseline differences) is -4.7 (95% CI -8.7
to -0.6)

ADL: baseline The group with little/ no
dependency - Control, 75% (6) - Intervention,
71% (5) The group with moderate/ severe
dependency - Control, 25% (2) - Intervention,
29% (2) 3 month ADL The group with little/ no
dependency - Control, 75% (6) - Intervention,
100% (7) The group with moderate/ severe
dependency - Control, 25% (2) - Intervention,
0% (0) NOTE: adjusted treatment effect
p=0.78

Narrative findings — effectiveness:

Cognitive function outcomes: Intervention
and control group participants performed
similarly at study enrolment on the primary
cognitive outcome measure, the TOWER. At
3-month follow-up, a significant difference
between groups was observed, with the
intervention group patients earning higher
scores than controls (3-months TOWER -
Median/IQR - 13.0 [11.5t0 14.0] vs. 7.5 [4.0
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videophones facilitated by an
assistant in the home and/or
were video recorded for
subsequent review. Visits were
supplemented with brief
telephone calls by study
personnel from relevant
disciplines during alternate
weeks. Participants completed
a workbook between visits to
help track compliance.

e Delivered by - Cognitive
rehabilitation - a master’s level
psychology technician who was
supervised by a licensed
neuropsychologist. Physical
rehabilitation - a remote
bachelor’s level exercise trainer
supervised by a doctoral level
exercise physiologist who was
communicating in “real time”
with the patient via
teletechnology and assistance
of a trained social worker in the
home. Functional rehabilitation
- occupational therapist who
was communicating in “real
time” with the patient via
teletechnology and with the

to 8.5], adjusted treatment effect 5.0 [95% CI
2.5 to 7.5], adjusted p<0.01).

Secondary measures of cognition: Both
groups performed similarly to one another on
the DEX and the MMSE at baseline and 3-
month follow-up.

Physical functioning: On the TUG (lower
scores are better), intervention and control
participants earned similar scores at baseline
(prior to intervention) (18 [15-20] vs. 15 [12-
20]) and at 3-months (9.0 [8.5 vs. 11.8] vs.
10.2 [9.2-11.7]). Although the intervention
group improved slightly more than the control
group these differences were not statistically
significance adjusted treatment effect -1.1
[95% Cl-4.1 to 2.0], adjusted p=0.51).

ABC: Scores of self-efficacy did not differ
between the 2 groups at baseline (68 [36-81]
vs. 54 [28-75], p=0.58) nor at 3-months (82
[78-89] vs. 83 [38-91], p=0.35)

Functional ability — IADL: No statistically
significant differences were noted in baseline
IADL performance (prior to intervention)
between intervention and control group
participants. At 3-month follow-up, a
statistically significant difference was
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assistance of a trained social
worker in the home.

e Delivered to - ICU patients on
discharge from hospital.

e Duration, frequency, intensity,
etc. - 12 week period post
discharge. A total of 12 visits - 6
in- person visits for cognitive
rehabilitation and 6 televisits for
physical and functional
rehabilitation, each 60-75
minutes in length, with sessions
following an alternating format
(i.e., first cognitive then
physical-functional and so on).

e Key components and objectives
of intervention - 1. Cognitive
rehab - based on the Goal
Management Training (GMT)
protocol, a focused and
theoretically derived stepwise
approach to the rehabilitation of
executive function shown to be
effective in preliminary studies
with other populations, which
the researchers adapted for use
in the home. Purpose of GMT -
to improve a patient’s executive
function by increasing goal
directed behaviour and helping

observed between groups, with intervention
participants demonstrating better IADL
performance vs. controls (lower scores are
better) (3-month FAQ 1.0 [0.0 — 2.5] vs. 8.0
[6.0 — 11.8], p=0.04), supported by an
ANCOVA analyses showing an adjusted
treatment effect of -4.7 (95% CI -8.7 to -0.6).

Functional ability — ADL: With regard to
ADLs, scores on the Katz ADL scale
dichotomized into categories ‘little or no
dependency’ and ‘moderate to severe
dependency’ were similar between groups at
enrolment (29% of intervention participants
with ‘moderate to severe dependency’ vs.
25% of controls, p=0.88). At 3-month follow-
up, none of the intervention participants
reported experiencing ‘moderate to severe
dependency,’ while ‘moderate to severe
dependency’ was reported by a quarter (25%)
of those in the control group, though after
adjusting for baseline values, these
differences were not statistically significant
(adjusted p=0.78).

Conclusion: Using social workers/technicians
and telemedicine to deliver a 3-pronged
rehabilitation program to general medical and
surgical ICU survivors in their homes resulted
in superior executive functioning as compared
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patients (a) learn to be
reflective and (b) achieve
success in engaging complex
tasks by dividing them into
manageable units, so as to
increase the likelihood that
these tasks will be completed.
2. Physical Rehabilitation -
Included 6 televideo visits (one
every other week) and 6
motivational telephone calls.
Each call followed a structured
protocol to assess previously
prescribed exercises, explore
and address potential barriers
to exercise, motivate and
encourage continued exercise
and advance previous
exercises as needed. In
between visits and calls, the
patients carried out exercises
independently. 3. Functional
Rehabilitation - 4 televisits with
an OT who was communicating
in ‘real time’ with the patient via
teletechnology and assistance
of a trained social worker in the
home, 4-6 supplementary
telephone calls, and participant
homework between sessions.

to usual care in this small pilot feasibility
randomized trial. Intervention group
participants also reported improvements in the
performance of daily IADLs (managing
money, making travel arrangements, following
complex instructions, etc.). The benefits found
via this rehabilitation program together with
the novel components of delivery (in-home
using social workers and technicians as well
as telemedicine), can serve as a template by
which to pave a road to future investigations
and eventually a change in policy and practice
towards survivors of critical care.

Intermediate Care NICE guideline (September 2017)

21




Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Two tactics were used for the
functional training: (a)
Education — helping the
participant understand the
relationship between ‘person’,
‘environment’, and ‘activity’. (b)
‘Action Plan’ Development —
utilized for individual tasks,
based on a combination of the
therapist input and participant
homework. Homework focused
on specific tasks prioritized by
the study participant, with
worksheets designed to foster
problem-solving using the
‘Person-Environment-Activity’
approach and application of the
principles taught in the
cognitive training and the
physical skills developed
through the exercise training to
the prioritized activities.
Location/place of delivery - In
the home including remotely via
two way interaction televisits
supported by an in home
assistant.

Comparison intervention - The
scope of ‘usual care’ interventions
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employed with ICU survivors may
include physical therapy (PT),
occupational therapy (OT), and
nursing care, delivered to in-
patient, out-patient, or home-
health settings. Neither cognitive
therapy nor speech therapy with a
predominant cognitive focus is
considered “usual care” among
ICU survivors without frank
neurologic injuries.

Outcomes measured:

Service user related outcomes —

e Cognitive function - primary
cognitive outcome measure
was TOWER). Physical
functioning - TUG (timed up
and go test).

e Functional ability - IADL and
ADL (Katz ADL scale).

Costs? No.
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Study aim: The aim
of the study was to
evaluate the
effectiveness and
cost of home based,
compared with
inpatient,
rehabilitation
following primary
total hip or knee joint
replacement.

Methodology: RCT.
Participants were
randomly allocated to
either home based
compared or
inpatient
rehabilitation.

Country: Canada.

Source of funding:
Other - The authors
received outside
funding or grants

Participants: Service users and
their families, partners and carers
- The study sample consisted of
participants who were undergoing
unilateral hip or knee replacement
for osteoarthritis, inflammatory
arthritis, or osteonecrosis, and
therefore using intermediate care
services.

Sample characteristics:

e Age - The mean age of
participants was 68 years.

e Sex - Approximately two-thirds
of participants were women
(the exact number is not
provided).

¢ Ethnicity - Approximately two-
thirds of participants were
White (the exact number is not
provided).

¢ Religion/belief — Not reported.

¢ Disability - Not reported.

¢ Long term health condition -
Participants were undergoing

Findings - effect sizes: NB. Means and
standard deviation for SF-36 scores were
presented in the report, but not effect sizes,
which were calculated by the review team.

Pre-operative scores -

Physical function: Home based (M=26,
SD=20) Inpatient (M=26, SD=21) p=0.93.
Physical component summary: Home
based (M=29, SD=7) Inpatient (M=27, SD=7)
p=0.13.

Mental component summary: Home based
(M=43, SD=11) Inpatient (M=45, SD=10)
p=0.15.

Three month follow-up -

Physical function: Home based (M=47,
SD=25) Inpatient (M=49, SD=24) p=0.25.
Physical component summary: Home
based (M=34, SD=9) Inpatient (M=36,
SD=10) p=0.11.

Mental component summary: Home based
(M=44, SD=10) Inpatient (M=45, SD=11)
p=0.83.

Satisfaction: Home based (M=87, SD=15)
Inpatient (M=89, SD=14) p=0.37.

Overall assessment

of internal validity:
+

Overall assessment

of external validity:
++

Overall validity
rating:
+
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from Physicians’
Services
Incorporated.

unilateral hip or knee
replacement for osteoarthritis,
inflammatory arthritis, or
osteonecrosis.

Sexual orientation - Not
reported.

Socioeconomic position -
Approximately 50% of
participants had postsecondary
education (the exact number is
not provided).

Sample size —

Comparison numbers: n=119
(inpatient group), based on ITT
analysis. The actual number
that received the intervention
was 95.

Intervention numbers: n=115
(home based rehabilitation
group), based on ITT analysis.
The actual number that
received the intervention was

139 (due to crossover patients).

Sample size: n=234.

Intervention:

12 month follow-up -

Physical function: Home based (M=57,
SD=28) Inpatient (M=50, SD=27) p=0.11.
Physical component summary: Home
based (M=34, SD=9) Inpatient (M=39,
SD=12) p=0.99.

Mental component summary: Home based
(M=45, SD=9) Inpatient (M=44, SD=10)
p=0.80.

Satisfaction: Home based (M=90, SD=14)
Inpatient (M=90, SD=15) p=0.94.

Effect sizes: Comparison 3 months after total
joint replacement, using WOMAC (Western
Ontario and McMaster Universities
Osteoarthritis Index): Pain: d=0; 95%
Confidence Interval (Cl) -0.2563 to 0.2563;
Stiffness: d=0.1; 95% CI -0.1565 to 0.3565;
Physical function: d=0.0526; 95% CI -0.2037
to 0.309.

Physical function: d=-0.0816; 95% CI -0.338
to 0.1748; Physical component summary:
d=-0.21; 95% CI -0.467 to 0.047; Mental
component summary: d=-0.0951; 95% CI
-0.3515 to 0.1614; Satisfaction score:
d=-0.1379; 95% CI -0.3945 t0 0.1187.
Twelve months after total joint replacement
WOMAC: Pain: d=0.2204; 95% CI -0.0366 to
0.4775; Stiffness: d=0.1944; 95% CI
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¢ Intervention category - The
intervention was home based
rehabilitation.

e Describe intervention - Those
allocated to home based
rehabilitation were referred to
their Community Care Access
Centre and managed along a
multidisciplinary pathway that
ensured that each participant
was seen at home by a
physiotherapist within 48 hours
of discharge.

e Delivered by - Participants were
referred to their Community
Care Access Centre and
managed along a
multidisciplinary pathway.

¢ Delivered to - The intervention
was delivered to participants
who were undergoing unilateral
hip or knee replacement for
osteoarthritis, inflammatory
arthritis, or osteonecrosis.

e Duration, frequency, intensity,
etc. - Not reported.

e Key components and objectives
of intervention - It is noted that
the overall objective of home

-0.0625 to 0.4513; Physical function:
d=0.2105; 95% CI -0.0465 to 0.4675.
Twelve months after total joint replacement
Short Form-36: Physical function: d=0.2546;
95% CI -0.0027 to 0.5119; Physical
component summary: d=0.0869; 95% CI
-0.1695 to 0.3434; Mental component
summary: d=0.105; 95% CI -0.1514 to
0.3615; Satisfaction score: d=0; 95% CI
-0.2563 to 0.2563.

Cost comparison (in 2006 Canadian dollars):
Acute hospital costs: d=0.0948; 95% ClI
-0.1617 to 0.3512; Rehabilitation costs: d=
-0.7769; 95% CI -1.0427 to -0.5111; Total
episode-of-care costs: d=-0.3495; 95% ClI
-0.6077 to -0.0912.

Narrative findings — effectiveness: There
were no differences in clinical outcomes at 3
and 12 months after surgery, with both groups
achieving similar improvements in pain and
function.
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based rehabilitation is to reduce
health care costs, without
resulting in adverse patient
outcomes.

e Content/session titles - Not
reported.

e Location/place of delivery - The
intervention was delivered in
participants' homes.

e Describe comparison
intervention - Those allocated
to the inpatient rehabilitation
group were transferred to 1 of 2
independent institutions
depending on the availability of
rehabilitation beds. Participants
were managed along previously
established care pathways, with
a target of a fourteen-day
length of stay. No further details
regarding the nature of the
intervention are provided.

Outcomes measured:

Service user related outcomes -
The condition of participants with
osteoarthritis of the knee and hip
was measured using the Western
Ontario and McMaster
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Universities Arthritis Index
(WOMAC; Bellamy et al. 1988).
Health status was measured
using the Short Form-36 (SF-36;
Ware et al. 1993).

Satisfaction with services -
Patient satisfaction was assessed
using the Hip and Knee
Satisfaction Scale (Mahomed et
al. 1998).

Follow-up: Participants were
assessed at baseline, 3 and 12
months.

Costs? Economic evaluation - full
or partial. Direct health care costs
were evaluated for acute care
hospitals, inpatient rehabilitation
hospitals, and home based
rehabilitation services. These
were calculated by multiplying per
diem costs from the respective
institutions with the actual length
of stay for each patient. Patient-
level costs for services provided
by home care were obtained
using the centralised data
system.
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Aim of the study
(write in): The study
aimed to test the
hypothesis that ...
older people and their
informal carers are
not disadvantaged by
home-based
rehabilitation relative
to day hospital
rehabilitation’ (piii).

Methodology: RCT.
Participants
randomised to either
home based or day
hospital based
multidisciplinary
rehabilitation. This
paper also includes a
literature review of
studies of day
hospital services for
older people (some of
which include home
based
care/rehabilitation as

Participants: Service users and
their families, partners and
carers.

e Service users - Individuals of
any age referred for
multidisciplinary services with a
permanent address within the
service’s catchment area.
Reasons for referral included
stroke, falls and mobility
assessment, and orthopaedic
rehabilitation.

e Carers - Some participants had
informal carers, the majority of
whom were related to the
service user.

Sample characteristics:

e Age - Mean age of service user
(in years) at first interview (SD;
min-max) - Control 76 (11; 53-
95). Intervention 74 (11; 43-
88). 65 years or younger (%) -
Control 19.0. Intervention 21.4.
66-74 years (%) - Control 14.3.
Intervention 19.0. 75-84 years
(%) - Control 42.9. Intervention

Findings - effect sizes:
Service user related outcomes —

Three months follow-up (observed case
data set) —

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living Scale (total score): No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) -2.79; 95% Confidence Interval -7.84
to 1.90; p=0.228.

Anxiety measured using the Hospital
Anxiety and Depression Scale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) 0.047; 95% CI -1.466 to 1.559;
p=0.951.

Depression measured using the Hospital
Anxiety and Depression Scale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) 1.374; 95% Cl —0.039 to 2.786;
p=0.056.

Overall
assessment of

internal validity:
+

The failure to carry
out 12 month follow-
up assessments for
some participants,
high rate of attrition
and lack of sufficient
power mean that it is
not possible to
award a higher
score.

Overall
assessment of

external validity:
++

Overall validity
rating:
+
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a comparison)
however this data has
not been extracted as
all included studies
were published
before 2005 (the
publication date
specified in the
NCCSC review
protocol.

Country - United
Kingdom. Four
services across
England
(Chippenham, North
Tyneside, Newcastle
upon Tyne,
Barnsley).

Source of funding:
Government - Health
Technology
Assessment
programme.

45.2. 85 years or older (%) -
Control 23.8. Intervention 14.3.
Mean age of carer (in years) at
first interview (SD; min-max) -
Control 64 (12.67; 39-93).
Intervention 64 (10; 43-86).

e Sex - Service user - Female
(%) - Control 45.2. Intervention
45.2. Carer - Female (%) -
Control 60.9. Intervention 82.6.

e Ethnicity - Not reported for
service users or their carers.

¢ Religion/belief - Not reported
for service users or their
carers.

¢ Disability - Not reported for
service users or their carers.

¢ Long term health condition -
Not reported for service users
or their carers.

e Sexual orientation - Not
reported for service users or
their carers.

e Socioeconomic position - Not
reported for service users or
their carers. Carer relationship
to service user (%): Spouse —
control = 61. Intervention = 48.
Child - control = 22.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(questionnaire): Significant difference
between groups in favour of the control -
mean estimated difference (adjusted for
baseline scores) 0.122; 95% CI —-0.002 to
0.242; p=0.047.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(visual analogue scale): No significant
difference between groups - mean estimated
difference (adjusted for baseline scores) -
2.559; 95% CI1 -9.371 to 4.254; p=0.456.

Six months follow-up (observed case data
set) -

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living Scale (total score): No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) -2.139; 95% CI -6.870 to 2.592;
p=0.370.

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living mobility subscale: No
significant difference between groups - mean
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Intervention = 22. Friend -
control = 9. Intervention = 17.
Other - control = 9. Intervention
=13.

Sample size —

e Comparison numbers:
Randomised n=42 service
users; received intervention
n=42; analysed at 3 months
n=35; analysed at 6 months
n=33; analysed at 12 months
n=17. The number of carers
who participated is unclear
although it appears that there
were 23 in each group (it is not
clear if any of these were lost
to follow-up).

e Intervention numbers:
Randomised n=47 service
users; received intervention
n=42; analysed at 3 months n=
37; analysed at 6 months n=
32; analysed at 12 months
n=26. The number of carers
who participated is unclear
although it appears that there
were 23 in each group (it is not
clear if any of these were lost
to follow-up).

estimated difference (adjusted for baseline
scores) -0.58; 95% CI -2.59 to 1.42; p=0.564.

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living kitchen subscale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) -0.40; 95% CI -1.90 to 1.11; p=0.601.

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living domestic subscale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) -0.91; 95% CI -2.31 to 0.49; p=0.198.

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living leisure subscale: No significant
difference between groups - mean estimated
difference (adjusted for baseline scores) -
0.11; 95% CI -1.41 to 1.20; p=0.872.

Household activities of daily living
measured using the Nottingham Extended
Activities of Daily Living domestic and
kitchen subscales (composite): No
significant difference between groups - mean

Intermediate Care NICE guideline (September 2017)

31




Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

e Sample size: Randomised
n=89; received intervention
n=44; analysed at 3 months
n=72; analysed at 6 months
n=65; analysed at 12 months
n=43. The number of carers
who participated is unclear
although it appears that there
were 23 in each group (it is not
clear if any of these were lost
to follow-up).

Intervention:

¢ Intervention category - Home
based multidisciplinary
rehabilitation.

e Describe intervention — Not
reported in detail. The authors
state these services usually
involved input from at least
occupational therapy and
physiotherapy in the
participant’s own home.

¢ Delivered by — The authors
describe the services as
multidisciplinary.

North Tyneside: Services
staffed by occupational
therapists, physiotherapists,

estimated difference (adjusted for baseline

scores) -1.38; 95% CI -3.88 to 1.12; p=0.273.

Anxiety measured using the Hospital
Anxiety and Depression Scale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) -0.578; 95% CI -2.409 to 1.253;
p=0.530.

Depression measured using the Hospital
Anxiety and Depression Scale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) 1.033; 95% Cl —0.441 to 2.507,
p=0.166.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(questionnaire): No significant difference
between groups - mean estimated difference
(adjusted for baseline scores) 0.023; 95% CI
—0.114 t0 0.161; p=0.735.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(visual analogue scale): No significant
difference between groups - mean estimated
difference (adjusted for baseline scores) -
1.601; 95% CI —8.809 to 5.607; p=0.659.
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social workers, assistants,
administrative staff and ‘other’.
Chippenham: Services staffed
by occupational therapists,
physiotherapists, assistants,
and administrative staff.
Newcastle upon Tyne:
Services staffed by ‘other form
of nurse’ (as opposed to
community nurses, acute
hospital nurses or community
hospital nurses), a hospital
doctor, occupational therapists,
physiotherapists, social
workers, assistants,
administrative staff, and ‘other’.
Barnsley: Services staffed by
physiotherapists only but the
authors note that ‘... in practice
the physiotherapists work
closely with colleagues from
multiple disciplines to meet
assessed needs for individual
patients’ (p23).

e Delivered to — Older people
referred for multi-disciplinary
rehabilitation. The services
could be specialised (e.g.
stroke specific) or be provided

Proportion of participants classifying
themselves as having experienced a
problem in 1 of the five domains of health
related quality of life measured using the
EUROQUOL 5 dimensions (adjusted for
baseline proportions) at six months:
Mobility — No significant difference between
groups - adjusted odds ratio 1.16; 95% ClI
0.24 to 5.51; p=0.852. Usual activities — No
significant difference between groups -
adjusted odds ratio 0.33; 95% CI 0.09 to 1.23;
p=0.100.

Self-care — No significant difference between
groups - adjusted odds ratio 0.65; 95% ClI
0.22 to 1.89; p=0.431.

Pain/discomfort — No significant difference
between groups - adjusted odds ratio 2.18;
95% C10.64 to 7.41; p=0.212.
Anxiety/depression — No significant
difference between groups - adjusted odds
ratio 0.34; 95% CI 0.11 to 1.05; p=0.060.

Likelihood of being classified as a clinical
case of anxiety or depression (adjusted for
baseline proportions) at six months:
Anxiety — No significant difference between
groups - adjusted odds ratio 1.22; 95% ClI
0.376 to 3.97; p=0.739.
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to participants with multiple
disabilities.

Duration, frequency, intensity,
etc. - Not reported clearly. The
revised protocol states that the
researchers expected that 95%
of participants would have
completed rehabilitation by 16
weeks however in their
discussion of costs the authors
report that most ... but not all
patients had completed their
rehabilitation programme at
213 days’ (p33).

Key components and
objectives of intervention - Not
reported.

Content/session titles - N/A.
Location/place of delivery -
Participant’s own home.

Comparison intervention:
e Day hospital based

multidisciplinary rehabilitation.
Details are not reported except
to state that these services
typically provided rehabilitation,
and functional assessment, as

Depression — No significant difference
between groups - adjusted odds ratio 0.86;
95% CI 0.29 to 2.60; p=0.793.

Effect of place of care on outcomes at six
months (post hoc analysis adjusting for
baseline scores) —

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living Scale (total score): Care
provided in the home is not inferior to care
provided in the day hospital.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(questionnaire): Care provided in the home
is not inferior to care provided in the day
hospital.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(visual analogue scale): Care provided in
the home is not inferior to care provided in the
day hospital.

Anxiety measured using the Hospital
Anxiety and Depression Scale: It is not
possible to reject the null hypothesis that
home based rehabilitation is inferior to day
hospital based rehabilitation.

Depression measured using the Hospital
Anxiety and Depression Scale: Care
provided in the home is not inferior to care
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well as medical, nursing,
respite and social care.
Delivered by - The authors
describe the services as
multidisciplinary.

North Tyneside: Services
staffed by acute hospital
nurses, ‘other form of nurse’,
hospital doctor, occupational
therapists, physiotherapists,
social workers, assistants,
administrative staff and ‘other’.
Chippenham: Services staffed
by GPs, acute hospital nurses,
community hospital nurses,
hospital doctors, occupational
therapists, physiotherapists,
and assistants.

Newcastle upon Tyne:
Services staffed by acute
hospital nurses, ‘other form of
nurse’, hospital doctors,
occupational therapists,
physiotherapists, social
workers, assistants,
administrative staff, and ‘other
Barnsley: Services staffed by
acute hospital nurses, hospital
doctors, occupational

)

provided in the day hospital. NB Effect on
other outcomes not measured/not reported.

Six months follow-up — last observation
carried forward analysis —

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living Scale (total score): No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) -3.222; 95% CI -7.687 to 1.243;
p=0.155.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(questionnaire): No significant difference
between groups - mean estimated difference
(adjusted for baseline scores) 0.011; 95% CI -
0.109 to 0.131; p=0.857.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(visual analogue scale): No significant
difference between groups - mean estimated
difference (adjusted for baseline scores) -
2.937; 95% C1 -8.991 to 3.117; p=0.337.
Anxiety measured using the Hospital
Anxiety and Depression Scale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) -0.347; 95% CI -1.843 to 1.160;
p=0.648.
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therapists, physiotherapists,
and administrative staff.

e Delivered to - Older people
referred for multi-disciplinary
rehabilitation.

e Duration, frequency, intensity,
etc. - Not reported in detail.
The authors note that sessions
usually last for half a day or a
full day.

e Key components and
objectives of intervention - Not
reported.

e Content/session titles - N/A.

e Location/place of delivery - Day
hospital (no further details
provided).

Outcomes measured:

Service user related outcomes —

¢ Activities of daily living was
measured using the
Nottingham Extended Activities
of Daily Living Scale (Nouri and
Lincoln, 1987). This scale
contains 4 dimensions which
each include a number of items
measured on 4 point Likert

Depression measured using the Hospital
Anxiety and Depression Scale: Significant
difference between groups in favour of the
intervention - mean estimated difference
(adjusted for baseline scores) 1.357; 95% CI
0.050 to 2.663; p=0.042.

Twelve months follow-up (observed case
data set) — Activities of daily living
measured using the Nottingham Extended
Activities of Daily Living Scale (total
score): No significant difference between
groups - mean estimated difference (adjusted
for baseline scores) 1.39; 95% Cl -6.11 to
8.88; p=0.710.

Anxiety measured using the Hospital
Anxiety and Depression Scale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) 0.223; 95% CI -1.906 to 2.351;
p=0.834.

Depression measured using the Hospital
Anxiety and Depression Scale: No
significant difference between groups - mean
estimated difference (adjusted for baseline
scores) -0.167; 95% Cl —2.423 to 2.089;
p=0.882.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(questionnaire): No significant difference
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scales; mobility (six items);
kitchen (five items); domestic
(five items); and leisure (six
items). Each response to the
individual item was assigned a
score from 0-3 which was
combined to produce a score
for each dimension. These
were then combined to
produce an overall score for
activities of daily living. These
ranged from 0-66; and higher
scores corresponded to greater
levels of independence.

¢ Anxiety and depression was
measured using the Hospital
Anxiety and Depression Scale
(Zigmond and Snaith, 1983).
This consists of 2 subscales
measuring anxiety (seven
items) and depression (seven
items). Scores on each
subscale are combined to
create a total score ranging
from O (no problems) to 21 (lots
of problems). Scores of 8 or
more are generally perceived
to be associated with greater
likelihood of clinical diagnosis.

between groups - mean estimated difference
(adjusted for baseline scores) 0.147; 95% CI
—0.051 to 0.345; p=0.141.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(visual analogue scale): No significant
difference between groups - mean estimated
difference (adjusted for baseline scores)
6.315; 95% Cl -3.184 to 15.815; p=0.187.

At end of rehabilitation programme
(observed case data set) —

Therapist-rated level of rehabilitation
measured using the Therapy Outcomes
Measure.

Impairment — No significant differences
between groups - Mann-Whitney U test
188.50; p=0.455.

Activity - No significant differences between
groups - Mann-Whitney U test 211.50;
p=0.613.

Social participation - No significant
differences between groups - Mann-Whitney
U test 199.0; p=0.421.

Wellbeing - No significant differences
between groups - Mann-Whitney U test
218.00; p=0.718.

Repeated measures ANOVA -
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e Health related quality of life
was measured using the
EUROQUOL (Bowling 1995).
Includes a visual analogue
scale which respondents use to
rate their health on a scale of 0
(worst health imaginable) to
100 (best health imaginable);
and 5 questionnaire items
relating to 5 dimensions of
health (anxiety and depression,
mobility, pain or discomfort,
self-care, and usual activities).
Responses to each of these
items are ‘no problems’, ‘some
problems’, or ‘cannot perform
task’ which results in a possible
35=243 health states. These
states can then be transformed
into a weighted health state
index. The authors also used
the questionnaire items to
determine the number of
participants who experienced
difficulties in any of these areas
over the follow-up period (on
the advice of the scale’s
publishers).

e Therapist-rated level of
rehabilitation was measured

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living Scale (total score) —

Group effect: No significant difference
between groups; p=0.898.

Follow-up effect: No significant effect of time;
p=0.877. Group x follow-up interaction effect:
No significant effect of group x time
interaction; p=0.410.

Anxiety measured using the Hospital
Anxiety and Depression Scale —

Group effect: No significant difference
between groups; p=0.180.

Follow-up effect: Significant effect of time; p =
0.001. Group x follow-up interaction effect: No
significant effect of group x time interaction;
p=0.219.

Depression measured using the Hospital
Anxiety and Depression Scale —

Group effect: No significant difference
between groups; p=0.725. Follow-up effect:
Significant effect of time; p=0.017. Group x
follow-up Interaction effect: No significant
effect of group x time interaction; p=0.225.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(questionnaire) —

Intermediate Care NICE guideline (September 2017)

38



Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

using the Therapy Outcomes
Measure (Enderby and John,
1997). Includes 4 dimensions
‘... impairment (degree of
severity of disorder),
disability/activity (degree of
limitation), social participation
(degree of psychosocial
engagement) and well-being
(effect on emotion/level of
distress) — with each dimension
scored on an 11-point ordinal
scale (0-5, including half-
points). Lower scores indicate
higher levels of impairment’
(p25). Scores were classified
as 0.0 and 0.5 was classified
as profound; 1.0-1.5 severe
1.0-1.5; severe/moderate 2.0-
2.5; moderate 3.0-3.5; mild 4.0-
4.5; and normal 5.

Family or caregiver related
outcomes —

Carer psychological wellbeing
was measured using the General
Health Questionnaire-30
(Bowling 1995). Consists of 30
items each with a possible
response of ‘better/healthier than

Group effect: No significant difference
between groups; p=0.815. Follow-up effect:
No significant effect of time; p=0.677. Group X
follow-up interaction effect: Significant effect
of group x time interaction p=0.002.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(visual analogue scale) —

Group effect: No significant difference
between groups; p=0.954. Follow-up effect:
No significant effect of time; p=0.217. Group x
follow-up Interaction effect: No significant
effect of group x time interaction; p=0.956.

Last observation carried forward analysis -

Effect of place of care on outcomes at six
months (post hoc analysis adjusting for
baseline scores) —

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living Scale (total score): Care
provided in the home is not inferior to care
provided in the day hospital.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(questionnaire): Care provided in the home
is not inferior to care provided in the day
hospital.
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normal’; ‘same as usual’;
‘worse/more than usual’ to ‘much
worse/more than usual’. Each
item was scored between 0 and 3
and individual scores were
combined to produce a single
index score. Higher scores
corresponded to greater severity
of condition.

Service outcomes —

e Frequency of hospital
admissions for each participant
were recorded during the 12
month follow-up period using
local hospital information
systems.

e Length of stay for those
participants admitted to
hospital during the follow-up
period were recorded using
local hospital information
systems.

Follow-up: 3, 6 and 12 months
post-randomisation.

Costs? Cost information -
Includes data on costs and
resource use.

Health related quality of life measured
using the EUROQUOL 5 dimensions
(visual analogue scale): Care provided in
the home is not inferior to care provided in the
day hospital.

Anxiety measured using the Hospital
Anxiety and Depression Scale: It is not
possible to reject the null hypothesis that
home based rehabilitation is inferior to day
hospital based rehabilitation.

Depression measured using the Hospital
Anxiety and Depression Scale: Care
provided in the home is not inferior to care
provided in the day hospital.

NB Effect on other outcomes not
measured/not reported.

Comparison between estimated group
differences derived from observed case
data set (primary analysis), intention to
treat analysis, and mixed models for
repeated measures (using all available
data) —

Activities of daily living measured using
the Nottingham Extended Activities of
Daily Living Scale (total score): Observed
case data set: Mean difference -2.139 (95%
Cl -6.870 to 2.592). Last observation carried
forward data set: Mean difference -3.222
(95% -7.687 Cl to 1.243). Mixed models for
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repeated measures analysis: Mean difference
-4.150 (95% -10.083 Cl to 1.784).

Health related quality of life measured
using the EUROQUOL 5 dimensions
(questionnaire): Observed case data set:
Mean difference 0.023 (95% CI -0.114 to
0.161). Last observation carried forward data
set: Mean difference 0.011 (95% CI -0.109 to
0.131). Mixed models for repeated measures
analysis: Mean difference 0.161 (95% CI -
0.007 to 0.329).

Health related quality of life measured
using the EUROQUOL 5 dimensions
(visual analogue scale): Observed case data
set: Mean difference -1.601 (95% CI -8.809 to
5.607). Last observation carried forward data
set: Mean difference -2.937 (95% CI -8.991 to
3.117). Mixed models for repeated measures
analysis: Unable to obtain estimates due to
data set limitations.

Anxiety measured using the Hospital
Anxiety and Depression Scale: Observed
case data set: Mean difference -0.578 (95%
Cl -2.409 to 1.253). Last observation carried
forward data set: Mean difference -0.347
(95% CI -1.843 to 1.160). Mixed models for
repeated measures analysis: Mean difference
-0.213 (95% CI -2.393 to 1.968).

Depression measured using the Hospital
Anxiety and Depression Scale: Observed
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case data set: Mean difference 1.033 (95% ClI
-0.441 to 2.507). Last observation carried
forward data set: Mean difference 1.357 (95%
Cl1 0.050 to 2.663). Mixed models for repeated
measures analysis: Mean difference 2.280
(95% CI1 0.185 to 4.374).

Family or caregiver related outcomes -

Carer psychological wellbeing measured
using the General Health Questionnaire
(observed case data set):

Three months follow-up - No significant
difference between groups - mean difference
-2.04; 95% CI -10.89 to 6.80; p=0.644.

Six months follow-up (observed case data set)
— Carer psychological wellbeing measured
using the General Health Questionnaire: No
significant difference between groups - mean
difference -0.883; 95% CI -10.75 to 8.979;
p=0.857.

Twelve months follow-up (observed case data
set) — Carer psychological wellbeing
measured using the General Health
Questionnaire: No significant difference
between groups - mean difference -0.239;
95% CI -8.73 to 8.251; p=0.954.

Service outcomes -
Resource use at six months —
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Use of primary care: Participants in the control
group used significantly less primary care
than those in the intervention group - p=0.02.
Outpatient visits: No significant difference
between groups - p=0.71.

Emergency ambulance use: No significant
difference between groups - p=0.84.

Patient transportation service use: No
significant difference between groups -
p=0.76.

Home visits (not including GP): No significant
difference between groups - p=0.21.

Drugs (£): No significant difference between
groups - p=0.61.

Nursing home stay (days): No significant
difference between groups - p=0.32.

Day care use (days): No significant difference
between groups - p=0.61.

Private care expenditure (£): No significant
difference between groups - p=0.85.

Home assistance (£): No significant difference
between groups - p=0.59.

Home assistance excluding outlier participant:
No significant difference between groups -
p=0.76.

Informal care (hours): No significant difference
between groups - p=0.68.

Resource use at twelve months —
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Use of primary care: No significant difference
between groups - p=0.44.

Outpatient visits: No significant difference
between groups - p=0.87.

Emergency ambulance use: No significant
difference between groups - p=1.

Patient transportation service use: No
significant difference between groups -
p=0.48.

Home visits (not including GP): No significant
difference between groups - p=0.27.

Drugs (£): No significant difference between
groups - p=0.46.

Nursing home stay (days): No significant
difference between groups - p=0.63.

Day care use (days): No significant difference
between groups - p=0.37.

Private care expenditure (£): No significant
difference between groups - p=0.89.

Home assistance (£): No significant difference
between groups - p=0.97.

Home assistance excluding outlier participant:
No significant difference between groups -
p=0.87.

Informal care (hours): No significant difference
between groups - p=0.88.

Frequency of hospital admissions over 12
month follow-up period: No significant
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difference between groups - odds ratio 0.75;
95% CI 0.62 to 3.47; p=0.383.

Length of stay for participants who had at
least 1 hospital admission during 12 month
follow-up period: No significant difference
between groups - mean difference 9.3 days;
95% CI -12.5 to 31.1 days.

Duration of stay per hospital admission during
12 month follow-up period: No significant
difference between groups — control = 15.8
days vs intervention = 16.4 days; p=0.936.

Effect of place of care on number of hospital
admissions over 12 month follow-up period:
No significant effect of place of care -
expB=0.68; 95% CI1 0.41 to 1.12; p=0.130.

Narrative findings — effectiveness —

Service user related outcomes —

Three months follow-up (observed case
data set) —

Activities of daily living measured using the
Nottingham Extended Activities of Daily Living
Scale (total score): No significant difference
between groups. Anxiety measured using the
Hospital Anxiety and Depression Scale: No
significant difference between groups.
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Depression measured using the Hospital
Anxiety and Depression Scale: No significant
difference between groups.

Health related quality of life measured using
the EUROQUOL 5 dimensions
(questionnaire): Significant difference
between groups in favour of the control.

Health related quality of life measured using
the EUROQUOL 5 dimensions (visual
analogue scale): No significant difference
between groups.

Six months follow-up (observed case data
set) - Activities of daily living measured using
the Nottingham Extended Activities of Daily
Living Scale (total score): No significant
difference between groups.

Activities of daily living measured using the
Nottingham Extended Activities of Daily Living
mobility subscale: No significant difference
between groups.

Activities of daily living measured using the
Nottingham Extended Activities of Daily Living
kitchen subscale: No significant difference
between groups.
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Activities of daily living measured using the
Nottingham Extended Activities of Daily Living
domestic subscale: No significant difference
between groups.

Activities of daily living measured using the
Nottingham Extended Activities of Daily Living
leisure subscale: No significant difference
between groups.

Household activities of daily living measured
using the Nottingham Extended Activities of
Daily Living domestic and kitchen subscales
(composite): No significant difference between
groups.

Anxiety measured using the Hospital Anxiety
and Depression Scale: No significant
difference between groups.

Depression measured using the Hospital
Anxiety and Depression Scale: No significant
difference between groups.

Health related quality of life measured using
the EUROQUOL 5 dimensions
(questionnaire): No significant difference
between groups.
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Health related quality of life measured using
the EUROQUOL 5 dimensions (visual
analogue scale): No significant difference
between groups.

Proportion of participants classifying
themselves as having experienced a
problem in 1 of the five domains of health
related quality of life measured using the
EUROQUOL 5 dimensions (adjusted for
baseline proportions) at six months:
Mobility — No significant difference between
groups.

Usual activities — No significant difference
between groups.

Self-care — No significant difference between
groups. Pain/discomfort — No significant
difference between groups.
Anxiety/depression — No significant difference
between groups.

Likelihood of being classified as a clinical

case of anxiety or depression (adjusted for

baseline proportions) at six months:
Anxiety — No significant difference between

groups. Depression — No significant difference

between groups.
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Effect of place of care on outcomes at six
months (post hoc analysis adjusting for
baseline scores) —

Activities of daily living measured using the
Nottingham Extended Activities of Daily Living
Scale (total score): Care provided in the home
is not inferior to care provided in the day
hospital.

Health related quality of life measured using
the EUROQUOL 5 dimensions
(questionnaire): Care provided in the home is
not inferior to care provided in the day
hospital.

Health related quality of life measured using
the EUROQUOL 5 dimensions (visual
analogue scale): Care provided in the home is
not inferior to care provided in the day
hospital.

Anxiety measured using the Hospital Anxiety
and Depression Scale: It is not possible to
reject the null hypothesis that home based
rehabilitation is inferior to day hospital based
rehabilitation.

Depression measured using the Hospital
Anxiety and Depression Scale: Care provided
in the home is not inferior to care provided in
the day hospital.

NB Effect on other outcomes not
measured/not reported.
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Six months follow-up - last observation
carried forward analysis —

Activities of daily living measured using the
Nottingham Extended Activities of Daily Living
Scale (total score): No significant difference
between groups.

Health related quality of life measured using
the EUROQUOL 5 dimensions
(questionnaire): No significant difference
between groups.

Health related quality of life measured using
the EUROQUOL 5 dimensions (visual
analogue scale): No significant difference
between groups.

Anxiety measured using the Hospital Anxiety
and Depression Scale: No significant
difference between groups.

Depression measured using the Hospital
Anxiety and Depression Scale: Significant
difference between groups in favour of the
intervention.

Twelve months follow-up (observed case
data set) — Activities of daily living measured
using the Nottingham Extended Activities of
Daily Living Scale (total score): No significant
difference between groups.

Anxiety measured using the Hospital Anxiety
and Depression Scale: No significant
difference between groups.
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Depression measured using the Hospital
Anxiety and Depression Scale: No significant
difference between groups.

Health related quality of life measured using
the EUROQUOL 5 dimensions
(questionnaire): No significant difference
between groups.

Health related quality of life measured using
the EUROQUOL 5 dimensions (visual
analogue scale): No significant difference
between groups.

At end of rehabilitation programme
(observed case data set) —
Therapist-rated level of rehabilitation
measured using the Therapy Outcomes
Measure.

Impairment - No significant differences
between groups. Activity - No significant
differences between groups. Social
participation - No significant differences
between groups. Wellbeing - No significant
differences between groups.

Repeated measures ANOVA —

Activities of daily living measured using the
Nottingham Extended Activities of Daily Living
Scale (total score) - Group effect: No
significant difference between groups. Follow-
up effect: No significant effect of time.
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Group x follow-up interaction effect: No
significant effect of group x time interaction.
Anxiety measured using the Hospital Anxiety
and Depression Scale —

Group effect: No significant difference
between groups. Follow-up effect: Significant
effect of time; p=0.001. Group x follow-up
interaction effect: No significant effect of
group X time interaction.

Depression measured using the Hospital
Anxiety and Depression Scale —

Group effect: No significant difference
between groups. Follow-up effect: Significant
effect of time.

Group x follow-up Interaction effect: No
significant effect of group x time interaction.
Health related quality of life measured using
the EUROQUOL 5 dimensions (questionnaire)

Group effect: No significant difference
between groups. Follow-up effect: No
significant effect of time.

Group x follow-up interaction effect:
Significant effect of group x time interaction p=
0.002.

Health related quality of life measured using
the EUROQUOL 5 dimensions (visual
analogue scale) —
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Group effect: No significant difference
between groups. Follow-up effect: No
significant effect of time.

Group x follow-up Interaction effect: No
significant effect of group x time interaction.

Last observation carried forward analysis

Effect of place of care on outcomes at six
months (post hoc analysis adjusting for
baseline scores) - Activities of daily living
measured using the Nottingham Extended
Activities of Daily Living Scale (total score):
Care provided in the home is not inferior to
care provided in the day hospital.

Health related quality of life measured using
the EUROQUOL 5 dimensions
(questionnaire): Care provided in the home is
not inferior to care provided in the day
hospital.

Health related quality of life measured using
the EUROQUOL 5 dimensions (visual
analogue scale): Care provided in the home is
not inferior to care provided in the day
hospital.

Anxiety measured using the Hospital Anxiety
and Depression Scale: It is not possible to
reject the null hypothesis that home based
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rehabilitation is inferior to day hospital based
rehabilitation.

Depression measured using the Hospital
Anxiety and Depression Scale: Care provided
in the home is not inferior to care provided in
the day hospital.

NB Effect on other outcomes not
measured/not reported.

Comparison between estimated group
differences derived from observed case
data set (primary analysis), intention to
treat analysis, and mixed models for
repeated measures (using all available
data) —

The authors compared results derived from
different analysis methods and found that
mean effects were generally larger when
derived from the mixed models for repeated
measures analysis or last observation carried
forward data set.

Family or caregiver related outcomes —

Carer psychological wellbeing (observed
case data set) — measured using the
General Health Questionnaire:

Three months follow-up - No significant
difference between groups.

Intermediate Care NICE guideline (September 2017)

54



Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Six months follow-up — Carer psychological
wellbeing measured using the General Health
Questionnaire: No significant difference
between groups.

Twelve months follow-up — Carer
psychological wellbeing measured using the
General Health Questionnaire: No significant
difference between groups.

Service outcomes —

Resource use at six months —

Use of primary care: Participants in the control
group used significantly less primary care
than those in the intervention group.
Outpatient visits: No significant difference
between groups. Emergency ambulance use:
No significant difference between groups.
Patient transportation service use: No
significant difference between groups.

Home visits (not including GP): No significant
difference between groups.

Drugs (£): No significant difference between
groups. Nursing home stay (days): No
significant difference between groups.

Day care use (days): No significant difference
between groups.

Private care expenditure (£): No significant
difference between groups.
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Home assistance (£): No significant difference
between groups.

Home assistance excluding outlier participant:
No significant difference between groups.
Informal care (hours): No significant difference
between groups.

Resource use at twelve months —

Use of primary care: No significant difference
between groups.

Outpatient visits: No significant difference
between groups. Emergency ambulance use:
No significant difference between groups.
Patient transportation service use: No
significant difference between groups.

Home visits (not including GP): No significant
difference between groups.

Drugs (£): No significant difference between
groups. Nursing home stay (days): No
significant difference between groups.

Day care use (days): No significant difference
between groups.

Private care expenditure (£): No significant
difference between groups.

Home assistance (£): No significant difference
between groups.

Home assistance excluding outlier participant:
No significant difference between groups.
Informal care (hours): No significant difference
between groups.
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Frequency of hospital admissions over 12
month follow-up period: No significant
difference between groups.

Length of stay for participants who had at
least 1 hospital admission during 12 month
follow-up period: No significant difference
between groups.

Duration of stay per hospital admission during
12 month follow-up period: No significant
difference between groups.

Effect of place of care on number of hospital
admissions over 12 month follow-up period:
No significant effect of place of care.

5. Thorsen AM, Widen Holmqvist L, Von Koch L (2006) Early Supported Discharge and continued rehabilitation at home
after stroke: 5-year follow-up of resource use. Journal of Stroke and Cerebrovascular Diseases 15(4): 139-43

Research aims PICO (population, intervention, | Findings Overall validity
comparison, outcomes) rating

Study aim: The aim | Participants: Service users and | Findings - effect sizes: Overall

of the study was to | their families, partners and A difference in the mean total length of assessment of

assess the effect of | carers. Participants were service | hospitalisation was observed (51 days in internal validity:

Early Supported users after stroke. control group vs. 32 days in Early Supported -

Discharge on use of Discharge group; mean difference -19.2 [95%

health care and Sample characteristics: CI -35.7 to -2.7] p=0.02). Overall

social service e Age - The mean age of assessment of

resources 5 years participants was 72 years. Participants in the CRG used outpatient external validity:

after stroke. NB. e Sex - This is not reported. rehabilitation more frequently than Early ++
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This is 1 of 2 follow-
up studies, the first
of which explores
changes in
perceived health
status over the 5
years after stroke
onset (Ytterberg et
al. 2010), thus
providing an overall
picture.

Methodology:

RCT. This study
followed-up an RCT
that was conducted
in 2000. Participants
were randomised to
Early Supported
Discharge or
conventional
rehabilitation.

Country: Sweden.

Source of funding:
Other - The study
was supported by
grants from the

e Ethnicity - This is not reported.

¢ Religion/belief - This is not
reported.

¢ Disability - This is not reported.

¢ Long term health condition -
There was a greater proportion
of patients in the Early
Supported Discharge group
with a history of conditions
associated with stroke,
particularly transient ischemic
attack and diabetes mellitus.

e Sexual orientation - This is not
reported.

e Socioeconomic position - This
is not reported.

Sample size —

e Comparison numbers: n=24.

¢ Intervention numbers: n=30.

e Sample size: 54 participants
were followed-up in this study.

Intervention:

e Describe intervention - Early
supported discharge from
hospital and continued
rehabilitation at home.

Supported Discharge group participants (mean
difference -11.8 [95% CI -22.8 to -0.7, p=.04),
including physiotherapy in primary care (mean
difference -4.7 [95% CI -9.2 to -0.1] p=.05).

Narrative findings — effectiveness:
A significant difference in mean total length of
hospitalisation was present at 5 year follow-up.

In addition to this, participants in the Early
Supported Discharge group used less
resources than participants in the control group.

There was no difference between the 2 groups
in the use of community-based social service or
informal care for the period of the previous 6
months.

Overall validity
rating:
+
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Swedish
Association of
Neurologically
Disabled, the
Swedish Stroke
Association,
Solstickan
Foundation, and the
Center for Health
Care Sciences,

Karolinska Institutet.

e Delivered by - The intervention
was delivered by an outreach
team of occupational
therapists, physiotherapists,
and a speech and language
therapist.

¢ Delivered to - The intervention
was delivered to participants
allocated to the Early

Supported Discharge condition.

e Duration, frequency, intensity,
etc. - The mean duration of the
intervention program was 14
weeks and the mean number
of home visits was 12.

e Key components and
objectives of intervention - Key
components and objectives of
the intervention were to reduce
the risk of death or
dependency, shorten the
length of hospitalisation,
improve independence in
extended activities of daily
living (ADL), and increase
satisfaction with services and
the likelihood of living at home.

e Content/session titles - The

content of the intervention was
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decided upon together with the
participant and his or her
family, however, the most
common foci of home visits
were speech and
communication, ADL, and
ambulation.

e Location/place of delivery - The
intervention was delivered in
participants' homes.

Comparison intervention:
Participants in the comparison
intervention received their
rehabilitation in the stroke
department until discharge. The
content and duration of this did
not adhere to a standardised
program, but rather reflected
services available within the
District Health Authority.

Outcomes measured:

Service outcomes -

This study's main outcome
measure was the effect of Early
Supported Discharge services on
use of health care and social
service resources 5 years after
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stroke. The following measures
were used to gather data - a
computerised register of
Stockholm County Council -
telephone conversations and
consultation visits - interviews
with participants and/or their
spouses.

Follow-up: Participants were
assessed at baseline and
followed-up 5 years later.

Costs? No. No calculation of
cost was performed of the 5 year
resource use of health care.

6. Ytterberg C, Thorsen AM, Liljedahl M et al. (2010) Changes in perceived health between one and five years after stroke:
A randomized controlled trial of early supported discharge with continued rehabilitation at home versus conventional
rehabilitation. Journal of the Neurological Sciences 294: 86-8

Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Study aim: To
explore perceived
health status in
people with stroke
who received Early
Supported

Participants: Service users and
their families, partners and carers
- Participants were service users
who had been diagnosed with
first or recurrent stroke,
according to the World Health

Findings - effect sizes: Effect sizes not
reported by the authors. Effect sizes presented
here were calculated by the review team. There
was no difference between the groups at 1 or 5
years after stroke with regard to Sickness
Impact Profile total, except for a higher impact

Overall
assessment of

internal validity:
+

Conclusions are in
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Discharge, with
those who received
conventional
rehabilitation, over 5
years after stroke
onset.

NB. This is 1 of 2
follow-up studies,
the second of which
explores the effect
of Early Supported
Discharge services
on use of health
care and social
service resources 5
years after stroke
onset (Thorsen et
al., 2006), thus
providing an overall
picture.

Methodology:

RCT. This study
followed-up an RCT
that was conducted
in 2000. Participants
were randomised to
Early Supported

Organization's clinical criteria for
acute stroke.

Sample characteristics:

e Age - Follow-up age was 71 in
the home rehabilitation group
and 70 in the conventional
rehabilitation group.

e Sex - 13 women were in the
home rehabilitation group, 8
women were in the
conventional rehabilitation
group.

e Ethnicity - 25 participants in the
home rehabilitation were
Swedish, as were 20 from the
conventional rehabilitation
group. Other ethnicities are not
reported.

¢ Religion/belief — Not reported.

¢ Disability - Not reported.

e Sexual orientation - Not
reported.

e Socioeconomic position -
Three participants from the
home rehabilitation group were
classed as 'working', as were 4
from the conventional
rehabilitation group.

in the home rehabilitation group at 1 year after
stroke with regard to communication (p=0.01)
and at 5 years after stroke with regard to eating
(p=0.04).

Sickness Impact Profile total did not change
significantly between 1 and 5 years in the home
rehabilitation group, whereas it deteriorated
significantly (p=0.05) in the conventional
rehabilitation group.

Body care deteriorated in the conventional
rehabilitation group (p=0.03) and emotional
behaviour was improved in both groups (home
rehabilitation group, p=0.04; conventional
rehabilitation group, p=0.04).

Baseline characteristics of patients in the home
rehabilitation group (HRG) and the
conventional rehabilitation group (CRG)
assessed with regard to perceived health

5 years after stroke: Timed 10m walk:
d=0.1803: 95% Confidence Interval -0.3792 to
0.7398; Nine-Hole Peg Test right, pegs/min: d =
-0.2466; 95% CI -0.8071 to 0.3139; Nine-Hole
Peg Test left, pegs/min: d = 0.1776; 95% CI
-0.3819 t0 0.7371.

Narrative findings — effectiveness: There

line with study
findings, which
suggest that the
long term outcome
with regard to
perceived health
status is more
favourable after
Early Supported
Discharge than after
conventional
rehabilitation.

Overall
assessment of

external validity:
++

Overall validity
rating:
+
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Discharge or
conventional
rehabilitation.

Country: Sweden.

Source of funding:

Other - The study
was supported by
grants from the
Swedish Stroke
Association and
from the Swedish
Council for working
life and social
research (FAS).

Sample size —

e Comparison numbers: At
baseline, n=41 and at follow-up
(5 years later), n=24 - although
only 22 were assessed with
regards to perceived health.

¢ Intervention numbers: At
baseline, n=42 and at follow-up
(5 years later), n=30 - although
only 28 were assessed with
regards to perceived health.

e Sample size: N=83 (before
allocation). The total number of
participants that were
assessed with regards to
perceived health was 50.

Intervention:

e Describe intervention - Early
supported discharge from
hospital and continued
rehabilitation at home. Further
details are not provided in this
study.

e Delivered by - A
multidisciplinary team.

was no difference in perceived health between
the groups at 1 or 5 years after stroke with
regard to Sickness Impact Profile total and the
physical and psychosocial dimensions.
Perceived health did not significantly change
between 1 and 5 years in the home
rehabilitation group whereas it had deteriorated
significantly in the conventional rehabilitation

group.
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e Delivered to - Participants
allocated to the intervention
condition (n=42).

e Duration, frequency, intensity,
etc.

¢ Details about the intervention
are not provided in this study.

e Key components and
objectives of intervention -
Details about the intervention
are not provided in this study,
however, it is noted that the
overall purpose of Early
Supported Discharge is to
reduce long term dependency
and also admission to
institutional care as well as
reducing the length of hospital
stay.

e Content/session titles - Details
about the intervention are not
provided in this study.

e Location/place of delivery -
Details about the intervention
are not provided in this study.

Comparison intervention:
Conventional rehabilitation.
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Details are not provided in this
study.

Outcomes measured:
Service user related outcomes -

Perceived health status of
service users was measured.

Follow-up: Follow-up was at 3
months, 6 months, 1 and 5 years
after stroke.

Costs? No.

Review question 1 — Findings tables — the views and experiences of people using services, their families

and carers

1. Ariss S (2014) National audit for intermediate care: Patient reported experiences, 2014. Sheffield: University of Sheffield

Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Study aim: To
obtain views and
experiences from
people using
intermediate care by

Participants: Service users and
their families, partners and
carers. People using intermediate
care (bed based, home based or
reablement).

Narrative findings — qualitative and views
and experiences data:

NB. The report is published without page
numbers so these cannot be provided with the

Overall
assessment of
internal validity:
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asking the following
survey question: ‘Do
you feel that there is
something that
could have made
your experience of
the service better?’

Methodology:
Survey.

Country: UK —
England.

Source of funding:
Government.

Sample size: 908 (356 of whom
were people using home based
intermediate care).

Intervention:

e Describe intervention - Home
based intermediate care. The
author does not provide a
description in this report
although we know that in the
broader audit, home based
intermediate care is defined as
follows - community based
services provided to service
users in their own home/care
home. These services will
usually offer assessment and
interventions supporting
admission avoidance, faster
recovery from illness, timely
discharge from hospital and
maximising independent living.
Services are usually delivered
by the multi-disciplinary team,
but predominantly by health
professionals and carers (in
care homes).

e Delivered by - The author does
not provide a description of

quotes. Statements about ways that the service
might be improved were coded into 8 distinct
themes, which emerged from the data. They're
listed here in descending order, starting with
the 1 cited most frequently.

Joined up, appropriate services: This theme
included communication and coordination
within and between services, timeliness or
information about waiting times, continuity of
carers, discharge arrangements, and
knowledgeability and information provision
about other appropriate services.

Supporting quotes:

Communication between services including
information sharing — “Hours spent on
assessment + no one passed on their notes so
process very repetitive - exhausting!”

Long wait between discharge and start of home
based intermediate care — “I was discharged
from hospital late on a Thursday, assessed on
the Friday but, with the weekend intervening no
OT equipment was delivered until Monday at
the earliest. This meant that we had to cope for
nearly 4 days without aids.”

Abrupt end to the service - "When my care was

Overall
assessment of

external validity:

++

Overall validity
rating:
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who delivers the services in
this report although we know
that in the broader audit, home
based intermediate care is
described as being delivered
by multi-disciplinary teams, but
predominantly by health
professionals and carers (in
care homes).

e Duration, frequency, intensity,
etc. - Details not provided in
this report but according to the
NAIC, up to 6 weeks (though
there will be individual
exceptions).

e Key components and
objectives of intervention -
Details not provided in this
report but according to the
NAIC, the aims of home based
IC are: Intermediate care
assessment and interventions
supporting admission
avoidance, faster recovery
from illness, timely discharge
from hospital and maximising
independent living.

e Location/place of delivery -
Details not provided in this

near an end. It was very chaotic. | was told by
the carer treatment would be stopped the next
day."

Timing of visits: The timing of visits was often
inappropriate, unexpected or inconsistent, and
secondly more time or greater frequency of
visits was considered necessary.

Supporting quotes:

Service led, not needs led — “... wasn't my fault
| needed care at weekend. Just dumped at
weekend survival what's happened to public
services it's a 24hour care service now it's gone
to Monday-Friday 9-5.”

Pattern/ frequency of visits — “More frequent
visits only in the first two/three weeks of my
injury”.

Communication regarding timings of visits/lack
of control over daily life — “I know it is hard for
the nurses to get here but if you could make it
definitely morning or afternoon as | found | had
to cancel appointments as | didn't know when
they were actually coming am or pm.”

Personal communication and attention:
Included lack of appropriate or consistent
information about services or care,
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report but according to the
NAIC, people's own homes
including care homes.

inappropriate or disrespectful communication,
lack of discharge information, and feelings that
service-users were not being listened to, or
their needs understood.

Supporting quotes:

Not knowing what to expect — “If | had notice of
when they would start visiting and their
objectives | was rather surprised.”

User involvement in decisions/ goal planning —
“I think there is a balance to be struck between
user and practitioner in making decisions about
body therapy and outcomes, and | don't think
you have that balance right yet.”

Length of service: Many respondents report
anxiety or concern about the support finishing
too early, before they feel adequately able to
support themselves. Personal health and safety
issues were also a concern. For many service-
users, discharge from the service is seen as an
end to their contact with any support services,
which could reflect a lack of access to
appropriate long-term, low-level support.

Supporting quotes: The service was perceived
to have been terminated too early —
“I had a broken hip just discharged and
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received 1 visit only. | would have liked more
longer term involvement support to regain full
mobility asap but a 45 min one off visit was all |
was allowed. Very poor.”

- “My legs are weak and shaky. Whilst the
carers were here | had more confidence and
my walking was improving | would have liked
there help for a bit longer”.

- “| felt | still needed support and staff could
have continued until | was more confident in
myself (stopped at 4 weeks)”.

Staffing: The main concerns were lack of
provider continuity, and shortage of staff.
Impacts on many other important aspects of
care, such as rushed visits, not enough time to
share information, unpredictable and
inappropriate visit times, inconsistent standards
of care and lack of understanding about
individuals’ needs.

Supporting quotes:
Impact of lack of continuity — “To have same
person who knew your case”.

Personal care: No particular themes for home
based intermediate care in relation to personal
care - just individual reasons for unmet needs —
‘I have not achieved all that was intended i.e. |
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am unable to go shopping because a) | am
unable to walk without 2 sticks is am unable to
carry any shopping and b) have not the
confidence to go far on my own. So far | have
been unable to walk as far as the local shop.”

Therapy and assessment: The responses for
home based services specifically mentioned
more physiotherapy as an identified area of
service improvement, “| wanted physiotherapy
to help me to walk unaided but | was put on a
waiting list!”

2. Cobley CS, Fisher RJ, Chouliara N et al. (2013) A qualitative study exploring patients' and carers' experiences of Early

Supported Discharge services after stroke. Clinical Rehabilitation 27(8): 750-7

Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Study aim: To
investigate patients'
and carers'
experiences of Early
Supported
Discharge services
and inform future
Early Supported
Discharge service
development and
provision.

Participants: Service users and
their families, partners and carers
- Stroke patients and carers.

Sample characteristics:

e Age - The mean (SD) age of
patients after stroke was 69.85
1 13.42 years and mean (SD)
age of carers was 72.79 +
14.10.

Narrative findings — qualitative and views
and experiences data:

Early Supported Discharge specific themes:

Satisfaction with rehabilitation exercises:
Almost all interviewees (17 of 19) reported
feeling satisfied with the various exercises they
had been taught and left to complete, enabling
optimal functional recovery. Patients often
commented on the benefits of receiving

Overall
assessment of

internal validity:
+

Overall
assessment of

external validity:

++

With the caveat
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Methodology:
Qualitative study -
semi structured
interviews with
patients and carers.

Country: United
Kingdom - England,
Nottinghamshire.

Source of funding:

Government —
NIHR.

e Sex - Sex of stroke patients not
reported. 13 of the carers
(87%) were women.

Sample size: 19 patients and 9
carers.

Intervention: Patients were
recruited from 2 stroke units.
Participants included those who
had been referred to Early
Supported Discharge and those
who were not. Early Supported
Discharge is not described in this

paper.

therapeutic sessions both within and outside
the home environment, “The team were
encouraging and motivating and would take me
on a walk to make sure | could get on a bus
and that | was able to cross the road, things like
that ...” (interview 12, patient: p753).

Home as a better arena for rehabilitation:
There was a consensus of preference among
participants (15 of 19) for returning to their
home environment as soon as possible. Home
was described as a more private and
individualized arena for rehabilitation. It was
perceived to be more focused toward
rehabilitation outcomes, “...it was good to be
given walks around the house and getting used
to things that are here, such as steps and
obstacles. And that has helped in that respect,
getting back into the house” (interview 3,
patient: p753).

Time not being a carer: Respite time for the
carer emerged as a significant and prominent
theme. Five of 9 reported that the therapeutic
sessions between patient and the Early
Supported Discharge (clinicians) team enabled
them to engage in their own activities. By
contrast, 2 carers described feeling
housebound as the team were not with the

about Early
Supported
Discharge being
outside the NAIC
definition.

Overall validity
rating:
+

Intermediate Care NICE guideline (September 2017)

71




Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

patient long enough to enable sufficient respite
time for the carer (interview 4, carer: p753).

Speed of response: Sixteen of 19 patients
reported feeling positively surprised with the
seamless transition between hospital and home
setting, with the first Early Supported Discharge
home visit being made within 24 hours of
hospital discharge. However 1 participant had
to wait several days for the Early Supported
Discharge team to make their initial visit, "It was
a few days of me coming from hospital. | was
left without any help at all from the Thursday to
the Monday | sort of had to fend for myself ... |
wished it could have started earlier than it did"
(interview 12, patient: p753).

Intensity of therapy: The intensity of
rehabilitation, up to 4 visits per day, 7 days per
week for a duration of 6 weeks was received
very positively by virtually every respondent (18
of 19). The consistency and regularity of visits
provided a sense of security during such a life-
changing transitional period.

Satisfaction with provision and delivery of
equipment:

There was a general consensus (10 of 19)
among participants that the equipment provided
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was useful and delivered in a timely manner.
Nevertheless, 1 patient found the equipment
provided unsuitable and 1 patient was
disappointed at being promised aids that never
materialized: “they’re really struggling to get
these aids. So they said, we'll probably get you
a sock aid to help you put your socks on, but |
didn’t get one” (interview 4, patient: p754).

Disjointed transition between early
supported discharge and future services:
Some patients felt that the 6-week cut off from
Early Supported Discharge was abrupt and not
continuous enough. Furthermore, some
patients transferred onto further services did
not feel that this transition was always well
managed, “... all of a sudden it's like, 'Oh, we've
referred you to the hospital again to get the
physio', which has took, like, 3 months. So I've
had intense physio for 6 weeks and then, for 3
months, I've had nothing” (interview 2, patient:
p754).

Common themes in both cohorts of
interviews:

Limited support in dealing with carer strain:
On discharge, carers are left feeling exhausted
and physically strained with no time for leisure
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and social activities. They have to take on new
roles and responsibilities and come to terms
with new relationships e.g. from wife to carer.
Many respondents indicated that they felt
thrown into the caring role without receiving
enough support from the community stroke
teams. They stressed the need for services to
consider and address carers’ issues, “I'm very
disappointed that they didn't offer to help me,
because obviously he would have had to go
into a home or somewhere if | wasn't doing it.
So | mean I'm saving them a lot of money and
time” (interview 6, carer: p754).

Lack of education and training of carers:
Twelve of 15 carers reported being poorly
informed regarding the extent of support
available after discharge, “I don't think they told
me anything, | was just left out in the cold, |
didn't have a clue what was going on” (interview
6, carer: p754). The training of carers in how
best to physically support the patient was
described as inadequate, “l wasn't physically
shown the best way to support him, it was all
trial and error” (interview 8, carer: p754). Carers
also highlighted their difficulty in coping with the
stroke patients' emotional and psychological
needs.
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Inadequate provision and delivery of
information: In several interviews, both
patients (15 of 26) and carers (10 of 14)
expressed their concerns about their limited
understanding of stroke and its causes,
secondary preventative measures, and lifestyle
changes, “l wouldn’t have a clue what was
normal, what wasn’t normal...who to ask for
help and advice. | mean the internet's okay, but
it only takes it so far. Sometimes you need a
person to put it into terms that you understand.
Because it's stressful when you don't know
what’s going on” (interview 8, patient: p754).

Both patients and carers spoke of the
difficulties they had encountered in accessing
information concerning welfare benefits, carer
allowance, statutory and informal support.
Many participants felt information wasn't
delivered in an appropriate format and they felt
it was provided too late.
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3. McLeod E, Bywaters P, Tanner D et al. (2008) For the sake of their health: Older service users' requirements for social
care to facilitate access to social networks following hospital discharge. British Journal of Social Work 38: 73-90
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Study aim: The
evaluation did not
aim to assess the
effectiveness of
social rehabilitation
as a model and
method of practice
per se, nor its
impact on reducing
hospital re-
admission.
However, it provided
the opportunity to
study older service
users’ requirements
for social care to
facilitate access to
social networks and
support post-
hospital discharge.

Methodology:
Qualitative study -
Data on service
user experiences
and views were
collected mainly via

Participants:

e Service users and their
families, partners and carers -
Service users.

e Professionals/practitioners -
Project coordinators from the 5
Age Concern pilots.

Sample characteristics:

e Age - Ranged from 57 to 101.
Most were in their seventies
and eighties, with a few either
in their sixties or nineties.

e Sex - Only 2 out of seventeen
service users completing
interviews or feedback
questionnaires were men. In
the sample of case records,
there were also fewer men
(eighteen) than women
(twenty-six).

e Ethnicity - Only 1 member of a
minority ethnic group was
included in the sample,
reflecting feedback from project
co-ordinators that a
disproportionately low

Narrative findings — qualitative and views
and experiences data:

Safe transition - essential preliminary to re-
engagement socially: An essential
requirement to older service users re-engaging
with social networks following hospital
discharge was safe transition between hospital
and home. Several project co-ordinators
encountered service users who had been
discharged too soon and were too ill to cope at
home. Project co-ordinators also gave several
examples illustrating the need for improved
levels of funding and co-ordination of health
and social care services, to avert risks to health
in the transfer from hospital to home.

Example — “One Social Rehabilitation worker
had made an appointment with a potential
service user for the morning after her
discharge. The service user had multiple health
problems and could not walk. When the Social
Rehabilitation worker arrived she found the
woman sitting in her hallway. She had been left
at the bottom of her garden drive by the
hospital transport the day before. Despite her
leg being in plaster, she had managed to get

Overall
assessment of

internal validity:
+

Overall
assessment of

external validity:
++

Overall validity
rating:
+
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questionnaires with
a small number of
telephone
interviews. Also
analysis of service
records plus
interviews with
project coordinators.

Country: UK.

Source of funding:
Not reported.

percentage of members of
minority ethnic groups
accessed the service.

e Long term health condition - llI-
health leading to the most
recent A&E attendance or
hospitalization was associated
with long-term conditions such
as heart disease. Health issues
tended to take the form of
multiple problems combined
with various forms of
impairment such as stroke,
together with hearing
impairment and heart
conditions. There was little
evidence of service users with
Alzheimer’s disease using the
HACSR service.

e Sexual orientation - Service
records contained no
information relating to service
users’ sexual orientation. Nor
did this emerge as an issue in
interviews or questionnaires.

Sample size: Seventeen service
users and 5 project coordinators.

herself into the house but could not get
anywhere else. She had sat, in her hospital
clothes, on an upright chair in her hall all night,
without food or drink” (Project A, p80).

Assistance with practical home care/
personal care: A large proportion of service
users (ten out of seventeen) identified needing
‘low-level’ practical assistance in the home from
the social rehabilitation project e.g. vacuuming,
general cleaning They said this not only
assisted their recovery by maintaining personal
and home care when they were physically
incapacitated, but it helped restore their morale
in a situation of social isolation: “I was in quite a
lot of pain also | was very depressed . . . it was
a wonderful help which got me through a very
difficult time. | had no family or close friends”
(Project C, p81).

Although direct home care provision didn't fit
the ‘classic’ social rehabilitation service model
(focusing on service users gaining access to
social networks and assisting service users to
undertake tasks themselves gradually), project
co-ordinators recognized that it was in service
users’ interests to meet this need, and
accepted it as integral to the social
rehabilitation service. They also appreciated
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Intervention:

¢ Describe intervention - The
authors do not provide a clear
description of the 5 projects.
However, pieced together from
the paper, the projects, as a
whole can be described as:
‘providing feedback on older
service users’ views and
experience related to social
care social care following
hospital discharge. Second, the
HACSR projects in question
were primarily framed in terms
of enhancing older service
users’ engagement with social
networks and the exchange of
social support. Their explicit
brief was to provide social
rehabilitation as an integral part
of social care after hospital
discharge. The social
rehabilitation approach aims to
provide: “Programmes of time-
limited intervention to help them
(service users) restore
confidence and skills lost
through injury, bereavement or
other trauma or loss and to

that it could be a prerequisite for service users
being able to engage in social contact outside
their home —

“Quite often people say, ‘The thing | would most
like help with is cleaning, because then | have
got a bit more time perhaps to go out’...How the
home looks to some people is so important, it
gives them the confidence to face the world
again” (Project C, p81).

Advocacy to assist access to material and
social resources: There were several
examples in which service users needed social
care project workers to act as advocates in
negotiations with key organizations and
networks, to obtain material and social
resources important to their health and well-
being, for example, help obtaining benefits.

Example - 1 service user had been expected to
go into residential care after leaving hospital.
However, she didn't want this as she'd always
been very independent. She had dysphasia (a
profound hearing impairment) and some degree
of cognitive impairment when tired. She could
not manage paying bills and often forgot what
she had gone for when out shopping: "The SR
worker accompanied the service user to the
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focus upon motivation and the
restoration of valued social
roles and networks™ (Le
Mesurier 2003 p7). ‘Therefore,
the issue of access to social
networks was central to
practice’ (p77). Also, older
service users were encouraged
to specify as precisely as
possible their chosen objectives
for the social rehabilitation
service.

e Delivered by - Mainly
volunteers although they were
supplemented by paid workers
who provided the social care
input.

¢ Delivered to - Older people
following discharge from
hospital.

e Duration, frequency, intensity,
etc. — 1 to 1 and a half hours
weekly (not that this is for the
social rehab 'element). Six to 8
weeks in duration.

e Key components and
objectives of intervention - The
objective, although not
explicitly stated as such is to

bank and facilitated discussion between her
and the bank manager about how paying the
bills could be managed. Obtaining food was
also problematic. The voluntary agency’s
shopping service offered a solution, but
involved using the telephone. As well as finding
suitable adaptations for the phone, the SR
worker arranged for a worker associated with
the shopping service to be trained to
understand the service user on the phone. She
also negotiated arrangements for the service
user to telephone at her preferred times.
Eventually the service user was able to audio-
order and use aide memoires concerning what
she wanted to purchase” (Project C, p82).

Social care as educational assistance:
Unlike advocacy, educational assistance to
help service users acquire skills which they
have never needed before, or re-acquire skills
forgotten or ‘lost’ through lack of confidence or
practice, is not conventionally provided either
directly by social workers or through services
arranged by them. However to overcome
barriers to social life, this educational
assistance is very important.

Example - "One service user wanted to resume
visits to the betting shop which had been the
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provide social rehabilitation as
an integral part of social care
after hospital discharge.

¢ Location/place of delivery -
People's homes, with visits to
outside locations as desired by
the service user (e.g. town,
betting shop).

hub of his social life before hospitalisation.
However, his seriously impaired mobility
necessitated use of a taxi and he had no
experience of using taxis. The volunteer
provided basic instruction and soon the service
user was able to order taxis and resume his
former life” (Project C, p83). In several cases,
service users needed reassurance and
encouragement from project workers to begin
or resume using mobility aids:

Example - "One service user had a mobility
scooter but was too nervous to drive it. She and
the project worker agreed that the worker would
walk alongside her for a couple of trips. After
this the service user was able to drive the
scooter independently” (Project A, p83).

Addressing psychological barriers to entry
to social networks: Some service users
needed assistance to tackle psychological
barriers to entry to social networks. Meeting
these requirements needed sensitive,
painstaking, interpersonal contact on the part of
the workers. The processes identified by the
study embodied a task-centred approach in that
it included the agreement of clearly defined
goals reflecting service users’ priorities, and
manageable stages of activity to reach such
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goals.

Example - "After the death of her husband, 1
service user could not go outside without
holding someone’s arm. Ultimately the goal was
for her to feel confident enough to go out on her
own, but the first task towards this was just
walking down the drive without linking arms.
The next goals were walking from 1 lamp-post
to another, then walking to the local shops, in
each case accompanied, but not linking arms.
Eventually the woman had acquired enough
confidence to go on holiday with her family”
(Project E, p84).

Access to health care organisations and
networks: Alongside assistance to access
social networks more generally, older service
users also required assistance to access
specialized health care providers. 1 volunteer
provided personal support to ensure that a
service user kept up his exercise programme
following cardiac surgery and another service
user with impaired mobility and sensory
impairment was accompanied to the dentist to
commence regular dental treatment, with the
project worker facilitating her communication.

Choice: Service users appreciated the degree
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of choice in terms of objectives and service
delivery offered by the project. The Social
Rehabilitation approach was anti-ageist,
resisting threats to well-being from assumptions
that older service users would fit into ‘standard
issue’ community care services. 1 woman had
been encouraged to go to a day centre
following discharge. However the day centre
transport arrived too early - she wanted to get
up later in the day (a privilege of being retired).
Also, she'd rather go to the park. The social
rehabilitation worker therefore took her electric
wheelchair with them to the park and
accompanied her on walks, building to a point
where she'd be able to go out independently.

Friendship: Service users’ appreciation of the
quality of interpersonal contact that volunteers
offered radiated from their feedback, "A real
person comes into your home and becomes
your friend” (Project A, p85).

The prime aim of this project was not to provide
a befriending service, but to facilitate access to
social networks. However, in the context of
relative social isolation, the elements of contact
with a friend, provided by interaction with
project workers, were particularly valued by
service users.
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Time: Service users were happy with the
frequency and length of visits, averaging 1 to
172 hours, weekly, they complained that the
duration of the HACSR service—6 to 8 weeks,
on average—was too short. Their first reason
for this was that they had still felt unable to
cope without assistance when the service
ended. Second, service users regretted the loss
of the quality of friendship that had
characterized personal contact with project
workers, at the end of the relatively short
timescale of the project.

4. Mitchell F, Dobson C, McAlpine A et al. (2011) Intermediate care: Lessons from a demonstrator project in Fife. Journal
of Integrated Care 19(1): 26-36
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Study aim: The
objectives of the
demonstrator pilot
were to further
develop the Fife-
wide intermediate
care system, to
increase capacity,
flexibility and
responsiveness.

Participants:

e Service users and their
families, partners and carers.

¢ Professionals/practitioners -
Eighteen survey respondents.

Sample size: Twelve service
users and 18 staff.

Intervention:

Findings — effectiveness: Thirty-four patients
were assessed as part of the extended access
hours project. As a result, 11 hospital patients

were supported to go home in the out-of-hours
period, and 3 clients were supported to remain
at home following a medical emergency, which
prevented hospital admission.

Narrative findings — qualitative and views
and experiences data:

Overall
assessment of
internal validity:

Overall
assessment of

external validity:
++
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The aim of the
patient interviews
was to increase
service user
involvement in the
development of the
intermediate care
system. The aim of
the staff survey is to
report on staff
experience of the
extended access
service.

Methodology:
Qualitative study -
Face to face service
user interviews and
a staff survey.

Source of funding:
Government - The
Scottish government
funded the
demonstrator
project, which
included the
interviews reported
here.

e Describe intervention - The
demonstrator project increased
the availability of access to the
existing intermediate care
services in 1 locality in Fife.
The extended access
arrangements were focused on
the integrated response team
(IRT). IRT provides a
rehabilitation service to support
people after discharge from
acute hospital, or prevent
inappropriate admissions to
hospital. This service is
provided in the patient’'s home
over a 14-day period. A
multidisciplinary team, from
health and social work,
provides assessment from
09.00-17.00 Monday—Friday,
and generic rehabilitation
assistants provide daily support
between the hours of 08.00
and 22.00 every day. The
availability of professional staff
to provide assessment and
care management was
extended to Wednesday,
Thursday and Friday evenings

Personalised care - All the patients questioned
felt that the service listened to them, and that
care and support were provided at a time and a
frequency that suited them. The responses
indicated that the team delivered a flexible,
person-centred service that treated patients
with respect.

Feeling safe - All patients said that they felt
safe when receiving the intermediate care
service, and continue to feel safe, "l preferred
to be at home and felt very safe at home. | felt
safe knowing someone was coming in to help
me" (p30).

ADL improvements - The results provide
strong evidence that the service enabled
patients to return to their previous level of ability
in activities of daily living. Patients commented
that they felt more confident in their ability to
cope at home.

Social activities - All the patients had returned
to the social activities that they had managed
before their recent hospital admission, and all
those interviewed were managing to get out of
their home.

Overall validity
rating:
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until 19.00, and on Saturdays
from 09.00-14.00. These times
were based on information
from the local hospital Accident
and Emergency Department
and data on week-end referral
patterns to community health
services provided by the
primary care emergency
service.

e Delivered by - A
multidisciplinary team, from
health and social work,
provides assessment from
09.00-17.00 Monday- Friday,
and generic rehabilitation
assistants provide daily support
between the hours of 08.00
and 22.00 every day.

e Delivered to - 'Frail older
people with complex needs'.

e Duration, frequency, intensity,
etc. - Integrated Response
Teams provide a rehabilitation
service to support people after
discharge from acute hospital,
or prevent inappropriate
admissions to hospital. This
service is provided in the

Staff experience - Staff were asked what they
were able to provide during the extended
access hours that could not be done within
standard working hours. The responses
indicated that arranging afternoon discharges
from hospital and discharges on Saturdays, and
the ability to complete professional
assessments during these extended hours,
enabled more flexibility in the intermediate care
system (p30-1).

Positive comments were made about the
advantages of staff working across teams and
being able to follow patients through their care
journey. Negative comments referred to the
difficulties in working across organisational
boundaries and being unfamiliar with
operational systems.
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patient’'s home over a 14-day
period.

e Location/place of delivery -
People's own homes.

Outcomes measured:

Service outcomes -

Destination after assessment
(admission avoidance and
hospital discharge) - although it
should be noted that these
outcomes are not linked to the
interview participants.

5. Townsend J, Godfrey M, Moore J (2006) Careful thoughts: Recognising and supporting older carers in intermediate
care. Research Policy and Planning 24(1): 39-52

Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Study aim: The aim
of the study was to
explore the nature
of informal caring
relationships and
interactions
between service
users, carers and
intermediate care
services.

Participants: Service users and
their families, partners and carers
- People using intermediate care
services and their carers.

Sample characteristics:

e Age - The mean age of service
users was 79 years. Carers
ranged in age from 29-82
years, with 14 aged over 60.

Narrative findings — qualitative and views
and experiences data:

Five types of caregiving relationships were
identified:

1) The temporary carer.

2) Reciprocal supporter through gentle decline:
"Constance is a wonderful person; she’s always
done everything for us. | tell her we take a copy
from her...l go down every day and ask if there

Overall
assessment of

internal validity:
+

Overall
assessment of

external validity:
++
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Methodology:
Qualitative study.
This was a
qualitative study of
in-depth interviews
with people using
intermediate care
services and their
carers.

Country: UK.

Source of funding:

Government - The
study is funded by
the Department of
Health and the
Medical Research
Council.

e Sex - Service users were
predominantly female (the
exact number is not reported).
The sex of carers is not
reported.

e Ethnicity - The ethnicity of
service users is not reported.
One carer was of African
Caribbean origin and the
remainder were white British.

¢ Religion/belief - Not reported.

¢ Disability - Not reported.

¢ Long term health condition -
Not reported.

e Sexual orientation - Not
reported.

e Socioeconomic position - Not
reported.

Sample size: Not clear. This is
not made explicit, however, 64
service users were interviewed -
as were 21 carers.

Costs? No. There is no
information on costs.

is anything to do but | don’t do anything now. |
just keep her company to walk out, keep her on
her feet but some days she’s tired out" (p43).
3) Shared disrupted lives.

4) Long term carer.

5) Caregiver as care-receiver: "It was
unbelievable...my husband had collapsed really
because he realised how dependent he was on
me...when | walked in with a sling...It affected
him dreadfully... They organised everything
...helped us get up, dressed, organised a
meal...You don’t realise what you can’t do
when you have lost the use of your right hand -
nothing. Looking back, we’d have been in
care..." (p44).

Themes relating to service responses within
intermediate care and in handing over to
longer-term support were also identified:

1) Intermediate care.

2) Getting the service user going again: "l said |
can’t have him home until he can walk because
I’'m nearly 80. | couldn’t move him to the toilet"
(p45).

3) Reassurance and confidence building.

4) Personal communication "The nursing home
really was a wonderful place... | went in at
different times - popped in during the morning
or the afternoon and there was the same

Overall validity
rating: +
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care...Once or twice | had a word with the
nurses just to make sure she wasn’t covering
anything up because if you ask Constance how
she is, she’ll always say, ‘Fine’™ (p46).

5) Carer education.

6) Baton-passing to mainstream services "They
never asked me about things - just told me
ways that they could make it easier for me, like
the pension being put in the bank" (p47).

Review question 1 — Findings tables — Health, social care and other practitioners’ views and experiences

1. Chouliara N, Fisher RJ, Kerr M et al. (2014) Implementing evidence-based stroke Early Supported Discharge services: A

qualitative study of challenges, facilitators and impact.

Clinical Rehabilitation 28: 370-7
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comparison, outcomes)
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Overall validity
rating

Study aim: To
report the views of
health professionals
and commissioners
working with a
stroke Early
Supported
Discharge service in
relation to the
impact of the
service and the
factors which ‘...

Participants:
Professionals/practitioners -
Practitioners, managers and
commissioners in roles which led
to involvement with 1 of the 2
Early Supported Discharge
services. This included
practitioners involved in delivery
of the services, individuals
involved in commissioning or
management of the services, and

Narrative findings — qualitative and views
and experiences data:

The interviews are described by the authors as
semi-structured and aimed to cover 4 main
topics. These were - the nature of the
participants’ involvement with the service,
factors which had helped or hindered
implementation, impact of the service, and
suggested improvements. The authors report
‘... considerable overlap in the views of
respondents’ (p372).

Overall
assessment of

internal validity:
+

The lack of detail in
relation to contexts
and participants,
and the fact that
data was only
collected by 1
method means that
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facilitate or impede
the implementation
of the service’
(p370).

Methodology:
Qualitative study -
semi-structured
interviews.

Country: UK-
Nottinghamshire.

Source of funding
Government -
National Institute for
Health Research
Collaboration for
Leadership in
Applied Health
Research and Care
for Nottinghamshire,
Derbyshire and
Lincolnshire.

hospital based staff who made
referrals to the services.

Sample characteristics:

e Age - Not reported.

e Sex - Not reported.

Ethnicity - Not reported.

Religion/belief - Not reported.

Disability - Not reported.

Long term health condition -

Not reported.

e Sexual orientation - Not
reported.

e Socioeconomic position - Not
reported.

Sample size: n=35 (Site A n=17;
Site B n=18). Participants are
described as Early Supported
Discharge stakeholders and their
job roles are categorised as the
following:- commissioning (Site A
n=2; Site B n=4); service
management (Site A n=4; Site B
n=2); Early Supported Discharge
Team Lead (Site A n=1; Site B
n=2); Early Supported Discharge
team member (Site A n=4; Site B

Facilitators —

The authors report that 5 participants from each
site felt that maintaining a balance between
flexibility and specificity with regard to eligibility
criteria was an important means of ensuring
that referrals were appropriate: “I think the
criteria are good because they are not too
defined or too loose; | think there are very few
inappropriate people that come through”
(Stroke Physician 1; p372).

Most participants also felt that the service
should be adaptable to the context of local
healthcare and be responsive to the variable
level of need which exists: “No 2 stroke cases
are ever going to be the same; our systems
need to be reflective of that” (Commissioning
23; p372).

The authors note that in recognition of this the
team at Site A used severity of disability as an
eligibility criterion but prioritised ‘... the safety of
the home environment and the identification of
specific rehabilitation goals ...” (Authors, p372).

The authors report that a number of participants
from Site A felt that it was important to be
flexible in relation to the timescale of the
intervention because rigidly adhering to 6

it is not possible to
award a higher
quality rating.

Overall
assessment of

external validity:
+

Overall validity
rating: +
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n=4); Stroke Physician (Site A
n=1; Site B n=1); Acute Stroke
Unit staff (Site A n=5; Site B
n=2); Rehab Stroke Unit staff
(Site A n=0; Site B n=3).

Intervention:

¢ Intervention category - Stroke
Early Supported Discharge
services.

Describe intervention - Little
detail is provided in relation to
the intervention, however in
there discussion of relevant
literature the authors note that
Early Supported Discharge
services are ‘... delivered by
coordinated, multidisciplinary
teams ..." (p371). The team at
Site A can refer service users
to a jointly managed
community stroke team;
however there is no community
stroke team linked to Site B.

e Delivered by - Both teams are
described as multi-disciplinary
and specialist. The team at Site
A was composed of Stroke
Physician; Physiotherapist;

weeks was unnecessary in some cases and
could delay new referrals.

The authors also note that at Site B the
intervention was sometimes extended in order
to ‘compensate’ for the fact that the region did
not have a specialised community based stroke
rehabilitation service.

A significant number of participants felt that the
role of rehabilitation assistants (usually
Assistant Practitioners or Rehabilitation Support
Workers) had improved the service because
allowing these staff members to deliver routine
and more repetitive exercises enabled more
senior staff to focus on more specialised
elements of care: “It's about being able to break
down the role and make sure that the right
skilled person is doing the right part of the
intervention” (Early Supported Discharge Team
Lead, 3; p373).

The authors note that at Site A; Assistant
Practitioners had greater responsibility than
Rehabilitation Support Workers and were able
to “... progress rehabilitation goals or take over
the care of less complex patients” (Authors,
p373).
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Occupational Therapist;
Speech and Language
Therapist; Stroke Nurse;
Mental Health Nurse; Social
Worker; Assistant Practitioner;

Rehabilitation Support Worker;

and Administrative Support.
The team at Site B was

composed of Stroke Physician;

Physiotherapist; Occupational
Therapist; Speech and
Language Therapist; Stroke
Nurse; Clinical Psychologist;

Rehabilitation Support Worker;

Administrative Support. NB
Details on the numbers of
professionals working in each
role are not provided.

¢ Delivered to - Individuals who
have experienced stroke. The
study does not provide any
details in relation to service
users other than noting that
each site used a range of
eligibility criteria including

‘Barthel Index = 14/20; transfer

independently or with
assistance of one (+/-
equipment); sufficiently

The authors also report that participants felt
that developing strong links with other services
was vital to the success of the service; with
professionals at Site B noting that this had
enabled them to identify appropriate referrals:

"We've really endeavoured to build up a good
relationship with the different organisations and
| think the better that is, the better the team
runs because you are getting referrals and
good understanding” (Early Supported
Discharge Team Lead, 29; p373).

Participants also identified a number of
methods of improving communication and
collaboration between services. Suggestions
included joint meetings and training, as well as
staff rotations: "We could have some rotational
element between staff so you can really share
that sort of approach and the learning” (Early
Supported Discharge Team Lead, 3; p373).

Challenges - The authors report that hospital
staff were sometimes viewed as being unwilling
to make referrals to Early Supported Discharge
services which was felt to result in
unnecessarily long stays in hospital. Hospital
staff voiced scepticism regarding the service,
which some attributed to a lack of knowledge in
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medically fit to be managed at
home; identified achievable
rehabilitation goals’ (p371).
The main source of referrals for
Site A was an acute hospital
with a hyperacute stroke unit
and linked specialist stroke
rehabilitation wards. The main
source of referrals for Site B
was an acute hospital with an
acute stroke unit only. Site A
does not accept referrals from
other sources, however Site B
accepts referrals from a
community hospital with a
specialist stroke rehabilitation
ward.

e Duration, frequency, intensity,
etc. -Each team is described as
providing 1-2 interventions per
day for a total of up to 6 weeks
(8am to 6pm, 7 days per week,
patient caseload of 16).

¢ Key components and
objectives of intervention - Not
reported.

e Content/session titles - N/A

relation to its content and the outcomes it
aimed to effect:

"Just getting a bit more understanding of what
the content is so that we can decide that Early
Supported Discharge is in the best interests of
the patient” (Acute Stroke Unit Staff, 8; p374).

There was a lack of consensus between
respondents in relation to when the decision to
refer to Early Supported Discharge services
should be made. Two participants at Site A felt
that the decision should be made almost as
soon as the person is admitted to an acute unit,
whilst 4 other professionals at this site felt that
making this decision even in the first 2 weeks
after admission to an acute unit was
problematic because recovery was still taking
place.

The authors report that a number of
commissioners felt that the position of Early
Supported Discharge services in relation to
other services in the stroke care pathway
needed to be clarified:

"To be honest | am bit foggy about where Early
Supported Discharge sits alongside
intermediate care and re-enablement and how
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e Location/place of delivery -
Partly delivered in the
participant’s own home.

these are married up.” (Commissioning, 23,
p374).

A significant proportion of respondents are
reported to have identified difficulties in
involving social care as a major barrier to the
early discharge process. Team members at
Site B (which did not include a Social Worker)
reported that they had had to stop taking
referrals due to these delays in arrangements
of care: “Patients were bottlenecking up at the
other end because their care packages
wouldn’t be ready; at 8 weeks we’d still got
these patients” (Service Management, 18,
p374).

The authors report that most professionals from
Site A felt that having a Social Worker on the
team helped to address these difficulties.
Participants working at both sites also identified
the challenges resulting from a lack of
community based specialised services for
individuals with more complex needs or greater
levels of disability. This sometimes led to
inappropriate referrals: “Sometimes they think
we are social care and we are not....we have
done things above and beyond what we are
expected to do” (Early Supported Discharge
Team Member, 10, p374).
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Professionals at Site B felt that this was a
significant gap in the stroke care pathway:
“Patients who need more intensity than an
outpatient programme could provide or those
for whom home environment is more suitable,
fall into a black hole at the moment” (Early
Supported Discharge Team Lead, 29, p374).

A number of respondents also highlighted the
issue of duplicated assessments between
services and suggested that information-
sharing between hospitals and Early Supported
Discharge services needed to be improved.

Impact of Early Supported Discharge
services - The authors report that the majority
of stakeholders across both sites viewed Early
Supported Discharge as a positive service
which could reduce hospital stays without
hindering rehabilitation: “Patients are able to
come out of the hospital sooner which is what
they prefer, and they are able to continue
specialist rehabilitation in their own
environment...so they can have some of their
normal life going on and have their family
involved” (Early Supported Discharge Team
Lead, 3, p374).
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Respondents at Site B are reported to have
identified Early Supported Discharge services
as a means of addressing the gap in
community based rehabilitation; whilst a
number of professionals based at Site A felt
that the service had improved links between
acute and community stroke services:

“Transfer between the services has improved
and works in a much more seamless way”
(Service Management, 4, p374).

A large proportion of respondents emphasised
the importance of community based specialised
stroke care as a means of maximising recovery
and ensuring continuity of care. Providing
specialised care in the community was seen by
many participants as a defining feature of Early
Supported Discharge services:

“Having the knowledge to deal with stroke
patients is what sets the service aside from
other community services” (Acute Stroke Unit
Staff, 16, p375). Many participants are reported
to have identified home based rehabilitation as
a useful model of care because it enables more
accurate assessments of the individual in their
own environment and has greater scope to be
tailored to the needs of the individual:
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“It is less about a body in a bed that needs a bit
of fixing; to me, it feels more of a holistic
service; just being in peoples’ houses, seeing
what problems they actually have and adapting
the service around that” (Early Supported
Discharge Team Member, 30, p375).

Participants are also reported to have felt that it
was appropriate for Early Supported Discharge
services to attempt to address any emotional or
cognitive difficulties which a service user was
experiencing as these may not have been
apparent before discharge: “Even people that
have minimal physical impairments can be
really anxious because their whole life has
changed” (Early Supported Discharge Team
Lead, 29, p375).

However, fully addressing these issues was felt
to be unlikely given the short timescale of the
service. A small number of commissioners felt
that the evidence base in relation to the
effectiveness of Early Supported Discharge
services needed to be strengthened,
particularly in an economic climate which
demands evidence of improved outcomes. It
was suggested that this should determine
whether Early Supported Discharge services
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were: “... the most efficient and effective way of
providing rehabilitation and helping patients
make the best of their recovery”
(Commissioner, 34, p375). 1 professional
commented that communication was also
important in this respect: “We need more info
on the outcomes of the intervention...they need
to demonstrate what they can offer...to sell
themselves really” (Acute Stroke Unit Staff, 16,
p375).

2. Glasby J, Martin G, Regen E (2008) Older people and the relationship between hospital services and intermediate care:
Results from a national evaluation. Journal of Interprofessional Care 22: 639-49

Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Study aim: ‘To
explore the views of
intermediate care
leads on the
benefits and
challenges of
implementing
intermediate care
policy’ (p642).

Methodology:
Qualitative study -

Participants:
Professionals/practitioners - Key
professionals involved in the
delivery, management and
planning of intermediate care
services across 5 sites.

Sample characteristics:

e Age - Not reported.

Sex - Not reported.

Ethnicity - Not reported.
Religion/belief - Not reported.
Disability - Not reported.

Narrative findings — qualitative and views
and experiences data:

‘Intermediate care as part of a spectrum of
services and as a positive alternative to
hospital’ (p642) - The authors report that many
respondents (working in a range of settings and
including both managers and clinicians) noted
that intermediate care had developed as a
response to pressures on acute care and the
recognition that there was a ‘... need to do
things differently ...” (Authors, p642).

Overall
assessment of

internal validity:

+

Lack of detail on
context and
participants; and
sampling of ‘key’
managers and
practitioners.
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Interviews and focus
groups.

Country: UK. Five
sites across the UK
(including both rural
and urban areas -
no further details
reported in this
study).

Source of funding
Government -
Department of
Health and the
Medical Research
Council.

¢ Long term health condition -
Not reported.

e Sexual orientation - Not
reported.

e Socioeconomic position - Not
reported.

Sample size: Sample size -
Interviews = 61 participants;
focus groups = 21 participants
(across all 5 sites). No detail in
relation to participants is provided
except to note that the study
draws on interviews with
stakeholders working in acute
care, intermediate care, primary
care, and social services; and
focus groups with frontline staff.

Intervention:

¢ Intervention category -
Intermediate care. The study
reports on interviews and focus
groups with key managers and
practitioners working in
intermediate care across 5
sites. It is not clear which
models of intermediate care
are provided at these sites.

Intermediate care was seen by respondents as
a positive development which fosters choice,
and improves quality of life and independence
which was more difficult to achieve in acute
services which are often under pressure and
tend lead to have dependency culture. The
authors emphasise that respondents felt that
the success of intermediate care depended on
the extent to which it offered choice and
flexibility to older people as part of a wide range
of care for older people.

The authors also report that respondents felt
that a service which enabled older people to
regain their independence in a non-acute
setting was valuable and enabled a more
accurate assessment of an individual’s level of
dependency.

“Difficulties in the relationship with acute
care: issues for hospital staff’ (p643) - The
authors report that some respondents felt that
intermediate care services had in some
instances been set up too rapidly and with only
minimal input from hospital staff. Others felt that
intermediate care the latest in a line of new
projects that drained funding and shifted the
focus from the importance of good practice:

Overall
assessment of

external validity:

++

Overall validity
rating:
+
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Describe intervention - No
details are provided on the
services delivered at each site.
Delivered by - Not reported.
Delivered to - No details are
provided on the service users
served by each site however
the focus of the paper is
intermediate care provided to
older people.

Duration, frequency, intensity,
etc. - Not reported.

Key components and
objectives of intervention - Not
reported.

Content/session titles - N/A
Location/place of delivery - Not
reported.

“I've been around far too long, I've seen so
many new schemes come and go at the
expense of good sound practice . . .
[Sometimes it’s not because existing schemes
aren’t working well, but because] the
government likes to have new money going to
new schemes and these new schemes [are] at
the expense of [existing] good practice”
(Respondent at site 2, p643).

Some respondents are also reported to have
been concerned that intermediate care
represented a lower quality model of care and
that services had been implemented before a
sufficient evidence base had been developed.

There was disagreement regarding the impact
which intermediate care services could have on
acute resources, with some respondents
suggesting that clinicians working in hospitals
may focus on acute care only and therefore ‘...
lose sight of the whole person ..." (Authors,
p643).

In contrast, other respondents are reported to
have felt that this was ‘... a more appropriate
use of expensive acute capacity’ (Authors,
p643).
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Respondents are also reported to have
suggested that intermediate care services are
seen as detached from mainstream services
and that this perceived separation, coupled with
hospital staffs and GPs poor understanding of
intermediate care itself can resulted in low
uptake.

Although the authors note that there had been
attempts to promote intermediate care locally,
respondents reported that the service was still
unfamiliar to many professionals: "l just think
people don’t think about it naturally as it is fairly
new. Services have been limited and where
they are they are probably working at capacity
because they are so limited so thinking of a
route through intermediate care as an
alternative to admitting somebody or discharge
them into long-term care, people just don'’t think
about it” (Respondent at Site 2, p644).

Other reasons for the perceived separation
between mainstream services and intermediate
care included eligibility criteria which were seen
as too restrictive and allowed patients to be
‘cherry-picked’: "Well the units...do develop
criteria, don’t they, because they have to
safeguard themselves by having so many
exclusions that actually they become almost
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impossible to use because busy clinicians can’t
maintain all the exclusion criteria at their
fingertips. And if you refer and are rejected,
next time you see a case you’re going to think
well, we'll do it as we always used to do”
(Respondent at Site 1, p644).

‘Difficulties in the relationship with acute
care: issues for intermediate care staff’
(p643) -

Some respondents are reported to have felt
that staff in acute settings were slow to adapt to
new services, were uncomfortable referring to
intermediate care because they perceived that
this meant loss of control over 'their’ patient,
and had little knowledge about services which
were available (which the authors note is
exacerbated by regular changes in staffing):

"No | don’t think safety is a problem, no. They
just, I think these particular 2 [doctors] do not
want to lose control of their patients. | think they
see it as a threat, their patients going to
somebody else, to a different Consultant”
(Respondent at Site 1, p644).

"l think the other thing is that | would like to see
is that my colleagues in the hospital setting . . .
feel more integrated with the intermediate care
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set up, which they don’t at the moment . . .
They don’t understand what is out there and it
is just so difficult to keep people up to speed
with new developments and changes”
(Respondent at Site 5, p 644).

Respondents were also concerned that hospital
staff saw intermediate care solely as a means
of reducing pressure on acute care rather than
a service which was appropriate for some but
not all patients:

"[We get inappropriate referrals, particularly
when there’s] a bed panic, like there is today,
and everybody will be told to go through the
ward and find any patients and there will almost
be a blanket referral [to intermediate care] for
virtually anybody who is vaguely upright”
(Respondent at Site 1, p645).

"| personally think we are perceived as
someone that can empty a hospital bed and not
as a continuation of the care” (Respondent at
Site 5, p645).

The authors report that intermediate care staff
sometimes felt under pressure to take referrals,
including those which were inappropriate, as a
means of ensuring that other professionals
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accepted the new service:

"There is a pressure to use Intermediate Care
services for things not fit for purpose. We are
already being asked to put people in
Intermediate Care places where there actually
is not an Intermediate Care element to that. It is
to get this person out of acute hospital bed”
(Respondent at Site 2, p645).

The authors note that overall, ‘... concerns from
community staff about the dominance and
practices of acute services were a recurring
theme’ (Authors, p645). They also note that the
feeling that intermediate care services could
become a ‘... a dumping ground for secondary
care ...’ (respondent at site 1, p646) was
common. Suggested solutions to some of the
concerns raised by respondents included:
greater involvement of geriatricians in
intermediate care as a means of assuaging
hospital staffs concerns regarding the quality of
care; joint review of eligibility criteria, rotational
posts, greater information and publicity in
relation to services as well as more proactive
work by intermediate care staff to identify
potential patients and greater in-reach in acute
settings (e.g. full involvement in discharge
meetings).
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The authors suggest that these solutions were
all underpinned by the sense that there needed
to be a cultural shift if acute services and
intermediate care were to work effectively
together:

"l think the interface between primary and
secondary care is a concept and it doesn’t
function really, other than as a place of passing
people from one to the other by paper, or e-mail
or whatever. | think our view is that you will only
get a real interface if it's a working environment
where there is some sort of working link
between people in the community and people in
hospital so that you can start to develop an
understanding between clinicians of what is
possible and so you can have some
commonality about risk sharing and risk
management . . .” (Respondent at site 2, p 646)
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1. Aimonino N, Tibaldi V, Barale S et al. (2007) Depressive symptoms and quality of life in elderly patients with
exacerbation of chronic obstructive pulmonary disease or cardiac heart failure: Preliminary data of a randomized
controlled trial. Archives of Gerontology and Geriatrics 44 (Suppl. 1): 7-12
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rating

Study aim: To
evaluate mortality,
functional, cognitive,
affective status in
elderly patients (<75
years of age) with
chronic obstructive
pulmonary disease
or acute congestive
heart failure when
treated at home or
in a general ward
after admission to
emergency
department.

Methodology:
Randomised
controlled trial.

Country: Not UK.
Italy.

Source of funding:
Not reported.

Participants: Service users and
their families, partners and carers
- chronic obstructive pulmonary
disease or acute congestive heart
failure patients.

Sample characteristics:
e Age - mean age 81.71£8.0
years.

Sex - not reported.

Ethnicity - not reported.

Religion/belief - not reported.

Disability - all elderly and

functionally impaired.

¢ Long term health condition -
chronic obstructive pulmonary
disease or acute congestive
heart failure, with comorbidities.

e Sexual orientation - not
reported.

e Socioeconomic position - not
reported.

Sample size:

Statistical data - service user related
outcomes -

Mortality: No significant difference between
geriatric home hospital service and general
medical ward.

Depression scores: From baseline to 6 months
follow-up geriatric home hospital service 14.25
to 12.44 (reduction of 1.81) vs. general medical
ward 12.81 to 12.68 (reduction of 0.13)
(significant, no p values given.)

Nottingham Health Profile - quality of life: From
baseline to 6 months follow-up geriatric home
hospital service reduced from 18.89 to 16.79
(improved score of 2.1) vs. general medical
ward reduced from 16.52 to 16.27 (improved
score of 0.25) (significant, no p values given).
NB. Higher scores correspond to greater
number and more severe problems.

Statistical data - service outcomes —
Hospital readmission at 6 months: A lower
readmission rate in geriatric home hospital

Overall
assessment of
internal validity:

Overall
assessment of

external validity:

+

Overall validity
rating:
+
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e Comparison numbers - General
medical ward n=35. (16 chronic
obstructive pulmonary disease;
19 congestive heart failure).

¢ Intervention numbers - Geriatric
home hospital service — n=38
(19 chronic obstructive
pulmonary disease; 19
congestive heart failure).

e Sample size — n=73.

Intervention:

¢ Intervention category - Geriatric
home hospital service.
Describe intervention - Geriatric
home hospital service,
operating since 1985, a home
based intervention and a
service that provides diagnostic
and therapeutic treatments by
health care professionals in
patient's home. Itis a
multidisciplinary team, including
geriatricians, nurses,
physiotherapists, social
workers and counsellors, also
medical consultation.

¢ Delivered by - Multidisciplinary
team.

service 16.6% vs. general medical ward 26.6%
(no p values given).

Lengths of treatment (days): A longer length of
treatment in geriatric home hospital service
22.3+10.8 days vs. general medical ward
12.648.5 days (significant, no p values given).

Effect sizes: Home hospital service vs.
general medical ward: Activities of Daily Living
(ADL): d=0.3258; 95% Confidence Interval
-0.1364 to 0.788; Instrumental Activities of
Daily Living (IADL): d=-0.4432; 95% CI -0.908
to 0.0216; Geriatric Depression Scale (GDS):
d=0.2725; 95% CI -0. 1888 to 0.7338;
Nottingham Health Profile (NHP), a quality of
life measure: d=0.2727; 95% CI -0.1886 to
0.734.
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e Delivered to - Chronic
obstructive pulmonary disease
and congestive heart failure
patients.

e Duration, frequency, intensity,
etc. -
not reported.

e Key components and
objectives of intervention - not
reported.

e Content/session titles - not
reported.

¢ Location/place of delivery -
Geriatric homes where the
participants stay.

Comparison intervention:
General medical ward service in
hospital.

Outcomes measured:

Service user related outcomes —
Activities of Daily Living.
Instrumental Activities of Daily
Living.

Geriatric Depression Scale.
Mini Nutritional Assessment.

Mini Mental State Examination.
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¢ Acute Physiology and Chronic
Health Evaluation.
Cumulative lliness Rating
scale.

Nottingham Health Profile -
quality of life.

Co-morbidity.

Mortality.

Service outcomes —
¢ Hospital readmission.
¢ Lengths of treatment.

Follow-up: 6 months.

Costs? No.

2. Bjorkdahl A, Nilsson AL, Grimby G et al. (2006) Does a short period of rehabilitation in the home setting facilitate

functioning after stroke? A randomized controlled trial.

Clinical Rehabilitation 20: 1038-49

Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

Study aim: To
evaluate if 3 weeks
of rehabilitation in
the home setting of
younger patients
with stroke would
improve activity
more than ordinary

Participants: Service users and
their families, partners and carers
- Young stroke patients.

Sample characteristics:

¢ Age - Median age 53 years
(range 27 to 64).

e Sex - 44 men; 15 women.

Statistical data - service user related
outcomes — (NB. Effect sizes not reported by
the authors. Effect sizes presented here were
calculated by the review team.)

Assessment of Motor Skills scores (AMPS):
Both groups improved significantly from
discharge to 1 year follow-up, no significant

Overall
assessment of

internal validity:
++

Overall
assessment of

external validity:
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difference between the home group and the +

outpatient
rehabilitation at the
clinic and facilitate
the rehabilitation
process.

Methodology:
Randomised
controlled trial.

Country: Sweden.

Source of funding:

Not reported.

¢ Ethnicity - not reported.

¢ Religion/belief - not reported.

¢ Disability - not reported.

¢ Long term health condition - All
were stroke patients.

e Sexual orientation - Not
reported.

e Socioeconomic position - Not
reported.

Sample size:

e Comparison numbers - Control
(day clinic group): n=29.

¢ Intervention numbers -
Intervention (home group),
n=30.

e Sample size - Total n=59.

Intervention:

¢ Intervention category - Home
rehabilitation.

e Describe intervention - The
patients received 9 hours of
training per week for 3 weeks
after discharge from the
rehabilitation ward, same as
what was usually offered at the
day clinic. In the home group
family or friends and helpers

day clinic group.

Improvement occurred at different times — The
home group improved significantly from
discharge to 3 weeks, no significant change in
clinic group during the intervention.

At discharge - home (n=30) - mean 1.45 (SD
0.99) vs. clinic (n=29) - mean 1.42 (SD 0.76).
At 3 weeks - home (n=29) - mean 1.71 (SD
0.91) vs. clinic (n=29) - mean 1.52 (SD 0.71).
At 3 months — home (n=28) - mean 2.02 (SD
1.08) vs. clinic (n=29) - mean 1.88 (SD 0.78).
At 1 year - home (n=28) - mean 2.18 (SD 1.04)
vs. clinic (n=29) - mean 2.28 (SD 0.94).

Effect sizes of home group vs. day clinic group,
using ordinal scale:

AMPS Motor (logits) Cut-off 2.0: 3 weeks:
d=0.2328; 95% Confidence Interval -0.2837 to
0.7493; 3 months: d=0.149; 95% CI1 -0.371 to
0.6691; 1 year: d=-0.101; 95% CI -0.6206 to
0.4186.

Assessment of Process Skills scores: Overall,
both groups improved significantly from
discharge to 1 year follow-up, no significant
difference between the home group and the
day clinic group.

Overall validity
rating:
+
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were involved and information
was given to them and the
patient about the stroke, its
consequences and how to deal
with them. An occupational
therapist and a physiotherapist
offered individually tailored
training, based on the patient’s
needs and desires and with
focus on activities in their
natural context, a top-down
approach. The content varied
from personal care to shopping
and trying out leisure activities.
Since the training was taking
place in the environment of the
patient and according to needs
at that specific day, no specific
training equipment was used.

¢ Delivered by - Occupational

therapists and physiotherapists.

¢ Delivered to - Stroke patients
discharged home, and also to
family or friends and helpers.

e Duration, frequency, intensity,
etc. - Nine hours of training per
week for 3 weeks.

e Key components and
objectives of intervention - The
intervention aimed to give

Improvement occurred at different times — The
home group improved significantly between 3
months and 1 year.

At discharge — home (n=30) - mean 1.00 (SD
0.73) vs. clinic (n=29) - mean 1.18 (SD 0.57).
At 3 weeks — home (n=29) - mean 1.26 (SD
0.75) vs. clinic (n=29) - mean 1.37 (SD 0.53).
At 3 months — home (n=28) - mean 1.23 (SD
0.64) vs. clinic (n=29) - mean 1.54 (SD 0.53).
At 1 year — home (n=28) - mean 1.55 (SD
0.76) vs. clinic (n=29) - mean 1.59 (SD 0.68).

Effect sizes of home group vs. day clinic group,
using ordinal scale, AMPS Process (logits)
Cut-off 1.0: Discharge: d=-0.2743; 95% CI
-0.7871 to 0.2385; 3 weeks: d=-0.1694; 95%
Cl -0.685 to 0.3462; 3 months: d=-0.5285; 95%
Cl -1.0568 to -0.0002; 1 year: d=-0.0555; 95%
Cl -0.5749 to 0.4639.

On both AMPS scales a significantly higher
percentage of the patients in the home group
than in the day clinic group reached the critical
level of change at the end of the intervention,
using the Kaplan-Meier curves.

Functional Independence Measure (FIM)
(motor) scores: Overall, both groups improved
significantly from discharge to one-year follow-
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support, information and
training by both occupational
therapists and physiotherapists
in the home setting to transfer
skills achieved in hospital into
the home environment. A
second aim was to describe the
costs associated with the
interventions.

e Content/session titles — N/A.

e Location/place of delivery —
Home.

Comparison intervention: Day
clinic (outpatient) rehabilitation. A
multi-professional team (no
details) offered training at the day
clinic. The focus of the
intervention in the day clinic
group was more a bottom-up
approach that focused on the
training of deficits or components
of function (impairment) in order
to generate better ability to
perform daily life activities.

Outcomes measured:

Service user related outcomes —

e The Assessment of Motor and
Process Skills to assess |IADL.

up. There were no significant differences
between the 2 groups. Improvement occurred
at different times. The clinic group improved
significantly between 3 months and 1 year.

At discharge — home - (n=31) - mean 2.44 (SD
2.08) vs. clinic (n=30) - mean 2.38 (SD 1.70).
At 3 weeks — home (n=30) - mean 2.83 (SD
2.05) vs. clinic (n=29) - mean 2.38 (SD 1.70).
At 3 months — home (n=30) - mean 3.22 (SD
2.12) vs. clinic (n=29) - mean 2.86 (SD 1.90).
At 1 year — home (n=29) - mean 3.14 (SD
2.07) vs. clinic (n=29) - mean 2.99 (SD 1.76).

Effects sizes of FIM motor scores (logits):
Discharge: d=0.0315; 95% CI -0.4705 to
0.5335; 3 weeks: d=0.2386; 95% CI -0.2736 to
0.7508; 3 months: d=0.1787; 95% CI -0.3328
to 0.6901; 1 year: d=0.0781; 95% CI -0.4368 to
0.593.

Functional Independence Measure (social-
cognitive) scores: Overall, both groups
improved significantly from discharge to one-
year follow-up. There were no significant
differences between the 2 groups.

Improvement occurred at different times. The
clinic group improved significantly between
discharge and 1 year.
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e The Functional Independence
Measure to assess
dependence.

e The Instrumental Activity
Measure to assess
dependence in everyday
activity.

¢ Thirty-metre walking test.

¢ Neurological deficit using the
National Institutes of Health
Stroke Scale.

e Screening for cerebral
functions.

Service outcomes —

e Costs of home based
rehabilitation and day clinic
rehabilitation.

Follow-up: At 3 weeks, 3 months
and 1 year.

Costs? Cost information.

At discharge — home (n=31) - mean 2.32 (SD
1.65) vs. clinic (n=30) - mean 2.43 (SD 1.57).
At 3 weeks — home (n=30) - mean 2.62 (SD
1.85) vs. clinic (n=29) - mean 2.94 (SD 1.57).
At 3 months — home (n=30) - mean 2.65 (SD
1.70) vs. clinic (n=29) mean 3.04 (SD 1.48).
At 1 year — home (n=29) mean 2.68 (SD 1.67)
vs. clinic (n=29) - mean 3.29 (SD 1.50).

Effect sizes of FIM social-cognitive scores
(logits): Discharge: d=0.1986; 95% CI -0.3046
to 0.7018; 3 weeks: d=-0.1862; 95% ClI
-0.6978 to 0.3253; 3 months: d=-0.2444; 95%
Cl1 -0.7567 to 0.2679; 1 year: d=-0.3843; 95%
Cl -0.9037 to 0.1351.

Instrumental Activity Measure (IAM) to assess
dependence in everyday activity: Overall, both
groups improved significantly from discharge to
one-year follow-up, no significant differences
between the 2 groups.

At discharge — home (n=30) - mean -1.8 (SD
1.66) vs. clinic (n=29) - mean -3.2 (SD 1.10).
At 3 weeks — home (n=30) - mean 0.29 (SD
1.35) vs. clinic (n=29) - mean 0.08 (SD 0.99).
At 3 months — home - (n=30) - mean 0.54 (SD
1.47) vs. clinic (n=29) - mean 0.59 (SD 1.20).
At 1 year — home (n=29) - mean 0.70 (SD
1.63) vs. clinic (n=29) - mean 1.05 (SD 1.76).
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Effect sizes of IAM (logits)

Discharge: d=0.0991; 95% CI -0.4116 to
0.6098; 3 weeks: d=0.1769; 95% CI -0.3345 to
0.6883; 3 months: d=-0.0372; 95% CI -0.5476
to 0.4733; 1 year: d=-0.2063; 95% CI -0.7224
to 0.3097.

Thirty-metre walking test: Overall, both groups
improved significantly from discharge to one-
year follow-up, no significant differences
between the 2 groups.

Discharge 25 0.70 0.33 26 0.84 0.46

3 months 24 0.90 0.32 28 0.93 0.43

1 year 26 0.94 0.33 27 0.98 0.39

At discharge — home (n=25) - mean 0.70 (SD
0.33) vs. clinic (n=26) - mean 0.84 (SD 0.46).
At 3 months — home (n=24) - mean 0.90 (SD
0.32) vs. clinic - (n=28) - mean 0.93 (SD 0.43).
At 1 year - home (n=26) - mean 0.94 (SD 0.33)
vs. clinic (n=27) - mean 0.98 (SD 0.39).

Effect sizes of Thirty-metre walking test:
Discharge: d=-0.3486; 95% CI -0.9017 to
0.2046; 3 months: d=-0.0783; 95% CI -0.6237
to 0.4672; 1 year: d=-0.1105; 95% CI -0.6495
to 0.4284.
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Total cost: Both groups received 27 hours of
intervention in the 3 weeks.

Home: 1830 Euros Clinic: 4410 Euros (home
group costs 42% of the clinic group.)

3. Bjorkdahl A, Nilsson AL, Sunnerhagen KS (2007) Can rehabilitation in the home setting reduce the burden of care for
the next-of-kin of stroke victims? Journal of Rehabilitation Medicine 39: 27-32
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Study aim: To
evaluate if an
intervention with
information about
stroke and its
consequences, as
well as practical
advice and training
in the home setting
reduces or affects
the burden of care
for next-of-kin.

Methodology:
Randomised
controlled trial.

Country: Sweden.

Participants: Service users and
their families, partners and carers
- family carers, next-of-kin of
stroke patients rehabilitating at
home.

Sample characteristics:

¢ Age - mean age of stroke
patients 53 years; no info on
carers. (NB. no. of husbands as
carer responders to
questionnaires: home group 6;
day clinic group 3. no. of wives
as carer responders to
questionnaires: home group 12;
day clinic group 12. no. of
grown-up children responders
to questionnaires: home group
0; day clinic group 2.)

Statistical data - family or caregiver related
outcomes -

Caregiver Burden Scale: Overall score of the 2
groups: No significant differences between the
2 groups. Maximum sum score of the
Caregiver Burden Scale of 66, and reflects a
definite burden on all questions. The median
sum score of the sample was 27 (0-52) at 3
weeks, 21 (0-50) at 3 months and 19 (0—45) at
the 1-year follow-up.

Day clinic group: Significant change in
Caregiver Burden Scale scores between 3
months and 1 year, suggesting a tendency to a
lower burden on the ‘general strain’ index for
the next-of-kin in the home group compared
with the next-of-kin in the day clinic group at 3
weeks.

Overall
assessment of

internal validity:
+

Overall
assessment of

external validity:
+

Overall validity
rating:
+
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Source of funding:
Government - The
Swedish Research
Council.

Sex - Not reported for either
patients or carers.

Ethnicity - Not reported for
either patients or carers.
Religion/belief - Not reported
for either patients or carers.
Disability - Not reported for
carers.

Long term health condition -
Not reported for carers of
stroke patients. The sample of
patients had a median score on
the National Institute of Health
Stroke Scale (NIHSS) of 5
(maximum score 36, the lower
score the less deficit) and a
median sum score of 76
(maximum score 91, which
means total independence) on
the Functional Independence
Measure -motor scale at
discharge from the
rehabilitation ward. The groups
did not differ in any aspect.)
Sexual orientation - Not
reported for either patients or
carers.

Home group: The burden for the home group
stays about the same on the 2 follow-up
assessments at 3 months and 1 year.

To the question ‘Do you sometimes feel as if
you would like to run away from the entire
situation you find yourself in?’: At 3 weeks -
acknowledged by 30% of the next-of-kin in the
home group vs. 60% in the day clinic group. At
1 year - acknowledged by 50% in the home
group vs. 40% in the day clinic group.

Correlations findings:

At 3 weeks - The burden of caregivers in the
home group correlated significantly, with FIM
motor scale (p=0.003), Functional
Independence Measure - social/cognitive scale
(p=0.001), Assessment of Motor and Process
Skills - process skill (p=0.010) and the
European Brain Injury Questionnaire (p=0.000)
completed by the next-of-kin. No such
correlation in the day clinic group other than
the European Brain Injury Questionnaire
completed by the next-of-kin.

At one-year follow-up: No significant
correlations were found for the next-of-kin in
the home group. Significant correlations in the
day clinic group between the burden of
caregivers and the patient’s life satisfaction
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e Socioeconomic position - Not
reported for either patients or
carers.

Sample size:

e Comparison numbers - Day
clinic group: 17 carers.

¢ Intervention numbers - Home
group: 18 carers.

e Sample size - 36 family carers
of 59 stroke patients.

Intervention:

¢ Intervention category -
Rehabilitation in the home
setting.
Describe intervention - The
intervention began directly after
discharge from the
rehabilitation ward and lasted
for 3 weeks. In the home group,
family or friends and helpers
were involved and information
was given to them and the
patient about the stroke, its
consequences and how to deal
with them. An occupational
therapist and a physiotherapist
offered individually tailored

(p=0.000), Functional Independence Measure -
social/cognitive scale (p=0.000), while no
significant correlations were found for the next-
of-kin in the home group. There were
significant correlations between the burden of
care and European Brain Injury Questionnaire
by the next-of-kin for both groups (p=0.000).
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training, based on the patient’s
needs and desires, focusing on
activities in their natural
context; a top-down approach
to facilitate adaptation. The
content varied from personal
care to shopping and trying out
leisure activities. As skills and
strategies were directly
implemented into real life it was
easy for the family members to
follow the progress and be
aware of the ability of the
patient.

¢ Delivered by - An occupational
therapist and a physiotherapist
offered individually tailored
training.

e Delivered to - Carers of stroke
patients after discharge.

e Duration, frequency, intensity,
etc. - Duration of intervention 3
weeks, no information on
intensity or frequency.

¢ Key components and
objectives of intervention - See
'Intervention details'.

e Content/session titles — N/A.
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e Location/place of delivery —
Home.

Comparison intervention: Day
clinic group. A multi-professional
team offered training at the day
clinic to which the person
commuted 3 times a week. There
was a possibility for the next-of-
kin to participate occasionally, not
always feasible due to working
hours, etc. for the next-of-kin.
Over all accessibility for the
family was not as easy as for the
home group, and fewer
opportunities to ask questions
and get direct answers in
conjunction with the training. The
focus of the intervention in the
day clinic group was more a
bottom-up approach that focused
on the training of deficits or
components of function
(impairment). It became more
difficult for the patient as well as
for the next-of-kin to understand
how things at the clinic could be
transferred into real life.

Outcomes measured:
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Family or caregiver related
outcomes -

Caregiver burden was assessed
with the Caregiver Burden Scale,
a questionnaire with 22 questions
(answered in written by the carer)
concerning burden from the
aspects of the caregiver’s health,
feeling of psychological well-
being, relations, social network,
physical workload and
environmental aspects that might
be important. The 'general strain'
index of the Caregiver Burden
Scale was used.

To investigate which aspects
might influence burden, the
Caregiver Burden Scale was
used as a measure of burden and
was correlated with the following
instruments: the Functional
Independence Measure (divided
into Motor score and
Social/cognitive score),
Assessment of Motor and
Process Skills, European Brain
Injury Questionnaire - patient and
close relatives version, the
questionnaire of Life satisfaction
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by Fugl-Meyer, National Institute
of Health Stroke Scale and
Barrow Neurological Institute
Screening of higher cerebral
functions. The National Institute
of Health Stroke Scale and BNIS
measured body functions, such
as physical and cognitive
function. The Functional
Independence Measure and
Assessment of Motor and
Process Skills evaluated activity
limitations. The European Brain
Injury Questionnaire is a
questionnaire concerning
perceived social, cognitive and
emotional problems of the stroke
victim, which was given both to
the patients and to the next-of-
kin. The aspect of life satisfaction
was only available from the
patient.

Follow-up: Three weeks, 3
months and 1 year post-
intervention.

Costs? No.
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4. Fjaertoft H, Indredavik B, Magnussen J et al. (2005) Early supported discharge for stroke patients improves clinical
outcome. Does it also reduce use of health services and costs? One-year follow-up of a randomized controlled trial.
Cerebrovascular diseases 19: 376-83
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Study aim: To
compare the use of
health services and
the costs of these in
the extended stroke
unit service group
with the ordinary
stroke unit service
group during the
first year following a
stroke.

Methodology:
Randomised
controlled trial.

Country: Norway.

Source of funding:
Government -
Norwegian
Foundation for
Health and
Rehabilitation.

Participants: Service users and
their families, partners and carers
- stroke patients after discharge.

Sample characteristics:

Age - From previous study
(Indredavik 2000) - mean age -
Extended stroke unit service 74
years; Ordinary stroke unit
service 73.8 years.

Sex - From previous study
(Indredavik 2000) Sex (male)
extended stroke unit service:
54% Ordinary stroke unit
service: 44%.

Ethnicity - not reported.
Religion/belief - not reported.
Disability - not reported.
Long term health condition -
Transient ischemic attack -
Extended stroke unit service:
13%, Ordinary stroke unit
service: 14%. Stroke -
Extended stroke unit service:
12%, Ordinary stroke unit
service: 16%. Hypertension -

Statistical data - service outcomes —

Mean length of inpatient stay: Acute care in
stroke unit: No significant difference between
the 2 groups; extended stroke unit service -
mean 12.6 days (range 1-48), total 2,008 days
vs. ordinary stroke unit service - mean 12.5
days (range 1-64), total 2,004 days, p=0.771.

Inpatient rehabilitation: A significant reduction
in inpatient rehabilitation in the extended stroke
unit service group; extended stroke unit service
- mean 11.1days (range 0—-182) total 1778
days vs. ordinary stroke unit service - mean
23.4 (range 0-163) total 3,732 days, p<0.001
(significant).

Hospital readmission: No significant difference
between the 2 groups; extended stroke unit
service mean 5.8 days (range 0—120) total 927
days vs. ordinary stroke unit service - mean 7.3
days (range 0-62), total 1,167 days, p=0.269
(non-significant).

Nursing home/‘assisted living’: No significant
difference between the 2 groups; extended
stroke unit service mean 37.2 days, (range 0—
344), total 5,952 days vs. ordinary stroke unit

Overall
assessment of

internal validity:
+

Overall
assessment of

external validity:

+

Overall validity
rating:
+
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Extended stroke unit service:
33%, Ordinary stroke unit
service: 35%. Myocardial
infarction - Extended stroke unit
service: 19%, Ordinary stroke
unit service: 16%. Atrial
fibrillation - Extended stroke
unit service: 17%, Ordinary
stroke unit service: 15%.
Diabetes - Extended stroke unit
service: 15%, Ordinary stroke
unit service: 12%.

e Sexual orientation - not
reported.

e Socioeconomic position - Living
alone (from Indredavik 2000) -
Extended stroke unit service:
41%, Ordinary stroke unit
service: 43%.

Sample size:

e Comparison numbers -
Ordinary stroke unit service
n=160.

¢ Intervention numbers -
Extended stroke unit service
n=160.

e Sample size — Total N=320.

service mean 41.9 days (range 0-356), total
6698 days, p=0.602 (non-significant).

Total inpatient bed days: A significant
reduction in inpatient stay in the extended
stroke unit service group; extended stroke unit
service mean 66.7 days (range 1-364), total
10,665 days vs. ordinary stroke unit service
mean 85.0 days (range 1-364), total 13,601
days, p=0.012 (significant).

Home nursing care: No significant difference
between the 2 groups, a trend towards
reduced requirement for home nursing service
in the extended stroke unit service group;
extended stroke unit service - mean 78.5 days
(range 0-1536), total 12,560 days vs. ordinary
stroke unit service - mean 101.4 days (range
0-1066), total 16,233 days , p=0.085 (non-
significant).

Day clinic: Significant increase in use of day
care in the extended stroke unit service group;
extended stroke unit service - mean 11.4 days
(range 0-63), total 1831 days vs. ordinary
stroke unit service - mean 8.9 days (range 0—
55), total 1,438 days, p=0.027 (significant).

Adult day care: No significant difference
between the 2 groups; extended stroke unit
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Intervention:

¢ Intervention category -
Extended stroke unit service.

¢ Describe intervention -
Extended stroke unit service
offered a comprehensive
follow-up stroke service
organized by a coordinating
mobile team that followed the
patient for the first month after
discharge from hospital. They
established a programme and
support system that allowed the
patient to live at home as soon
as possible and to continue
rehabilitation at home or in a
day clinic. The mobile team
consisted of a physiotherapist,
an occupational therapist, a
nurse and the part-time service
of a physician. One of the
therapists acted as a case
manager for the patient.

e Delivered by - A
physiotherapist, an
occupational therapist, a nurse
and the part-time service of a
physician.

e Delivered to - Stroke patients
after discharge.

service - mean 3.5 days (range 0-96), total
556 days vs. ordinary stroke unit service -
mean 4.0 days (range 0-99), total 645 days,
p=0.720 (non-significant).

General practitioner: No significant difference
between the 2 groups; extended stroke unit
service - mean 7.5 days (range 0-58), total
1199 days vs. ordinary stroke unit service -
mean 6.4 days (range 0-35), total 1027 days,
p=0.184 (non-significant).

Physiotherapist: No significant difference
between the 2 groups; extended stroke unit
service - mean 4.5 days (range 0-58), total
721 days vs. ordinary stroke unit service -
mean 4.8 days (range 0-57), total 768 days,
p=0.745 (non-significant).

Occupational and speech therapists: No
significant difference between the 2 groups;
extended stroke unit service - mean 1.5 days
(range 0-56), total 241 days vs. ordinary
stroke unit service - mean 1.2 days (range 0—
34), total 117 days, p=0.260 (non-significant).

Mean costs/patient during the first 52
weeks after stroke (in Euros) -

Acute care in stroke unit: Extended stroke unit
service - mean 5,485 (range 437-20,979) vs.
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¢ Duration, frequency, intensity,
etc. - not reported.

e Key components and
objectives of intervention - To
assess if the extended stroke
unit service reduced health
service use and costs.

e Content/session titles — N/A.

e Location/place of delivery —
Home.

Comparison intervention:
Ordinary stroke unit service
organized by the primary health
care system with further inpatient
rehabilitation or a follow-up
programme organized after
discharge from hospital.

Outcomes measured:
Service outcomes —
e Health service use and costs.

Follow-up: 1 year.

Costs? Cost information.

ordinary stroke unit service - mean 5474
(range 437-32,343), p=0.504 (non-significant).

Inpatient rehabilitation: Extended stroke unit
service - mean 2,053 (range 0-35,001) vs.
ordinary stroke unit service - mean 4178
(range 0-31,540), p=0.000 (significant).

Home based rehabilitation: Extended stroke
unit service - mean 4065 (range 0—46,829) vs.
ordinary stroke unit service - mean 4339
(range 0-36,235), p=0.532 (non-significant).

Nursing home/‘assisted living’: Extended
stroke unit service - mean 4233 (range 0—
39,560) vs. ordinary stroke unit service - mean
4645 (range 0-39,548), p=0.560 (non-
significant).

Hospital readmission: Extended stroke unit
service - mean 2532 (range 0-52,448) vs.
ordinary stroke unit service - mean 3188
(range 0-27,098), p=0.229 (non-significant).

Mobile team: Extended stroke unit service
only: mean 569.

All health service costs: Extended stroke unit
service - mean 18,937 (range 481-92,498) vs.
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ordinary stroke unit service - mean 21,824
(range 569-92,792), p=0.127 (non-significant).

5. Inglis SC, Pearson S, Treen S et al. (2006) Extending the horizon in chronic heart failure: Effects of multidisciplinary,
home-based intervention relative to usual care. Circulation 114: 2466-73

Research aims PICO (population, intervention, | Findings Overall validity
comparison, outcomes) rating
Study aim: To Participants: Service users and | Statistical data - service user related Overall

examine the long-
term (minimum of
7.5 to 10 years)
impact of a nurse-
led, multidisciplinary
home based
intervention versus
usual post-
discharge care in an
old and fragile
cohort of 297
congestive heart
failure patients
discharged from
short-term hospital
care.

Methodology:
Randomised
controlled trial.

their families, partners and carers
- patients with chronic congestive
heart failure.

Sample characteristics:

Age - mean age 75 years.

Sex - 56% males.

Ethnicity - 42-44% non- English
speaking.

Religion/belief - not reported.
Disability - not reported.

Long term health condition -
Previous admission for heart
failure ranged from 55-63 %.
Comorbidity: Past myocardial
infarction- 50-55%. Chronic
airways disease- 32-40%.
Chronic hypertension- 57-58%.
Non—insulin-dependent/insulin-
dependent diabetes- 26-31%.

outcomes —

All-cause mortality: Significantly fewer
participants in the home based intervention
group died compared with usual care; home
based intervention n=114 (77%) vs. usual care
n=132 (89%), adjusted relative risk = 0.74;

95% Confidence Interval 0.53 to 0.80; p<0.001.

Median survival: Significantly higher survival
rate in home based intervention group; home
based intervention 40 months vs. usual care:
22 months, p<0.001.

Prolonged event-free survival: Significant
increase in home based intervention group;
home based intervention median of 7 event
free months vs. usual care median of 4 event
free months, p<0.01.

Days of hospital-free survival: More days in
home based intervention group; home based
intervention 1,448 (SD+1,187) vs. usual care:

assessment of
internal validity: +

Overall
assessment of
external validity: +

Overall validity
rating: +
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Country: Not UK.
Australia.

Source of funding:
Government -
National Heart
Foundation, and
National Health and
Medical Research
Council of Australia.

Mean Charlson Index score-
2.8-2.9.

e Sexual orientation - not
reported.

e Socioeconomic position - Living
alone 36-41%, no other
information.

Sample size:

e Comparison numbers - Usual
care n=148.

¢ Intervention numbers - Home-
based intervention n=149.

e Sample size — Total n=297.

Intervention:

¢ Intervention category - Home-
based intervention as a
congestive heart failure
management programme.
Describe intervention - Usual
care and home based
intervention. Home-based
intervention comprised a
structured home visit within 7 to
14 days of discharge, by a
nurse and pharmacist, or by a
qualified cardiac nurse. During
the home visit, patients

1,010 (SD+/-999), p<0.001, adjusted for being
prescribed a Beta blocker at baseline, relative
risk = 0.76, 95% CI 0.61 to 0.96, p=0.010.

Number of unplanned readmissions: More in
home based intervention group: home based
intervention 560; usual care: 550. However,
when adjustments are made for duration of
follow-up and HBI-related survival time, HBI
group’s rate of readmission was significantly
lower. It took 7 years for the 2 groups to match.

Rate of readmission per patient per year:

Significantly lower in home based intervention
group. Home based intervention: 2.04 (SD +/-
3.23) vs. usual care: 3.66 (SD+7.62), p=0.039.

Days of recurrent hospital stay per patient per
year: Significantly lower in home based
intervention group: home based intervention
14.8 (SD+23) vs. usual care 28.4 (SD+53.40,
p<0.045.

Average length of stay for readmission: Lower
in home based intervention group; home based
intervention 8.2(SD+5.5) vs. usual care: 8.8
(SD+6.5), non-significant.

Elective admissions (predominantly surgical
procedures): More in home based intervention
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underwent a physical
examination and a review of
their adherence to and
knowledge of their condition
and prescribed treatments as
well as an assessment of their
social support system. Factors
likely to increase the immediate
and longer-term probability of
hospital readmission or death
were identified, such as
undiagnosed early clinical
deterioration and an impaired
ability to recognize signs of an
impending crisis, poor self-care
behaviours and/or were taking
potentially harmful medication.
On the basis of this
comprehensive home
assessment, patients and their
families received a combination
of remedial counselling,
introduction of strategies
designed to improve treatment
adherence, introduction of a
simple exercise regimen, and
incremental monitoring by
family/caregivers. Those with
signs of clinical deterioration
were immediately reviewed by

group; home based intervention 159 vs. usual
care 92, non-significant. Home based
intervention was associated with 120 more life-
years per 100 participants treated compared
with usual care (405 vs. 285 years) at a cost of
$1729 per additional life-year gained when we
accounted for healthcare costs including the
home based intervention.

Healthcare costs: During almost the entire
remaining life span of this cohort, the cost-
benefit of home based intervention was
estimated to be AU$1,729 per additional life-
year gained.
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their primary care physician or
cardiologist, and remedial
action was taken. Those with
problems in managing their
medications were referred for
long-term support by their
community pharmacist.
Irrespective of the outcome, a
comprehensive report was sent
to the patient’s primary care
physician and cardiologist
detailing both the assessment
and any actions taken or
recommended. All patients had
a telephone follow-up over 6
months to ensure that patients
were receiving appropriate
levels of support, and the
patient’s physicians and/or
community services were
contacted to address any
problems. 25% of patients
initiated telephone calls for
advice and/or to arrange an
urgent review. Both short-term
(intensive) and long-term
(predominantly routine and
surveillance) management
strategies were applied as part

of the home based intervention.
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It is assumed that there was
'No restrictions were placed on
the extent or the intensity of
follow-up' (p2,467) which was
what the usual care group
received.

e Delivered by - Nurse-led
multidisciplinary team including
community pharmacists, family
physicians, community services
(no details what kind of
services reported).

¢ Delivered to - Patients with
congestive heart failure after
hospital discharge.

e Duration, frequency, intensity,
etc. - See 'Describe
intervention'.

e Key components and
objectives of intervention - See
'Describe intervention'.

e Content/session titles — N/A.

e Location/place of delivery -
Patient's home.

Comparison intervention: Usual
Patient Management (usual care)
- usual levels of post-discharge
planning. No restrictions were
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placed on the extent or the
intensity of follow-up. This
included an appointment with
their primary care physician and
the cardiology outpatient clinic
within 14 days of discharge. All
patients underwent regular
outpatient-based review by a
cardiologist at the hospital and
attended their same primary care
clinic.

Outcomes measured:

Service user related outcomes —
¢ All-cause mortality.

e Event free survival.

Service outcomes —

¢ Frequency of hospital
admission.

¢ Healthcare utilisation costs and
subsequent cost per life-year
saved.

¢ Length of hospital stay.

e Type of hospital admission
(elective/unplanned).

Follow-up: Long term follow-up

at ten years (minimum 7.5 years).
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Data for the same cohort of
patient when followed-up at 3-6
years were assessed in another
paper (Stewart 2002).

Costs? Cost information.
Healthcare utilization costs and
subsequent cost per life-year
saved.

6. Kalra L, Evans A, Perez | et al. (2005) A randomised controlled comparison of alternative strategies in stroke care.
Health Technology Assessment 9: 18

compare a range of
outcomes at 3, 6
and 12 months
between stroke
patients managed
on the stroke unit,
on general wards
with stroke team
support or at home
by specialist
domiciliary care
team.

Methodology:
Randomised

their families, partners and carers
- patients with disabling stroke.

Sample characteristics:

e Age - Median age — stroke unit
75 years; stroke team 77.3
years; home care 77.7 years.
Sex - females (%) stroke unit:
46.6, stroke team: 50.6, home
care: 45.6.

¢ Ethnicity - not reported.

¢ Religion/belief - not reported.

¢ Disability — Number of patients
with premorbid independence:

outcomes —

Mortality or institutionalised at 3 months (%):
Participants managed in home care were
significantly more likely to die or be
institutionalised compared with the stroke unit
group; stroke unit 10% vs. home care 20%,
relative risk = 0.50 (95% Confidence Interval
0.29 to0 0.87), p=0.01. There was no significant
difference in mortality or institutionalisation rate
between the home care and the stroke team
group; stroke team 20% vs. home care 20%,
relative risk = 1.00 (95% CI1 0.96 to 1.04),
p=0.99.

Research aims PICO (population, intervention, | Findings Overall validity
comparison, outcomes) rating
Study aim: To Participants: Service users and | Statistical data - service user related Overall

assessment of

internal validity:
++

Overall
assessment of

external validity:

++

Overall validity
rating:
++
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controlled trial.
Prospective, single-
blind, randomised
controlled trial.

Country: UK —
South east England
— Bromley.

Source of funding:
Government
- Health Technology
Assessment
Programme.

Continence: stroke unit: 146
stroke team: 147 home care:
148, Dressing: stroke unit: 146
stroke team: 143 home care:
142, Mobility: stroke unit: 145
stroke team: 146 home care:
146.

¢ Long term health condition -
Risk factor profile (%) Previous
stroke/TIA: stroke unit: 26;
stroke team: 29; home care:
30. Hypertension: stroke unit:
45; stroke team: 48; home
care: 48. Diabetes mellitus:
stroke unit: 11; stroke team: 16;
home care: 15. Atrial fibrillation:
stroke unit: 24; stroke team: 27;
home care: 16. Smoking:
stroke unit: 19; stroke team: 14;
home care: 15. Ischaemic heart
disease: stroke unit: 22; stroke
team: 25; home care: 21.
Carotid bruit: stroke unit: 3;
stroke team: 5; home care: 3.
Stroke characteristics: Median
Orgogozo score (IQR) (extent
and severity of neurological
deficit): stroke unit: 75 (46-90)
stroke team: 80 (60-90) home
care: 85 (58-90). OPS (motor,

Mortality or institutionalised at 6 months (%):
Participants managed in home care were more
significantly likely to die or be institutionalised
compared with the stroke unit group; stroke
unit 13% vs. home care 24%, relative risk =
0.42 (95% C1 0.24 to 0.75), p=0.003. There
was no significant difference in mortality or
institutionalisation rate between the home care
and the stroke team group; stroke team 25%
vs. home care 24%, relative risk = 1.05, (95%
C1 0.71 to 1.56), p=0.81.

Mortality or institutionalised at 12 months (%):
Participants managed in home care were
significantly more likely to die or be
institutionalised compared with the stroke unit
group; stroke unit 14% vs. home care 23%,
relative risk = 0.59 (95% CI 0.37 to 0.95),
p=0.03. No significant difference in mortality or
institutionalisation rate between the home care
and stroke team group; stroke team 30% vs.
home care 23%, relative risk = 1.28 (95% CI
0.87 to 1.87), p=0.20.

After adjusting for age, baseline Bl and
dysphasia at all time-points, the odds of dying
or being institutionalised at 1 year were 3.2
greater for stroke team participants and 1.8
greater for participants receiving specialist
home care compared with stroke unit care.
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balance, proprioception and
cognition) (1.6—6.8), median
(IQR): stroke unit: 3.2 (2.4-4.4)
stroke team:3.2 (2.4—4.4) home
care: 2.8 (2.0-4.0) Bl (Barthel
Index, consisting of feeding,
dressing, toilet use and mobility
assessments) (0—20), median
(IQR): stroke unit: 8 (5-12)
stroke team: 9 (5-12) home
care:10 (4-14).

e Sexual orientation - not
reported.

e Socioeconomic position - lives
alone (%) stroke unit: 33.7
stroke team: 36.6 home care:
33.5.

Sample size:

e Comparison numbers - 152
stroke unit care (n=152), stroke
team care (n=152).

e Intervention numbers -
domiciliary care (n=153).

e Sample size — Total n=457.

Intervention:
¢ Intervention category - Stroke
care and management at home

Cox’s regression survival analysis; stroke unit
vs. home care - Hazards ratio = 1.7 (95% CI
1.0 to 3.0), p=0.04 (significant).

Mortality rates at 3 months: There was a
significantly higher mortality rate in the home
care group than the stroke unit group; stroke
unit 4% vs. home care 10%, relative risk = 0.41
(95% CI 0.17 to0 0.98, p=0.05). There was no
significant difference in mortality rate between
the stroke team and the home care groups;
stroke team 12% vs. home care 10%, relative
risk = 1.24 (95% CI 0.64 to 2.38, p=0.52).

Mortality rates at 6 months: There was no
significant difference in mortality rate between
the stroke unit and the home care groups;
stroke unit 7% vs. home care 13%, relative risk
=0.50 (95% 0.25 to 1.02, p=0.06). There was
no significant difference in mortality rate
between the stroke team and the home care
groups; stroke team 17% vs. home care 13%,
relative risk = 1.27 (95% CI1 0.74 to 2.19,
p=0.39).

Mortality rates at 1 year: There was no
significant difference in mortality rate between
the stroke unit and the home care groups;
stroke unit 9% vs. home care 15%, relative risk
=0.59 (95% CI1 0.31 to 1.11, p=0.10). There
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after discharge.

Describe intervention - Home
(domiciliary) care (home care):
Patients in the home care
group were managed in their
own home by a specialist team
consisting of a doctor
(specialist registrar), a nurse (G
grade) and therapists (senior |
grades), with support from
district nursing and social
services for nursing and
personal care needs. Patients
were under the joint care of the
stroke physician and GP, who
retained the clinical
responsibility for patients
managed in the community,
supported by the stroke team.
The stroke team consisted of
the stroke nurse (coordinator),
doctor, physiotherapist and
occupational therapist, and will
be supported by the district
nurses and social services care
managers. They liaised closely
with the GP and the stroke
consultant to maintain
continuity of care, provided
timely information on progress

was no significant difference in mortality rate
between the stroke team and the home care
groups; stroke team 23% vs. home care 15%,
relative risk = 1.56 (95% CI 0.96 to 2.53,
p=0.07).

Barthel Index scores at 3 months: There was
no significant difference between the 3 groups;
stroke unit 82% vs. home care 73%, relative
risk = 1.11 (95% CI 0.99 to 1.25), p=0.09 (non-
significant); stroke team 70% vs. home care
73%, relative risk = 0.96 (95% CI1 0.83 to 1.11),
p=0.58 (non-significant).

Dependence (modified Rankin Scale, survival
without severe disability) at 1 year: Significantly
less participants survived without severe
disability in the home care group compared
with the stroke unit group; stroke unit 85% vs.
home care 71%, relative risk = 1.21 (95% CI
1.07 to 1.37, p=0.002). There were no
significant differences between the stroke team
and the home care groups; stroke team 66%
vs. home care 71%, relative risk = 0.94 (95%
C1 0.81 to 1.09, p=0.42).

Changes in Barthel Index scores at 6 months
and 1 year for survivors (stroke unit n=138;
stroke team n=115; home care n=123) -
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and were responsive to general
practice concerns and
comments. Investigations,
including CT scanning, were
performed on an outpatient
basis. Therapy was provided by
members of the specialist
stroke team. Each patient had
an individualised integrated
care pathway outlining activities
and the objectives of treatment,
which was reviewed at weekly
multidisciplinary meetings. This
support was provided for a
maximum of 3 months.
Patients’ progress were
monitored on a regular basis in
multidisciplinary meetings. The
team reviewed patients on the
basis of comprehensive
assessments, goals and
progress. Problems in
rehabilitation of individual
patients were discussed at
these meetings. Patient/carer
involvement was encouraged
as appropriate. Specialist
support was provided from the
hospital to support the ‘shared
care’ with GPs.

baseline comparisons similar for age, gender
and premorbid functional abilities:

Survivors in the stroke unit showed a
significantly greater change than those in the
home care group at 6 months (stroke unit 9 vs.
home care 7, p<0.02) and at 1 year (stroke unit
10 vs. home care 7, p<0.002).

Changes in FAI scores for survivors (stroke
unit n=138; stroke team n=115; home care
n=123) - baseline comparisons similar for age,
gender and premorbid functional abilities:
Differences from pre-stroke and post stroke
function were greatest in the stroke unit group
and least in those in the home care group
(p<0.005 at 6 months; p<0.01 at 1 year).

Hospital Anxiety and Depression Scale scores
— Anxiety: There were no significant
differences between the 3 groups at 3 months
(stroke unit 3 vs. stroke team 4 vs. home care
3), or at 1 year (stroke unit 2 vs. stroke team 2
vs. home care 2).

Hospital Anxiety and Depression Scale scores
— Depression: There were no significant
differences between the 3 groups at 3 months
(stroke unit 3 vs. stroke team 3 vs. home care
3), or at 1 year (stroke unit 2.5 vs. stroke team
3 vs. home care 2).
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e Delivered by - Stroke team (see
intervention details).

¢ Delivered to - Stroke patients

e Duration, frequency, intensity,
etc. - Support by stroke team at
home for 3 months. No report
of frequency and intensity.

e Key components and
objectives of intervention - See
'describe intervention'.

e Content/session titles - Home
care for stroke patients after
discharge.

e Location/place of delivery —
home.

Comparison intervention:

Two control interventions: Stroke
Unit (stroke unit): patients in this
group received care on the stroke
unit (acute and rehabilitation) was
provided by a stroke physician
supported by a multidisciplinary
team with specialist experience in
stroke management. There were
clear guidelines for acute care,
prevention of complications,
rehabilitation and secondary
prevention, and a culture of joint

EuroQuol analogue scores: Significant higher
rating in the stroke unit and the home care
groups compared with the stroke team group
at 3 months (stroke unit 75 vs. stroke team 60
vs. home care 73, home care vs. stroke team,
p<0.005). There was no significant difference
between the 3 groups at 1 year (stroke unit 80
vs. stroke team 75 vs. home care 75).

Statistical data - satisfaction with services -
Patient satisfaction at 3 months: Patients in the
home care group were more satisfied with the
care provided by the domiciliary stroke team
compared with the stroke unit or the stroke
team. This was significant for 'being able to talk
about problems with professionals' (Chi-sq
25.5, p<0.0001), 'information on the nature and
cause of the stroke' (Chi-sq 8.6, p<0.014)'
'organisation of care at home' (Chi-sq 11.6,
p<0.003), 'support from community services'
(Chi-sq 13.2, p<0.001), 'the amount of contact
with the specialist team' (Chi-sq 99.4,
p=0.009).

Carer’s satisfaction: Carers rated care provided
at home to be more satisfactory than that

provided on the stroke unit or stroke team. This
was significant for ' attention to personal needs
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assessments, goal setting,
coordinated treatment and
discharge planning. A
coordinated multidisciplinary
approach was adopted towards
rehabilitation, with emphasis on
early mobilisation. All patients
had an individualised
rehabilitation plan with clearly
defined goals based on joint
assessments. Patient
participation was encouraged,
with focus on motivation and
providing an enriched
environment. A plan of
management, individualised to
each patient’s needs, was
formulated and communicated to
the various professionals involved
in the patient’s care, the patient
and the family. All patients were
screened and managed for stroke
risk factors and secondary
prevention. There was close
liaison between various
disciplines, with problems being
addressed as they arose.
Discharges were planned in
advance, and spouses and
relatives were encouraged to

of the patient' (Chi-sq = 13.1, p=0.001),
'recognition of problems associated with caring
for stroke participants' (Chi-sq 22.1, p<0.0001),
'‘amount of therapy provided (Chi-sq 13.8,
p=0.001), information on benefits and services
(Chi-sq 10.6, p=0.005) 'the level of contact with
the specialist team' (Chi-sq 23.8, p<0.0001).

Professional acceptability of domiciliary care
(GPs, district nurses and social services care
managers): The sample was too small to allow
meaningful statistical analysis.

Statistical data - service outcomes —

Length of hospital stay (mean number of days):

Stroke unit 32 (29.6 SD) vs. stroke team 29.5
(40.1 SD) vs. home care 48.9 (26.6 SD) for 51
participants requiring hospital admission from
home.

Physiotherapy (% of participants treated):
Similar between the 3 groups; stroke unit 99%
vs. stroke team 97% vs. home care 99%.

Occupational therapy (% of participants
treated): Similar between the 3 groups; stroke
unit 100% vs. stroke team 87% vs. home care
99%.

Speech therapy (% of participants treated):
Lower use in the home care group than the
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participate in the rehabilitation
process. Stroke team (stroke
team): Patients in the stroke team
care were managed on general
wards and remained under the
care of admitting physicians. All
patients were seen by a specialist
team, which consisted of a doctor
(specialist registrar grade), a
nurse (grade G), a
physiotherapist (senior |) and an
occupational therapist (senior )
with expertise in stroke
management. Patients were
assessed and evaluated for
medical, nursing and therapy
needs, based on a plan for
investigations and acute
management guided by
standardised guidelines Although
generic staff on the ward
provided the day-to-day
treatment, the team advised
reviewed progress and treatment
goals of individual patients with
the ward team and helped in
discharge planning and setting up
of post-discharge services. The
team also provided counselling,
education and support to the

stroke unit group; stroke unit 71% vs. stroke
team 47% vs. home care 49%.

Patients on the stroke unit received
significantly more therapy compared with those
managed by the stroke team or at home. There
were no significant differences in the duration
of therapy between the stroke team and the
home care group.

Intermediate Care NICE guideline (September 2017)

138



Research aims

PICO (population, intervention,
comparison, outcomes)

Findings

Overall validity
rating

family, identified expectations and
advised about realistic outcomes
in the context of previous
morbidity and present deficits.

Outcomes measured:

Service user related outcomes -

e Death or institutionalisation at 1
year.

e Dependence (measured using
modified Rankin Scale - death
is rated as 6), and the Barthel
Index (scores of 15-20
classified as favourable).

¢ Disability (measured using
Barthel Index and Frenchay
Activities Index).

e Extent and severity of
neurological deficit (measured
using the Orgogozo scale).

e Mood (measured using
Hospital Anxiety and
Depression Scale).

¢ Quality of life (measured using
EuroQol).

Family or caregiver related
outcomes —
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e EuroQol for quality of life of
patients' carers.

Satisfaction with services —
e Satisfaction with care and
professional acceptability.

Family or caregiver related
outcomes —
e Quality of life (EuroQol).

Satisfaction with services —
e Satisfaction with care and
professional acceptability.

Service outcomes -
e Length of hospital stay.

Follow-up: At 3, 6 and 12
months.

Costs? Cost information. Please
see economic evidence tables.

Participants: Service users and
their families, partners and carers
- patients with disabling stroke.
Sample characteristics:
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e Age - Median age - stroke unit
75 years; stroke team support
77.3 years; home care 77.7
years.

e Sex - females - stroke unit
46.6, stroke team support 50.6,
home care 45.6%.

¢ Ethnicity - not reported.

¢ Religion/belief - not reported.

¢ Disability — Number of patients
with premorbid independence
in continence (stroke unit
n=146; stroke team support
n=147; home care n=148),
dressing (stroke unit n=146;
stroke team support n=143;
home care n=142), mobility
(stroke unit n=145; stroke team
support n=146; home care:
n=146).

¢ Long term health condition —
Risk factor profile - Previous
stroke/transient ischaemic
attack - stroke unit 26%; stroke
team 29%; home care 30%.
Hypertension - stroke unit:
45%:; stroke team 48%; home
care 48%. Diabetes mellitus -
stroke unit: 11%; stroke team
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16%; home care 15%. Atrial
fibrillation - stroke unit 24%;
stroke team 27%; home care
16%. Smoking - stroke unit:
19%; stroke team 14%; home
care 15%. Ischaemic heart
disease - stroke unit: 22%;
stroke team 25%; home care
21%. Carotid bruit - stroke unit
3%:; stroke team 5%; home
care 3%. Median Orgogozo
score - stroke unit 75 (46-90
IQR); stroke team 80 (60—90
IQR); home care 85 (58-90
IQR). Median OPS score (1.6—
6.8) - stroke unit 3.2 (2.4-4.4
IQR); stroke team 3.2 (2.4—4.4
IQR); home care 2.8 (2.0-4.0
IQR). Median Barthel Index
score - stroke unit 8 (5—-12
IQR); stroke team 9 (512
IQR); home care 10 (4-14
IQR).

e Sexual orientation - Not
reported.

e Socioeconomic position - Lives
alone - stroke unit 33.7%;
stroke team 36.6% home care
33.5%.
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Sample size:

e Comparison numbers -
domiciliary care (n=153).

¢ Intervention numbers - 152
stroke unit care (n=152), stroke
team care (n=152).

e Sample size — Total N=457.

Intervention:

¢ Intervention category - Stroke
care managed on the stroke
unit vs. on general wards with
stroke team support vs. at
home by specialist domiciliary
team.
Describe intervention - Two
interventions: 1. Stroke team
(stroke team): Patients in the
stroke team care were
managed on general wards and
remained under the care of
admitting physicians. All
patients were seen by a
specialist team, which
consisted of a doctor (specialist
registrar grade), a nurse (grade
G), a physiotherapist (senior I)
and an occupational therapist
(senior ) with expertise in
stroke management. Patients
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were assessed and evaluated
for medical, nursing and
therapy needs, based on a plan
for investigations and acute
management guided by
standardised guidelines
Although generic staff on the
ward provided the day-to-day
treatment, the team advised
reviewed progress and
treatment goals of individual
patients with the ward team
and helped in discharge
planning and setting up of post-
discharge services. The team
also provided counselling,
education and support to the
family, identified expectations
and advised about realistic
outcomes in the context of
previous morbidity and present
deficits. 2. Stroke Unit (stroke
unit): patients in this group
received care on the stroke unit
(acute and rehabilitation) was
provided by a stroke physician
supported by a multidisciplinary
team with specialist experience
in stroke management. There
were clear guidelines for acute
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care, prevention of
complications, rehabilitation
and secondary prevention, and
a culture of joint assessments,
goal setting, coordinated
treatment and discharge
planning. A coordinated
multidisciplinary approach was
adopted towards rehabilitation,
with emphasis on early
mobilisation. All patients had an
individualised rehabilitation
plan with clearly defined goals
based on joint assessments.
Patient participation was
encouraged, with focus on
motivation and providing an
enriched environment. A plan
of management, individualised
to each patient’s needs, was
formulated and communicated
to the various professionals
involved in the patient’s care,
the patient and the family. All
patients were screened and
managed for stroke risk factors
and secondary prevention.
There was close liaison
between various disciplines,
with problems being addressed
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as they arose. Discharges were
planned in advance, and
spouses and relatives were
encouraged to participate in the
rehabilitation process.

¢ Delivered by - Stroke team
(stroke team) in hospital:
delivered by a specialist team,
which consisted of a doctor
(specialist registrar grade), a
nurse (grade G), a
physiotherapist (senior I) and
an occupational therapist
(senior ) with expertise in
stroke management. Stroke
unit (stroke unit) in hospital:
(acute and rehabilitation) care
provided by a stroke physician
supported by a multidisciplinary
team with specialist experience
in stroke management.

e Delivered to - Stroke patients.

e Duration, frequency, intensity,
etc. - No report of duration,
frequency and intensity of
intervention. Outcomes were
assessed at 3, 6 and 12
months.
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e Key components and
objectives of intervention - See
'describe intervention'.

e Content/session titles — N/A.

¢ Location/place of delivery -
Stroke team and stroke unit in
hospital (bed based).

Review question 1 — Critical appraisal tables — Effectiveness

1. Crotty M, Giles LC, Halbert J et al. (2008) Home versus day rehabilitation: A randomised controlled trial. Age and Ageing

37: 628-33

Internal validity - approach
and sample

Internal validity - performance
and analysis

External validity

Overall validity rating

Study aim: To ‘... assess the
effect of home versus day
rehabilitation on patient
outcomes’ (p628).

Description of theoretical
approach? No. The authors
do not provide a theory of
change of logic model, it is
simply noted that both
hospital and home based
rehabilitation programmes
have been shown to be
effective.

Was the exposure to the
intervention and comparison
as intended? Not reported. The
authors do not provide detail in
relation to exposure.

Was contamination
acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a
different manner? Partly.
Participants in the day hospital
based programme received

Does the study’s research
question match the review
question? Yes. The study aims
to ‘... assess the effect of home
versus day rehabilitation on
patient outcomes’ (p628).

Has the study dealt
appropriately with any ethical
concerns? Yes. Informed
consent was provided by
participants (or their proxy if
cognitive difficulties were an
issue) and the study was

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - performance
and analysis

External validity

Overall validity rating

How was selection bias
minimised? Randomised
computer generated block
randomisation, stratified by
presenting condition.

Was the allocation method
concealed? Yes.

Were participants blinded?
Blinding not possible. Due to
the nature of the intervention
it would not have been

possible to blind participants.

Were providers blinded?
Blinding not possible. Due to
the nature of the intervention
it would not have been
possible to blind providers.

Were investigators,
outcome assessors,
researchers, etc., blinded?
Part blind. Discharge
assessments were conducted
by the clinical team who were
not blinded to group
assignment, however follow-
up assessments and

more services with participants
randomised to this group
receiving an average of 67.8
sessions (SD=8.6) compared to
an average of 23.5 sessions
(SD=14.7) in the home based
rehabilitation programme
(significance not reported).
Participants randomised to the
day hospital based group also
spent longer in the programme
than those in the home based
programme (median of 78 days,
95% Confidence Interval 71.6 to
83 vs. 28 days, 95% CI 26 to 30
days) which the authors report
as significant (p<0.001).
Participants in both groups also
appear to have spent time in
rehabilitation prior to
randomisation although it is not
clear whether this differed
significantly by group.

Were outcomes relevant? Yes.

The study aimed to evaluate the
effects of the intervention and
control on outcomes such as
functional competence in
activities of daily living and

approved by a number of ethics
committees.

Were service users involved in
the design of the study? No. No
indication that service users were
involved in the design of the

study or interpretation of findings.

Is there a clear focus on the
guideline topic? Yes. The study
focuses on hospital based day
rehabilitation and home based
rehabilitation both of which are
described as multidisciplinary
programmes generally lasting for
4 to 6 weeks.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The participants
of the study are individuals
referred for ambulatory
rehabilitation at the end of a
hospital stay. The mean age of
the group was 71.7 years
however there were 5 participants
who were younger than 30 and 4
who were older than 90.
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statistical analysis were both
conducted by researchers
blinded to group assignment.

Did participants represent
the target group? Yes. An
acceptable number of eligible
individuals agreed to
participate (229 were
randomised out of 267 who
were eligible). The mean age
of participants was 71.7 years
although a number of
participants below the age of
30 and over the age of 90
were included in the sample.
One individual was excluded
on the basis that they had
insufficient memory.

Were all participants
accounted for at study
conclusion? Yes. The
number of participants lost to
follow-up was acceptable
(less than 20%) and
explanations are reported by
the authors. Rates are
comparable by group.

quality of life, as well as carer
strain and carer quality of life
and these were measured
directly.

Were outcome measures
reliable? Yes. All measures
have established reliability and
validity however data in relation
to this are not presented. Both
observational and self-report
measures are used although the
primary outcome is measure is
observational.

Were all outcome
measurements complete?
Yes. All outcome data was
measured and reported as
planned.

Were all important outcomes
assessed? Partly. Although the
outcomes assessed are
comprehensive, between group
differences for mortality and
admission to residential care are
not analysed/reported.

Is the study setting the same
as at least one of the settings
covered by the guideline? Yes.
The interventions were delivered
in a day hospital and participants
homes. Follow-up assessments
took place in participant’s homes.

Does the study relate to at
least one of the activities
covered by the guideline? Yes.
Both the intervention and control
are short-term, multidisciplinary
rehabilitation programmes.

(For effectiveness questions)
Are the study outcomes
relevant to the guideline? Yes.
The primary outcome was
change in functional competence
in activities of daily living. Other
outcomes included depression,
quality of life, hospital
readmissions, carer quality of life
and carer stress.

(For views questions) Are the
views and experiences
reported relevant to the
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Were there similar follow-up
times in exposure and
comparison groups? Yes.
Both groups were followed up
for an equal length of time.

Was follow-up time
meaningful? No. The total
follow-up period was 6 months
which is only long enough to
detect short-term effects and the
majority of measures were only
assessed at 3 months.

Were the analytical methods
appropriate? Yes.

Were exposure and
comparison groups similar at
baseline? If not, were these
adjusted? Yes. The authors
report that the 2 groups were
similar at baseline with respect
to demographic characteristics
and functional ability and quality
of life related outcome
measures however significance
testing is not reported.

guideline? Not applicable (not
views question). No views and
experiences data provided.

Was the study conducted in
the UK? No. The study was
conducted in Australia.
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Was intention to treat (ITT)
analysis conducted? Yes.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. The authors
provide a power calculation
based on data in relation to the
primary outcome measure
(Assessment of Motor and
Process Skills). This showed
that to detect a clinically
significant change of 0.5 on this
measure (0.8 power,
significance level of 0.05), 60
participants were required in
each group. 229 participants
were randomised in total. The
authors report that they
increased the sample size to
allow for stratified randomisation
and 25% attrition.

Were the estimates of effect
size given or calculable? No.
Effect sizes are not provided.

Was the precision of
intervention effects given or
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calculable? Were they
meaningful? Partly. p values
and confidence intervals are
reported for some outcomes but
this is not consistent.

Do conclusions match
findings? Partly. The authors
conclude that home is a better
site for rehabilitation. This
appears to be on the basis of
risk of readmission and time to
first readmission however it
should be noted that day
hospital had significantly better
Functional Independence
Measure scores at 3 months
and significantly greater change
scores on this measure. The
authors suggest that this
difference was due to unblinded
assessments. The authors also
state that both groups made
significant improvements in
functional outcomes but this
only appears to be the case for
scores on the Functional
Independence Measure.
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2. Jackson JC, Ely EW, Morey MC et al. (2012) Cognitive and physical rehabilitation of intensive care unit survivors:
Results of the RETURN randomized controlled pilot investigation. Critical Care Medicine 40(4): 1088-97

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To test the
following hypothesis - in a
cohort of ICU survivors, a
‘bundled’ rehabilitation
approach combining cognitive,
physical, and functional
rehabilitation could be
developed and effectively
delivered in the home using
novel tele-video technology
delivered via social workers
and would result in greater
improvement in cognition and
functional outcomes in
intervention than control
participants.

Description of theoretical
approach? Yes. A critical
evaluation of existing research
led the researchers to
hypothesize that a
rehabilitation approach
combining cognitive, physical,
and functional training could
have enhanced effects related
to the beneficial physiological

Was the exposure to the
intervention and comparison
as intended? Partly. Eligibility
criteria were changed during
the trial to allow for the
inclusion of participants who
were discharged to a nursing
home or rehabilitation centre.

Was contamination
acceptably low? Yes.

Did either group receive
additional interventions or
have services provided in a
different manner?

Partly. The authors do not
know details about the control
groups' involvement in
outpatient rehabilitation
because they were unable to
gather that information from
half of all participants.
Furthermore, usual care may
have included physical
therapy, occupational therapy
and nursing care delivered to

Does the study’s research
question match the review
question? Yes.

Has the study dealt
appropriately with any
ethical concerns? Yes.
Researchers at Vanderbilt
University, Duke University,
and the Nashville (Tennessee
Valley) and Durham VA
Medical Centers supervised
the trial and institutional
review boards (IRBs)
approved the protocol. Having
said that, there is no
discussion of ethical issues
associated with withholding
the intervention from the
control participants.

Were service users involved
in the design of the study?
No.

Is there a clear focus on the
guideline topic? Yes.

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

effects of exercise on
cognition (and potentially on
the responsiveness to
cognitive training) as well as
the effects of functional
training facilitating translation
of newly acquired skills into
daily life.

How was selection bias
minimised? Randomised.
Randomisation was done
using a 2:1 randomization
scheme (intervention vs.
control) to maximize
knowledge gained from the
number of participants in the
study’s intervention group.
Permuted block randomization
was employed, with block
sizes of 3 and 6.

Was the allocation method
concealed? Yes.
Randomization was concealed
via tri-folded randomization
sheets placed in sealed
opaque envelopes. Staff
enrolling study participants
were thus blinded as to which

in-patient, out-patient or home
health settings.

Were outcomes relevant?
Yes.

Were outcome measures
reliable? Yes.

Were all outcome
measurements complete?
No. Although it is not terribly
clear, it appears that up to 6
intervention participants
dropped out between baseline
and follow up. We're assured
that the characteristics of
these people were similar to
those of the people who
completed the study.

Were all important outcomes
assessed? Yes.

Were there similar follow-up
times in exposure and
comparison groups? Yes. 3
months.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Partly. Yes
although it should be noted
that the study was conducted
in the US where the different
health care system may have
a bearing on external validity
and applicability.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes.

Was the study conducted in
the UK? No.
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and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

group the next eligible patient
would be randomised.

Were participants blinded?
Not reported.

Were providers blinded? Not
blind.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Not blind.

Did participants represent
the target group? Partly. The
study applied extensive
exclusion criteria including:
accidents or diseases with
resulting moderate to severe
cognitive deficits or ADL
dependency - active
substance abuse or psychotic
disorder - prisoners - patients
living beyond a 125 mile
radius - the presence of
normal cognition and normal
physical function at the time of
discharge - lack of telephone
service with analogue
telephone line - discharge

Was follow-up time
meaningful? Partly. An
additional, longer term follow
up would have improved the
study e.g. 6 or 12 months.

Were the analytical methods
appropriate? Yes. Descriptive
analyses regarding
socioeconomic characteristics,
baseline health conditions, and
severity of illness were done
comparing intervention and
control groups using Mann-
Whitney U-tests for continuous
variables and Pearson chi-
square tests for categorical
variables. Linear regression
was employed to examine
differences in follow-up
assessment cores on primary
and secondary outcome
measures between treatment
groups while adjusting for
baseline treatment scores.
Adjusted treatment effects are
the point estimates and 95%
confidence intervals for the
treatment coefficient in the
ANCOVA models. They
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and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

planned to rehab centre
(although this was changed
mid study to allow them to
join).

Were all participants
accounted for at study
conclusion? Yes. Three out
of the 21 randomized patients
dropped out - all from the
intervention arm. Reasons: the
study was inconvenient,
personal reason unrelated to
the study and multiple hospital
readmissions.

describe the difference in the
three-month measurement for
the intervention group as
compared to the control group,
while adjusting for baseline
measurement. Logistic
regression was also employed
to analyse data from our
dichotomous Katz ADL
outcome.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Partly

With respect to key baseline
demographic and clinical
characteristics, participants
were generally similar, though
certain differences were
observed. Severity of illness,
as measured via the Acute
Physiology and Chronic Health
Evaluation Score — Il
(APACHE II) and Sequential
Organ Failure (SOFA) scores
were slightly higher (though
not statistically significantly so)
in control versus intervention
patients, and control patients
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

suffered from a larger number
of medical comorbidities (as
measured by overall scores on
the Duke Comorbidity Index).
Control patients also
experienced longer ICU
hospitalizations and greater
duration of mechanical
ventilation, which though not
statistically significantly
different may have been
clinically significant. Scores on
relevant outcome measures at
a baseline (pre-intervention)
assessment were not
statistically significantly
different between groups.

Was intention to treat (ITT)
analysis conducted? No.
Results are presented only for
the participants who
completed the study - they
exclude those who dropped
out.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? No. The authors say

Intermediate Care NICE guideline (September 2017)

157



Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

that due to the preliminary
nature of this investigation and
its primary goals, which
included hypothesis
generation, evaluation of
feasibility, and assessing proof
of principle, a formal power
analysis and was not used to
determine the study’s sample
size, and most of the reported
outcomes are underpowered.

Were the estimates of effect
size given or calculable? No.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Partly. p values
are reported and adjusted
treatment effects are also
given.

Do conclusions match
findings? Yes.
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3. Mahomed NN, Davis AM, Hawker G et al. (2008) Inpatient compared with home-based rehabilitation following primary
unilateral total hip or knee replacement: A randomized controlled trial. American Journal of Bone and Joint Surgery

90A(8): 1673-80

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The aim of the
study was to evaluate the
effectiveness and cost of
home based rehabilitation,
compared with inpatient
rehabilitation following primary
total hip or knee joint
replacement.

Description of theoretical
approach? No. There is no
description of the theory
behind the evaluated
intervention.

How was selection bias
minimised? Randomised.
Participants were randomised
to either home based or
inpatient rehabilitation.

Was the allocation method
concealed? Not reported.

Were participants blinded?
Not blind. Participants were

Was the exposure to the
intervention and comparison
as intended? Yes. Both
interventions went as planned.
There were no problems with
uptake or changes made
during the course of the study.

Was contamination
acceptably low? No. Twenty
participants requested a
crossover from their assigned
treatment group of home
rehabilitation to inpatient
rehabilitation.

Did either group receive
additional interventions or
have services provided in a
different manner? No.
Neither of the groups received
additional interventions.

Were outcomes relevant?
Yes. Reported outcomes

Does the study’s research
question match the review
question? Yes. The study's
research question is in line
with the review question.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
study was approved by the
Human Subject Review
Committee.

Were service users involved
in the design of the study?
No. Service users were
involved as participants and
not in the design of the study
or interpretation of results.

Is there a clear focus on the
guideline topic? Yes. The
study clearly relates to the
overall topic of the guideline.

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

informed of their treatment
allocation to either home
based or inpatient
rehabilitation. This was to
allow sufficient time to prepare
their home settings (if
allocated to home based
rehabilitation).

Were providers blinded? Not
reported.

Were investigators,
outcome assessors,
researchers, etc., blinded?
Not reported.

Did participants represent
the target group? Yes.
Participants clearly represent
the target group for this
intervention.

Were all participants
accounted for at study
conclusion? Yes. None of the
participants were lost to
follow-up.

clearly relate to the measures
used.

Were outcome measures
reliable?

Yes. Validated questionnaires
were used, and these were
both subjective and objective,
however data in relation to this
are not provided.

Were all outcome
measurements complete?
Yes. All planned data was
gathered.

Were all important outcomes
assessed? Yes.

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Both groups were followed up
3 and 12 months after the
intervention.

Was follow-up time
meaningful? Yes. Follow-up
was sufficient to assess long-
term benefits or harms and no

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. Adults using
intermediate care services
formed the study population.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. An acute
hospital and participants'
homes formed the study
settings.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The effectiveness and
cost effectiveness of bed-
based vs. home based
intermediate care is covered
in the study.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. The main
outcome was the efficacy of
inpatient, compared with
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and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

participants were lost during
this time.

Were the analytical methods
appropriate? Yes. Analysis of
variance was used to evaluate
differences between groups in
the 2 treatment arms and
differences between groups in
satisfaction scores were
evaluated with use of Wilcoxon
rank-sum tests.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes. There
were no significant differences
between groups in important
confounders at baseline.

Was intention to treat (ITT)
analysis conducted? Yes.
Primary analysis was on an
intention-to-treat basis. This
was to ensure that any
potential variables could be
adjusted for in the final
analysis.

home based, rehabilitation 3
months after surgery.
Secondary outcomes included
measurement of health status
and patient satisfaction.

Was the study conducted in
the UK? No. US study.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. A power
calculation is presented.

Were the estimates of effect
size given or calculable?
Yes. Effect size is presented
(0.5).

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Not reported.

4. Parker SG, Oliver P, Pennington M et al. (2009) Rehabilitation of older patients: Day hospital compared with
rehabilitation at home. A randomised controlled trial. Health Technology Assessment 13(39): DOI 10.3310/hta13390

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The study aimed
to test the hypothesis that ‘...
older people and their informal
carers are not disadvantaged
by home-based rehabilitation
relative to day hospital
rehabilitation’ (piii).

Description of theoretical
approach? No. The authors

Was the exposure to the
intervention and
comparison as intended?
Not reported. The authors do
not provide any details on
delivery of either the
intervention or comparison.

Was contamination
acceptably low? Not

Does the study’s research
question match the review
question? Yes. The study
aimed to test the hypothesis
that “... older people and their
informal carers are not
disadvantaged by home-based
rehabilitation relative to day
hospital rehabilitation’ (piii).

Overall assessment of

internal validity:
+

The failure to carry out 12
month follow-up assessments
for some participants, high
rate of attrition and lack of
sufficient power mean that it
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

do not provide a clear
description of their theoretical
approach or a logic model.
The hypothesis of the study is
that home based
multidisciplinary rehabilitation
is not inferior to day hospital
based multidisciplinary
rehabilitation but there is no
exploration of why this might
be the case. The authors
simply note that home based
rehabilitation was a policy
priority. It should also be noted
that this intervention was not
designed specifically for this
trial, instead, it appears that
participants were randomised
at 1 of 4 centres where home
based multidisciplinary
rehabilitation services were
already in existence.

How was selection bias
minimised? Randomised.
Permuted block randomisation
using a web-based
randomisation service.
Randomisation was stratified
by ... centre, AMT score and

reported. Information on
contamination is not provided.

Did either group receive
additional interventions or
have services provided in a
different manner? Not
reported. There is no
indication that either group
received additional
interventions.

Were outcomes relevant?
Yes. Although the outcome
measures seem appropriate
the discussion in relation to
the types of outcomes which
the service may impact and
the measures which would be
relevant to these is minimal.
The hypothesis of the study
was that older people and their
carers would not be
‘disadvantaged’ by the
intervention which does not
really provide much focus.

Were outcome measures
reliable? Yes. All outcome
measures appear to have

Has the study dealt
appropriately with any
ethical concerns? Yes. The
protocol was approved by a
research ethics committee and
informed consent was
provided by participants (with
assistance from an advocate
or carer if necessary).

Were service users involved
in the design of the study?
Yes. Patient advisory groups
took part in discussions
regarding the protocol.

Is there a clear focus on the
guideline topic? Yes. The
study evaluates short-term
multidisciplinary home based
rehabilitation.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. All
participants were over the age
of 18, however the majority
were aged 65 or older.

is not possible to award a
higher score.

Overall assessment of

external validity:
++

Overall validity rating:
+
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and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

gender and by the presence of
a carer’ (p558).

Was the allocation method
concealed? Not reported.
Methods of allocation and
concealment are not reported.

Were participants blinded?
Blinding not possible. Due to
the nature of the intervention it
would not have been possible
to blind participants to group
assignment.

Were providers blinded?
Blinding not possible. Due to
the nature of the intervention it
would not have been possible
to blind participants to group
assignment.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Part blind. The
authors report that it was not
possible to ensure that
outcome assessors remained
blinded; however they note
that the research team were

established reliability and
validity however data in
relation to this are not
provided.

Were all outcome
measurements complete?
No. Due to problems with
recruitment, 12 month follow-
up assessments did not take
place for all participants. The
number for whom this was the
case is not clearly reported.

Were all important
outcomes assessed? Partly.
Although the range of service
user related outcomes seem
comprehensive the study did
not measure mortality and it is
disappointing that the only
carer related outcome was
psychiatric morbidity. Given
that the authors emphasise
the importance of service user
preference in their supporting
materials it is also
disappointing that the study
did not include a qualitative
component.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The
interventions were delivered in
the participants own homes
and day hospitals. All outcome
assessments were conducted
in the homes of participants.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The experimental
condition was a home based
multidisciplinary rehabilitation
service which is relevant to
home based intermediate
care.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. The primary
outcome was activities of daily
living. Secondary outcomes
included anxiety and
depression, and health of
carers.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

blinded until the first analyses
had been conducted and
discussed by the team.

Did participants represent
the target group? No. Only
89 eligible participants were
randomised out of a total of
435. Two hundred and thirty
five individuals declined to
participate and 111 did not
take part for ‘other’ reasons.
Only minimal data in relation
to demographics of the sample
are provided, for example in
relation to ethnicity or
socioeconomic status,
however the majority of
participants were over the age
of 65. There is a lack of clarity
in relation to inclusion and
exclusion criteria. The authors
note that these were set at the
local level on the basis that
participants with a clinical
need which could only be met
by a service currently provided
in only 1 setting were
excluded. However, they also
report that potentially eligible

Were there similar follow-up
times in exposure and
comparison groups? Yes.

Was follow-up time
meaningful? Partly. Final
follow-up assessments were
conducted at 12 months
(although recruitment
problems meant that these
were not always carried out)
which may not have been
sufficient to detect longer-term
effects.

Were the analytical methods
appropriate? Yes. Analysis of
covariance (adjusting for
baseline scores), logistic
regression, Mann-Whitney U
test, and binary logistic
regression. The authors also
report that a post hoc analysis
of non-inferiority in relation to
clinically significant differences
was conducted which they
note is problematic without
predefined non-inferiority
limits.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Not applicable (not
views question). This study did
not include any views and
experiences data.

Was the study conducted in
the UK? Yes. The study was
conducted across 4 sites in
England.
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and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

people were excluded
because they had not been
referred for multidisciplinary
rehabilitation and because of
‘... site specific service
configuration ...” (p558). It
should also be noted that
recruitment to the trial was
ceased at an earlier point than
intended due to the high
numbers of people who
declined to participate, the
volume assessed as ineligible
and changes in service
configuration.

Were all participants
accounted for at study
conclusion? No. At 3 months
follow-up only 72 out of 89
participants provided outcome
data, by the 6 months follow-
up this had fallen to 65 and by
the final 12 month
assessment, data was only
available for 43 participants
out of a total of 89
randomised. Explanations for
loss to follow-up are included.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes. The
authors report that the 2
groups were similar at
baseline in relation to
demographic characteristics
however they do not report
any significance testing.
Analysis of continuous data
used baseline scores as the
covariate.

Was intention to treat (ITT)
analysis conducted? Partly.
Intention to treat analysis was
only conducted for 5 of the
outcomes assessed at the 6
months follow-up.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? No. The authors
calculated that to detect a 2
point difference on the
Nottingham Extended
Activities of Daily Living Scale
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and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

It appears that there were also
23 carers in each group
although it is not clear if any of
these were lost to follow-up.

at a significance level of 5% a
sample size of 460 was
required. Only 89 participants
were randomised.

Were the estimates of effect
size given or calculable?
Partly. Odds ratios are
provided for some outcome
measures but this is not
consistent.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes. 95%
confidence intervals and p
values are provided as
appropriate.

Do conclusions match
findings? Yes.

5. Thorsen AM, Widen Holmqvist L, Von Koch L (2006) Early Supported Discharge and continued rehabilitation at home

after stroke: 5-year follow-up of resource use. Journal of Stroke and Cerebrovascular Diseases 15(4): 139-43

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The aim of the
study was to assess the effect
of Early Supported Discharge

Was the exposure to the
intervention and comparison
as intended? Not reported.

Does the study’s research
question match the review
question? Yes. The study's

Overall assessment of
internal validity:
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and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

on use of health care and
social service resources 5
years after stroke. NB. This is
1 of 2 follow-up studies, the
first of which explores
changes in perceived health
status over the 5 years after
stroke onset (Ytterberg et al.
2010), thus providing an
overall picture.

Description of theoretical
approach? No. A theoretical
approach is not described.

How was selection bias
minimised? Randomised.
Participants were randomised
to either Early Supported
Discharge or conventional
rehabilitation.

Was the allocation method
concealed? Not reported.
Details on the randomisation
procedure are presented in
the original RCT (von Koch et
al. 2000).

Was contamination
acceptably low? Not
reported.

Did either group receive
additional interventions or
have services provided in a
different manner? Not
reported.

Were outcomes relevant?
Yes. Reported outcomes
clearly relate to the measures
used.

Were outcome measures
reliable?

Yes. The authors used a
variety of measures to gather
data, including: - a
computerised register of
Stockholm County Council -
telephone conversations and
consultation visits - interviews
with participants and/or their
spouses.

Were all outcome
measurements complete?

research question is clearly in
line with the review question.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
study was approved by the
University Hospital ethics
committee.

Were service users involved
in the design of the study?
No. Service users were
involved as participants, but
not in the design of the study
or interpretation of results.

Is there a clear focus on the
guideline topic? Yes. The
study relates to home based
intermediate care.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The study
population consisted of adults
(mean age 72 years) using
intermediate care (Early
Supported Discharge with

Overall assessment of

external validity:
++

Overall validity rating:
+
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performance and analysis

External validity

Overall validity rating

Were participants blinded?
Not reported.

Were providers blinded? Not
reported.

Were investigators,
outcome assessors,
researchers, etc., blinded?
Blind. The assessor was blind
to group assignment and had
not been involved in the
randomisation procedure.

Did participants represent
the target group? Yes.
Participants met selected
inclusion criteria that were
representative of the target
group (people with stroke).

Were all participants
accounted for at study
conclusion? No. Over 20%
participants were lost to
follow-up (n=29). Of these, 20
had died and 9 were 'lost to
follow-up' (p140).

Yes. All planned data was
gathered.

Were all important outcomes
assessed? Yes. Meaningful
effects, in favour of Early
Supported Discharge on
resource use, are reported.

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Participants in both the
intervention and comparison
groups were followed-up 5
years after stroke.

Was follow-up time
meaningful?

Partly. 29 participants were
lost during 5 year follow-up.
This was potentially too long to
assess this particular group.

Were the analytical methods
appropriate? Partly. The
authors gathered various types
of data, including interview
data, but do not go into any
detail about how these were

continued rehabilitation at
home).

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The
intervention took place in
participants' homes.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The study looks at the
effect of Early Supported
Discharge services on use of
health care and social service
resources.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. The main
outcome measured was the
effect of Early Supported
Discharge services on use of
health care and social service
resources.
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External validity

Overall validity rating

analysed. For example, they
only used Chi-squared and t
tests, but do not say whether
interview responses were
coded to be reported
quantitatively.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Not reported.

Was intention to treat (ITT)
analysis conducted? Not
reported.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Not reported.

Were the estimates of effect
size given or calculable? Not
reported.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes. Confidence

Was the study conducted in
the UK? No. Swedish study.
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External validity
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intervals and p values are
reported.

Do conclusions match
findings?

Yes. Conclusions are in line
with findings; that Early
Supported Discharge is
favourable with regards to
resource use.

6. Ytterberg C, Thorsen AM, Liljedahl M et al. (2010) Changes in perceived health between one and five years after stroke:
A randomized controlled trial of early supported discharge with continued rehabilitation at home versus conventional

rehabilitation. Journal of the Neurological Sciences 294: 86-8

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To explore
perceived health status in
people with stroke who
received Early Supported
Discharge, with those who
received conventional
rehabilitation, over 5 years
after stroke onset.

NB. This is 1 of 2 follow-up
studies, the second of which
explores the effect of Early
Supported Discharge services
on use of health care and

Was the exposure to the
intervention and comparison
as intended? Not reported.

Was contamination

acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a
different manner?

Not reported.

Does the study’s research
question match the review
question? Yes. The study's
research question is in line
with the review question.

Has the study dealt
appropriately with any
ethical concerns? Yes.
Informed consent was
obtained prior to participation
in this follow-up study.

Overall assessment of

internal validity:
+

Conclusions are in line with
study findings, which suggest
that the long term outcome
with regard to perceived
health status is more
favourable after Early
Supported Discharge than
after conventional
rehabilitation.
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Internal validity -
performance and analysis

External validity

Overall validity rating

social service resources 5
years after stroke onset
(Thorsen et al. 2006), thus
providing an overall picture.

Description of theoretical
approach? Yes. The authors
present a clear and
comprehensive theory that is
based on existing research for
why Early Supported
Discharge is expected to
make a difference to
participants in the intervention
arm.

How was selection bias
minimised? Randomised.
Participants were randomised
to a home rehabilitation group
or a conventional rehabilitation
group. This was done in the
original study.

Was the allocation method
concealed? Not reported.

Were participants blinded?
Not reported.

Were outcomes relevant?
Yes. Data on perceived health
was collected using the
Sickness Impact Profile (SIP),
which measured perceived
health-related limitations in 12
categories of activity.

Were outcome measures
reliable?

Partly. The Sickness Impact
Profile has been proved to be
reliable and valid for the
Swedish population, however,
may not be representative of
the wider population. The
authors also note that use of a
disease-specific instrument
would have offered a more
detailed understanding of the
perceived health status among
patients after stroke.

Were all outcome
measurements complete?
Yes. All intended outcomes
were measured and reported.

Were all important outcomes
assessed? Yes. The authors

Were service users involved
in the design of the study?
No. Service users were not
involved in the design or
methodology of the study.

Is there a clear focus on the
guideline topic? Yes. There
is a clear focus on
intermediate care.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The study
population includes adults
with experience of home
based intermediate care
services.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The study
setting is Early Supported
Discharge with continued
rehabilitation in service users'
homes.

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were providers blinded? Not
reported.

Were investigators,
outcome assessors,
researchers, etc., blinded?
Not reported.

Did participants represent
the target group? Yes. All
eligible participants (n=83)
were included and randomised
to either the intervention or
comparison condition.

Were all participants
accounted for at study
conclusion? No.
Approximately 40% of
participants (n=33) were lost
to follow-up. Reasons for this
were: death, non-residents or
declined.

report the meaningful effects of
the intervention on patients
with stroke versus
conventional rehabilitation. No
explicit harms were reported.

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Both groups were followed-up
at 3 months, 6 months, 1 and 5
years.

Was follow-up time
meaningful?

Partly. Approximately 40% of
participants were lost to
lengthy follow-up (five years).

Were the analytical methods
appropriate? Yes. The Mann
Whitney U-test was used for
statistical analysis of
differences between groups at
1 and 5 years, and the
Wilcoxon sign test for
differences within groups
between 1 and 5 years.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The intervention was
home based intermediate
care.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. The study
outcomes are user-related
(perceived health following
Early Supported Discharge).

Was the study conducted in
the UK? No. Swedish study.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Partly. The
groups were comparable at
baseline with regard to
sociodemographic
characteristics, stroke-
associated conditions before
onset and functioning, with the
exception of more people in
the home rehabilitation group
with a medical history of
diabetes and transient
ischemic attack. There were,
however, more women in the
home rehabilitation group
(n=13) than the conventional
rehabilitation group (n=8).

Was intention to treat (ITT)
analysis conducted? Not
reported.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Not reported.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were the estimates of effect
size given or calculable? Not
reported.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes. p values
are provided.

Do conclusions match
findings? Yes.

Review question 1 — Critical appraisal tables — the views and experiences of people using services, their

families and carers

1. Ariss S (2014) National audit for intermediate care: Patient reported experiences, 2014. Sheffield: University of Sheffield

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Objectives of the study
clearly stated? Partly. The
objective is simply to answer
the 1 survey question.

Research design clearly
specified and appropriate?
Partly. It is not clear exactly
how the survey was conducted

Basic data adequately
described? Partly. More data
on the numbers/ proportions
making certain responses
could have been provided.

Results presented clearly,
objectively and in enough
detail for readers to make

Does the study’s research
question match the review
question? Yes. The survey,
which was part of the NAIC
2014, asked the question ‘Do
you feel that there is
something that could have
made your experience of the
service better?’ Yes or No,
and then a space to provide

Overall assessment of
internal validity:

Overall assessment of
external validity:
++

Overall validity rating:

Intermediate Care NICE guideline (September 2017)

175



Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

but details of the methods of
analysis are provided.

Clear description of context?
Partly. The context of the
survey is clear but we do not
have details about the context
of the survey respondents
(except that they have used
home based intermediate
care).

References made to original
work if existing tool used?
N/A.

Reliability and validity of new
tool reported? Unclear. No
information about the validity
and reliability of the single
survey question, why it was
chosen or worded the way it
was.

Survey population and
sample frame clearly
described? No. We only know
that the sampling frame is
people using home based
intermediate care in England.

personal judgements?
Partly.

Results internally
consistent? Partly. On the
whole, yes although numbers
weren't routinely provided
against responses.

Data suitable for analysis?
Yes.

Clear description of data
collection methods and
analysis? Partly. Clear
description of data analysis
but not data collection.

Methods appropriate for the
data? Yes.

Statistics correctly
performed and interpreted?
Partly. In terms of statistics,
only frequencies were
produced and even then, not
for all the themes, which
means we don't know how
many respondents cited each
issue - this could have been

further information. The
question was asked to people
using bed based and home
based intermediate care and
reablement.

Has the study dealt
appropriately with any
ethical concerns?

No. There is no discussion of
handling ethical issues or
obtaining ethical approval for
the survey.

Were service users involved
in the study? No.

Is there a clear focus on the
guideline topic? Yes.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Representativeness of
sample is described? No. We
have no idea how
representative the sample is.

Subject of study represents
full spectrum of population of
interest? Unclear. The author
does not provide any
information that would help us
judge whether the study
represents the full spectrum of
the population of interest.

Study large enough to
achieve its objectives,
sample size estimates
performed? No. There's no
evidence that sample size
estimates have been made.

All subjects accounted for?
No. The paper does not provide
a figure for the total number of
people who received the
survey.

Measures for contacting non-
responders? There's no

provided in the ranked table.
Further statistical analyses
could have been usefully
produced, e.g. cross
tabulations or, if the data had
been collected, responses
could have been linked with
service users’ characteristics.

Response rate calculation
provided? No. Because we
do not know how many people
received the survey question.

Methods for handling
missing data described?
No.

Difference between non-
respondents and
respondents described? No.

Results discussed in
relation to existing
knowledge on subject and
study objectives? No.

Limitations of the study
stated? No.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes.

Does the study have a UK
perspective? Yes. The
National Audit of Intermediate
Care (NAIC), now it its third
year, provides a unique,
‘bird’s eye’ view of
intermediate care
commissioning and provision
in England.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

evidence that non responders
were followed up.

All appropriate outcomes
considered? N/A. No
outcomes were measured, the
survey simply comprised of 1
open ended question.

Results can be generalised?
Partly. Within England,
probably although it's hard to
tell because the author does
not provide any information
about the respondents.

Appropriate attempts made
to establish 'reliability' and
'validity' of analysis? No.

Conclusions justified?
Unclear. No conclusions are
provided in this paper.

2. Cobley CS, Fisher RJ, Chouliara N et al. (2013) A qualitative study exploring patients' and carers' experiences of Early
Supported Discharge services after stroke. Clinical Rehabilitation 27(8): 750-7

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Is a qualitative approach
appropriate? Appropriate.

Is the study clear in what it
seeks to do? Clear.

How defensible/rigorous is
the research
design/methodology?
Defensible. Sampling, data

Is the context clearly
described? Unclear. We only
know participants' ages and
the fact they have a stroke
diagnosis.

Was the sampling carried
out in an appropriate way?
Somewhat appropriate. It was
self-selecting. Patients and
their carers were given an

Does the study’s research
question match the review
question? Yes. A study of
patient and carer views of
Early Supported Discharge for
stroke.

Has the study dealt
appropriately with any
ethical concerns? Yes.
Researchers stressed that

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

With the caveat about Early

Supported Discharge being
outside the NAIC definition.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

collection and analysis were
clearly described and rational.

How well was the data
collection carried out?
Somewhat appropriately.
Although it is not clear whether
people were interviewed with
their carers present or whether
they were interviewed
separately.

information sheet and those
who wished to participate
were invited to contact the
researcher directly.

Were the methods reliable?
Somewhat reliable. Data
collection is only via
interviews. No observation or
opportunity for triangulation.
'Effectiveness' of Early
Supported Discharge is
based on qualitative
comparisons of Early
Supported Discharge vs non
Early Supported Discharge so
no basis for assumptions
about effectiveness.

Are the data ‘rich’? Mixed.
It's not always clear whether
the response is from an Early
Supported Discharge patient
or from someone who has
been discharged without the
Early Supported Discharge
service. The themes applied
to the data are useful and
seem appropriate. However

participation was voluntary and
all information would be
treated in confidence. The
study was approved by the
Nottingham Research Ethics
Committee 1, and written
informed consent was
obtained from all patients and
identified carers.

Were service users involved
in the study? No.

Is there a clear focus on the
guideline topic? Yes.
Although according to the
NAIC definition, single
condition Early Supported
Discharge should be outside of
scope. The reviewers agreed
to include this paper because
the GC were not happy to
exclude Early Supported
Discharge interventions
outright. The evidence from
this paper will be presented at
the GC can discuss whether
they think it is appropriate as a
basis for recommendations.

Overall validity rating:
+

Intermediate Care NICE guideline (September 2017)

179



Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

there isn't an awful lot of data
presented.

Is the analysis reliable?
Somewhat reliable. A second
researcher reviewed the
interview transcripts and
checked the relevance of
each theme. Differences in
research perspective were
discussed and agreement
was reached. Cases
disconfirming the core
themes were examined and
reported. However,
participants were not given
the opportunity to feedback
on interview transcripts.

Are the findings
convincing? Somewhat
convincing. The findings are
fairly clearly presented
although it is not always easy
to tell whether data from Early
Supported Discharge patients
or non-Early Supported
Discharge patients are being
reported. Findings seem
internally coherent albeit that

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the same
as at least one of the
settings covered by the
guideline? Yes. Community
services provided in peoples
own homes.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. With the caveat that this
is Early Supported Discharge
(outside the NAIC definition).

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes.

Does the study have a UK
perspective? Yes. The study
was conducted in
Nottinghamshire, UK.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

there are some contrasting
views. Extracts from the
original data are included and
well referenced. Reporting is
coherent and fairly clear.

Are the conclusions
adequate? Adequate. There
are clear links between the
data, interpretation and
conclusions. The conclusions
are plausible and coherent.
Implications of the research
are clearly defined and also
summarized in a 'clinical
messages' summary at the
end. There is adequate
discussion of the study
limitations.

3. McLeod E, Bywaters P, Tanner D et al. (2008) For the sake of their health: Older service users' requirements for social
care to facilitate access to social networks following hospital discharge. British Journal of Social Work 38: 73-90

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Is a qualitative approach
appropriate? Somewhat
appropriate. The data were
gathered via postal survey and
telephone interview (mainly
postal survey). It is likely that

Is the context clearly
described? Clear. The
context (the 5 hospital
aftercare social rehabilitation
projects) was described
although there but there is no

Does the study’s research
question match the review
question? Partly. The paper
explores the forms of social
care that older service users
require after hospital

Overall assessment of
internal validity:
+

Overall assessment of
external validity:
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

this was due to resource
limitations but face to face
interviews would have been a
more reliable way of gathering
data about people's
experiences of rehabilitation
post discharge.

Is the study clear in what it
seeks to do? Clear. To
understand people's
experiences and views relating
to the post hospital social
rehabilitation services.

How defensible/rigorous is
the research
design/methodology?
Somewhat defensible. The
design is somewhat appropriate
to the research question,
although the use of face to face
interviews would have improved
the reliability and arguably the
richness of the findings. There
are clear accounts of the
rationale/justification for the
sampling although it is a
limitation that project co-
ordinators carried out the

description of how context
bias was minimised.

Was the sampling carried
out in an appropriate way?
Appropriate. The risk of
sampling bias (where for
example, only people happy
with the service might be
sampled) was minimised
because the sample was
randomly selected - albeit by
project coordinators. It wasn't
purposefully stratified and the
target number was chosen to
ensure participants from all 5
projects participated.

Were the methods reliable?
Somewhat reliable. The
methods do investigate what
they claim to and more than 1
method of data collection was
used, which is to the study's
credit. However, the
opportunity was missed to
triangulate the collected data.
For example, the analysis of
user case records could have
been matched with the

discharge, to facilitate access
to or re-engagement in social
networks. It does this by
drawing on a qualitative study
of pilot voluntary sector
hospital aftercare social
rehabilitation projects.

Has the study dealt
appropriately with any
ethical concerns? Yes. All
participants gave informed,
written consent. There is no
mention of gaining ethical
approval for the study.

Were service users
involved in the study? Yes.
To reflect older service users’
interests and perspectives, a
representative from an Older
Service Users’ Health and
Social Care Forum
contributed to all aspects of
the research design and
process.

Is there a clear focus on the
guideline topic? Yes. The
focus is on delivering social

++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

random sampling - there is no
reference to whether this
process was blinded or could
have been selective. The fact
that interviews with project
coordinators were conducted is
positive and allowed for
triangulation. There is no
description of the analysis of
survey data.

How well was the data
collection carried out?
Somewhat appropriately.
Appropriate data were collected
to address the research
question but stronger data
would have been provided if the
service records could have
matched with the interviewees/
questionnaire respondents.
Data collection is described
quite clearly although the
description of the sampling of
service records refers to
‘vagaries in selection’ to explain
why fewer records were

analysed that had been the aim.

There is no description of
record keeping in relation to

interview/ questionnaire data,
which in turn could have been
triangulated with the interview
data from the 5 project
coordinators.

Are the data ‘rich’? Rich.
The detail of the data was
demonstrated and responses
were compared and
contrasted across the 5
projects. Findings were
backed with quotes, which
were connected with the
contexts (e.g. the projects).

Is the analysis reliable?
Unreliable. We are told that all
data were analysed
thematically in relation to
specific research objectives
although this thematic
analysis is not described.
There is also no evidence that
more than 1 researcher
themed and code
transcripts/data. There is no
suggestion that participants’
feedback on the
transcripts/data. Finally, the

rehabilitation in the context of
a hospital discharge service.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. Although
older rather than younger
adults.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. Delivered in
people's own homes.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Post hospital
rehabilitation with a limited
duration, delivered in people's
own homes.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes.

Does the study have a UK
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

data collection.

authors do not present
discrepant results and
although this could mean
there were no such results, it
could also suggest they were
ignored in the analysis.

Are the findings
convincing? Convincing.
Extracts from the original data
are included, with
appropriately referencing. The
reporting, organised in themes
is clear and coherent and it is
also contextualised with
existing literature.

Are the conclusions
adequate? Adequate. The
findings are clearly relevant to
the aims of the study and
there are good links between
data, interpretation and
conclusions. The conclusions
are plausible and coherent
and are linked to existing
research. They enhance
understanding of the ways in
which social rehabilitation can
be effectively provided via a

perspective? Yes. ‘5 UK
localities’.
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Internal validity - approach Internal validity - External validity Overall validity rating
and sample performance and analysis
hospital aftercare service. The
only drawback is that study
limitations are not discussed
in any detail except to say that
study is ‘small scale’.

4. Mitchell F, Dobson C, McAlpine A et al. (2011) Intermediate care: Lessons from a demonstrator project in Fife. Journal
of Integrated Care 19(1): 26-36

Internal validity - approach Internal validity - External validity Overall validity rating
and sample performance and analysis
Is a qualitative approach Is the context clearly Does the study’s research Overall assessment of
appropriate? Appropriate. described? Unclear. There's | question match the review | internal validity:
no information about the question? Yes. The -
Is the study clear in what it characteristics of the intermediate care
seeks to do? Mixed. There is participants and we don't demonstrator project (which Overall assessment of
some reference to existing know who conducted the increased the availability of external validity:
literature. Although the purpose | interviews e.g. whether a access to the existing ++
of the overall demonstrator provider of the service or an intermediate care services in
project is fairly clear, it is not independent researcher. 1 locality in Fife) involved face | Overall validity rating:
immediately obvious how the to face interviews with -
service user interviews fitin and | Was the sampling carried patients about their
how they contribute. out in an appropriate way? experience of intermediate
Somewhat appropriate. A care.
How defensible/rigorous is random sample of 12 of the 34
the research intermediate care participants | Has the study dealt
design/methodology? were invited to participate appropriately with any
Somewhat defensible. There's | however we have no idea ethical concerns? No. Not
no clear account of the rational | about the sampling frame for | reported.
for sampling and no account of | the staff survey and do not
know the response rate.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

the analysis of the interview
data.

How well was the data
collection carried out?
Inappropriately. Face to face
interviews are appropriate for
understanding people's
experiences of the intermediate
care service. However data
collection methods are not
clearly described except to say
that interviews were conducted
in people's own homes. There's
also no description of any
systematic recording of the
interviews. We're told that 18
staff completed a survey but we
do not know the size of the
sampling frame or the number
of people who were invited to
respond to the survey. We
therefore do not know what the
response rate was or whether
the respondents are
representative.

Were the methods reliable?
Somewhat reliable. The
service user data were not
collected in any way except
via interviews - no observation
and the outcomes data
(numbers remaining at home,
numbers returning home)
were not linked with the
interview data for example.
However, the authors do
describe their findings
alongside other studies. Staff
views were gathered via
questionnaires although there
is mention of 6 interviews
taking place - but it is not clear
how these relate to the 18
survey respondents.

Are the data ‘rich’? Poor.
There's no information about
the context of the data and we
have no idea about the
diversity of perspective
represented by the
participants. Results are
presented with very little
detail.

Were service users
involved in the study? No.

Is there a clear focus on the
guideline topic? Yes.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. People using
intermediate care.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes.

Does the study have a UK
perspective? Yes.
Conducted in Scotland.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Is the analysis reliable?
Unreliable. There is no
information to suggest that
more than one researcher
themed and coded
transcripts/data. Also no
information to suggest that
participant’s feedback on the
transcripts/data. There's no
evidence of discrepant results.
The results are presented
more or less as a consensus.

Are the findings
convincing? Somewhat
convincing. The findings seem
convincing but are only
illustrated with the use of 1
quote.

Are the conclusions
adequate? Inadequate. The
conclusions are not in-depth
and certain statements are
made which are not backed by
the data provided e.g. ‘The
results provide strong
evidence that the service
enabled patients to return to
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

their previous level of ability in
activities of daily living’ (p30).

5. Townsend J, Godfrey M, Moore J (2006) Careful thoughts: Recognising and supporting older carers in intermediate
care. Research Policy and Planning 24(1): 39-52

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Is a qualitative approach
appropriate? Appropriate. A
qualitative approach was
appropriate for exploring the
aims of the study.

Is the study clear in what it

seeks to do? Clear. The aims
of the study are clearly outlined
and referred to in the literature.

How defensible/rigorous is
the research
design/methodology?
Defensible. The rationales for
the research design, data
collection and data analysis
techniques are provided.

How well was the data
collection carried out?
Appropriately. The data
collection methods are clearly

Is the context clearly
described? Clear. The
characteristics of the
participants and settings are
clearly defined. The authors
considered the influence of
the setting where the study
took place.

Was the sampling carried
out in an appropriate way?
Somewhat appropriate. The
sample focused mainly on
traditional dyadic
relationships, and carers who
were immediately 'visible' (i.e.
the perspectives of others
providing informal support
such as friends and
neighbours were not
explored). Service users were
also predominantly women.

Does the study’s research
question match the review
question? Yes. The study's
research question clearly
relates to the review question.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
study had ethics committee
permission.

Were service users
involved in the study? Yes.
Service users were involved
as participants and not in the
design or interpretation of
results.

Is there a clear focus on the
guideline topic? Yes. The
study clearly relates to
intermediate care.

Overall assessment of

internal validity:
+

Overall assessment of
external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

described and seem
appropriate to address the
research question.

Were the methods reliable?
Somewhat reliable. The data
was not collected by more
than 1 method, but the
authors do discuss their
findings alongside other
studies.

Are the data ‘rich’? Rich.
The contexts of the data are
clearly described, the diversity
of perspective and content
was explored, and detail of
the data was demonstrated -
supported by data extracts.

Is the analysis reliable?
Somewhat reliable. The
authors note that, during data
analysis, there was
'discussion within the team’,
however, no other reliability
checks are reported.

Are the findings
convincing? Convincing.
Extracts from the original data
are included and the data is
appropriately referenced. The

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The study
population consists of people
using intermediate care
services and their carers.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The study
was conducted following
participants' discharge from
intermediate care.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Study interviews
explored user and carer views
on intermediate care service
experiences and outcomes.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes. Views and
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

reporting is clear and
coherent.

Are the conclusions
adequate? Adequate. The
conclusions are plausible and
coherent, and implications of
the research are clearly
outlined. There is adequate
discussion of the limitations of
the study.

experiences reported are
relevant to the guideline topic.

Does the study have a UK
perspective? Yes. UK study.

Review question 1 — Critical appraisal — Health, social care and other practitioners’ views and

experiences

1. Chouliara N, Fisher RJ; Kerr M et al. (2014) Implementing evidence-based stroke Early Supported Discharge services: A
qualitative study of challenges, facilitators and impact. Clinical Rehabilitation 28: 370-7

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Is a qualitative approach
appropriate? Appropriate. The
study aims to determine the
views of healthcare
professionals and
commissioners.

Is the study clear in what it
seeks to do? Clear. The study
has a clear objective and this is

Is the context clearly
described?

Unclear. Only minimal detail in
relation to the characteristics
of participants and the context
in which the data were
collected are provided.

Was the sampling carried
out in an appropriate way?

Does the study’s research
question match the review
question? Partly. The study
reports the results of
interviews with health
professionals and
commissioners working with a
stroke Early Supported
Discharge service; and aims
to describe their views on the

Overall assessment of

internal validity:
+

The lack of detail in relation
to contexts and participants,
and the fact that data was
only collected by 1 method
means that it is not possible
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discussed in relation to the
relevant literature.

How defensible/rigorous is
the research
design/methodology?
Defensible. The authors provide
a rationale for the use of a
qualitative approach and the
design is appropriate (semi-
structured interviews), however
there is not a great deal of
discussion in relation to choice
of sampling method or data
collection and analysis
techniques.

How well was the data
collection carried out?
Appropriately.

Somewhat appropriate. Detail
in relation to sampling is
minimal however this appears
to be appropriate (purposive
sampling of ‘key’ stakeholders
at each site).

Were the methods reliable?
Somewhat reliable. Data
collected by interviews only —
not triangulated.

Are the data ‘rich’? Mixed.
Although there are a good
amount of verbatim quotes,
discussion of different
perspectives, and
comparisons made between
the 2 sites/teams only minimal
detail is provided in relation to
the context of the data.

Is the analysis reliable?
Reliable. Data were analysed
by 2 researchers to identify
common themes and
discrepancies. Participant
verification is not reported.

Are the findings
convincing? Convincing. The
findings are coherent and

impact of the service and the
factors which ‘... facilitate or
impede the implementation of
the service’ (p370). The study
was included by the NCCSC
as the service as described in
the paper seemed to clearly
align with the definition of
intermediate care used by the
review team despite the
exclusion of these services
from the National Audit of
Intermediate Care.

Has the study dealt
appropriately with any
ethical concerns? Partly.
Participants gave informed
consent; however approval
for the study is not reported.

Were service users
involved in the study? No.
No indication that service
users were involved in the
design of the study or
interpretation of findings.

Is there a clear focus on the
guideline topic? Partly. The
study focuses on 2 stroke
Early Supported Discharge

to award a higher quality
rating.

Overall assessment of

external validity:
+

Overall validity rating:
+
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clearly presented and are services which appear to be
supported with a good number | equivalent to the NCCSC
of verbatim quotes which are working definition of

appropriately referenced. intermediate care.
Are the conclusions Is the study population the
adequate? Somewhat same as at least one of the

adequate. The conclusions are | groups covered by the
generally adequate however guideline? Partly. The study

the findings mostly focus on reports on interviews with

the perceived impact of the health professionals and
service rather than identifying | commissioners who work with
barriers and facilitators to stroke Early Supported
implementation which was Discharge services.

also an objective of the study.

The authors do not really Is the study setting the

discuss limitations associated | same as at least one of the
with the study although they settings covered by the
note that the research was guideline? Partly. Setting not
conducted at an early stage in | reported.

the development of both

teams. There is some Does the study relate to at
discussion of the least one of the activities

findings/conclusion in relation | covered by the guideline?
to other research. Partly. The study focuses on

2 stroke Early Supported
Discharge services, both of
which appear to include short-
term multi-disciplinary
rehabilitation in the service
users own home which aligns
with the NCCSC'’s working
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definition of home based
intermediate care.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Partly. The study
reports the views of
professionals in relation to 2
stroke Early Supported
Discharge services.

Does the study have a UK
perspective? Yes. The study
was conducted in England.

2. Glasby J, Martin G, Regen E (2008) Older people and the relationship between hospital services and intermediate care:
Results from a national evaluation. Journal of Interprofessional Care 22: 639-49

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Is a qualitative approach
appropriate? Appropriate. The
study aims to determine the
views of key professionals on
the benefits of intermediate care
and the challenges of
implementing intermediate care
services.

Is the study clear in what it
seeks to do? Clear. The
objective of the study is clear

Is the context clearly
described? Unclear. Very
little detail in relation to the
characteristics of participants
and context are provided. The
authors note that data is
presented by site rather than
professional background of
the respondent in order to
ensure anonymity however it
is therefore difficult to make
useful distinctions such as

Does the study’s research
question match the review
question? Partly. The study
is part of a national evaluation
of intermediate care and aims
to ‘... explore the views of
intermediate care leads on
the benefits and challenges of
implementing intermediate
care policy’ (p642). The
specific focus of the paper is
to explore the links between

Overall assessment of

internal validity:
+

The lack of detail on context
and participants; and the
sampling of ‘key’ managers
and practitioners means that
it is not possible to award a
higher score.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

and there is a good discussion
of relevant literature.

How defensible/rigorous is
the research
design/methodology?
Somewhat defensible. Whilst
the study design (interviews and
focus groups) is appropriate the
authors do not present their
rationale for this approach.
Although the authors do discuss
their approaches to data
collection and analysis only
minimal detail is provided in
relation to the sampling strategy
and it is not clear on what basis
‘key’ managers and
practitioners were selected.

How well was the data
collection carried out?
Appropriately. The data
collection and management
methods are clearly described
and are appropriate to address
the research question.

whether managers and
practitioners differed in their
viewpoints and it could be
argued that this type of
information would not
compromise anonymity.

Was the sampling carried
out in an appropriate way?
Not sure. Although there is a
good amount of detail in
relation to the selection of the
case study sites at which
participants in this study were
based, it is not clear how ‘key
managers or practitioners at
these sites were selected.

Were the methods reliable?
Somewhat reliable. Data was
collected via interviews and
focus groups however the
authors do not contextualise
their findings in relation to
other research.

Are the data ‘rich’? Mixed.
Although there are a good
amount of verbatim quotes
there is only minimal detail

intermediate care and acute
care.

Has the study dealt
appropriately with any
ethical concerns? Partly.
The authors do not report
approval for the study;
however written consent was
obtained before interviews
took place.

Were service users
involved in the study? No.
No indication that service
users were involved in the
design of the study or the
interpretation of findings.

Is there a clear focus on the
guideline topic? Yes. The
study focuses on intermediate
care.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The study
reports the views of key
professionals involved in the

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

provided in relation to the
context of the data and there
is little exploration of diversity
of perspective or comparisons
between sites.

Is the analysis reliable?
Somewhat reliable. Although
key themes identified in the
analysis were discussed at
research team meetings the
authors do not report that
double coding, discussion of
discrepancies, or participant
verification took place.

Are the findings
convincing? Somewhat
convincing. The findings are
clearly presented and there
are an appropriate number of
verbatim quotes however the
findings are not very detailed.
The lack of information in
relation to context means that
it is particularly difficult to
draw any meaningful
conclusions from the study.

Are the conclusions
adequate? Adequate.

delivery, management and
planning of intermediate care
services across 5 sites.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Partly. Although
settings are not reported by
the study it seems likely that
the settings in which the
services operate will
correspond to those outlined
in the scope.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Service organisation.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes. The study
reports the views of key
professional stakeholders
working in intermediate care.

Does the study have a UK
perspective? Yes.
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Review question 1 — Critical appraisal — additional effectiveness data

1. Aimonino N, Tibaldi V, Barale S et al. (2007) Depressive symptoms and quality of life in elderly patients with
exacerbation of chronic obstructive pulmonary disease or cardiac heart failure: Preliminary data of a randomized
controlled trial. Archives of Gerontology and Geriatrics. 44 (Suppl. 1): 7-12

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To evaluate
mortality, functional, cognitive,
affective status in elderly
patients (<75 years of age)
with chronic obstructive
pulmonary disease or acute
congestive heart failure when
treated at home or in a general
ward after admission to
emergency department.

Description of theoretical
approach? No.

How was selection bias
minimised? Randomised.

Was the allocation method
concealed? Not reported.

Were participants blinded?
Not reported.

Was the exposure to the
intervention and comparison
as intended? Not reported.

Was contamination

acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a
different manner? Not
reported.

Were outcomes relevant?
Yes.

Were outcome measures
reliable? Yes. Activities of
Daily Living, Instrumental
Activities of Daily Living, Mini
Mental state examination,
Geriatric Depression Scale,
Mini Nutritional Assessment,

Does the study’s research
question match the review
question? Partly. Focused
on home hospital service vs.
a general medical ward
service after emergency
admission.

Has the study dealt
appropriately with any
ethical concerns? No.

Were service users
involved in the design of
the study? No.

Is there a clear focus on the
guideline topic? Partly.
Focus on diagnostic and
therapeutic treatments by
health care professionals in
patient's home. Not explicitly
intermediate care.

Overall assessment of
internal validity:

Overall assessment of

external validity:
+

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were providers blinded? Not
reported.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Not reported.

Did participants represent
the target group? Yes.

Were all participants
accounted for at study
conclusion? Not reported.

Acute Physiology and Chronic
Health Evaluation, Cumulative
lliness Rating Scale,
Nottingham Health Profile -
quality of life, and Co-
morbidity. Lengths of
treatment, mortality, hospital
readmission.

Were all outcome
measurements complete?
Partly. Only mortality, hospital
readmission, lengths of
treatment, GDS and NHP
measured and reported.

Were all important outcomes
assessed? Yes. Activities of
Daily Living, Instrumental
Activities of Daily Living,
Geriatric Depression Scale,
and Nottingham Health Profile
measured and reported.

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Six months follow-up.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. Geriatric
home service.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Hospital treatment at
home.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Partly.

Was the study conducted
in the UK? No. Italy.

Intermediate Care NICE guideline (September 2017)

197




Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Was follow-up time
meaningful? Not reported.

Were the analytical methods
appropriate? Yes. Descriptive
pre-post comparison.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes. No
significant differences at
baseline.

Was intention to treat (ITT)
analysis conducted? Not
reported.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Not reported.

Were the estimates of effect
size given or calculable? Not
reported.

Was the precision of
intervention effects given or
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

calculable? Were they
meaningful? Not reported.

Do conclusions match
findings? Yes.

2. Bjorkdahl A, Nilsson AL, Grimby G et al. (2006) Does a short period of rehabilitation in the home setting facilitate
functioning after stroke? A randomized controlled trial. Clinical Rehabilitation 20: 1038-49

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To evaluate if 3
weeks of rehabilitation in the
home setting of younger
patients with stroke would
improve activity than ordinary
outpatient rehabilitation at the
clinic and facilitate the
rehabilitation process.

Description of theoretical
approach? No.

How was selection bias
minimised? Randomised.
Methods Not reported.

Was the allocation method
concealed? Yes. Sealed
envelopes.

Was the exposure to the
intervention and comparison
as intended? Not reported.

Was contamination

acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a
different manner? Not
reported.

Were outcomes relevant?
Yes.

Were outcome measures
reliable? Yes.

Does the study’s research
question match the review
question? Partly. Not
specifically 'intermediate
care', but addresses home
rehabilitation after hospital
discharge.

Has the study dealt
appropriately with any
ethical concerns? Yes.
Informed consent from
participants; study approved
by The Ethics Committee at
Goteborg University.

Were service users
involved in the design of
the study? No

Overall assessment of

internal validity:
++

Overall assessment of

external validity:
+

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were participants blinded?
Not reported.

Were providers blinded? Not
reported.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Blind. Blinded
assessors made all
evaluations at discharge and
after the intervention at 3
weeks as well as at additional
follow-ups at 3 months and 1
year after discharge.

Did participants represent
the target group? Yes. Stroke
patients.

Were all participants
accounted for at study
conclusion? Yes. Two
dropped out after
randomisation.

Were all outcome
measurements complete?
Yes.

Were all important outcomes
assessed? Yes.

Were there similar follow-up
times in exposure and
comparison groups? Yes. At
3 weeks, 3 months and 1 year
after discharge (post-
intervention).

Was follow-up time
meaningful?
Yes.

Were the analytical methods
appropriate? Yes. Also
included power calculation.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes. The 2
groups did not differ
significantly at discharge
concerning age, gender,
lateralization, proportion of

Is there a clear focus on the
guideline topic? Yes. Not
specifically 'intermediate
care', but addresses home
rehabilitation after hospital
discharge.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. Home
setting.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Home based
rehabilitation.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. Functional
activities.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

haemorrhages and infarcts, or
in the results from any of the
instruments used.

Was intention to treat (ITT)
analysis conducted? Yes.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. Power analysis
undertaken.

Were the estimates of effect
size given or calculable?
Yes. Mean and SDs.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes.

Do conclusions match
findings? Yes.

Was the study conducted
in the UK? No. Sweden.
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3. Bjorkdahl A, Nilsson AL, Sunnerhagen KS (2007) Can rehabilitation in the home setting reduce the burden of care for
the next-of-kin of stroke victims? Journal of Rehabilitation Medicine 39: 27-32

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To evaluate if an
intervention with information
about stroke and its
consequences, as well as
practical advice and training in
the home setting reduces or
affects the burden of care for
next-of-kin.

Description of theoretical
approach? No

How was selection bias
minimised? Randomised.

Was the allocation method
concealed? Not reported.

Were participants blinded?
Not reported.

Were providers blinded? Not
reported.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Blind. Assessors

Was the exposure to the
intervention and comparison
as intended?

Partly. Accessibility for the
family at the clinic was not as
easy as for the home group,
and fewer opportunities were
given to ask questions and get
direct answers in conjunction
with the training.

Was contamination

acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a
different manner? Not
reported.

Were outcomes relevant?
Yes.

Were outcome measures
reliable? Yes. Caregiver
burden scale.

Does the study’s research
question match the review
question? Yes.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
Ethics Committee at
Goteborg University
approved the study.

Were service users
involved in the design of
the study? No.

Is there a clear focus on the
guideline topic? Yes.
Carer’s burden.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. Family
carers.

Is the study setting the
same as at least one of the
settings covered by the

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
+

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

were blind when evaluating
outcomes.

Did participants represent
the target group? Yes. Family
carers of stroke patients.

Were all participants
accounted for at study
conclusion? No. Response
rate 80%.

Were all outcome
measurements complete?
Yes.

Were all important outcomes
assessed? Yes.

Were there similar follow-up
times in exposure and

comparison groups? Yes. At
3 weeks, 6 months and 1 year.

Was follow-up time
meaningful? Yes.

Were the analytical methods
appropriate? Yes.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Not reported.

Was intention to treat (ITT)
analysis conducted? No.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Not reported.

guideline? Yes. Home vs.
clinic.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Rehabilitation in the
home setting.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes.

Was the study conducted
in the UK? No. Sweden.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were the estimates of effect
size given or calculable? Not
reported.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Partly.

Do conclusions match
findings? Yes.

4. Fjaertoft H, Indredavik B, Magnussen J et al. (2005) Early supported discharge for stroke patients improves clinical
outcome. Does it also reduce use of health services and costs? One-year follow-up of a randomized controlled trial.
Cerebrovascular diseases 19: 376-83

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To compare the
use of health services and the
costs of these in the extended
stroke unit service group with
the ordinary stroke unit service
group during the first year
following a stroke.

Description of theoretical
approach? No.

Was the exposure to the
intervention and comparison
as intended?

Not reported.

Was contamination
acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a

Does the study’s research
question match the review
question? Yes. Early
supported discharge.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
Regional Committee on
Medical Research Ethics
evaluated the study protocol
and approved the trial.

Overall assessment of

internal validity:
+

Overall assessment of
external validity:
+

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

How was selection bias
minimised? Randomised.
Permuted blocks with random
number tables.

Was the allocation method
concealed? Yes. Permuted
blocks with random number
tables provided in sealed
opaque envelopes.

Were participants blinded?
Not reported.

Were providers blinded? Not
reported.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Not reported.

Did participants represent
the target group? Yes.

Were all participants
accounted for at study
conclusion? Yes.

different manner? Not
reported.

Were outcomes relevant?
Yes.

Were outcome measures
reliable?
Yes.

Were all outcome
measurements complete?
Yes.

Were all important outcomes
assessed? Yes.

Were there similar follow-up
times in exposure and
comparison groups? Yes.

Was follow-up time
meaningful? Yes.

Were the analytical methods
appropriate? Yes.

Were exposure and
comparison groups similar
at baseline? If not, were

Patient consent obtained
(Indredavik 2000).

Were service users
involved in the design of
the study? No.

Is there a clear focus on the
guideline topic? Yes. Early
supported discharge.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. Home.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Early supported
discharge, home based
rehabilitation.

(For effectiveness
questions) Are the study
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

these adjusted? Yes. There
were no significant differences
between the groups.

Was intention to treat (ITT)
analysis conducted? Yes.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Not reported. Follow-
up of a previous study by
Indredavik 2000.

Were the estimates of effect
size given or calculable? Not
reported.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Not reported.

Do conclusions match
findings? Yes.

outcomes relevant to the
guideline? Yes.

Was the study conducted
in the UK? No. Norway.
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5. Inglis SC, Pearson S, Treen S et al. (2006) Extending the horizon in chronic heart failure: Effects of multidisciplinary,

home-based intervention relative to usual care. Circulation 114: 2466-73

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To examine the
long-term (minimum of 7.5 to
10 years) impact of a nurse-
led, multidisciplinary home
based intervention versus
usual post-discharge care in
an old and fragile cohort of 297
congestive heart failure
patients discharged from short-
term hospital care.

Description of theoretical
approach? Yes. Application of
a broad range of adult learning
theories relating to life-long
learning, and the principles of
individual and community
empowerment to facilitate self-
determination and self-care.

How was selection bias
minimised? Randomised.
Used a blinded computerised
protocol (info from Stewart
2002).

Was the allocation method
concealed? Not reported.

Was the exposure to the
intervention and comparison
as intended? Yes.

Was contamination
acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a
different manner? Partly. In
the previous study (follow-up at
3 years, Stewart 2002), 7
patients received repeat home
visits if they survived a
readmission within 6 months.

Were outcomes relevant?
Yes.

Were outcome measures
reliable?
Yes.

Were all outcome
measurements complete?
Yes.

Does the study’s research
question match the review
question? Partly. Not
specifically 'intermediate
care', but focused on home
based management of
congestive heart failure after
hospital discharge.

Has the study dealt
appropriately with any
ethical concerns? Yes.
Patients signed a consent
form (information from
Stewart 2002).

Were service users
involved in the design of
the study? No.

Is there a clear focus on the
guideline topic? Partly. Did
not specify 'intermediate care'
but addressed a home based
intervention for chronic
disease management of
congestive heart failure after
hospital discharge. Duration

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
+

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were participants blinded?
Not reported.

Were providers blinded? Not
reported.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Blind. Outcomes

examined in a blinded manner.

Did participants represent
the target group? Yes.

Were all participants
accounted for at study
conclusion? Yes.

Were all important outcomes
assessed? Yes.

Were there similar follow-up
times in exposure and
comparison groups? Yes.

Was follow-up time
meaningful? Yes. Long-term
impact measured at ten years
after intervention.

Were the analytical methods
appropriate? Yes.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes. At
baseline, home based
intervention patients were
more likely to have a prior
acute myocardial infarction, left
bundle-branch block, and
higher blood urea
concentration.

Was intention to treat (ITT)
analysis conducted? Yes.

of intervention not reported
but patients followed up over
6 months.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. Home-
based intervention.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Nurse-led, multi-
disciplinary, home-based
intervention.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes.

Was the study conducted
in the UK? No. Australia.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Not reported.

Were the estimates of effect
size given or calculable?
Yes.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes.

Do conclusions match
findings? Yes.

6. Kalra L, Evans A, Perez | et al. (2005) A randomised controlled comparison of alternative strategies in stroke care.

Health Technology Assessment 9: 18

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To compare a
range of outcomes at 3, 6 and
12 months between stroke
patients managed on the
stroke unit, on general wards
with stroke team support or at
home by specialist domiciliary
care team.

Was the exposure to the
intervention and comparison
as intended? Yes.

Was contamination
acceptably low? Not reported.

Did either group receive
additional interventions or

Does the study’s research
question match the review
question? Yes. Stroke care
and management at home
after discharge.

Has the study dealt
appropriately with any
ethical concerns? Yes. The

Overall assessment of

internal validity:
++

Overall assessment of

external validity:
++

Overall validity rating:
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Description of theoretical
approach? Partly.

How was selection bias
minimised? Randomised.
Randomisation was
unstratified using the block
randomisation technique, in 16
blocks of 30.

Was the allocation method
concealed? Yes.
Randomisation was conducted
in an office remote from patient
treatment areas, so that it
would not be possible for those
enrolling patients to guess
allocation for the vast maijority
of subjects.

Were participants blinded?
Blinding not possible.

Were providers blinded? Not
reported.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Blind. Independent
observers were used for

have services provided in a
different manner? Not
reported.

Were outcomes relevant?
Yes.

Were outcome measures
reliable?
Yes.

Were all outcome
measurements complete?
Yes.

Were all important outcomes
assessed?
Yes.

Were there similar follow-up
times in exposure and
comparison groups? Yes. At
3, 6 and 12 months.

Was follow-up time
meaningful?
Yes.

project was approved by the
local ethics committee.

Were service users
involved in the design of
the study? No

Is there a clear focus on the
guideline topic? Yes.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. Domiciliary.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. Stroke care and
management at home after
discharge.

(For effectiveness
questions) Are the study

++
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

assessment and using
outcome measures.

Did participants represent
the target group? Yes.

Were all participants
accounted for at study
conclusion? No. Nine drop-
outs in home care group; 3 in
stroke team group.

Were the analytical methods
appropriate? Yes.
Descriptive.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes.
Baseline characteristics well
matched across the 3 groups
in stroke type and severity,
level of impairment and initial
disability.

Was intention to treat (ITT)
analysis conducted? Yes.
Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. Power
calculation conducted as part
of design.

Were the estimates of effect
size given or calculable?
Yes.

Was the precision of
intervention effects given or

outcomes relevant to the
guideline? Yes.

Was the study conducted
in the UK? Yes.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

calculable? Were they
meaningful? Yes.

Do conclusions match
findings? Yes.
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Research question 2. Bed based intermediate care:
a) What is the effectiveness and cost effectiveness of bed based intermediate care?

b) What are the views and experiences of people using services, their families and carers in relation to

bed based intermediate care?

c) What are the views and experiences of health, social care and other practitioners about bed based

intermediate care?

Research question 2 — Findings tables — Effectiveness

1. Crotty M, Whitehead CH, Wundke R et al. (2005) Transitional care facility for elderly people in hospital awaiting a long
term care bed: Randomised controlled trial. British Medical Journal (Clinical Research Edition) 331: 1110-3

Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Study aim: To ‘... assess the
effectiveness of moving
patients who are waiting in
hospital for a long term care
bed to an off-site transitional
care facility’ (p1).

Methodology: randomised
controlled trial. Two arm
randomised controlled trial
using a Zelen randomised
consent design.

Country: Not UK. Australia —
South Adelaide.

Participants: Service users
and their families, partners and
carers — Elderly patients
admitted to acute care at 1 of 3
hospitals who were already
awaiting placements in long-
term care and had been
assessed as ‘...unsuitable for
other rehabilitation or
community discharge support
programmes’ (p1). The authors
note that nearly 30% had been
admitted to hospital as a result
of ‘... musculoskeletal
problems such as falls,
fractures, and soft tissue

Statistical data — service
user related outcomes -
Care needs (measured using
the Residential Care Scale):
Participants in the
intervention group had a
higher (worse) mean score
on measures of care need,
however this difference was
not significant; control 55.6
(23.6 SD) vs. intervention
58.7 (22.0 SD), mean
difference=-2.1 (95%
Confidence Interval -8.3 to
4.1, p=0.506).

Overall assessment of

internal validity:
+

Due to the very short follow-up
period of 4 months and the
fact that a number of
participants were not
transferred to the intervention
facility as intended it is not
possible to award a higher
quality rating to this study.

Overall assessment of

external validity:
++
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Source of funding:
Government - South Australian
Department of Human
Services and Commonwealth
Department of Health and
Aged Care (National
Demonstration Hospital
Program Phase 4).

injuries’ (p3), no further details
on reasons for admission are
reported.

Patients were eligible “... if it
was decided they were to go to
long term care, an assessment
had been performed, they
were medically stable and
ready for hospital discharge,
and no long term care bed was
available’ (p1). Individuals with
dementia or behavioural
problems were eligible unless
their care was though to
require additional staff.

Patients appear to have been
ineligible (although this is not
clearly stated) if — discharge to
another facility/location had
already been arranged, if a
long-term care placement had
already been secured, if they
were under the age of 65, and
if the individual had no next of
Kin.

Functional level (measured
using the modified Barthel
index): Participants in the
intervention group had a
lower (worse) mean score on
measures of physical
function, however this
difference was not significant;
control 56.7 (27.2 SD) vs.
intervention 55.2 (25.1 SD),
mean difference = 1.5 (95%
Cl -5.6 to 8.6, p=0.678).

Mortality: The proportion of
participants who had died
was higher in the intervention
group than in the control
group, however this
difference was not significant;
control n=28, 27% vs.
intervention n=59, 28%,
statistical data not provided,
reported as non-significant by
authors.

Quality of life (measured
using the Assessment of
Quality of Life scale):
Participants in the

Overall assessment of
validity:
+
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Participants were referred by 1
of 3 referring hospitals, 1 of
which provided services to
veterans (no further details
provided).

Sample characteristics:

Age — Participants under the
age of 65 appear to have been
excluded. Control group —
mean age 83 years (7.2 SD);
intervention group — mean age
82.8 years (8.3 SD).

Sex — Control group — male
n=53 (51%); intervention group
— male n=102 (48%).

Ethnicity — Not reported.
Religion/belief - Not reported.
Disability - Not reported.

Long term health condition -
Not reported.

Socioeconomic position - Not
reported.

Sample size:

Comparison numbers —
Randomised n=108; received
care as allocated n=105 (three
participants withdrew after

intervention group had a
higher (worse) mean score
on measures of quality of life,
however this difference was
not significant; control 22.9
(4.9 SD) vs. intervention 24.0
(4.4 SD), mean difference =
-1.1(95% Cl -2.3t0 0.2,
p=0.099).

Statistical data — service
outcomes -

Days in hospital from
admission to discharge (one
control participant not
discharged from hospital in 4
month follow-up period):
Participants in the
intervention group spent
significantly less time in
hospital than those in the
control group; control 43.5
days (95% Cl 41.0 to 51.0)
vs. intervention 32.5 days
(95% C1 29.0 to 36.0),
median difference in length of
stay = 11 days (95% CI 6 to
16, p<0.001).
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

randomisation); assessed at
four-month follow up n=77
(n=28 participants had died).
Intervention numbers —
Randomised n=212; received
care as allocated n=134 (n=29
participants were transferred to
a long-term care placement or
died before transfer to
intervention facility, n=44
declined transfer to
intervention facility, n=5 were
refused admission to
intervention facility due to
concerns regarding behaviour);
assessed at four-month follow
up n=153 (n=59 participants
had died).

Sample size — Randomised
N=320; received care as
allocated n=239; assessed at
four-month follow up n=230.

Intervention:

Intervention category - Bed
based intermediate care.
Describe intervention - The
intervention is described by the
authors as a ‘... transitional

Days in hospital from
randomisation to discharge
(one control participant not
discharged from hospital in 4
month follow-up period):
Participants in the
intervention group spent
significantly less time in
hospital post-randomisation
than those in the control
group; control 16 days (13 to
20) vs. intervention 6 days
(95% CI 5 to seven), median
difference in post-
randomisation length of stay
=10 days (95% CI 6 to 11,
p<0.001).

Time from hospital admission
to admission to permanent
care (n=224): Of those
participants who were
admitted to permanent care
(n=224), those in the
intervention group took
significantly longer to be
admitted than those in the
control group; control 51.5
days (95% ClI 44.0 to 63.0)
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

care facility where all patients
received a single assessment
from a specialist elder care
team and appropriate ongoing
therapy’ (p1). The care
provided is described as
multidisciplinary and aligned
with a medical rehabilitation
model.

Delivered by - Care at the
facility involves input from
geriatricians, general
practitioners, pharmacists,
physiotherapists, rehabilitation
medicine physicians, social
workers, and 1 full-time
transitional care nurse
coordinator, as well as ‘...
accommodation, catering,
cleaning, nursing (5.0 full time
equivalents in 24 hours), and
carer staff (10.0 full time
equivalents in 24 hours) ...’
(p2).

‘Allied health’ staff are reported
to be equivalent to 4.4 full time
members of staff; no further
details in relation to staffing
levels are provided. A private

vs. intervention 72.5 days
(95% CI 62.0 to 81.9),
median difference=-21 days
(95% CI -27 to -6, p=0.003).

Hospital use after
randomization (combining
initial length of stay post-
randomisation and
readmissions during the 4
month follow-up period) -
Participants in the
intervention group spent
significantly less time in
hospital during the total study
period than those in the
control group; control 18 days
(95% Cl 15 to 21) vs.
intervention 7.5 days (95% CI
7.0 to 9.0), median
difference=10.5 days (95% CI
6.0 to 11.0, p<0.001).

Proportion of participants
readmitted to hospital over
four-month follow-up period -
The proportion of participants
readmitted to hospital was
higher in the intervention
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

long-term care provider and
the 3 referring hospitals jointly
staffed the facility.

Delivered to - Elderly patients
waiting for long-term care
placement and assessed as
being ‘...unsuitable for other
rehabilitation or community
discharge support
programmes’ (p1).

Duration, frequency, intensity,
etc. - Details in relation to the
care provided are minimal. The
median length of stay in the
facility was 46 days (range
35.5 to 53.6 days), however 4
patients were still at the facility
at the four-month follow-up.
The authors also report a
maturation effect, with patients
recruited during the second
half of the study staying
significantly longer in the
facility, with a median stay of
28 days (21.3 to 46.7 days), in
comparison to a median stay
of 58 days (40.4 to 80.3 days)
for patients recruited during the
first half of the study (p=0.001).

group than in the control
group but this difference was
not significant; control 25%
vs. intervention 28%,
statistical data not provided,
reported as non-significant by
authors.

Participant status at follow-up
(statistical testing of between
group differences not
reported for all statuses):
Permanent care - The
proportion of participants
living in permanent care was
higher in the control group
than in the intervention group
(significance of between
group differences not
reported; control n=62, 59%
vs. intervention n=104, 49%).
Home - The proportion of
participants who were living
in their own home was lower
in the intervention group than
in the control group however
this difference was not
significant (NB. Statistical
data not provided, reported
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Key components and
objectives of intervention - The
authors report that care
provided at the facility was
based on a model of medical
rehabilitation which
incorporated goal setting
(including both the patient and
their family), multidisciplinary
assessment, and weekly case
conferences). Patients were
assessed by the whole team
on admission, specialist
medical staff took part in case
conferences and reviewed
admissions, and on-call
medical care was available on
a 24-hour basis. The
transitional care nurse co-
ordinator liaised with families
and managed the transfer of
case notes between the acute
hospital and the transitional
facility.

Location/place of delivery - An
offsite transitional 36 bed
facility within 5-25km of 3
referring hospitals in South
Adelaide, Australia.

as non-significant by
authors).

Died - Mortality was lower in
the intervention group than in
the control group, however
this difference was not
significant (NB. Statistical
data not provided, reported
as non-significant by
authors).

Transitional care facility -
Twenty three participants in
the intervention group were
still staying in the transitional
care facility (also reported in
narrative as n=24, 11%).
Hospital - The proportion of
participants staying in
hospital was the same in both
groups (significance of
between group differences
not reported; control n=5, 5%
vs. intervention n=10, 5%).
Respite - The proportion of
participants staying in respite
care was the same in both
groups (significance of
between group differences
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Comparison intervention:
Participants in the control
group received care as usual
which was provided in the
hospital. The authors note that
these participants did not ‘...
routinely receive specialist
assessment from the geriatric
or rehabilitation teams’ (p2).
No further details provided.

Outcomes measured:
Service user outcomes —
Care needs were measured
using the Residential Care
Scale (0-104, lower scores
correspond to lower levels of
dependence).

Functional level was measured
using the modified Barthel
index. (0-100, lower scores
correspond to lower levels of
physical function).

Mortality (Source of data not
reported).

Quality of life was measured
using the Assessment of
Quality of Life scale (0-45,

not reported; control n=1, 1%
vs. intervention n=2, 1%).

Narrative findings - service
user related outcomes -
Care needs (measured using
the Residential Care Scale):
Participants in the
intervention group had a
higher (worse) mean score
on measures of care need,
however this difference was
not significant.

Functional level (measured
using the modified Barthel
index): Participants in the
intervention group had a
lower mean score on
measures of physical
function, however this

difference was not significant.

Mortality: The proportion of
participants who had died
was higher in the intervention
group than in the control
group, however this
difference was not significant
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

lower scores correspond to
better quality of life).

Service level outcomes —
Hospital usage (days in
hospital from admission to
discharge). Source of data not
reported.

Hospital usage (days in
hospital from randomisation to
discharge). Source of data not
reported.

Hospital usage after
randomisation (total length of
stay — combining initial length
of stay post-randomisation and
readmissions during four-
month follow-up period).
Source of data not reported.
Rate of returning
home/participants living at
home. Source of data not
reported.

Proportion of participants
readmitted to hospital over
follow-up period. Source of
data not reported.

Time from hospital admission
to admission to permanent

(NB. Statistical data not
provided, reported as non-
significant by authors).

Quality of life (measured
using the Assessment of
Quality of Life scale):
Participants in the
intervention group had a
higher (worse) mean score
on measures of quality of life,
however this difference was
not significant.

Narrative findings - service
outcomes —

Days in hospital from
admission to discharge (one
control participant not
discharged from hospital in 4
month follow-up period):
Participants in the
intervention group spent
significantly less time in
hospital than those in the
control group.

Days in hospital from
randomisation to discharge
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

care. Source of data not
reported.

Follow-up: Both groups were
followed-up for 4 months post-
randomisation.

(one control participant not
discharged from hospital in 4
month follow-up period):
Participants in the
intervention group spent
significantly less time in
hospital post-randomisation
than those in the control

group.

Time from hospital admission
to admission to permanent
care (n=224): Of those
participants who were
admitted to permanent care
(n=224), those in the
intervention group took
significantly longer to be
admitted than those in the
control group.

Hospital use after
randomization (combining
initial length of stay post-
randomisation and
readmissions during the 4
month follow-up period):
Participants in the
intervention group spent
significantly less time in
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

hospital during the total study
period than those in the
control group.

Proportion of participants
readmitted to hospital over
four-month follow-up period:
The proportion of participants
readmitted to hospital was
higher in the intervention
group than in the control
group but this difference was
not significant (NB. Statistical
data not provided, reported
as non-significant by
authors).

Participant status at follow-up
(statistical testing of between
group differences not
reported for all statuses):
Permanent care - The
proportion of participants
living in permanent care was
higher in the control group
than in the intervention group
(significance of between
group differences not
reported).
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Home - The proportion of
participants who were living
in their own home was lower
in the intervention group than
in the control group however
this difference was not
significant (NB. Statistical
data not provided, reported
as non-significant by
authors).

Died - Mortality was lower in
the intervention group than in
the control group, however
this difference was not
significant (NB. Statistical
data not provided, reported
as non-significant by
authors).

Transitional care facility -
Twenty three participants in
the intervention group were
still staying in the transitional
care facility.

Hospital - The proportion of
participants staying in
hospital was the same in both
groups (significance of
between group differences
not reported).

Intermediate Care NICE guideline (September 2017)

224




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Respite - The proportion of
participants staying in respite
care was the same in both
groups (significance of
between group differences
not reported).

2. Garasen H, Windspoll R, Johnsen R (2007) Intermediate care at a community hospital as an alternative to prolonged

general hospital care for elderly patients: A randomised controlled trial. BioMed Central Public Health 7: 68

Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Study aim: The aim of the
study was to compare the
efficacy of intermediate care at
a community hospital with
standard prolonged care at a
general hospital.

Methodology: Randomised
controlled trial.

Country: Norway.

Source of funding:
Government - Central
Norway Regional Health
Authority.

Participants: Service users
and their families, partners and
carers - Participants were
service users.

Sample characteristics:

e Age - Mean age of
intervention group
(randomised) = 80.6 Mean
age of intervention group
(received intervention) =
80.9 Mean age of
comparison group = 81.3.

e Sex - Intervention group
(randomised) = 20 males /
52 females Intervention

Statistical data — service
outcomes —

Readmissions - Of the 72
patients in the Intervention
group, 14 (19.4%) were
readmitted for the same
disease within 60 days, while
25 out of 70 (37.5%) from the
control group receiving
general hospital treatment
were readmitted. Of the
Intervention group
readmissions, 9 (64.3%) took
place before they had been
discharged home, while from
the general hospital group 19

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

group (received intervention)
=14 males / 50 females
Comparison group = 27
males / 43 females.

¢ Ethnicity — Not reported.

¢ Religion/belief — Not
reported.

¢ Disability — Not reported.

e Long term health condition -
The most common primary
diagnosis was cardiological
diseases: Intervention group
(randomised) = 22
Intervention group (received
intervention) = 21
Comparison group = 20.
Other reported conditions
included infections,
fractures/contusions,
pulmonary diseases,
neurological diseases,
cancers, psychiatric
diseases and other
diseases.

e Sexual orientation — Not
reported.

(76.0%) were readmitted after
discharge and 6 (24%) during
rehabilitation care. Odds
Ration (OR) for readmissions
for the same disease in the
intervention group versus the
general hospital group was
2.77 (95% Cl 1.18-6.49).
There was statistically a
significant difference between
the two groups (p=0.03 while
p adjusted for age, gender,
ADL and diagnosis was
0.02).

Use of nursing home or home
care - There were no
significant differences in need
for nursing homes and home
care after 6 months, with 38
(52.8%) from the intervention
and 44 (62.9%) from the
comparison group still
needing long-term home
nurse care. The OR for the
need of home care was 1.21
(95% CI 0.59-2.52) in the
intervention group versus the
general hospital group.
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

e Socioeconomic position —
Not reported.

Sample size:

e Comparison numbers -
n=70.

¢ Intervention numbers —
randomised n=72; received
intervention n=64.

e Sample size — Total N=142.

Intervention:

¢ Intervention category - Bed
based intermediate care.

e Describe intervention - The
intervention was based on
individualised intermediate
care, focussing on improving
physical functioning so that
participants would be able to
manage independently on
returning home.

e Delivered by - The
intervention was delivered by
the multi-disciplinary team.

e Delivered to - The
intervention was delivered to
service users who had been

Numerically and
proportionately there were
more in the intervention
group who were independent
of home care (18 participants,
25%) than in the general
hospital group (7 participants,
10%). The OR was 0.31

(95% CI 0.11-0.88) in favour
of the intervention group.

Narrative findings - service
outcomes -

Participants who received
intermediate care had better
outcomes than those
receiving standard care, with
significantly fewer
readmissions. Although
statistically insignificant,
results favour intermediate
care with regards to
decreased mortality and need
for community care at 6
month follow-up.
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

admitted to hospital due to
acute illness/exacerbation of
chronic disease and were
subsequently randomised to
the intermediate care
condition.

e Duration, frequency,
intensity, etc. - This is not
reported, however, the
authors do note that the
intervention was
individualised to each
participant.

e Key components and
objectives of intervention -
The main objective of the
intervention was to improve
physical functioning so that
participants would be able to
manage independently on
returning home.

e Content/session titles - N/A.

¢ Location/place of delivery -
The intervention took place
at a community hospital.

Comparison intervention:
The comparison intervention
was standard prolonged care
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

at a general hospital, where
normal routines were followed.
No further information is
provided.

Outcomes measured:
Service user related outcomes
e Mortality.

Service outcomes

e Number of days in institution,
readmissions were assessed
through patients' journals
and health records, as well
as administrative systems.

Follow-up: Participants were
followed up for 6 months
(approximately 26 weeks after
baseline.

Costs? No.
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3. Garasen H, Windspoll R, Johnsen R (2008) Long-term patients' outcomes after intermediate care at a community
hospital for elderly patients: 12-month follow-up of a randomized controlled trial. Scandinavian Journal of Public Health

36: 197-204

Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Study aim: The aim of the
study was to compare the
efficacy of intermediate care at
a community hospital with
standard prolonged care at a
general hospital.

Methodology: Randomised
controlled trial.

Country: Norway.

Source of funding:
Government - Central
Norway Regional Health
Authority.

Participants: Service users
and their families, partners and
carers - Participants were
service users.

Sample characteristics:

e Age - Mean age of
intervention group
(randomised) = 80.6 Mean
age of intervention group
(received intervention) =
80.9 Mean age of
comparison group = 81.3.

e Sex - Intervention group
(randomised) = 20 males /
52 females Intervention
group (received intervention)
= 14 males / 50 females
Comparison group = 27
males / 43 females.

¢ Ethnicity — Not reported.

¢ Religion/belief — Not
reported.

e Disability — Not reported.

Statistical data — service
outcomes —

Number of admissions: There
was no significant difference
in number of admissions for
both groups (intervention =
46 vs. comparison = 51).
Average hospital stay was
the same in both groups
(12.6 days; mean difference
9.2-16.1 [95% Confidence
Interval] for the intervention
group and 7.4-17.8 [95%
Confidence Interval] for the
comparison group).

Use of nursing home or home
care: There were no
significant differences in need
for nursing homes and home
care after 12 months, with
both 32 (54.2%) from the
intervention and 32 (66.7%)
from the comparison group
still needing long-term home
nurse care.

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

e Long term health condition -

The most common primary
diagnosis was cardiological

diseases: Intervention group

(randomised) = 22

Intervention group (received

intervention) = 21
Comparison group = 20.
Other reported conditions
included infections,
fractures/contusions,
pulmonary diseases,
neurological diseases,
cancers, psychiatric
diseases and other
diseases.

e Sexual orientation — Not
reported.

e Socioeconomic position —
Not reported.

Sample size:

e Comparison numbers -
n=70.
Intervention numbers —
randomised n=72, received
intervention n=64.

e Sample size — Total n=142.

Slightly more participants in
the intervention group (n=10;
28.8%) were independent of
home care, in comparison to
the general hospital group
(n=7; 18.8%).

Mortality: The difference in
number of deaths between
groups was statistically
significant.

Participants in the
intervention group were
observed for a longer period
of time than those in the
comparison group (335.7
[95% Confidence Interval
312.0-359.4] v 292.8 [95%
confidence interval 264.1-
321.5]) days (p=0.01).

Narrative findings — service
outcomes -

Participants who received
intermediate care had better
outcomes than those
receiving standard care, with
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outcomes)

Findings

Overall validity rating

Intervention:

¢ Intervention category - Bed-
based intermediate care.

e Describe intervention - The
intervention was based on
individualised intermediate
care, focussing on improving
physical functioning so that
participants would be able to
manage independently on
returning home.

e Delivered by - The
intervention was delivered by
the multi-disciplinary team.

e Delivered to - The
intervention was delivered to
service users who had been
admitted to hospital due to
acute illness/exacerbation of
chronic disease and were
subsequently randomised to
the intermediate care
condition.

e Duration, frequency,
intensity, etc. - This is not
reported.

fewer needing community
services, and significantly
fewer being dead after 12
months.
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outcomes)

Findings

Overall validity rating

e Key components and
objectives of intervention -
The main objective of the
intervention was to improve
physical functioning so that
participants would be able to
manage independently on
returning home.

e Content/session titles — N/A.

e Location/place of delivery -
The intervention took place
at a community hospital.

Comparison intervention:
The comparison intervention
was standard prolonged care
at a general hospital, where
normal routines were followed.
No further information is
provided.

Outcomes measured:
Service user related outcomes
o Mortality.

Service outcomes —
e Number of days in institution,
readmissions were assessed
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intervention, comparison,
outcomes)

Findings

Overall validity rating

through patients' journals
and health records, as well
as administrative systems.

Follow-up: 6 and 12 months
after baseline.

Costs? No.

4. Herfjord JK, Heggestad T, Ersland H et al. (2014) Intermediate care in nursing home after hospital admission: a
randomized controlled trial with one year follow-up. BMC Research Notes 7: 889

Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Study aim: To evaluate the
efficacy and safety of early
transfer to an intermediate care
unit in a nursing home.

Methodology: Randomised
controlled trial. Participants
randomised to either an
intermediate care unitin a
nursing home or usual care in
the hospital.

Country: Norway — Bergen.

Source of funding:

Participants: Service users
and their families, partners and
carers - Individuals over the
age of 70 admitted to a
medical or orthopaedic ward
from their home. Staff at the 2
hospitals from which
participants were recruited
were ‘... requested to consider
every patient 70 year [sic] or
older admitted from home’
(p5). Individuals were eligible if
they were respiratory and
circulatory stable, and viewed
as being able to return to their

Statistical data — service
user related outcomes -
Days alive (mean number):
All patients — Not reported.
Medical patients — Not
reported.

Orthopaedic patients — The
mean number of days alive
was significantly lower for
orthopaedic patients in the
intervention group than for
orthopaedic patients in the
control group (control 346.9
vs. intervention 311.9, 35
days lower; p=0.025).

Overall assessment of

internal validity:
+

Although the study appears
to have been well carried out
the decision to change the
outcomes measured for the
second phase of the study,
the fact that a small number
of participants allocated to
the intervention had to remain
in acute care, and the post
hoc decision to conduct
subgroup analysis means
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e Government - Western
Norway Regional Health
Authority.

e Other - Kavli Research Centre
for Geriatrics and Dementia.

home within 3 weeks.
Exclusion criteria were — need
for intensive care or surgery,
and severe dementia or
delirium. The authors note that
patients with mild or moderate
dementia were eligible.

Sample characteristics:

e Age - Mean (range) —

e Control - All patients = 84.6
(71-98); medical patients =
85.2 (72-98); orthopaedic
patients = 83.9 (71-95).

¢ Intervention - All patients =
83.6 (70-96); medical
patients = 83.9 (70-96);
orthopaedic patients = 84.0
(70-95).

e Sex — Proportion of females

e Control - All patients =
73.7%; medical patients =
61.1%; orthopaedic patients
= 82.4%.

¢ Intervention - All patients =
73.2%; medical patients =

Days alive and living at home
(mean number):

All patients — The mean
number of days alive and
living at home was lower in
the intervention group than
the control group, however
this difference was not
significant; control 256.5 days
(125.1 SD) vs. intervention
253.7 days (120.4 SD),
relative effect size + 1.1%,
absolute effect size + 2.8
days, p=0.80.

Medical patients — The mean
number of days alive and
living at home was lower for
medical patients in the
intervention group than those
in the control group, however
this difference was not
significant; control 250.4 days
(134.1 SD) vs. intervention
249.2 days (123.6 SD),
relative effect size + 0.5%,
absolute effect size + 1.2
days, p=0.165.

Orthopaedic patients — The
mean number of days alive

that it is not possible to award
a higher quality rating to this
study.

Overall assessment of

external validity:
++

Overall assessment of
validity:
+
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61.5%; orthopaedic patients
= 85.0%.

e Ethnicity — Not reported.

¢ Religion/belief - Not
reported.

¢ Disability - Not reported.

e Long term health condition -
Not reported.

e Socioeconomic position -
Not reported.

Sample size:

e Comparison numbers —
n=200 randomised; n=186
received control intervention
(14 participants withdrew
consent after
randomisation).

¢ Intervention numbers —
n=200 randomised; n=190
received intervention (10
participants withdrew
consent after randomisation;
8 did not receive the
intervention due to medical
concerns and remained in
acute care).

and living at home was lower
for orthopaedic patients in the
intervention group than those
in the control group, however
this difference was not
significant; control 256.5 days
(121.0 SD) vs. intervention
233.2 days (128.2), relative
effect size + 9.1%, absolute
effect size + 23.3 days,
p=0.09.

One year mortality:

All patients — Mortality was
higher in the intervention
group than in the control
group, however this
difference was not significant
(control 17.2% vs.
intervention 22.1%, relative
effect size + 28.5%; absolute
effect size + 4.9%, p=0.29).
The relative risk of mortality
was also higher for this
group; relative risk 1.29 (95%
Cl1 0.85t0 1.94).

Medical patients — Mortality
was higher in the intervention
group than in the control
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e Sample size — N=400; n=368

received intended
interventions.

Intervention:

¢ Intervention category - Bed
based intermediate care.

e Describe intervention - The
authors describe
intermediate care as a ‘step-
down’ facility.

¢ Delivered by - The units
were staffed by a
multidisciplinary team
including a health care
worker, physician,
physiotherapist, and nurse.
The physician was either a
consultant specialist in
geriatrics/internal medicine
or a junior doctor working
under the supervision of the
consultant specialist;
however this post only
appears to have been
staffed on weekdays. The
number of full-time nursing

positions increased from 3 to

12.7 after the unit was

group, however this
difference was not significant
(control 25.0% vs.
intervention 25.6%, relative
effect size + 2.4%, absolute
effect size + 0.6%, p=0.99.
The relative risk of mortality
was also higher for this
group; relative risk 1.03 (95%
Cl1 0.59-1.78).

Orthopaedic patients —
Mortality was significantly
higher in the intervention
group than in the control
group (control 10.3 % vs.
intervention 25.0%, relative
effect size + 142.7%,
absolute effect size 14.7%,
p=0.049). The relative risk of
mortality was also higher for
this group; relative risk 2.43
(95% CI 1.05 to 5.55).

Statistical data — service
outcomes -

Days in hospital after
discharge from
control/intervention (mean
number):
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converted into an
intermediate care unit.
Delivered to - Individuals
over the age of 70 admitted
to a medical or orthopaedic
ward from their home.
Duration, frequency,
intensity, etc. - Maximum
stay was specified as 3
weeks. The average length
of stay at the facility was
17.3 days (range 1-34).
Further details on intensity of
care/therapies is not clear,
however the patient was
assessed by a physician and
physiotherapist on the first
working day after their
admission, and physician led
ward rounds and
multidisciplinary team
meetings took place at least
twice a week.

Key components and
objectives of intervention - A
key aspect of the service
which the researchers hoped
to investigate was earlier
transfer to the unit (noting

All patients - The mean
number of days in hospital
was lower for participants in
the intervention group than
those in the control group,
however this difference was
not significant (control 10.5
days, 15.2 SD vs.
intervention 10.4 days, 15.8
SD; relative effect size +
0.01%; absolute effect size +
0.1 days; p=0.748).

Medical patients — The mean
number of days in hospital
was lower for medical
patients in the intervention
group than those in the
control group, however this
difference was not significant;
control 12.9 days (17.2 SD)
vs. intervention 10.6 days
(14.9 SD); relative effect size
+ 18.1%; absolute effect size
+ 2.3 days; p=0.530.
Orthopaedic patients — The
mean number of days in
hospital was greater for
orthopaedic patients in the
intervention group than those

Intermediate Care NICE guideline (September 2017)

238




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

that patients in earlier
studies were usually
transferred after a number of
days in hospital). Transfer
took place within 1 working
day of randomisation (mean
0.7 days, range O-three).
Patients were also assessed
using a ‘comprehensive
geriatric assessment’ (Ellis
and Langhorne, 2005).
Patients were encouraged to
mobilise and get out of their
bed as soon as possible; to
exercise (individual
physiotherapy, group
exercise classes and
mobility aids were provided).
Nutrition and the
environment at meal times
were considered, information
about the patients home
environment and presence
of a carer was gathered and
staff made referrals to
occupational or speech
therapy where necessary
and helped patients to apply
for further home health care

in the control group, however
this difference was not
significant control 8.2 days
(12.7 SD) vs. intervention
12.0 days (19.0 SD); relative
effect size + 46.6%; absolute
effect size + 3.8 days;
p=0.536.

Days in nursing home (mean
number):

All patients — The mean
number of days in a nursing
home was significantly lower
for participants in the
intervention group than those
in the control group; control
55.0 days (91.7 SD) vs.
intervention 40.6 days (71.4
SD); relative effect size +
26.1%; absolute effect size +
14.4 days; p=0.046.

Medical patients - The mean
number of days in a nursing
home was lower for medical
patients in the intervention
group than those in the
control group, however this
difference was not significant;
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services or residential care if
needed. Multidisciplinary
team meetings considered
arrangements for care after
discharge from the unit.

e Location/place of delivery -
Fifteen bed intermediate
care unit in a nursing home.
Although the unit could not
provide intensive care it did
have facilities to analyse
some blood tests on site as
well as equipment for
bladder scans, ECGs,
intravenous treatment,
oxygen supply, pulse
oximetry, and a nebuliser for
inhalation.

Comparison intervention:
Hospital based care as usual
according to condition. The
authors note that what this
entailed could vary between
the 2 hospital sites at which
participants randomised to the
control group received their
care, and even between
different departments within

control 44.1 days (86.5 SD)
vs. intervention 37.8 days
(62.9 SD) relative effect size
+ 14.3%; absolute effect size
+ 6.3 days; p=0.876.
Orthopaedic patients - The
mean number of days in a
nursing home was lower for
orthopaedic patients in the
intervention group than those
in the control group, however
this difference was not
significant; control 74.7 days
(106.0 SD) vs. intervention
49.5 days (0.192 SD); relative
effect size + 33.7%; absolute
effect size + 25.2 days;
p=0.192.

Days without home health
care (mean number):

All patients — The mean
number of days without home
health care services was
significantly longer for
participants in the
intervention group than those
in the control group; control
97.7 days vs. intervention
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the same hospital. They
suggest that key differences
between care as usual in the
hospital and that provided in
the intermediate care unit were
— facilities for diagnostic tests,
monitoring equipment (e.g.
telemetry), and the availability
of a physician at weekends. It
is noted that multidisciplinary
assessments and consultation
by a geriatrician were unlikely
to be carried out as standard.
The mean length of stay in the
comparison intervention 7.0
days (range 0-36).

Outcomes measured: NB All
outcomes data were extracted
from patient records held with
hospitals or community health
care services. The following
data were extracted by the
researchers -

Service user related outcomes

e Days alive and living at
home.

e Mean number of days alive.

70.2 days; 27.5 days longer;
p=0.027.

Medical patients - The mean
number of days without home
health care services was
significantly longer for
medical patients in the
intervention group than those
in the control group; control
97.2 days vs. intervention
53.5 days; 52.0 days longer
(97.2 vs. 53.5); p=0.01.
Orthopaedic patients:
Subgroup analysis not
reported.

Independence from home
health care:

All patients — The proportion
of participants in the
intervention group who were
‘independent’ of home health
care services was
significantly higher than that
in the control group; (control
19.9% vs. intervention 31.6%,
relative effect size +58.8%,
absolute effect size +11.7%,
p=0.007). The relative risk of
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e One year mortality.

Service outcomes —

e Days in a nursing home.

e Days in hospital.

¢ ‘Independence’ from home
health care, and mean
number of days without
home health care.

¢ No home health care. The
authors defined home health
care services as publicly
funded supportive care
provided in the home.
Supportive care is described
as ‘... help provided by
licensed healthcare
professionals, non-medical
caregivers or care assistants
for medical needs, help in
activities of daily living and
help for practical needs like
cleaning the home and
preparing meals’ (p4).

Patient classification details
(medical or orthopaedic) were
extracted from hospital

being ‘independent’ from
home health care services
was also higher for this
group; relative risk 1.59 (95%
Cl1.11to 2.27).

Medical patients — The
proportion of medical patients
who were ‘independent’ of
home health care services in
the intervention group was
significantly higher than that
in the control group (control
18.1% vs. intervention 35.9%,
relative effect size +98.6%,
absolute effect size +17.8%,
p=0.011). The relative risk of
being ‘independent’ from
home health care services
was also higher for this
group; relative risk 1.99 (95%
Cl 1.12 to 3.53).

Orthopaedic patients — The
proportion of orthopaedic
patients who were
‘independent’ of home health
care services in the
intervention group was higher
than that in the control group,
however this difference was
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discharge notes, which the
authors report use ICD-10
definitions as the basis for
classification.

Follow-up: 1 year post-
randomisation.

not significant (control 19.1%
vs. intervention 30.0%,
relative effect size +57.1%,
absolute effect size +10.9%,
p=0.219). The relative risk of
being ‘independent’ from
home health care services
was also higher for this
group; relative risk 1.57 (95%
Cl1 0.84 to 2.93).

Narrative findings - service
user related outcomes

NB. Although the authors
calculate ‘relative effect sizes
these are not included in this
summary.

At 1 year post-randomisation,
mortality was higher in the
intervention group than in the
control group, however this
difference was not significant
(control 17.2% vs.
intervention 22.1%; absolute
effect size + 4.9%; p=0.29).
Post hoc subgroup analysis
showed that mortality was
also higher for medical
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patients in the intervention
group, however this was also
non-significant (control 25.0%
vs. intervention 25.6%;
absolute effect size + 0.6%;
p=0.99). However, mortality
was significantly higher for
orthopaedic patients in the
intervention group (control
10.3 % vs. intervention
25.0%; absolute effect size
14.7%; p=0.049). Similarly,
there was a non-significant
increased relative risk of
mortality for participants in
the intervention group
(relative risk ratio = 1.29, 95%
C10.85to 1.94), and for
medical patients in the
intervention group (relative
risk ratio = 1.03, 95% CI 0.59
to 1.78). However, relative
risk for orthopaedic patients
in the intervention group was
significantly increased
(relative risk ratio = 2.43, 95%
Cl 1.05 to 5.55). The mean
number of days alive was
significantly lower for
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orthopaedic patients in the
intervention group than for
orthopaedic patients in the
control group (control 346.9
vs. intervention 311.9; 35
days lower; p=0.025). Data in
relation to mean number of
days alive for all patients or
for medical patients are not
reported.

Narrative findings - service
outcomes —

The mean number of days
alive and living at home over
the 1 year follow-up period
was lower in the intervention
group than the control group,
however this difference was
not significant (control 256.5
days [125.1 SD] vs.
intervention 253.7 days
[120.4 SD]; absolute effect
size + 2.8 days; p=0.80). This
was also the case for medical
patients in the intervention
group (control 250.4 days
[134.1 SD] vs. intervention
249.2 days [123.6 SDJ;
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absolute effect size + 1.2
days; p=0.165); and for
orthopaedic patients in the
intervention group (control
256.5 days [121.0 SD] vs.
intervention 233.2 days
[128.2 SD]; absolute effect
size + 23.3 days; p=0.09).

The mean number of days in
hospital (after discharge from
the intervention/control
treatment) was lower for
participants in the
intervention group than those
in the control group, however
this difference was not
significant (control 10.5 days
[15.2 SD] vs. intervention
10.4 days [15.8 SDJ; absolute
effect size + 0.1 days;
p=0.748). This was also the
case for medical patients in
the intervention group
(control 12.9 days [17.2 SD]
vs. intervention 10.6 days
[14.9 SDJ; absolute effect
size + 2.3 days; p=0.530). For
orthopaedic patients in the
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intervention group, the mean
number of days in hospital
was higher than that in the
control group, however this
difference was also non-
significant (control 8.2 days
[12.7 SD] vs. intervention
12.0 days [19.0 SDJ; absolute
effect size + 3.8 days;
p=0.536).

The mean number of days in
a nursing home was
significantly lower for
participants in the
intervention group than those
in the control group (control
55.0 days [91.7 SD] vs.
intervention 40.6 days [71.4
SD]; absolute effect size +
14.4 days; p=0.046). The
mean number of days in a
nursing home was also lower
for medical patients in the
intervention group (control
44.1 days [86.5 SD] vs.
intervention 37.8 days [62.9
SD]; absolute effect size +
6.3 days; p=0.876); and
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orthopaedic patients in the
intervention group (control
74.7 days [106.0 SD] vs.
intervention 49.5 days [0.192
SDJ; absolute effect size +
25.2 days; p=0.192), however
these differences were non-
significant.

The mean number of days
without home health care
services was significantly
greater for participants in the
intervention group than those
in the control group (control
70.2 days vs. intervention
97.7 days; 27.5 days longer;
p=0.027). This was also the
case for medical patients in
the intervention group
(control 53.5 days vs.
intervention 97.2 days; 52.0
days longer; p=0.01). Data in
relation to mean number of
days without home health
care services for orthopaedic
patients are not reported.
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The proportion of participants
in the intervention group who
were ‘independent’ of home
health care services was
significantly higher than that
in the control group (control
19.9% vs. intervention 31.6%;
absolute effect size +11.7%;
p=0.007). This was also the
case for medical patients in
the intervention group
(control 18.1% vs.
intervention 35.9%; absolute
effect size +17.8%; p=0.011).
The proportion of orthopaedic
patients who were
‘independent’ of home health
care services in the
intervention group was also
higher than that in the control
group, however this
difference was not significant
(control 19.1% vs.
intervention 30.0%; absolute
effect size +10.9%, p=0.219).
Similarly, there was a
significantly increased
relative risk of independence
from home health care
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services for participants in the
intervention group (relative
risk = 1.59, 95% CI 1.11 to
2.27); and for medical
patients in the intervention
group (relative risk = 1.99,
95% Cl 1.12 to 3.53). For
orthopaedic patients in the
intervention group there was
a non-significant increased
relative risk (relative risk =
1.57, 95% CI1 0.84 to 2.93).

5. Kalra L, Evans A, Perez | et al. (2005) A randomised controlled comparison of alternative strategies in stroke care.
Health Technology Assessment 9: 18

Research aims PICO (population, Findings Overall validity rating
intervention, comparison,
outcomes)
Study aim: To compare a range | Participants: Service users Statistical data — service Overall assessment of
of outcomes at 3, 6 and 12 and their families, partners and | user related outcomes - internal validity:
months between stroke patients | carers - patients with disabling | Mortality or institutionalised at | ++
managed on the stroke unit stroke. 3 months: Participants
(SU), on general wards with managed in the stroke unit Overall assessment of
stroke team (ST) support or at Sample characteristics: were significantly less likely external validity:
home by specialist domiciliary e Age - Median age - stroke to die or be institutionalised ++
care team (HC). unit 75 years; stroke team compared with home care
support 77.3 years; home group (stroke unit 10% vs. Overall validity rating:
care 77.7 years. home care 20%, relative risk | ++
= 0.50, [95% Confidence
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Methodology: Prospective,
single-blind, randomised
controlled trial.

Country: UK — south east
England — Bromley.

Source of funding:
Government - Health
Technology Assessment
Programme.

e Sex - females - stroke unit
46.6, stroke team support
50.6, home care 45.6%.

¢ Ethnicity - not reported.

¢ Religion/belief - not reported.

e Disability — Number of
patients with premorbid
independence in continence
(stroke unit n=146; stroke
team support n=147; home
care n=148), dressing
(stroke unit n=146; stroke
team support n=143; home
care n=142), mobility (stroke
unit n=145; stroke team
support n=146; home care:
n=146).

e Long term health condition —
Risk factor profile - Previous
stroke/transient ischaemic
attack - stroke unit 26%;
stroke team 29%; home care
30%. Hypertension - stroke
unit: 45%; stroke team 48%;
home care 48%. Diabetes
mellitus - stroke unit: 11%;
stroke team 16%; home care
15%. Atrial fibrillation -

Interval 0.29 to 0.87],
p=0.01). There was no
significant difference in
mortality or institutionalisation
rate between the stroke team
and home care groups
(stroke team 20% vs. home
care 20%, relative risk = 1.00,
[95% CI10.96 to 1.04],
p=0.99).

Mortality or institutionalised at
6 months: Participants
managed in the stroke unit
were significantly less likely
to die or be institutionalised
compared with the home care
group (stroke unit 13% vs.
home care 24%, relative risk
=0.42[95% CI 0.24 t0 0.75],
p=0.003). There was no
significant difference in
mortality or institutionalisation
rate between the stroke team
and the home care group
(stroke team 25% vs. home
care 24%, relative risk = 1.05
[95% CI10.71 to 1.56],
p=0.81.

Intermediate Care NICE guideline (September 2017)

251




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

stroke unit 24%; stroke team
27%; home care 16%.
Smoking - stroke unit: 19%;
stroke team 14%; home care
15%. Ischaemic heart
disease - stroke unit: 22%;
stroke team 25%; home care
21%. Carotid bruit - stroke
unit 3%; stroke team 5%;
home care 3%. Median
Orgogozo score - stroke unit
75 (46-90 IQR); stroke team
80 (60-90 IQR); home care
85 (58-90 IQR). Median
OPS score (1.6—6.8) - stroke
unit 3.2 (2.4—4.4 IQR); stroke
team 3.2 (2.4—4.4 IQR);
home care 2.8 (2.0-4.0
IQR). Median Barthel Index
score - stroke unit 8 (5-12
IQR); stroke team 9 (5-12
IQR); home care 10 (4-14
IQR).

e Sexual orientation - Not
reported.

e Socioeconomic position -
Lives alone - stroke unit
33.7%; stroke team 36.6%
home care 33.5%.

Mortality or institutionalised at
12 months: Patients
managed in the stroke unit
were significantly less likely
to die or be institutionalised
compared with the home care
group (stroke unit 14% vs.
24%, relative risk = 0.59 [95%
C10.37 to 0.95], p=0.03.
There was no significant
difference in mortality or
institutionalisation rate
between the stroke team and
the home care group (stroke
team 30% vs. home care
23%, relative risk = 1.28 [95%
Cl1 0.87 to 1.87], p=0.20.
After adjusting for age,
baseline Barthel Index scores
and dysphasia at all time-
points, the odds of dying or
being institutionalised at 1
year were 3.2 greater for
stroke team patients and 1.8
greater for patients receiving
specialist home care when
compared with stroke unit
care. (Cox’s regression
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Sample size:

e Comparison numbers -
domiciliary care (n=153).

¢ Intervention numbers - 152
stroke unit care (n=152),
stroke team care (n=152).

e Sample size — Total N=457.

Intervention:

¢ Intervention category -
Stroke care managed on the
stroke unit vs on general
wards with stroke team
support vs at home by
specialist domiciliary team.
Describe intervention - Two
interventions: 1. Stroke team
(ST): Patients in the stroke
team care were managed on
general wards and remained
under the care of admitting
physicians. All patients were
seen by a specialist team,
which consisted of a doctor
(specialist registrar grade), a
nurse (grade G), a

physiotherapist (senior |) and

an occupational therapist

survival analysis — stroke
team 43 events vs. stroke
unit 18 events; odds ratio =
3.2[95% Cl 1.6 to 6.4],
p=0.001; hazards ratio = 2.4
[95% CI 1.4 to0 4.2], p=0.002,
stroke unit 18 events vs.
home care 30 events; odds
ratio = 1.8 [95% Cl1 1.0 to
3.8], p=0.03), Hazards ratio
(HR) 1.7 (95% CI 1.0 to 3.0),
p=0.04 (significant).

Mortality rate at 3 months:
There was a significantly
lower mortality rate in the
stroke unit group than the
home care group (stroke unit
4% vs home care 10%,
relative risk = 0.41 [95% CI
0.17 to0 0.98], p=0.05. There
was no significant difference
in mortality rates between the
stroke team and the home
care group (stroke team 12%
vs. home care 10%, relative
risk = 1.24 [95% 0.64 to
2.38], p=0.52).
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(senior ) with expertise in
stroke management.
Patients were assessed and
evaluated for medical,
nursing and therapy needs,
based on a plan for
investigations and acute
management guided by
standardised guidelines
Although generic staff on the
ward provided the day-to-
day treatment, the team
advised reviewed progress
and treatment goals of
individual patients with the
ward team and helped in
discharge planning and
setting up of post-discharge
services. The team also
provided counselling,
education and support to the
family, identified
expectations and advised
about realistic outcomes in
the context of previous
morbidity and present
deficits. 2. Stroke Unit (SU):
patients in this group
received care on the stroke

Mortality rate at 6 months:
There was no significant
difference in mortality rate
between the stroke unit and
the home care group (stroke
unit 7% vs. home care 13%,
relative risk = 0.50 [95% 0.25
to 1.02] p=0.06). There was
no significant difference in
mortality rates between the
stroke team and the home
care group (stroke team 17%
vs. home care 13%, relative
risk = 1.27 [95% CI 0.74 to
2.19] p=0.39).

Mortality rate at 1 year: There
was no significant difference
in mortality rate between the
stroke unit and the home care
group (stroke unit 9% vs.
home care 15%, relative risk
=0.59[95% C1 0.31 to 1.11]
p=0.10). There was no
significant difference in
mortality rate between the
stroke team and the home
care group (stroke team 23%
vs. home care 15%, relative
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unit (acute and rehabilitation)
was provided by a stroke
physician supported by a
multidisciplinary team with
specialist experience in
stroke management. There
were clear guidelines for
acute care, prevention of
complications, rehabilitation
and secondary prevention,
and a culture of joint
assessments, goal setting,
coordinated treatment and
discharge planning. A
coordinated multidisciplinary
approach was adopted
towards rehabilitation, with
emphasis on early
mobilisation. All patients had
an individualised
rehabilitation plan with
clearly defined goals based
on joint assessments.
Patient participation was
encouraged, with focus on
motivation and providing an
enriched environment. A
plan of management,
individualised to each

risk = 1.56 [95% CI 0.96 to
2.53] p=0.07).

Barthel Index scores at 3
months: There was no
significant difference between
the 3 groups (stroke unit 82%
vs. home care 73%, relative
risk =1.11[95% CI 0.99 to
1.25] p=0.09; stroke team
70% vs. home care 73%,
relative risk = 0.96 [95% CI
0.83 to 1.11] p=0.58.

Dependence (modified
Rankin Scale, survival
without severe disability) at 1
year: Significantly more
participants survived without
severe disability in the stroke
unit group compared with the
home care group (stroke unit
85% vs. home care 71%,
relative risk = 1.21 [95% CI
1.07 to 1.37], p=0.002). There
was no significant differences
between the stroke team and
the home care group (stroke
team 66% vs. home care
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patient’s needs, was
formulated and
communicated to the various
professionals involved in the
patient’s care, the patient
and the family. All patients
were screened and
managed for stroke risk
factors and secondary
prevention. There was close
liaison between various
disciplines, with problems
being addressed as they
arose. Discharges were
planned in advance, and
spouses and relatives were
encouraged to participate in
the rehabilitation process.

¢ Delivered by - Stroke team
(ST) in hospital: delivered by
a specialist team, which
consisted of a doctor
(specialist registrar grade), a
nurse (grade G), a
physiotherapist (senior I) and
an occupational therapist
(senior ) with expertise in
stroke management. Stroke
unit (SU) in hospital: (acute

71%, relative risk = 0.94 [95%
Cl1 0.81 to 1.09] p=0.42).

Changes in Barthel Index
scores at 6 months and 1
year for survivors (stroke unit
n=138; stroke team n=115;
home care n=123) - baseline
comparisons similar for age,
gender and premorbid
functional abilities: Survivors
in the stroke unit group
showed a significantly greater
change than those in the
home care group at 6 months
(stroke unit 9 vs home care 7,
p<0.02) and at 1 year (stroke
unit 10 vs. home care 7,
p<0.002).

Changes in FAI scores for
survivors (stroke unit n=138;
stroke team n=115; home
care n=123) - baseline
comparisons similar for age,
gender and premorbid
functional abilities:
Differences between pre-
stroke and post-stroke
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and rehabilitation) care
provided by a stroke
physician supported by a
multidisciplinary team with
specialist experience in
stroke management.

¢ Delivered to - Stroke
patients.

e Duration, frequency,
intensity, etc. - No report of
duration, frequency and
intensity of intervention.
Outcomes were assessed at
3, 6 and 12 months.

e Key components and
objectives of intervention -
See 'describe intervention'.

e Content/session titles — N/A.

e Location/place of delivery -
Stroke team and stroke unit
in hospital (bed-based).

Comparison intervention:
Home (domiciliary) care -
Patients in the home care
group were managed in their
own home by a specialist team
consisting of a doctor

function were greatest in the
stroke unit group and least in
the home care group
(p<0.005 at 6 months; p<0.01
at 1 year).

Hospital Anxiety and
Depression Scale scores —
Anxiety: There were no
significant differences
between the 3 groups at 3
months (stroke unit 3 vs.
stroke team 4 vs. home care
3, non-significant) or at 1 year
(stroke unit 2 vs. stroke team
2 vs. home care 2, non-
significant).

Hospital Anxiety and
Depression Scale scores —
Depression: There were no
significant differences
between the 3 groups at 3
months (stroke unit 3 vs.
stroke team 3 vs. home care
3, non-significant), or at 1
year (stroke unit 2.5 vs.
stroke team 3 vs. home care
2, non-significant).
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(specialist registrar), a nurse
(G grade) and therapists
(senior | grades), with support
from district nursing and social
services for nursing and
personal care needs. Patients
were under the joint care of the
stroke physician and GP, who
retained the clinical
responsibility for patients
managed in the community,
supported by the stroke team.
The stroke team consisted of
the stroke nurse (coordinator),
doctor, physiotherapist and
occupational therapist, and will
be supported by the district
nurses and social services
care managers. They liaised
closely with the GP and the
stroke consultant to maintain
continuity of care, provided
timely information on progress
and were responsive to
general practice concerns and
comments. Investigations,
including CT scanning, were
performed on an outpatient
basis. Therapy was provided

EuroQol analogue scores:
Significant higher rating in the
stroke unit and home care
groups compared with the
stroke team group at 3
months (stroke unit 75 vs.
stroke team 60 vs. home care
73; home care vs. stroke
team, p<0.005. There was no
significant difference between
the 3 groups at 1 year (stroke
unit 80 vs. stroke team 75 vs.
home care 75, non-
significant).

Statistical data —
satisfaction with services
Patient satisfaction at 3
months: Patients in the home
care group were more
satisfied with the care
provided by the domiciliary
stroke team compared with
the stroke unit or stroke team.
This was significant for 'being
able to talk about problems
with professionals' (Chi-sq
25.5, p<0.0001), 'information
on the nature and cause of
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by members of the specialist
stroke team. Each patient had
an individualised integrated
care pathway outlining
activities and the objectives of
treatment, which was reviewed
at weekly multidisciplinary
meetings. This support was
provided for a maximum of 3
months. Patients’ progress
were monitored on a regular
basis in multidisciplinary
meetings. The team reviewed
patients on the basis of
comprehensive assessments,
goals and progress. Problems
in rehabilitation of individual
patients were discussed at
these meetings. Patient/carer
involvement was encouraged
as appropriate. Specialist
support was provided from the
hospital to support the ‘shared

care’ with general practitioners.

Outcomes measured:

Service user related outcomes

the stroke' (Chi-sq 8.6,
p<0.014)' 'organisation of
care at home' (Chi-sq 11.6,
p<0.003), 'support from
community services' (Chi-sq
13.2, p<0.001), 'the amount
of contact with the specialist
team' (Chi-sq 99.4, p=0.009).

Carer satisfaction: Carers
rated care provided at home
(home care group) to be
more satisfactory than that
provided on the stroke unit or
stroke team. This was
significant for ' attention to
personal needs of the patient'
(Chi-sq = 13.1, p=0.001),
'recognition of problems
associated with caring for
stroke patients' (Chi-sq 22.1,
p<0.0001), 'amount of
therapy provided (Chi-sq
13.8, p=0.001), information
on benefits and services (Chi-
sq 10.6, p=0.005) 'the level of
contact with the specialist
team' (Chi-sq 23.8,
p<0.0001).
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Death or institutionalisation
at 1 year.

Dependence (measured
using modified Rankin Scale
- death is rated as 6), and
the Barthel Index (scores of
15-20 classified as
favourable).

Disability (measured using
Barthel Index and Frenchay
Activities Index).

Extent and severity of
neurological deficit
(measured using the
Orgogozo scale).

Mood (measured using
Hospital Anxiety and
Depression Scale).

Quality of life (measured
using EuroQol).

Family or caregiver related
outcomes —

Quality of life (EuroQol).

Satisfaction with services —

Satisfaction with care and
professional acceptability.

Professional acceptability of
domiciliary care (general
practitioners, district nurses
and social services care
managers): Sample too small
to allow meaningful statistical
analysis.

Statistical data — service
related outcomes

Lengths of hospital stay
(mean number of days):
stroke unit 32 (29.6 SD) vs.
stroke team 29.5 (40.1 SD)
vs home care 48.9 (26.6 SD)
for 51 patients requiring
hospital admission rom
home.

Physiotherapy (% of patients
treated): Similar between the
3 groups — stroke unit 99%
vs. stroke team 97% vs.
home care 99%.

Occupational therapy (% of
patients treated): Similar
between the 3 groups - stroke
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Service outcomes -
¢ Length of hospital stay.

Follow-up: At 3, 6 and 12
months.

Costs? Cost information. See
economic evidence tables.

unit 100% vs. stroke team
87% vs. home care 99%.

Speech therapy (% of
patients treated): Higher use
in the stroke unit group than
the home care group — stroke
unit 71% vs. stroke team 47%
vs. home care 49%. Patients
on the stroke unit received
significantly more therapy
compared with those
managed by the stroke team
or at home. There were no
significant differences in the
duration of therapy between
the stroke team and the
home care group.

6. Stenvall M, Olofsson B, Nyberg L et al. (2007) 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
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Study aim: The aim of the
study was to investigate the
short and long-term effects of a
multidisciplinary postoperative

Participants: Service users
and their families, partners and
carers - Participants were
service users.

Statistical data — service
user related outcomes -
Living independently:
Intervention group

Overall assessment of
internal validity:
+

Intermediate Care NICE guideline (September 2017)

261




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

rehabilitation programme in
patients with femoral neck
fracture.

Methodology: Randomised
controlled trial. Stratified
according to the operation
methods used based on the
degree of hip dislocation.

Country: Sweden.
Source of funding:

Other - Swedish Research
Council.

Sample characteristics:

e Age - Mean age of
intervention group = 82.3
Mean age of comparison
group = 82.

e Sex - Intervention group =
74 females Comparison
group = 74 females.

¢ Ethnicity — Not reported.

¢ Religion/belief — Not
reported.

¢ Disability - Sensory
impairments are reported:
Impaired hearing
Intervention group = 42
Comparison group = 34
Impaired vision Intervention
group = 37 Comparison
group = 27. No significant
difference between the 2
groups.

e Long term health condition
Health and medical
problems are reported; the
most common being
cardiovascular disease,
depression, stroke, and

significantly more likely than
control group to live
independently — at discharge
(odds ratio = 0.93 [95%
Confidence Interval 0.32 to
2.73)); at 4 months (odds
ratio = 0.68 [95% C1 0.20 to
2.27]); and at 12 months
(odds ratio = 0.91 [95% CI
0.32 to 2.56] at 12 months.

Independent walking without
walking aid indoors:
Intervention group
significantly more likely than
control group to walk without
walking aid (adjusted for
dementia and depression) at
discharge (odds ratio = 2.22
[95% CI 0.99 to 4.95]); at 4
months (odds ratio = 3.01
[95% Cl1 1.18 to 7.61]); and at
12 months.

Independent P-ADL.:
Intervention group
significantly more likely than
control group to regain P-ADL
(adjusted for dementia and

Overall assessment of

external validity:
+

Overall validity rating:
+

Intermediate Care NICE guideline (September 2017)

262




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

dementia. Other reported
conditions include cancer,
previous hip fracture and
diabetes. No significant
difference between the 2
groups. Significantly more
‘diagnosed depression’
(intervention 33, control 45,
p=0.031) and
‘antidepressants’ use
(intervention 29, con 45,
p=0.009) in the control
group.

e Sexual orientation — Not
reported.

e Socioeconomic position —
Not reported.

Sample size:

e Comparison numbers -
n=97.

¢ Intervention numbers -
n=102.

e Sample size - Total N=199.

Intervention:
¢ Intervention category - Bed-
based intermediate care (a

depression) at discharge
(odds ratio 1.81 [95%CI
0.74-4.37]); at 4 months
(odds ratio = 2.51 [95% CI
1.00-6.30]); and at 12
months (odds ratio = 3.49
[95% CI1 1.31 t0 9.23]).

Mortality: No significant
differences between the 2
groups at 4 months.
Intervention 16 deaths vs
control 18 deaths (p=0.591)
at 12 months.

Return to same ADL
performance level (using the
Katz index) as before
fracture: There were no
significant differences
between the 2 groups at 4
months (intervention 56/92
[61%] vs control 39/82 [48%)],
p=0.078). (Table VI) The
intervention group were
significantly more likely than
the control group to return to
the same ADL before fracture
at 12 months (intervention
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multidisciplinary
postoperative rehabilitation
programme.)

e Describe intervention - The
intervention involved
comprehensive geriatric
assessment and
rehabilitation. Early
mobilisation with daily
training was provided to
participants during their
hospital stay.

e Delivered by - The
intervention was delivered by
the multidisciplinary team
(nurses, physiotherapists,
occupational therapists,
dietitians, geriatricians).

e Delivered to - The
intervention was delivered to
participants allocated to a
multidisciplinary
postoperative rehabilitation
programme in a geriatric
ward.

e Duration, frequency,
intensity, etc. — Not reported.

49/84 [58%] vs control 27/76
[36%], p=0.004)

Statistical data — service
outcomes -

Length of hospital stay: The
intervention group were
significantly more likely than
the control group to have a
shorter inpatient stay;
intervention 30 days (SD
18.1) vs. control 40 days (SD
40.6), p=0.028.

Readmissions up to 30 days
after discharge: No significant
differences between the 2
groups - intervention 4
readmissions vs. control 5
readmissions, p=0.734.

Readmissions throughout
whole study period: No
significant differences
between the 2 groups -
intervention 38 readmissions
vs control 30 readmissions,
p=0.484.
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e Key components and
objectives of intervention -
The overall objective of the
intervention was to improve
performance in activities of
daily living and mobility.

e Content/session titles -
Includes: Individual care
planning, prevention and
treatment of complications,
nutrition, rehabilitation which
also involves early
mobilisation with daily
training was provided during
the hospital stay., home visit
by occupational therapist
and occupational therapist
who co-operated with
colleagues working in
community service after
discharge from hospital. The
PT or OT followed up all
patients with a telephone call
2 weeks after discharge and
a home visit 4 months
postoperatively. A physician
met the patients 4 months
postoperatively to detect and
prevent complications.

Narrative findings - Despite
a shorter in-hospital stay after
surgery, significantly more
participants in the
intervention group had
regained independence in
personal activities of daily
living performance at 4 and
12 months. Those in the
intervention group had also
gained the ability to walk
independently without
walking aids by 4 and 12
months.

Intermediate Care NICE guideline (September 2017)

265




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

e Location/place of delivery -
The intervention was
delivered at a geriatric unit.

Comparison intervention:
The comparison intervention
was delivered at a specialist
orthopaedic unit, following
conventional post-operative
routines. (No dietitian, no
corresponding teamwork,
individualised care planning
not routinely used).

Outcomes measured:

Service user related outcomes

e Living independently.

e Walking ability (registered
according to the Swedish
version - 21 of Clinical
Outcome Variables.

¢ Functional status of activities
of daily living (Staircase of
Activities of Daily Living and
Katz Activities of Daily Living
index).
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e Cognitive status (Mini Mental
State Examination)

e Depression (Geriatric
Depression Scale).

e Vision.

e Hearing.

Service outcomes

¢ In-hospital days after
discharge.

¢ Readmissions.

Follow-up: Four and 12
months.

Costs? No.

7. Young J, Green J, Forster A et al. (2007) Postacute care for older people in community hospitals: A multicenter
randomized, controlled trial. Journal of the American Geriatrics Society 55: 1995-2002
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Study aim: The study aims to
‘... compare the effects of
community hospital care on
independence for older people
needing rehabilitation with that
of general hospital care’

Participants: Service users
and their families, partners and
carers — Elderly patients with
an acute illness who had been
‘... emergently admitted to
elderly care departments (four

NB. Statistical analysis of
between group differences is
only reported for change
scores in certain outcomes
over a small number of time
horizons.

Overall assessment of
internal validity:

Due to the high number of
eligible patients who did not
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(p1995). The authors
hypothesise that elderly patients
transferred to community
hospital care would achieve
greater independence than
those treated in elderly care
departments.

Methodology: Randomised
controlled trial.

Country: United Kingdom —
Midlands and north of England.

Source of funding:

e Government - Department of
Health.

e Charity - Medical Research
Council. The paper also
includes data from an earlier
study that was funded by The
Health Foundation.

general hospital sites) or a
combined elderly and medical
unit (one general hospital
site)...” (p1996).

Inclusion criteria were -
residence within catchment
area of a participating
community hospital; and
deemed to be medically stable
with a need for postacute
rehabilitation care before
expected discharge home (in
opinion of senior attending
physician).

Exclusion criteria were -
patients with signs of medical
instability (e.g. at rest
breathlessness, chest pain
within past 48 hours, need for
intravenous medication, or
pyrexia); drowsy or
unconscious patients; patients
in need of stroke rehabilitation
or specialist care or treatment
from another department (e.g.
surgery or coronary care); and
patients in need of a new

Statistical data - service
user related outcomes -
Anxiety (measured using the
Hospital Anxiety and
Depression Scale)

Between group differences in
change scores between
baseline and 1 week post
discharge from
control/intervention hospital:
Participants in the
intervention group had
significantly smaller change
scores on a measure of
anxiety than those in the
intervention group (median
difference =1, 0 to 2 95%
Confidence Interval, Mann—
Whitney U-test p=0.03).

NB No further analyses
reported.

Summary scores at 1 week
post-discharge: There was a
difference in favour of the
control group; intervention
n=208, median score 5 (1-8

participate; high rates of
attrition; a relatively high
number of control group
participants who were
transferred to a study
community hospital rather
than receiving care as usual,
or after receiving care as
usual were then transferred
to non-participating
community hospitals,
intermediate care facilities or
rehabilitation facilities; and
blinding concerns it is not
possible to award a higher
quality rating to this study.

Overall assessment of

external validity:
++

Overall assessment of
validity:
+
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nursing home or residential
home placement.

Sample characteristics:

e Age — Intervention — median
age 86 years (81-90 IQR).
Control — median age 86
years (82-90 IQR).

e Sex — Intervention — female
n=197 (70.4%), male n=83
(29.6%). Control - female
n=141 (67.1%), male n=69
(32.9%).

¢ Ethnicity — Not reported.

¢ Religion/belief - Not
reported.

¢ Disability - Not reported.

¢ Long term health condition -
Not reported.

e Socioeconomic position —
Intervention — living alone
n=185 (66.1%); does not live
alone n=81 (28.9%); lives in
care n=14 (5.0%). Control -
living alone n=154 (73.3%);
does not live alone n= 48
(22.9%); lives in care n= 8
(3.8%).

IQR) vs. control n=150,
median score 4 (2-8 IQR).
Summary scores at 3 months
post-randomisation: There
were no differences in
scores; intervention n=183,
median score 4 (2-7 IQR) vs.
control n=128, median score
4 (2-7 1QR).

Summary scores at 6 months
post-randomisation: There
were no differences in
scores; intervention n=170,
median score 4 (1-7 IQR) vs.
control n=117, median score
4 (2-7 IQR).

Depression (measured using
the Hospital Anxiety and
Depression Scale) -
Summary scores at 1 week
post-discharge: There were
no differences in scores;
intervention n=208, median
score 6 (3-9 IQR) vs. control
n=197, median score 6 (4-10
IQR).

Summary scores at 3 months
post-randomisation: There
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Sample size:

o Comparison nhumbers:
Randomised n=210;
received intervention —
number unclear; completed
1 week post-discharge
assessment n=164;
completed 3 months post-
randomisation assessment
n=149; completed 6 months
post-randomisation
assessment n=138.

¢ Intervention numbers:
Randomised n=280;
received intervention n=233;
completed 1 week post-
discharge assessment
n=230; completed 3 months
post-randomisation
assessment n=216;
completed 6 months post-
randomisation assessment
n=195.

e Sample size: Randomised
n=490; received intervention
n=XX; completed 1 week
post-discharge assessment
n=394; completed 3 months

were no differences in
scores; intervention n=183,
median score 7 (4-10 IQR)
vs. control n=128, median
score 7 (5-9 IQR).
Summary scores at 6 months
post-randomisation: There
was a difference in favour of
the intervention group;
intervention n=170, median
score 6 (4-9 IQR) vs. control
n=117, median score 7 (4-9
IQR).

NB No analyses reported.

Functional activity restriction
(measured using the Barthel
Index) -

Summary scores at 1 week
post-discharge: There were
no differences in scores;
intervention n=229, median
score 16 (13-18 IQR) vs.
control n=164, median score
16 (13-18 IQR).

Summary scores at 3 months
post-randomisation: There
were no differences in
scores; intervention n=216,
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post-randomisation
assessment n=365;
completed 6 months post-
randomisation assessment
n=333.

Intervention:

¢ Intervention category - Bed
based intermediate care.

e Describe intervention - The
authors describe the
intervention as ‘...
multidisciplinary team care
for older people in
community hospitals’
(p1995). However these
interventions were delivered
at 7 community hospitals
and appear to be pre-
existing services.

¢ Delivered by - Few details
are provided, however the
authors note that the
approach to care allowed
involvement from social
service professionals and
therapists. Medical
leadership at the community
hospitals was provided by

median score 16 (12-18 IQR)
vs. control n=149, median
score 16 (13-19 IQR).
Summary scores at 6 months
post-randomisation: There
were no differences in
scores; intervention n=195,
median score 16 (13-18 IQR)
vs. control n=138, median
score 16 (12-19 IQR).

NB No analyses reported.

Independence (measured
using the Nottingham
Extended Activities of Daily
Living Scale) -

Between group differences at
6 months: Participants in the
intervention group had
significantly larger change
scores (time horizon not
clearly reported) on a
measure of independence
than participants in the
control group (mean
difference = 3.27, 0.26 to
6.28 95% CI, p=0.03). After
removal of data from an
outlier patient, this difference
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consultant geriatricians and
general practitioners.

e Delivered to - Elderly
patients with an acute illness
who had been ‘...
emergently admitted to
elderly care departments
(four general hospital sites)
or a combined elderly and
medical unit (one general
hospital site)...” (p1996).

e Duration, frequency,
intensity, etc. - No details on
the intensity or frequency of
treatments received by
community hospital patients
are provided in the paper.
The authors report that the
average length of stay in the
participating community
hospitals was between 18
and 30 days however the
range for each hospital is not
reported in this paper and it
seems likely that some
participants may have
stayed for longer than 30
days and there is no

remained significant (mean
difference = 2.98, 0.06-5.91
95% CI, p=0.046). Mann—
Whitney U-tests (after
assigning the worst score on
this measure to patients who
had died) also showed that
this difference was significant
(p=0.03).

NB No further analyses
reported.

Summary scores at 1 week
post discharge from
control/intervention hospital:
There was a difference in
favour of the intervention
group; intervention n=230,
median score 16 (8-25 IQR)
vs. control n=163, median
score 14 (7-26 IQR).
Summary scores at 3 months
post-randomisation: There
was a difference in favour of
the intervention group;
intervention n=216, median
score 19 (7-32 IQR) vs.
control n=148, median score
17 (7-31 1QR).

Intermediate Care NICE guideline (September 2017)

272




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

indication that upper limits
on length of stay were set.

e Key components and
objectives of intervention -
The authors’ report that the
care provided in community
hospitals took a
‘multidisciplinary
rehabilitation approach’ and
incorporated multidisciplinary
assessment and treatment
and individualized care plans
(p1996-7).

¢ Location/place of delivery -
The intervention was
provided across 7
community hospitals in the
midlands and the north of
England. These ranged in
size from a 16-bed unit to a
100-bed unit (although only
42 beds were available to
the trial at this setting). 1 of
these units also provided
palliative care, whilst 2 are
reported to also have self-
contained apartments on site
(although it is not clear
whether participants at these

Summary scores at 6 months
post-randomisation: There
were no differences in
scores; intervention n=195,
median score 20 (9-32 IQR)
vs. control n=138, median
score 20 (6-32 IQR).

Perceived health state -
energy (measured using the
Nottingham Health Profile) -
Summary scores at 1 week
post-discharge: There were
no differences in scores;
intervention n=214, median
score 61 (24-100 IQR).
Control n=156, median score
61 (24-100 IQR).

Summary scores at 3 months
post-randomisation: There
were no differences in
scores; intervention n=191,
median score 61 (24-100
IQR). Control n=133, median
score 61 (24-100 IQR).
Summary scores at 6 months
post-randomisation: There
were no differences in
scores; intervention n=178,
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sites had access to these).
Three of the community
hospitals are described as
rural whilst 4 are described
as urban.

Comparison intervention:
Participants randomised to the
control group received usual
care, which the authors’ state
usually ‘... consisted primarily
of an extended general
hospital stay with
multidisciplinary care but could
include transfer to other
postacute services according
to existing local operational
policies’ (p1997). It should be
noted that a number of
participants in the control
group were therefore
transferred to an ‘intermediate
care placement’ (n=2); a non-
participating community
hospital (n=11); and a
rehabilitation unit (n=3). The
average length of stay in the
participating general hospitals
was between 7 and 12 days

median score 61 (24-100
IQR). Control n=122, median
score 61 (24-100 IQR).

NB No analyses reported.

Perceived health state - pain
(measured using the
Nottingham Health Profile) -
Summary scores at 1 week
post-discharge: There was a
difference in favour of the
intervention group;
intervention n=213, median
score 11 (0-42 IQR). Control
n=156, median score 13 (0-
45 1QR).

Summary scores at 3 months
post-randomisation: There
were no differences in
scores; intervention n=191,
median score 11 (0-33 IQR).
Control n=133, median score
11 (0-41 1QR).

Summary scores at 6 months
post-randomisation: There
was a difference in favour of
the control group; intervention
n=178, median score 11 (0-
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however as with the
intervention it seems likely that
participants may have
remained in hospital for longer,
particularly given the authors
description of usual care as
involving an extended stay.

Outcomes measured:

Service user related outcomes

e Anxiety was measured using
the Hospital Anxiety and
Depression Scale (0-21,
higher scores correspond to
higher levels of anxiety).

e Depression was measured
using the Hospital Anxiety
and Depression Scale (0-21,
higher scores correspond to
higher levels of depression).

e Functional activity restriction
was measured using the
Barthel Index (0-20, lower
scores correspond to
increased levels of
restriction).

¢ Independence was
measured using the
Nottingham Extended

42 1QR). Control n=122,
median score 9 (0-35 IQR).
NB No analyses reported.

Perceived health state -
emotion (measured using the
Nottingham Health Profile)
Summary scores at 1 week
post-discharge: There was a
difference in favour of the
intervention group;
intervention n=212, median
score 16 (0-39 IQR). Control
n=156, median score 18 (0-
45 1QR).

Summary scores at 3 months
post-randomisation: There
was a difference in favour of
the control group; intervention
n=191, median score 17 (0-
44 IQR). Control n=133,
median score 14 (0-43 IQR).
Summary scores at 6 months
post-randomisation: There
was a difference in favour of
the intervention group;
intervention n=178, median
score 14 (0-33 IQR). Control
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Activities of Daily Living
Scale (0-66, lower scores
correspond to lower levels of
independence).

e Perceived health state was
measured using the
Nottingham Health Profile (0-
100, higher scores
correspond to lower
perceived health).

¢ Mortality (source of data not
reported).

¢ Place of residence (source
of data not reported).

Satisfaction with services —
e Service satisfaction (scale
unclear).

Follow-up: Participants were
assessed 1 week after
control/intervention hospital
discharge, 3 months post-
randomisation, 6 months post-
randomisation however
statistical analysis of between
group differences is only
reported for certain outcomes

n=122, median score 16 (0-
38 IQR).
NB No analyses reported.

Perceived health state - sleep
(measured using the
Nottingham Health Profile) -
Summary scores at 1 week
post-discharge: There were
no differences in scores;
intervention n=213, median
score 22 (0-62 IQR). Control
n=156, median score 22 (0-
50 IQR).

Summary scores at 3 months
post-randomisation: There
were no differences in
scores; intervention n=191,
median score 22 (0-62 IQR).
Control n=133, median score
22 (0-50 IQR).

Summary scores at 6 months
post-randomisation: There
was a difference in favour of
the control group; intervention
n=178, median score 22 (0-
62 IQR). Control n=122,
median score 19 (0-45 IQR).
NB No analyses reported.
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at a small number of time
points.

Perceived health state -
isolation (measured using the
Nottingham Health Profile) -
Summary scores at 1 week
post-discharge: There was a
difference in favour of the
intervention; intervention
n=212, median score 20 (0-
35 IQR). Control n=156,
median score 21 (0-23 IQR).
Summary scores at 3 months
post-randomisation: There
were no differences in
scores; intervention n=191,
median score 22 (0-42 IQR).
Control n=133, median score
22 (0-39 1QR).

Summary scores at 6 months
post-randomisation: There
was a difference in favour of
the intervention; intervention
n=178, median score 0 (0-23
IQR). Control n=122, median
score 22 (0-41 IQR).

NB No analyses reported.

Mortality
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The proportion of participants
in the intervention group who
had died before the 6 month
follow-up assessment was
lower than that in the control
group, however this
difference was not significant

(intervention 26.1% [n=73] vs.

control 30.5% [n=64];
difference = - 4.4%, 95% ClI
12.5 to 3.7%; p=0.33).

NB No further analyses
reported.

Place of residence -

The proportion of participants
living at home prior to
hospital admission who were
then admitted to a care home
or had died before discharge
from the control/intervention
hospital was lower in the
intervention group than in the
control group, however this
difference was not significant

(intervention 24.9% [n=66] vs.

control 32.8% [n=66];
difference = - 7.9%; 95% CI -
16.2 to 0.3; p=0.08).
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The proportion of participants
living at home prior to
hospital admission who were
still living at home was higher
in the intervention group than
in the control group, however
this difference was not
significant (intervention
n=143/254, 56.3% vs.
n=101/194, 52.1%, difference
=4.2%; -5.1 t0 13.5% 95%
Cl, p=0.426).

NB No further analyses
reported.

Statistical data -
satisfaction with services -
Satisfaction with services
(scale unclear) -

Participants in the
intervention group were
significantly more likely to
agree with the statement ‘I
am happy with the amount of
recovery | have made’ (odds
ratio = 2.12; 95% CI1 1.30 to
3.46; p=0.004).
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NB No further analyses
reported.

Narrative findings - service
user related outcomes

One week after discharge
from the control/intervention,
participants in the
intervention group had
significantly smaller change
scores (baseline to 1 week
post-discharge) on a
measure of anxiety (Hospital
Anxiety and Depression
Scale) than those in the
control group. Follow-up
scores at 1 week post-
discharge showed a
difference in favour of the
control group. There were no
differences in median follow-
up scores on this measure at
3 months post-randomisation
or at 6 months post-
randomisation.

There were no differences in
follow-up scores on a
measure of depression
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(Hospital Anxiety and
Depression Scale) 1 week
post-discharge, or at 3
months post-randomisation.
At 6 months post-
randomisation there was a
difference between follow-up
scores in favour of the
intervention.

There were no differences in
follow-up scores on a
measure of functional activity
restriction (Barthel Index) at 1
week post-discharge; at 3
months post-randomisation;
or at 6 months post-
randomisation.

At 6 months follow-up,
participants in the
intervention group had
significantly larger change
scores (time horizon not
reported) on a measure of
independence (Nottingham
Extended Activities of Daily
Living Scale) than those in
the control group. After
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removal of data from an
outlier patient, this difference
remained significant. Mann—
Whitney U-tests (after
assigning the worst score on
this measure to patients who
had died) also showed that
this difference was
significant. There were
differences in follow-up
scores on this measure in
favour of the intervention at 1
week post-discharge; at 3
months post-randomisation.
At 6 months post-
randomisation there were no
differences in follow-up
scores.

There were no differences in
follow-up scores on a
measure of perceived energy
levels (Nottingham Health
Profile - energy) at 1 week
post-discharge; at 3 months
post-randomisation; or at 6
months post-randomisation.
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At 1 week post-discharge
there was a difference
between follow-up scores on
a measure of perceptions of
pain (Nottingham Health
Profile — pain) in favour of the
intervention. At 3 months
post-randomisation there
were no differences in follow-
up scores. At 6 months post-
randomisation there was a
difference in follow-up scores
in favour of the control.

At 1 week post-discharge
there was a difference in
follow-up scores on a
measure of perceived
emotional level (Nottingham
Health Profile — emotion) in
favour of the intervention.
There was also a difference
in favour of the intervention at
6 months post-randomisation;
however at 3 months post-
randomisation the difference
was in favour of the control.
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There were no differences in
follow-up scores on a
measure of perceived sleep
levels (Nottingham Health
Profile — sleep) at 1 week
post-discharge; or at 3
months post-randomisation.
At 6 months post-
randomisation there was a
difference in scores in favour
of the control.

At 1 week post-discharge
there was a difference in
follow-up scores on a
measure of perceived
isolation (Nottingham Health
Profile — isolation) in favour of
the intervention. At 3 months
post-randomisation there
were no differences in
scores. At 6 months post-
randomisation there was a
difference in scores in favour
of the intervention.

The proportion of participants
in the intervention group who
had died before the 6 month
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follow-up assessment was
lower than that in the control
group, however this

difference was not significant.

The proportion of participants
living at home prior to
hospital admission who were
then admitted to a care home
or had died before discharge
from the control/intervention
hospital was lower in the
intervention group than in the
control group, however this
difference was not significant.
The proportion of participants
living at home prior to
hospital admission who were
still living at home was higher
in the intervention group than
in the control group, however
this difference was not
significant.

Narrative findings -
Satisfaction with services
Participants in the
intervention group were
significantly more likely to
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agree with the statement ‘|
am happy with the amount of
recovery | have made’.

Review question 2 — Findings tables — the views and experiences of people using services, their families
and carers

1. Ariss S (2014) National audit for intermediate care: Patient reported experiences, 2014. Sheffield: University of Sheffield

Research aims PICO (population, Findings Overall validity rating

intervention, comparison,

outcomes)
Study aim: To obtain views and | Participants: Service users Statements about ways that Overall assessment of
experiences from people using | and their families, partners and | the service might be internal validity:
intermediate care by asking the | carers - People using improved were coded into 8 -
following survey question: ‘Do intermediate care (including distinct themes, which
you feel that there is something | bed based intermediate care). | emerged from the data. They | Overall assessment of
that could have made your are listed here in descending | external validity:
experience of the service Sample size: 908 (345 of order, starting with those ++
better?’ which were people using bed cited most frequently. NB The

based intermediate care). document does not include Overall validity rating:
Methodology: Survey. page numbers to reference -

Intervention: any quotes reported below.
Country: UK — England. e Describe intervention - Bed

based intermediate care. No | Personal communication and

Source of funding: further details provided. attention
Government. e Delivered by — Not reported. | Comments received in

e Duration, frequency, relation to this theme

intensity, etc. - Not reported. | included reports of
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e Key components and
objectives of intervention -
Not reported.

¢ Location/place of delivery -
Not reported.

dissatisfaction with the
provision of information
regarding services or the care
which service users were
likely to receive (often
reported as inconsistent) as
well as the amount of
information provided at
discharge:

‘I was led to believe that just
3/4days at rehabilitation
centre would be enough but
clearly this was incorrect so |
did not make sufficient
arrangements for my stay for
example clothes, financial
matter [sic] etc.”

“It would be useful to have a
discharge packet giving the
available support
organization outside of the
hospital.”

Other respondents felt that
staff had been disrespecitful
to them or had spoken in an
inappropriate manner. Some
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respondents felt that they had
not been listened to, whilst
others reported that their
needs had not been properly
understood. Respondents
also suggested that
communication with the
families of service users
needed to be improved and
that staff should be more
responsive to service users.

Facilities

Comments included in this
theme related to
entertainment and food as
well as the layout of units,
and the toilet and washing
facilities available. Service
users were particularly
concerned about the lack of
activities and alternative
spaces (including access to a
garden or the local area) and
privacy levels (for example
when using a commode).
Other respondents
commented on the location of
the intermediate care unit:
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“Putting rehab clients
together on the same floor,
instead of mixing them with
dementia/nursing home
permanent clients.”

The author notes that
hydration and nutrition were
not always adequately
addressed and some
respondents reported little
consideration of dietary
needs:

“My wife is Coeliac and
diabetic they had no idea on
how or what food she
required. Bread and various
other foods were supplied by
myself.”

Joined-up and appropriate
services

It should be noted that many
of the quotes included to
support this theme do not
appear to relate to bed-based
intermediate care, and
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instead seem more likely to
be descriptions of home
care/rehabilitation provided in
the home. However, the
author reports that comments
relating to this theme tended
to focus on discharge
arrangements and the extent
to which services
communicated with each
other and the impact this had
on co-ordinated care.

“My daughter was informed
that she would be involved in
a meeting prior to me coming
home, to discuss my needs.
This didn't happen, on my
release there was no "hand
over" or staff around to speak
to my family. More
communication between
family and staff would benefit
your service.”

“Carers were set up to help
prepare meals but no
information was given to get
look at how | was going to get
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food in my house and with no
physio/ help this was a
problem.”

“Over whelming sense that
medical/ after care and
Reablement exist in separate
bubbles. Insufficient medical
input after discharge from #
operative procedure. Poor
execution.”

Other issues brought up by
respondents included waiting
times and accurate
information regarding these,
and continuity of care.

The author reports that a
small number of comments
were received about
provision of information on
other services and the
knowledge of staff regarding
these.

Staffing
Many participants are
reported to have commented
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on staff shortages and the
need for staff to have specific
skills or for certain
professions to be involved in
care:

“Staff are all kind, gentle,
helpful and full of fun. | think
they have too much to do.
Could do with more staff.”

“Lack of therapy at
weekends.”

“Compassionate nursing was
not there, nurses were doing
job without any care.”

The author also highlights
that agency workers and
night shift staff were
sometimes mentioned
specifically:

“Some of the agency nurses
not to standard of the
permanent nurses who were
excellent.”
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Personal care

The majority of comments
received in relation to this
theme are reported to have
focused on bathing, help
using the toilet, and mobility.

“More frequent bath /shower
(One a week not enough!!)”
“l did not get a shower
although | requested for one.’
“‘Would have liked to have
been offered a shower more
frequently.”

“Sitting in a chair unfree to
move is not good for morale.”
“Given more time to
exercise.”

“They should have made me
walk more then they did.”

“Felt | could have walked
more, but appreciate | did
walk down for meals.”

“Yes too much sitting/lying
around.”
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Some respondents also
highlighted assistance at
meal times as an area that
could be improved:

“More help given at breakfast
times, where people were
struggling with their hands.”

“More assistance and care
with eating is required. Just
cutting up food is not
sufficient- help and
encouragement is necessary
during the whole meal. My
husband has very little use in
his hands and consequently
manages with great difficulty
to eat only a small part of
every meal.”

“On a good number of days
dad’s food was still in front of
him, result losing 3 stones.”

Therapy and assessment
The author highlights that a
significant number of
comments were made
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specifically in relation to
perceived insufficiencies in
the amount of physiotherapy
provided. Other respondents
commented on the need for
more exercise or the
assistance they felt they
needed to be able to walk.
The author suggests that this
is indicative of inappropriate
skill mixes at some facilities.

“l would have liked to do
more work on the stairs.”

“More extensive physio,
probably may have helped
me when | was discharged
home. In total had 5
treatments of physio following
a total hip replacement!!”

“More physio visits because
that was the main reason for
his stay and only had 2
sessions in 2 weeks.”
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“More time with the
physiotherapist and teaching
of exercises.”

2. Benten J and Spalding N (2008) Intermediate care: What are service users' experiences of rehabilitation? Quality in

Ageing and Older Adults 9: 4-14
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outcomes)
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Study aim: The researchers
aimed to ‘...explore service
users’ experiences of a 22-
bedded intermediate care
service’ (p4). Out of 6 themes
that emerged from this
research, this paper presents
findings in relation to 1 and the
specific question — ‘... did the
intermediate care unit provide
rehabilitation that met the needs
of service users?’ (p5).

Methodology: Qualitative —
semi-structured interviews.

Country: United Kingdom — The
study reports patient
experiences of an intermediate

Participants: Service users
and their families, partners and
carers — Service users being
discharged from an
intermediate care unit in the
east of England within the
study’s data collection period
(four-months).

Participants were eligible if
they were aged 65 or more,
had stayed at the unit for a
minimum of 2 weeks, intended
to return to their home, and
had been referred to the facility
for rehabilitation. Participants
were excluded if they were
medically unstable or ‘... not

NB. The authors report that 6
themes emerged from their
research conducted with
service users, however this
paper only reports on 1 of
these themes and the
corresponding research
question — ‘... did the
intermediate care unit provide
rehabilitation that met the
needs of service users?’ (p5).

‘Users’ understanding’ (p7)
The authors report that none
of the participants had
received any information
regarding intermediate care
when they were admitted to
hospital, and that all

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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care facility in the east of
England.

Source of funding: Not
reported.

psychologically orientated at
most times ..." (p6).

The authors do not state what
(if any) eligibility criteria were
specified for the facility itself.
Participants had been admitted
to acute hospital for a variety
of reasons including aneurysm,
diabetes related infection,
elective surgery, fractures, and
myocardial infarctions, etc.

Sample characteristics:

e Age — Although inclusion
criteria for the study
specified that participants
should be aged 65 or above,
the ages of participants
ranged between 64 and 83
years of age.

e Sex — The majority of
participants were female
(n=6).

¢ Ethnicity — The authors
report that the sample did
not include any Black or “...

ethnic communities ...” (p12).

participants had also been
unaware of the unit before
their transfer there was
suggested.

Five participants are reported
to have felt that the
information they had
subsequently received in
relation to the unit and why it
was deemed appropriate for
them was minimal:

“They said: ‘We can let you
go to the community ward’
and | said ‘What is that?’ and
‘Where is that?’ and because
| had a feeling at first that it
was where the very very old
people were and perhaps
there were some there... that
weren’t all there up top, |
thought | don’t wantto go to a
ward like that. Well, they
didn’t say too much about it,
they simply said they had got
this community ward, ‘It's
very pleasant.’ (Participant 1,

p7).
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¢ Religion/belief - Not
reported.

¢ Disability - Not reported.

e Long term health condition -
Not reported.

e Socioeconomic position —
Not reported.

Sample size: n=8.

Intervention:

¢ Intervention category — Bed
based intermediate care.

e Describe intervention —
Intermediate care provided
in an impatient unit to
participants discharged from
an acute hospital ward
before returning to their own
home.

¢ Delivered by — Discharge co-
ordinator (1.0 whole-time
equivalent); healthcare
assistants (12 whole-time
equivalent); qualified nurses
(6.3 whole-time equivalent);
occupational therapist (0.6
whole-time equivalent);

“They said: “You are going to
the community centre.’ But |
had no idea what it was ...”
(Participant 6, p7).

Three participants are
reported to have felt involved
in the decision-making
process (one of whom had
received an information
leaflet explaining the unit).

The authors report that when
participants were asked why
they thought they had been
transferred to the facility;
many participants cited their
immobility. Other suggestions
included access to specialist
nurses, or as an interim
measure whilst property
adaptations or home care
packages were arranged.
The authors note that a
number of participants
suggested the need to free
up acute care beds as the
main reason for their transfer
to the facility (in contrast to
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pharmacy technician (1.0
whole-time equivalent);
physiotherapy technician
(1.0 whole-time equivalent);
ward clerk (0.8 whole-time
equivalent). The authors
note that the healthcare
assistants and nurses did
not receive additional
training when recruited. A
staff grade doctor who
visited the unit on a daily
basis provided medical cover
and additional services were
available when requested
(i.e. dietician, social worker,
speech and language
therapist).

¢ Delivered to — Unclear. The
authors do not report
whether the facility had any
eligibility criteria except to
note that the service
accepted referrals for
participants over the age of
18.

e Duration, frequency,
intensity, etc. — Length of
stay for the 8 participants

an active choice to participate
in a rehabilitation
programme) and some
participants are reported to
have referred to themselves
as ‘bed-blockers’).

‘Assessment and goal setting’
(p8)

The maijority of participants
are reported to have been
unaware of any formal
assessment of their personal,
physical or social needs at
admission to the facility and
could not recall being
involved in setting and
prioritising rehabilitation
goals. Similarly, participants
were unable to explain how
staff there had attempted to
address their rehabilitation
needs and whether their care
included an individual
treatment plan:

“My difficulties were not
discussed, not that |
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ranged between ten and 29
days.

e Key components and
objectives of intervention —

e The authors do not provide
detail in relation to the care
provided at the facility except
to report that the units
operational policy was: ‘... to
reduce pressure on acute
hospital beds by providing a
comprehensive range of
care, treatment,
rehabilitation and support
services through multi-
professional working, for a
time limited period of
between 1 and 2 weeks up
to a maximum of 6 weeks’
(p5). The authors also note
that once the patient had
been admitted to the facility,
staff there had responsibility
for planning treatments and
arranging discharge.

e Content/session titles — N/A.

e Location/place of delivery —
A 22-bed intermediate care
facility in the east of

remember” (Participant 7,
p8).

“‘Well | can’t remember them
being discussed with me a lot
at all really, they simply
started looking after me”
(Participant 1, p5).

One participant reported that
they had tried to understand
their progress by looking at
notes kept by their bedside,
however these had proven to
be unhelpful:

“‘Being a nosey parker | kept
looking in the notes, but |
couldn’t understand them,
they were all squiggles. | only
knew how | was getting on by
how | feel myself. | couldn’t
understand what was written
down” (Participant 4, p8).

‘Interventions’ (p8)

The authors note that the
culture that participants
described at the unit was one
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England, which had been
opened in 2000. The
authors’ note that the facility
is only in use on a temporary
basis until construction of a
new 32-bed unit is
completed.

of ‘do it yourself’ rather than
one of active rehabilitation,
with little purposeful activity
being undertaken by service
users:

“We walked around if we felt
like it” (Participant 1, p8).

Participants who received
physiotherapy are reported to
have felt that more should
have been provided to them;
and a patient who had had a
lower limb amputated
described his time at the
facility ‘... purely in terms of
waiting for adaptations to be
completed at home. He felt
he could have followed up his
physiotherapy with healthcare
assistants on the ward but
never liked to ask them’
(Authors p8).

The authors also note that
when participants were asked
to recall activities they had
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undertaken, the responses
included:

“The physio came with a
sheet of paper with a number
of exercises to do. | did those
until I got bored with them.
After that | started to walk
about by myself” (Participant
5, p8).

Provision of occupational
therapy was also reported to
be mostly limited to home
assessment and the provision
of equipment, with 2
participants reporting a
session in the kitchen in
which they made a cup of
tea. The authors emphasise
that this was the only
‘everyday task’ recalled by
participants, and suggest that
there was little connection
made between needs likely to
arise in the participants own
home and those activities
undertaken at the facility.
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Participants are also reported
to have viewed the nurses as
‘very busy’ in the nursing role,
a characteristic that the
authors’ note was unlikely to
enable independence.

The authors report that
service users described daily
life at the facility as mainly
inactive and with no clear
focus of rehabilitation on the
participants needs once they
had returned home:

“I've just been content to sit
really” (Participant 8, p8).

Similarly, the authors report
that the emphasis on active
and healthy living was absent
from participants’
experiences in the facility.
They report that the son of 1
participant (a non-insulin-
dependent diabetic)
sometimes cooked fried
breakfast for him, which the
authors suggest is indicative
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of a poor understanding of
dietary needs.

The authors also report that
some patients had
experienced disempowering
attitudes at the unit:

‘I have a problem; | am
incontinent and have been for
years. As | took pads in with
me, this was not picked up; |
was put down as continent.
On the community unit when
my pads ran out, 1 nurse
would only give me 1 pad at a
time, others would give me a
day’s supply. | am supposed
to have 5 a day and a night
pad. It felt very demeaning to
have to almost beg for one”
(Participant 2, p8).

‘Transfer home’ (p9)

There were mixed views in
relation to discharge from the
facility and the authors
contrast responses in which
transfers were well-planned
and involved participants’
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families, to those in which
confusion had arisen:

“I was given quite a bit of
notice... | had the home
assessment and then they
(daughters) went on holiday.
When they came back it was
when | came home and one
of them came and stayed
with me for a couple of days”
(Participant 5, p9).

“The week before they said |
could come home on the
Tuesday or Friday and | felt it
was more likely to be the
Friday. But on the Monday of
that week, they said you can
go home on the Wednesday”
(Participant 2, p9).

The authors emphasise that
all participants were satisfied
with their stay at the unit and
reported that they found the
staff there to be friendly and
kind; however they caution
that this positive feedback
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should be considered in the
context of a general lack of
understanding in relation to
the unit’s purpose and its role
in their rehabilitation.

The authors report (with little
explanation) that participants
were asked to reflect on their
needs after discharge to their
own home; if they had felt
confident before discharge;
and if (after returning to their
own home) there was
anything they felt should have
been addressed during their
stay at the facility:

“The only difficulty is because
| was getting my meals
brought to me in the hospital
and here | have to stand and
make my own meals”
(Participant 2, p9).

“When | first came home, |
only sat and went up the
stairs at night. | used to
shake at the bottom before |
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went and shake at the top
when | got there. But | don’t
do that any more. | can get
up and down without shaking,
so my legs are getting
stronger... | am getting more
into the kitchen” (Participant
8, p9).

“Yes, | was definitely ready to
come home. | had had the
visit one afternoon with the
occupational therapist, over
the loo and the door and
everything... It's been alright.
It's been better than | thought
it would be” (Participant 7,

p10).

Review question 2 — Findings tables — Health, social care and other practitioners’ views and experiences

1. Millar AN, Hughes CM, Ryan C (2015) "It's very complicated": A qualitative study of medicines management in
intermediate care facilities in Northern Ireland. Biomed Central Health Services Research 15: 216

Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Study aim: The study aimed to
explore healthcare workers' and

Participants:

Three overarching themes
were identified:

Overall assessment of
internal validity:
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patients' views and attitudes
towards medicines management
services in intermediate care
facilities in Northern Ireland.

Methodology: Qualitative
study. The study used
qualitative methodology. Semi-
structured interviews were
conducted and analysed using a
comparative approach.

Country: UK. Northern Ireland.

Source of funding:
Government -

Department for Employment
and Learning, Northern Ireland.

e Service users and their
families, partners and carers
- Participants included
service users.

¢ Professionals/practitioners -
Participants included
healthcare workers from
various intermediate care
settings.

Sample characteristics:

e Age — Not reported.

e Sex - Nine service users
were male and 9 were
female. This is not reported
for healthcare workers.

¢ Ethnicity — Not reported.

¢ Religion/belief — Not
reported.

¢ Disability — Not reported.

e Long term health condition —
Not reported.

e Sexual orientation — Not
reported.

e Socioeconomic position —
Not reported.

1. Concept and reality -
Healthcare workers noted the
discrepancies between the
concept and reality of
intermediate care. For
example, most identified the
service as 'rehabilitation' as
they viewed the terminology
of intermediate care to be
poorly understood in the
wider health service: "lt's a
new word... | don't like the
term 'intermediate care’, |
would sit more comfortable
with it being a medical
rehabilitation ward for older

people" (p4).

Those working in nursing and
residential homes felt that
although the concept was
good, "from the ground it is
not running properly" (p5).
This was in contrast to
patients, who frequently
expressed positive attitudes
towards the intermediate care
setting: "l think it's this place
that has helped me a lot...

+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Sample size: A total of 43
participants (25 healthcare
workers and 18 patients) were
recruited to the study.

you just feel like very at home
already" (p5).

2. Setting and supply The
settings in which intermediate
care was delivered were
found to be varied, dictating
both medical care provision
and the prescribing of
medicines. For example,
many healthcare workers
found that 'off-site' supplies
posed logistical challenges,
delaying the administration of
drugs and overall process.
Patients, on the other hand,
had no knowledge of who
was responsible for
prescribing their medicines
and were not concerned
about their supply: "They just
give them to me, | don't know
where they come from" (p5).

3. Responsibility and review
Responsibility for prescribing
and reviewing patients'
medicines in intermediate
care facilities also varied
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depending on the setting.
Self-administration of
medicines was not promoted
by healthcare workers due to
concerns of patient safety:
"it's easier for us to just take
control, take charge, we know
they're safely stored, we
know they've got them..."

(P6).

Similarly, medication
counselling was not routinely
provided, as healthcare
workers felt that this was not
their responsibility and many
patients believed this to be
unnecessary: "I'm one of
those people who just takes
the doctor's word for it and
assume that he knows best
and don't really query it" (p6).
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2. Regen E, Martin G, Glasby J et al. (2008) Challenges, benefits and weaknesses of intermediate care: Results from five

UK case study sites. Health & Social Care in the Community 16:

629-37

Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Study aim: The research was
designed to ‘... explore the
views of practitioners and
managers on the
implementation of intermediate
care for elderly people across
England, including their
perceptions of the challenges
involved in its implementation,
and their assessment of the
main benefits and weaknesses
of provision’ (p629).

Methodology: Qualitative:
Focus groups and semi-
structured interviews.

Country: UK — England.

Source of funding:

e Government — Department of
Health.

e Charity — Medical Research
Council.

Participants:
Professionals/practitioners —
Practitioners and managers
working in intermediate care in
1 of 5 primary care trusts in
England.

Interviews were conducted
with individuals involved in the
strategic development of
intermediate care and
intermediate care service
managers (medical staff,
senior managers, lead
professionals and managers of
individual services); and focus
groups were conducted with
practitioners directly involved
in care provision (allied health
professionals, care assistants,
nurses, social workers, etc.).

Sample characteristics:
e Age — Not reported.

e Sex — Not reported.

¢ Ethnicity — Not reported.

‘Developing intermediate care
— challenges’ (p632)
Participants are reported to
have identified problems
recruiting and retaining both
qualified and non-qualified
staff as the most significant
barriers to the implementation
of intermediate care, with
inadequate funding and
difficulty attracting staff to
posts being cited as the main
reasons for these. The risk of
professional isolation within
small teams based in the
community, and a low
awareness of intermediate
care were thought to be key
issues for professional staff;
whilst participants felt that
support staff would be
deterred by low wages and
unsociable and long hours.

“One of the biggest things
that has been the problem is
the fact that there has been a

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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¢ Religion/belief - Not
reported.

¢ Disability - Not reported.

e Long term health condition -
Not reported.

e Socioeconomic position —
Not reported.

Sample size: Interviews n=61
participants; focus groups
n=21 participants. Total
sample size n=82.

Intervention:

Intervention category — The
trusts for which participants
worked all provided a range of
services that the authors
describe as intermediate care.
These included sheltered
housing, rapid response teams
and domiciliary rehabilitation,
however only data in relation to
bed based intermediate care
have been extracted here.

The authors report that the
sites were ‘... operating in a
context whereby a single social

lack of a capacity and by that
| mean we have not got the
staff levels to offer the service
we would want to. It is very
difficult to get hold of rehab
assistants . . . through one
thing and another, be it low
money or bad shifts, people
don’t necessarily want to do
that” (Participant 1, site E,
p633).

Participants are reported to
have identified funding
shortages (and non-recurrent
short-term funding in
particular) as a challenge to
the implementation of
intermediate care. Medium to
long-term service
development was reported to
be difficult to plan for when
short-term contracts were the
norm and future funding was
uncertain.

Participants at all sites are
reported to have identified
low levels of joint working
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services department (county-
or city-wide) was attempting to
work alongside several locality-
based PCTs (sites B, C, D, E).
The exception was site A
where the city-wide PCT was
coterminous with social
services’ (p631).

Four of the sites are also
reported to have attempted to
improve the links between
intermediate care and the
wider service network by
implementing ‘... a single point
of access for referrals to
intermediate care. Site A had
developed an alternative
approach. Here, there was no
single point of access. Instead,
intermediate care operated as
a “managed network” which
sought to bring the range of
services into a single operating
system via closer links
between services, agreed
pathways of care and clearer
access points’ (p631).

between health and social
care as a significant
challenge in the
implementation of
intermediate care. The
authors report that competing
strategic attempts to take
‘ownership’ of intermediate
care were particularly
apparent at sites C, D and E:

“It still feels to me like there’s
quite a bit of potential in-
fighting between social
services and [the] PCT about
who owns it, who's taking the
initiative. Maybe that’s at
certain levels ... but it
shouldn’t be like that, it's an
integrated service, you can’t
talk about owning it, it can’t
be like that” (Participant 5,
site E, p633).

The authors note that even
those areas in which the
move towards joint working
had been more successful,
the tendency for
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e Describe intervention — Not
reported.

e Delivered by — Not reported.

e Delivered to — Not reported.
e Duration, frequency,

intensity, etc. - Not reported.

¢ Key components and
objectives of intervention -
Not reported.

organisations to attempt to
retain control of budgets had
hindered implementation:

“There has been very good
collaborative work between
agencies for a number of
years ... but one of the
stopping points, if you like, or
the barriers to taking that
work forward, is different
financial budgets, for
example. Everybody is all for
joint working and
collaboration until you start
asking people to give over ...
money and that is a constant
tension and | think perhaps
has stood in the way of really
making good progress and
having a more flexible model”
(Participant 15, site A, p633.).

Frontline challenges to joint
working are reported to have
included incompatible
information technology
systems and varied
employment policies.
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Non-medical interviewees at
3 sites are reported to have
identified a perceived lack of
involvement from medical
practitioners as a barrier to
the implementation and use
of intermediate care services.
Participants suggested that
medical practitioners felt that
there was insufficient
evidence regarding the
effectiveness of intermediate
care or thought it potentially
discriminated against older
people:

“The more senior members ...
of the medical profession
could remember days when
older people had been
warehoused, so to speak, in
environments outside hospital
because they were not
considered worthy of hospital
admission and they didn’t
want to go back to those days
where people were being
basically cared for and
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denied proper assessment
and treatment” (Participant 1,
site B, p633).

In contrast, a number of
interviewees suggested that
acute sector clinicians had
seen themselves as excluded
from the implementation of
intermediate care. The
authors report that the lack of
involvement from general
practitioners could be
explained by low incentives
and high workloads.

Some consultant geriatricians
reported concerns that
intermediate care had been
introduced before the
evidence base had been
established:

“If | need to convince my
colleagues, then | think |
would need robust evidence.
Nowadays, everything is
evidence based and unless
we develop some evidence
and say this is what is
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happening, it's going to be
very difficult to convince the
sceptical” (Participant 2, site
B, p633).

Consultants are also reported
to have felt that the emphasis
on reducing hospital use by
the elderly potentially made
intermediate care a
discriminatory service.

The authors report that the
potential for intermediate care
to enable allied health
practitioners and nurses to
move into leadership roles
had in some cases been
interpreted as a sign that
medical involvement was not
needed at all. However,
consultants are reported to
have seen this as something
that could lead to higher
costs because the length of
stay for service users with
unmet medical needs would
be higher. The authors also
report that consultants felt
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that medical input into
intermediate care services
made these ‘safer’, helped to
streamline the transition
between the acute and
intermediate sectors, and
reassured other practitioners
regarding the care provided
there:

“It smoothes the working
between the acute hospital
and the intermediate care
unit, and it also means that |
can, if you like, re-assure
colleagues that it's a proper
unit, there’s proper medical
support as well as the
multidisciplinary care and my
working across the 2 units
hopefully re-assures people
that communication is good,
the pathways of referral are
recognised and so on”
(Participant 1, site B, p634).

Benefits of intermediate care
Participants across all sites
are reported to have
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identified the potential
benefits it offered to service
users as its main strength
(both in terms of experiences
and outcomes). Participants
suggested that intermediate
care was flexible, holistic,
patient centred and
responsive, attributes which
were often contrasted to
those of care provided in
hospital:

“They get like a one-to-one
service. If they’re in a hospital
base, you get your healthcare
assistants with however,
many other patients there are
in a ward. They get individual
attention whether it's from us,
whether it’s from their own
district nurse in their own
home and they thrive on it”
(Participant 24, site A, p634).

Participants emphasised the
home-like environment of
intermediate care, which was
seen as a means of
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increasing independence and
confidence, in contrast to
care in the hospital which
was felt to lead to greater
dependency.

Participants are also reported
to have identified
multidisciplinary teamwork as
a potential strength of
intermediate care that could
benefit both practitioners and
service users. Participants
emphasised the positive
impact that support from
colleagues and access to a
wide range of professional
expertise could have.
Practitioners are also
reported to have welcomed
the increased role flexibility
provided by intermediate
care:

“‘We’re multidisciplinary but
we’re also very
interdisciplinary. But having
said that we know our
boundaries so as a nurse
going out to see a patient, |
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would carry out my nursing
tasks but | wouldn’t just go
out there and do my nursing
tasks, which would happen
on a ward. There wouldn’t be
such an overlap [on a ward]
as there is within the team ...
so if they’re having to carry
out an exercise programme
then it would be expected of
me as a nurse to go through
that exercise programme with
them on behalf of the physio”
(Participant 5, site A, p634).
Practitioners also discussed
the job satisfaction they had
gained through their
involvement in intermediate
care, which the authors
suggest appeared to be
fundamentally linked to the
service emphasis on
restoring or maintaining
independence.

Weaknesses of intermediate
care

Participants at all sites were
reported to comment on the
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failure of intermediate care to
fulfill its potential as a means
of alleviating pressures on
the health and social care
system.

Participants highlighted the
limited number of beds and
placements, operational
hours and staffing levels as
key issues in relation to this.
Although participants noted
the impact which funding had
on these issues, the authors
also report that the inability to
recruit and retain staff had an
impact.

Participants at all sites are
also reported to have
identified poor awareness
about intermediate care and
difficulties in accessing these
services as a challenge to
under use of these services.
Some participants also
suggested that the eligibility
criteria for intermediate care
services were too narrow or
that these services ‘cherry-
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picked’ service users, which
resulted in an overreliance on
more traditional care:

“So the experience on the
ground, when | talk to people
in the hospital and say ...
‘This looks like intermediate
care to me, did you phone
last night? You know, we've
been telling you about it’, he
said, ‘Oh that was no good, |
phoned and they weren’t
interested’, or ‘They said they
didn’t have any space.’ I'm
losing faith in intermediate
care’, ‘l can’t see the point’: |
get comments like that all the
time” (Participant 5, site e,
p635).

A small number of
participants suggested that
more needed to be done to
build stakeholder confidence
in intermediate care and to
address concerns regarding
perceived risk:
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“The big cultural thing we
found in particular about the
intermediate care beds is
hospital staff being prepared
to take the risk and discharge
somebody to something new
that is relatively untested and
unknown ... So it is starting to
overcome those barriers. Part
of it is actually once
somebody has put a patient
through intermediate care
then they have got the
confidence to do it again”
(Participant 16, site D, p635).

Another issue raised by
participants across all sites
was the tendency for
intermediate care services to
be used inappropriately, with
many expressing concern
that this was being driven by
the need to free up acute
care beds rather than
providing the care
appropriate to enable the
individual to recover at their
own pace.
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Intermediate care services
that were poorly integrated
with similar services was also
highlighted by some
participants which the authors
report led to difficulties in
accessing services, problems
in the care pathway and
opposition to flexible working.
Participants are reported to
have viewed this failure to co-
ordinate or integrate as
symptomatic of the ad-hoc
manner in which many
services had been
developed. The authors also
report that participant’s
knowledge in relation to other
intermediate care services
and their eligibility criteria
were inconsistent.

When discussing the range of
services on offer some
participants are reported to
have suggested that elderly
people with mental health
problems were at a
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disadvantage due to a lack of
input from mental health
services into intermediate
care. Other participants are
reported to have identified
more proactive services such
as admission avoidance
schemes as a more
appropriate priority than bed-
based services.

3. Thomson D and Love H (2013) Exploring the negative social evaluation of patients by specialist physiotherapists

working in residential intermediate care. Physiotherapy 99: 71-7

Research aims
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Study aim: The researchers
aimed to ‘... gain an
understanding of the negative
social evaluation of patients by
specialist physiotherapists, and
to explore possible coping
strategies in order to engage
patients in appropriately
designed rehabilitation
programmes’ (p71). The authors
go on to explain that ‘negative
social evaluation’ is a more
acceptable term than ‘difficult’ in

Participants:
Professionals/practitioners -
Senior level physiotherapists
specialising in intermediate
care working in the greater
London area.

Sample characteristics:

e Age — 29-36 years of age at
time of participation.

e Sex — Focus group
participants — female n=4,
male n=1. Interview

The authors report that
participants discussed
categories ‘residing’ with the
service user (alcohol
dependency, inability to
accept their condition or
adapt, and family involvement
which obstructed the process
of rehabilitation) and those
which ‘resided’ within the
context of intermediate care
specifically (‘labelling’, the 6
week model, and transfer into

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:

+

Although this appears to be a
generally well-conducted
study the lack of information
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relation to service users who
represent an ‘interpersonal’
challenge to practitioners.
These practitioners were
working at a residential
intermediate care facility.

Methodology: Qualitative.
Focus groups and semi-
structured interviews.

Country: United Kingdom —
Greater London area.

Source of funding: Not
reported.

participants — female n=4,
male n=0.

e Ethnicity — Not reported.

¢ Religion/belief - Not
reported.

¢ Disability - Not reported.

e Long term health condition -
Not reported.

e Socioeconomic position —
Not reported.

Sample size: Focus group
participants n=5. Interview
participants n=4. Total sample
N=9.

Intervention:

¢ Intervention category — Bed
based intermediate care.

e Describe intervention —
Detail in relation to the care
provided by the facilities at
which participants worked is
not provided. However the
authors note residential
intermediate care is
increasingly considered to
‘... represent the adoption

the service). The authors
conclude that these
categories contribute to the
likelihood that a service user
will receive a ‘negative social
evaluation’ (the perception
that the service user is
‘difficult’ or ‘challenging’.
Participants also reported
‘coping strategies’ to address
these issues (goal setting,
reflective practice and
workforce planning).

Alcohol dependency

The authors report that
participants expressed
frustration in relation to
service users who drank
alcohol excessively;
particularly in relation to the
effect which this had on
treatment efficacy:

“There are 50 patients that
need intermediate care but if
you look at it closely, 10 of
those are debatable and 10
of those are alcoholics, so the

regarding whether data was
double coded and sometimes
somewhat unclear links
between the data and the
conclusions it is not possible
to award a higher quality
rating to this study.
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and integration of bio-
psychosocial values within
health care, including a
person-centred care
approach’ (p71).

e Delivered by — All
participants had qualified
between 1999 and 2004 and
the majority had received
their basic training in the
United Kingdom (one
participant had trained in
Malta and one in India.
There was a range of
qualification levels (BSc,
PGcert, MSc) and
participants Agenda for
Change bands ranged
between 6 and 8a. The
number of years which
participants had specialised
in intermediate care for
ranged between 3 and six.

¢ Delivered to — Detailed
characteristics of the service
users which participants
worked with is not reported,
however 3 focus group
participants are reported to

30 should be the ones getting
seen by the NHS” (Focus
group — Physiotherapist 1,
p73).

The authors go on to note
that participants made
assumptions about service
users with alcohol
dependency issues in relation
to their social environment
and living arrangements and
their ability to perform
activities of daily living:

“Alcoholism is a thing |
personally find quite
challenging at times. It means
generally that they are
relatively unkempt, their gait
pattern is usually quite poor
(and) trying to get them to
use any kind of aid is just not
a good idea. And you can’t
educate them; only tell them
to stop drinking” (Interview —
Physiotherapist D, p73).

Intermediate Care NICE guideline (September 2017)

328




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

have a predominant
caseload of older people’s
rehabilitation and 2 are
reported to have a
predominant caseload of
neurological rehabilitation.
All interview participants had
a predominant caseload of
older people’s rehabilitation.

e Duration, frequency,
intensity, etc. — Not reported
for any of the facilities,
however the authors note
that the residential
intermediate care model is a
6 week therapeutic
intervention.

e Key components and
objectives of intervention —
Not reported for any of the
facilities, however the
authors note in their
preliminary discussion that
residential intermediate care
services have the goals of
‘... facilitating early hospital
discharge, avoiding
unnecessary hospital
admission and delaying

Participants reported that
service users who continued
to consume alcohol whilst
staying in intermediate care
had been asked to leave and
the authors suggest that the
issue of alcohol dependency
appears to ‘... provide a
conflict for the physiotherapist
looking to provide person-
centred rehabilitation ...’
(Authors, p73).

Participants are also reported
to have felt that intermediate
care teams did not possess
the specialist skills required
to help service users
overcome their reliance on
alcohol.

‘Patients with unrealistic
demands due to a failure to
accept their situation’ (p74)
Participants are reported to
have highlighted service user
anger regarding their
diagnosis as a critical issue:
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

transfer into long-term care
. (p71).

e Content/session titles — N/A.

e Location/place of delivery —
Participants worked at a
range of intermediate care
facilities in the greater
London area however no
further details are provided.

“And then it actually hits
home that they can’t actually
do the things they thought
they’'d be able to do and they
get quite angry that you're not
doing what you should be
doing for them or you’re not
experienced enough. So
clearly (they think) you're
holding them back and you’re
not, obviously” (Interview —
Physiotherapist D, p74).

The authors also note that
participants reported that
management of service user
expectations regarding
recovery impacted on the
provision of clinical
interventions.

‘A patient with an unhelpful
family’ (p74)

Participants are reported to
have regularly commented on
the importance of interactions
with the families of service
users and suggested that
family dynamics and the
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

expectations of the family
were important:

“The patient’s family doesn’t
kind of help either
sometimes. If they think we
can get them home and
walking, then we need to do it
now. Or ... we’re being too
harsh ‘Oh, just leave him in
bed, he’s tired, he had a
stroke ... he needs to rest.’
(They) Don't really
understand what we are
trying to do” (Interview —
Physiotherapist D, p74).

‘Being labelled/external and
internal assumptions (p74)
The researchers report that
physiotherapists made
assumptions about service
users and the challenges that
they may represent based on
labels used by practitioners
making referrals to
intermediate care:

“You do start to prejudge
people and as soon as
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

someone says you've got a
complex patient coming to
you, immediately it sets off
alarm bells and that sets up
the way that the whole
process starts for them”
(Focus group —
Physiotherapist 5, p74).

Labels which were reported
to alert participants to
potentially challenging or
difficult service users
included:

“Chronic pain. When | see
that on a referral | often think
that the potential of
challenges being present ...
is quite high” (Interview —
Physiotherapist A, p74).

Whether they’ve had mental
health problems in the past
... You (also) think about
things like head injuries for
example and the
unpredictability of that”
(Interview — Physiotherapist
C, p74).
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

The authors suggest that
these assumptions go
unchallenged ‘... and thus the
evaluation is perpetuated and
shared, potentially affecting
the therapeutic relationship’
(Authors p74).

‘The 6-week model of
intermediate care’ (p74)

The authors report that
participants view their work
as challenging when their
goal of enabling service users
to adapt to a sudden loss of
function (both emotionally
and physically) must be
achieved within 6 weeks:

“‘We get told to have
someone rehabbed by a
certain period or we have to
manage our beds and the
problem is we have to
document a way of saying
this patient is not compliant ...
There’s ... always a ticking
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PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

clock” (Focus group —
Physiotherapist 2, p74).

‘The process of transition into
the service’ (p74)
Participants are reported to
have expressed frustration
regarding the processes by
which service users are
referred and transferred into
residential intermediate care

“Some people just want to go
home and don’t understand
why they’ve been moved
between wards in the hospital
and now they’ve come to us
completely disorientated ...
and no one’s told them why
they can’t go home they’ve
just been sent to us”
(Interview — Physiotherapist
D, p74).

The authors highlight the role
that the requirement for
intermediate care services to
meet local needs can play in
creating inconsistent eligibility
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PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

criteria and delivery models
which ultimately result in an
unsettled transition period for
service users.

Some participants identified
adequate communication of
the rationale for transfer as
key:

“If [the patients] are aware of
what the service involves to
begin with, that's always quite
a good start” (Focus group —
Physiotherapist 5, p74).

Coping strategies

The authors then go on to
discuss the ‘coping
strategies’ that participants
felt were useful in cases
where a service user had a
‘negative social evaluation’.
These were collaborative
goal setting, reflective
practice and workforce
planning.

Workforce planning
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Participants are reported to
have described a range of
responsibilities within their
teams and all are reported to
have suggested that support
was needed for practitioners
working with service users
with a ‘negative social
evaluation’:

“In our little team, we all have
our own named patients and
if we see that somebody is
having a bad time, then (we)
obviously talk with them and
try and support them”
(Interview — Physiotherapist
D, p75).

The authors suggest that
participants had begun to
develop emotional
intelligence skills; the
encouragement of which the
authors suggest should be a
priority for managers:

“I try to be calm and if | feel
I’m having a bad day (with
patients), I'd speak to one of
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PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

my other colleagues to see
whether they would see
them. Because if you present
a really negative picture,
you’re only going to transfer
that onto the patient aren’t
you? And that’s not
beneficial” (Focus group —
Physiotherapist 4, p75).

Collaborative goal setting and
patient engagement

The authors report that
participants regularly used
collaborative goal setting to
minimise the need to give a
service user a ‘negative
social evaluation’:

“You sit down and (say) what
are your goals, what have
you got to do when you get
home, what’s your family (life)
like, have you got grandkids,
what do you do for them?”
(Focus group —
Physiotherapist 3, p75).

Participants are reported to
have viewed this
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

collaboration as ‘... a
mechanism through which
they can appraise their
practice in light of the patient-
centred ideology to which
they subscribe. Increasingly,
the physiotherapists wanted
to negotiate the therapeutic
intervention with the clients
rather than enter into conflict’
(Authors, p75).

Reflective practice

Reflective practice was also
reported to be a coping
strategy used by participants:

“I think it has quite an
emotional impact on people
so it's important to discuss
with MDT members and other
agencies the best
management for these clients
and also reflecting on past
cases’ (Interview —
Physiotherapist A, p75).
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Review question 2 — Critical appraisal tables — Effectiveness

1. Crotty M, Whitehead CH, Wundke R et al. (2005) Transitional care facility for elderly people in hospital awaiting a long
term care bed: Randomised controlled trial. British Medical Journal (Clinical Research Edition) 331: 1110-3

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: To ‘... assess the
effectiveness of moving patients
who are waiting in hospital for a
long term care bed to an off-site
transitional care facility’ (p1).

Description of theoretical
approach? No. The authors do
not provide a theory of change
or logic model. It is simply
implied that care for frail
individuals who are medically
stable but have high care needs
can be provided in alternative
facilities to a hospital.

How was selection bias
minimised? Randomised.
Computer generated in blocks
of 12 stratified by referring
hospital with a 2:1 allocation
ratio (intervention: control).

Was the allocation method
concealed? Yes. Allocation

Was the exposure to the
intervention and comparison
as intended? No. Only 63%
(n=134) of those allocated to
the intervention were
transferred to the facility and
transfer did not take place for
78 individuals. The main
reason for this was death or
transfer to a long-term
placement (n=29), and 5
participants were refused
admission to the facility due to
concerns regarding severe
disruptive behaviour and need
for additional staffing. A further
34% (n=15) declined to
transfer at the second consent
stage.

Was contamination

acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a

Does the study’s research
question match the review
question? Yes. The study
aimed to ‘... assess the
effectiveness of moving
patients who are waiting in
hospital for a long term care
bed to an off-site transitional
care facility’ (p1).

Has the study dealt
appropriately with any
ethical concerns? Yes. The
study was approved by a
number of ethics committees
and participants provided
written consent (proxy
consent was given by the
families of participants with
dementia). Participants
randomised to the
intervention group were
asked to consent for a
second time after
randomisation and before
transfer to the facility.

Overall assessment of

internal validity:
+

Due to the very short follow-
up period of 4 months and
the fact that a number of
participants were not
transferred to the intervention
facility as intended it is not
possible to award a higher
quality rating to this study.

Overall assessment of

external validity:
++

Overall assessment of
validity:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

was concealed using sealed
opaque envelopes).

Were participants blinded?
Blinding not possible. Due to the
nature of the intervention it
would not have been possible to
blind participants. In addition,
the Zelen randomised consent
process revealed group
assignment to participants in the
intervention group.

Were providers blinded?
Blinding not possible. Due to the
nature of the intervention it
would not have been possible to
blind participants.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Blind. Baseline
assessments were conducted
before randomisation and
follow-up assessments were
conducted by a research nurse
blinded to group allocation.

Did participants represent the
target group? Yes. An

different manner? Not
reported. There is no indication
that either group received
additional interventions or that
services were provided in a
different manner.

Were outcomes relevant?
Yes.

Were outcome measures
reliable? Yes. All outcome
measures appear to have
established reliability and
validity however data to
support this are not presented.

Were all outcome
measurements complete?
Yes. All data were measured
and reported as planned,
however 3 participants
withdrew after randomisation
and no data were available for
these individuals.

Were all important outcomes
assessed? Yes.

Were service users
involved in the design of
the study? No. No indication
that service users were
involved in the design of the
study or interpretation of
findings.

Is there a clear focus on the
guideline topic? Yes. The
study aims to evaluate the
effectiveness of a transitional
care facility providing
multidisciplinary rehabilitation
from a specialist elder care
team.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. All
participants were over the
age of 18, however it should
be noted that only
participants for whom long-
term care was deemed to be
appropriate were eligible and
the mean age of participants
was 83 years.

Intermediate Care NICE guideline (September 2017)

340




Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

acceptable number of eligible
individuals agreed to participate,
however it should be noted that
patients were only eligible if
there was no long-term care bed
available, discharge elsewhere
had not already been
arranged/the patient was
assessed as ‘...unsuitable for
other rehabilitation or
community discharge support
programmes ... (p1) and if no
next of kin were available. It
also appears that patients under
the age of 65 were also
ineligible (although this is not
stated clearly). Individuals with
dementia or behavioural
problems were eligible unless it
was though that additional staff
would be needed to provide
care for them.

Were all participants
accounted for at study
conclusion? No. There was a
high rate of attrition with 90
participants (28%) lost to follow-
up. The reasons for this are

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Both groups were followed up
for the same length of time, at
4 months.

Was follow-up time
meaningful? Partly. Follow-up
assessments were conducted
at four-months which would
only have been long enough to
detect short-term effects of the
intervention.

Were the analytical methods
appropriate? Yes. t tests,
Mann-Whitney U tests and x?

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes. The
authors state that the
intervention and control groups
were similar at baseline in
relation to demographic
characteristics, functional
ability and quality of life;

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The
intervention was provided in a
transitional care facility, the
control group received care in
the hospital as usual and
follow-up assessments were
conducted in participant’s
homes.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The intervention
consisted of transfer to a
transitional care facility
providing multidisciplinary
rehabilitation from a specialist
elder care team.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. Outcomes
included quality of life,
functional ability,

Intermediate Care NICE guideline (September 2017)

341




Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

reported by the authors (all were

due to death or withdrawal).

however significance testing is
not reported.

Was intention to treat (ITT)
analysis conducted? Yes.
The authors state that data
were analysed according to
random allocation.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. The authors
report that power calculations
showed that 243 participants
were needed to detect
treatment effects at a
significance level of 0.05 (90%
power). n=320 participants
were randomised.

Were the estimates of effect
size given or calculable?
Partly.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Partly. p values
and confidence intervals are

readmissions to hospital, and
care needs.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? N/A. No views
and experiences data
presented.

Was the study conducted
in the UK? No. The study
was conducted in Australia.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

provided in relation to some
outcome measures but this is
not consistent.

Do conclusions match
findings? Yes.

2. Garasen H, Windspoll R, Johnsen R (2007) Intermediate care at a community hospital as an alternative to prolonged
general hospital care for elderly patients: A randomised controlled trial. BioMed Central Public Health 7: 68

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The aim of the
study was to compare the
efficacy of intermediate care at
a community hospital with
standard prolonged care at a
general hospital.

Description of theoretical
approach? No. The authors do
not outline a theoretical
approach.

How was selection bias
minimised? Randomised.
Participants were randomised
using random number tables in
blocks to ensure balanced
groups.

Was the exposure to the
intervention and comparison
as intended?

Not reported. It does appear
that the
intervention/comparison went
as planned.

Was contamination
acceptably low? Yes. The
comparison group did not
receive the intervention and
vice versa.

Did either group receive
additional interventions or
have services provided in a
different manner? Not

Does the study’s research
question match the review
question? Yes. The study's
research question is in line
with the review question.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
study was approved by the
Regional Committee for
Medical Research Ethics for
Central Norway.

Were service users
involved in the design of
the study? No. Service users
were involved as participants
only and not in the design of

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Was the allocation method
concealed? Not reported.

Were participants blinded?
Blinding not possible.

Were providers blinded? Not
reported.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Not reported.

Did participants represent the
target group? Yes. Participants
were recruited as intended and
representative of the target
group for this intervention.

Were all participants
accounted for at study
conclusion? Yes. There were
no dropouts, except for deaths,
although mortality was
measured as 1 of the study's
outcomes. 8 of the participants
randomised for intervention
were never transferred due to
deterioration of their medical
conditions after inclusion.

reported.

Were outcomes relevant?
Yes. The study's outcome
measures clearly relate to the
outcomes which the authors
wanted to impact.

Were outcome measures
reliable?

Yes. All outcome measures
were objective. Data on
readmissions was collected via
patients' medical records and
monitored through patient
administrative systems,
independent of treatment
groups. Physical functioning
was measured by specially
trained nurses using a national
system, Gerix.

Were all outcome
measurements complete?
Yes. All intended outcomes
were measured and reported.

Were all important outcomes
assessed? Partly. Although
important outcomes were

the study or interpretation of
results.

Is there a clear focus on the
guideline topic? Yes. The
study clearly relates to
intermediate care.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The study
population consists of older
adults using intermediate
care services.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The study
setting was intermediate care
at a community hospital.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The study relates to the
efficacy of bed based
intermediate care.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

assessed, participants' quality
of life and satisfaction with the
intervention may also have
been useful to measure.

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Although not explicitly stated,
participants were followed-up 6
months following discharge
from intermediate care or care
at the general hospital.

Was follow-up time
meaningful?

Partly. It may have been useful
to follow-up participants 1 year
following discharge from
intermediate care or care at
the general hospital in order to
obtain the long term effects of
the intervention.

Were the analytical methods
appropriate? Yes. Differences
in readmissions and need of
home care services between
groups were tested by chi
square tests, and differences

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. Outcomes
included number of
readmissions, need of
community home care and
need of long-term nursing
home.

Was the study conducted
in the UK? No. The study
was conducted in Norway.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

in mean number of days in
institution were tested by
paired t-test and by Wilcoxon
signed rank test, adjusting for
gender, age, activities of daily
living score and diagnosis.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes.
Participants randomised to
intermediate care or to general
hospital care were comparable
with respect to number of days
of care before randomisation,
mean and median age,
diagnosis, gender, physical
functioning and matrimonial
status.

Was intention to treat (ITT)
analysis conducted? Yes. All
participants, including the 8
that did not fully complete the
intervention, were analysed in
the groups to which they were
originally allocated.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. A power
calculation is presented. The
final sample was sufficient to
detect a difference.

Were the estimates of effect
size given or calculable? No.
Effect sizes are not provided.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes. Confidence
intervals and p values are
reported.

Do conclusions match
findings?

Yes. Conclusions are in line
with findings, favouring
intermediate care at a
community hospital to standard
prolonged care at a general
hospital, with regards to better
patient outcomes.
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3. Garasen H, Windspoll R, Johnsen R (2008) Long-term patients' outcomes after intermediate care at a community
hospital for elderly patients: 12-month follow-up of a randomized controlled trial. Scandinavian Journal of Public Health

36: 197-204

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The aim of the
study was to compare the
efficacy of intermediate care at
a community hospital with
standard prolonged care at a
general hospital.

Description of theoretical
approach? No. There is no
description of the theory behind
the evaluated intervention.

How was selection bias
minimised? Randomised.
Participants were randomised
using random number tables in
blocks to ensure balanced
groups.

Was the allocation method
concealed? Not reported.

Were participants blinded?
Blinding not possible.

Was the exposure to the
intervention and comparison
as intended?

Not reported. It does appear
that the
intervention/comparison went
as planned.

Was contamination
acceptably low? Yes. The
comparison group did not
receive the intervention and
vice versa.

Did either group receive
additional interventions or
have services provided in a
different manner? Not
reported.

Were outcomes relevant?
Yes. The study's outcome
measures clearly relate to the
outcomes which the authors
wanted to impact.

Does the study’s research
question match the review
question? Yes. The study's
research question clearly
matches the review question.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
study was approved by the
Regional Committee for
Medical Research Ethics for
Central Norway.

Were service users
involved in the design of
the study? No. Service users
were involved as participants
only and not in the design of
the study or interpretation of
results.

Is there a clear focus on the
guideline topic? Yes. The
study clearly relates to
intermediate care.

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were providers blinded? Not
reported.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Not reported.

Did participants represent the
target group? Yes. Participants
were recruited as intended and
representative of the target
group for this intervention.

Were all participants
accounted for at study
conclusion? Yes. During the
follow-up time, about a quarter
(24.6%) of the included patients
died. NB. Eight of the
participants randomised for
intervention were never
transferred due to deterioration
of their medical conditions after
inclusion.

Were outcome measures
reliable? Yes. Data were
collected from participants'
journals and health records.
Number of days in institution,
readmissions and deaths were
also monitored through patient
administrative systems,
independent of treatment
groups, to ensure that figures
were correct.

Were all outcome
measurements complete?
Yes. All intended outcomes
were measured and reported.

Were all important outcomes
assessed? Partly. Although
important outcomes were
assessed, participants' quality
of life and satisfaction with the
intervention may also have
been useful to measure.

Were there similar follow-up
times in exposure and
comparison groups? Yes. All
data were collected were
collected at discharge from

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The study
population consists of older
adults using intermediate
care services.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The study
setting was intermediate care
at a community hospital.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The study relates to the
efficacy of bed based
intermediate care.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. The study's
outcomes clearly relate to the
overall topic of the guideline.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

community or general
hospitals, and at 6 and 12
months from the time of
inclusion.

Was follow-up time
meaningful? Yes. Twelve
months appeared sufficient to
assess the benefits of the
intervention and there were no
dropouts during this time,
except for deaths (n=35).

Were the analytical methods
appropriate? Yes. Differences
in readmissions and need of
home care services between
groups were tested by chi
square tests, and differences
in mean number of days in
institution were tested by
paired t-test and by Wilcoxon
signed rank test, adjusting for
gender, age, activities of daily
living score and diagnosis.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes.

Was the study conducted
in the UK? No. The study
was conducted in Norway.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Participants randomised to
intermediate care or to general
hospital care were comparable
with respect to number of days
of care before randomisation,
mean and median age,
diagnosis, gender, physical
functioning (activities of daily
living) and matrimonial status.

Was intention to treat (ITT)
analysis conducted? Yes. All
participants, including the 8
that did not fully complete the
intervention, were analysed in
the groups to which they were
originally allocated.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. A power
calculation is presented. The
final sample was sufficient to
detect a difference.

Were the estimates of effect
size given or calculable? Not
reported. Effect sizes are not
provided.
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Internal validity - approach Internal validity - External validity Overall validity rating
and sample performance and analysis

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes. Confidence
intervals and p values are
reported.

Do conclusions match
findings? Yes. Conclusions
are in line with findings,
favouring intermediate care at
a community hospital to
standard prolonged care at a
general hospital, with regards
to better patient outcomes.

4. Herfjord JK, Heggestad T, Ersland H et al. (2014) Intermediate care in nursing home after hospital admission: a
randomized controlled trial with one year follow-up. BMC Research Notes 7: 889

Internal validity - approach Internal validity - External validity Overall validity rating

and sample performance and analysis

Study aim: To evaluate the Was the exposure to the Does the study’s research | Overall assessment of

efficacy and safety of early intervention and comparison | question match the review | internal validity:

transfer to an intermediate care | as intended? Yes. The question? Yes. The paper +

unit in a nursing home. NB. It authors state that ... the reports the findings of the

should be noted that this paper | intervention was not modified second phase of a trial Although the study appears

reports on the second phase of | during the course of the study’ | designed to evaluate the to have been well carried out

a randomised controlled trial (for | (p4). efficacy and safety of early the decision to change the

which outcomes were changed). transfer to an intermediate outcomes measured for the
care unit in a nursing home. second phase of the study,

352
Intermediate Care NICE guideline (September 2017)



Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Description of theoretical
approach? No. The authors do
not provide a theory of change
or a logic model; they simply
note that earlier studies have
shown that elderly patients can
be treated successfully in ‘step-
down’ facilities after a stay in
hospital and that if it could be
established that it was safe for
this transfer to take place at an
earlier point the ‘... service
could be extended to a larger
group of patients and have a
greater impact in saving health
care costs’ (p3).

How was selection bias
minimised? Randomised.
Computer generated block
randomisation.

Was the allocation method
concealed? Yes.

Were participants blinded?
Blinding not possible. Due to the
nature of the intervention it
would not have been possible to
blind participants.

Was contamination
acceptably low? Partly.
Contamination levels were low
however it should be noted
that 8 participants randomised
to the intervention group had to
remain in acute care (care as
usual) due to medical
concerns.

Did either group receive
additional interventions or
have services provided in a
different manner? No. There
is no indication that either
group received additional
services.

Were outcomes relevant?
Yes.

Were outcome measures
reliable? Yes. All outcome
data were extracted from
medical records held at
hospitals or with community
health care services.

Were all outcome
measurements complete?

Has the study dealt
appropriately with any
ethical concerns? Yes.
Participants gave informed
consent and a regional ethics
committee gave approval for
both the first and second
phases.

Were service users
involved in the design of
the study? No. No indication
that service users were
involved in the design of the
study or interpretation of
findings.

Is there a clear focus on the
guideline topic? Yes. The
study evaluates an
intermediate care unitin a
nursing home.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. All
participants were over the

the fact that a small number
of participants allocated to
the intervention had to remain
in acute care, and the post
hoc decision to conduct
subgroup analysis means
that it is not possible to award
a higher quality rating to this
study.

Overall assessment of

external validity:
++

Overall assessment of
validity:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were providers blinded?
Blinding not possible. Due to the
nature of the intervention it
would not have been possible to
blind providers.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Blind.

Did participants represent the
target group? Partly. The
number of individuals assessed
for eligibility was not recorded.
Staff at the 2 hospitals from
which participants were
recruited were ‘... requested to
consider every patient 70 year
[sic] or older admitted from
home’ (p5). Individuals were
eligible if they were respiratory
and circulatory stable, and
viewed as being able to return
to their home within 3 weeks.
Exclusion criteria were — need
for intensive care or surgery,
and severe dementia or
delirium. The authors note that
patients with mild or moderate

Partly. All outcome data were
measured and reported as
planned however the study
only reports on outcomes
assessed as part of the second
phase of the study. In addition,
a number of subgroup
analyses do not appear to
have been reported.

Were all important outcomes
assessed? Partly. The paper
only reports on outcome data
collected in the second phase
of the study which were
number of days living at home
or in a nursing home, the
number of days in hospital,
mortality at 1 year, and use of
home health care. Service user
level outcomes such as
functional ability and quality of
life were collected during the
first phase of the trial but due
to low response rates and
other information which was
‘indeterminate’, the “...
investigators were on the
whole unable to draw any
decisive conclusions’ (p2). The

age of 18, however the
youngest of these was 70.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The
intervention was delivered in
an inpatient intermediate care
unit established in a nursing
home.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The study evaluates an
inpatient intermediate care
intervention.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. Outcome
measures included number of
days living at home or in a
nursing home, the number of
days in hospital, mortality at
one year, and use of home
health care.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

dementia were eligible. Details
in relation to ethnicity, socio-
economic status, etc. are not
reported.

Were all participants
accounted for at study
conclusion? Yes. There were
no participants who were lost to
follow-up.

findings of the first phase are
only available in a Norwegian
language article.

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Both groups were followed up
for the same amount of time.

Was follow-up time
meaningful? Partly.
Participants were followed up
for 1 year (post randomisation)
in total which would allow short
and intermediate term effects
to be detected.

Were the analytical methods
appropriate? Yes. Methods
included Mann-Whitney U-test,
chi-square, Kaplan-Meier, etc.
Observations made during the
trial suggested that outcomes
differed according to patient
classification (medical or
orthopaedic) and a post-hoc
subgroup analysis was
conducted to investigate this.
Patient classification details

(For views questions) Are
the views and experiences
reported relevant to the
guideline? N/A. No views
and experiences data
presented.

Was the study conducted
in the UK? No. The study
was conducted in Norway.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

were extracted from hospital
discharge notes, which the
authors report use ICD-10
definitions as the basis for
classification.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Not reported.
The authors do not report
significance testing of baseline
characteristics except in
relation to use of home health
care services, which did not
differ significantly by group
(p=0.47).

Was intention to treat (ITT)
analysis conducted? Yes.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)?

Yes. Power calculations for the
first phase of the study showed
that to detect an improvement
of 10% or more in functional
ability with 80% power at a
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Internal validity - approach Internal validity - External validity Overall validity rating
and sample performance and analysis

significance level of 0.05
(allowing for a drop-out rate of
30%) 400 participants were
required. Four hundred
participants were randomised
and 376 were included in
analyses.

Were the estimates of effect
size given or calculable?
Yes.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes. p values
and confidence intervals are
provided.

Do conclusions match
findings? Yes.

5. Kalra L, Evans A, Perez | et al. (2005) A randomised controlled comparison of alternative strategies in stroke care.
Health Technology Assessment 9: 18

Internal validity - approach Internal validity - External validity Overall validity rating
and sample performance and analysis

Study aim: To compare a range | Was the exposure to the Does the study’s research | Overall assessment of
of outcomes at 3, 6 and 12 intervention and comparison | question match the review | internal validity:
months between stroke patients | as intended? question? Yes. Management | ++

managed on the stroke unit, on | Yes. of stroke patients in a stroke
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

general wards with stroke team
support or at home by specialist
domiciliary care team.

Description of theoretical
approach? Partly.

How was selection bias
minimised? Randomised.
Randomisation was unstratified
using the block randomisation
technique, in 16 blocks of 30.

Was the allocation method
concealed? Yes.
Randomisation was conducted
in an office remote from patient
treatment areas, so that it would
not be possible for those
enrolling patients to guess
allocation for the vast majority of
subjects.

Were participants blinded?
Blinding not possible.

Were providers blinded? Not
reported.

Was contamination

acceptably low? Not reported.

Did either group receive
additional interventions or
have services provided in a
different manner?

Not reported.

Were outcomes relevant?
Yes.

Were outcome measures
reliable?
Yes.

Were all outcome
measurements complete?
Yes.

Were all important outcomes
assessed? Yes.

Were there similar follow-up
times in exposure and
comparison groups? Yes. At
3, 6 and 12 months.

unit, on general wards with
stroke team support or at
home by specialist domiciliary
care team.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
project was approved by the
local ethics committee.

Were service users
involved in the design of
the study? No.

Is there a clear focus on the
guideline topic? Yes.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes.

Does the study relate to at
least one of the activities

Overall assessment of

external validity:
++

Overall validity rating:
++
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were investigators, outcome
assessors, researchers, etc.,
blinded? Blind. Independent
observers were used for
assessment and using outcome
measures.

Did participants represent the
target group? Yes.

Were all participants
accounted for at study
conclusion? Yes. Nine drop-
outs in home group; 3 in stroke
team group.

Was follow-up time
meaningful?
Yes.

Were the analytical methods
appropriate? Yes.
Descriptive.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted?

Yes. Baseline characteristics
well matched across the 3
groups in stroke type and
severity, level of impairment
and initial disability.

Was intention to treat (ITT)
analysis conducted? Yes.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. Power
calculation conducted as part
of design.

covered by the guideline?
Yes. Bed based vs. home
based care.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes.

Was the study conducted
in the UK? Yes. The study
was conducted in Bromley,
south east England.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were the estimates of effect
size given or calculable?
Yes.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes.

Do conclusions match
findings? Yes.

6. Stenvall M, Olofsson B, Nyberg L et al. (2007) 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

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The aim of the
study was to investigate the
short and long-term effects of a
multidisciplinary postoperative
rehabilitation programme in
patients with femoral neck
fracture.

Description of theoretical
approach? No. There is no
description of the theory behind
the evaluated intervention.

Was the exposure to the
intervention and comparison
as intended?

Not reported. It does appear
that the
intervention/comparison went
as planned.

Was contamination
acceptably low? Not reported.

Did either group receive
additional interventions or

Does the study’s research
question match the review
question?

Yes. The study's research
question clearly matches the
review question: to
investigate the short- and
long-term effects of a
multidisciplinary
postoperative rehabilitation
programme among patients
with femoral neck fracture
regarding living conditions,

Overall assessment of
internal validity:
+

Overall assessment of

external validity:
+

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

How was selection bias
minimised? Randomised.
Method of randomisation not
reported, but it was stratified
according to the operation
methods used based on the
degree of hip dislocation.

Was the allocation method
concealed? Yes. Allocation lots
were numbered sequentially,
placed in opaque sealed
envelopes. Envelopes not
opened till immediately before
surgery to ensure all receive
similar pre-op treatment. The
selection procedures were
carried out by people not
involved in the study.

Were participants blinded?
Blinding not possible.

Were providers blinded?
Blinding not possible.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Not blind. The

outcomes analyst was blind - a

have services provided in a
different manner? Not
reported.

Were outcomes relevant?
Yes. The study's outcome
measures clearly relate to the
outcomes which the authors
wanted to impact.

Were outcome measures
reliable?

Yes. Outcomes were
measured using a variety of
validated questionnaires.
These were observed rather
than self-reported.

Were all outcome
measurements complete?
Yes. All intended outcomes
were measured and reported.

Were all important outcomes
assessed? Partly. Although
important outcomes were
assessed, quality of life and
satisfaction with the
intervention may also have

walking ability and activities
of daily living performance. A
secondary aim was to
investigate outpatient
rehabilitation consumption
and inpatient days after
discharge and mortality.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
study was approved by the
ethics committee of the
Faculty of Medicine at Umea
University. Patients asked in
writing and orally if they were
willing to participate in study,
and were told they could
withdraw participation at any
time during the study.

Were service users
involved in the design of
the study? No. Service users
were involved as participants
only and not in the design of
the study or interpretation of
results.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

geriatrician, who was unaware
of the study group allocation,
analysed all assessments and
documentations after the study
was finished.

Did participants represent the
target group? Yes. Participants
were recruited as intended and
representative of the target
group for this intervention i.e.
patients involved in a
multidisciplinary postoperative
rehabilitation programme.

Were all participants
accounted for at study
conclusion? Yes. The attrition
rate was approximately 20%.
Reasons given for all dropout
included death or withdrawal
from study, however, all
participants (n=199) were
included in the primary analysis
but 82% (84/102) of the
intervention group and 78%
(76/97) of the control group
were analysed at 12 months
follow-up.

been useful for the authors to
consider.

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Both groups had similar follow-
up times at 4 and 12 months.

Was follow-up time
meaningful?

Yes. Follow-up time appeared
long enough to assess the
impact of the intervention and
attrition rate was acceptably
low.

Were the analytical methods
appropriate? Yes. The
analytical methods were
appropriate for this type of
data, using Student’s t-test,
Pearson’s x2 test and the
Mann-Whitney U test to
analyse group differences, and
odds ratios and confidence
intervals analysed by logistic
regression.

Is there a clear focus on the
guideline topic? Yes. The
study relates to the overall
topic of the guideline.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The study
population consists of older
adults using intermediate
care services.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The study
setting was a geriatric unit
intervention ward.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. It examines ‘effects of a
multidisciplinary
postoperative rehabilitation
programme among patients
with femoral neck fracture’ in
a geriatric ward.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes. Both
groups were similar at baseline
except for ‘diagnosed
depression’ and ‘on anti-
depressants’ (significantly
higher in control group). These
differences were adjusted for
in the analysis.

Was intention to treat (ITT)
analysis conducted? No.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Not reported.

Were the estimates of effect
size given or calculable?
Yes. Odds ratios are reported.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Yes. Confidence
intervals are reported.

(For effectiveness
questions) Are the study
outcomes relevant to the
guideline? Yes. The study's
outcomes relate to the overall
topic of the guideline.

Was the study conducted
in the UK? No. The study
was conducted in Sweden.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Do conclusions match
findings?

Yes. The authors overall
conclusions match the findings
presented.

7. Young J, Green J, Forster A et al. (2007) Postacute care for older people in community hospitals: A multicenter
randomized, controlled trial. Journal of the American Geriatrics Society 55: 1995-2002

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The study aims to
‘... compare the effects of
community hospital care on
independence for older people
needing rehabilitation with that
of general hospital care’
(p1995). The authors
hypothesise that elderly patients
transferred to community
hospital care would achieve
greater independence than
those treated in elderly care
departments.

Description of theoretical
approach? No. The authors do
not provide a theory of change
or logic model.

Was the exposure to the
intervention and comparison
as intended? Not reported.
The authors do not provide
detail in relation to exposure.

Was contamination
acceptably low? No. The
authors do not clearly report
levels of contamination. It
appears that 39 participants
randomised to the intervention
group did not receive care as
intended (due to a lack of
available beds in community
hospitals or the closure of local
community hospitals); however
the authors do not clearly state
what care these participants
received instead. Similarly,

Does the study’s research
question match the review
question? Yes. The study
aims to ‘... compare the
effects of community hospital
care on independence for
older people needing
rehabilitation with that of
general hospital care’
(p1995). The authors note
that community hospitals
represent “... 1 type of
intermediate care service
model ...” (p1999). They
hypothesise that elderly
patients transferred to
community hospital care
would achieve greater
independence than those

Overall assessment of
internal validity:

Due to the high number of
eligible patients who did not
participate; high rates of
attrition; a relatively high
number of control group
participants who were
transferred to a study
community hospital rather
than receiving care as usual,
or after receiving care as
usual were then transferred
to non-participating
community hospitals,
intermediate care facilities or
rehabilitation facilities; and
blinding concerns it is not
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

How was selection bias
minimised? Randomised.
Randomisation was stratified on
the basis of referral centre,
cognitive impairment, and
functional ability. Ratios for
randomisation were pre-
specified on the basis local bed
availability.

Was the allocation method
concealed? Yes.

Were participants blinded?
Blinding not possible. Due to the
nature of the intervention it
would not have been possible to
blind participants.

Were providers blinded?
Blinding not possible. Due to the
nature of the intervention it
would not have been possible to
blind providers.

Were investigators, outcome
assessors, researchers, etc.,
blinded? Part blind. It appears
that at the final follow-up
assessment a number of

although the control
intervention ‘primarily’
consisted of ... an extended
general hospital stay with
multidisciplinary care ...’
patients could be transferred to
‘... other postacute services
according to existing local
operational policies’ (p1997). It
appears that 30 participants
randomised to the control
group were actually transferred
to a community hospital and
that of the 180 who did at first
remain in general hospital; 11
were later transferred to a non-
participating community
hospital; 3 to a rehabilitation
unit; 2 to an intermediate care
placement whilst waiting for
home care ‘places’ (not clear if
this actually refers to a care
home placement), and 1 was
admitted to a psychiatric unit.

Did either group receive
additional interventions or
have services provided in a
different manner? Not
reported. There is no indication

treated in elderly care
departments.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
trial was approved by
regional and multicentre
ethics committees, and
written consent was provided
by participants (or their proxy
if capacity was a concern).

Were service users
involved in the design of
the study? No. No indication
that service users were
involved in the design of the
study or interpretation of
findings.

Is there a clear focus on the
guideline topic? Yes. The
study evaluates community
hospital care which the
authors categorise as a
specific type of intermediate
care service model.

possible to award a higher
quality rating to this study.

Overall assessment of

external validity:
++

Overall assessment of
validity:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

participants revealed group
assignment to outcome
assessors who were then able
to guess the group assignment
for other participants, however
the authors determined that an
acceptable level of blinding was
still achieved: ‘At the 6-month
assessment, 63 patients or
caregivers unintentionally
unblinded outcome assessors to
treatment allocation, who
correctly guessed the allocation
of 143 (56.1%) of the remaining
255 patients at the 6-month
assessment (missing data for 15
patients), resulting in a kappa
statistic of <0.20 (poor
agreement), indicating that
reasonable masking of
treatment allocation was
achieved’ (p1998). It is also
unclear if researchers who
collected data from patient
records were blinded to group
assignment.

Did participants represent the
target group? Partly. Out of
773 patients deemed to be

that either group received care
in addition to the
intervention/control or had
services provided in a different
manner.

Were outcomes relevant?
Yes. The researchers were
primarily interested in the
effects of the intervention on
older people’s independence
and outcome measures were
appropriate to this.

Were outcome measures
reliable? Yes. All outcome
measures appear to have
established reliability and
validity however data to
support this are not presented.
It should also be noted that the
scale used to measure
satisfaction with services
appears to be specific to stroke
care.

Were all outcome
measurements complete?
Yes. All data were measured
and collected as planned

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. All
participants were over the
age of 18 however the
majority were elderly.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The
interventions were delivered
in community and general
hospitals.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes. The study evaluates
multidisciplinary care
provided in a community
hospital which is considered
by the authors to be one of a
number of intermediate care
service models.

(For effectiveness
questions) Are the study
outcomes relevant to the
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and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

eligible, 144 did not consent to
participation, and staff at referral
sites refused to allow a further
136 patients to be randomised.
Staff rationale for this is not
reported. Individuals were
eligible if they had been
admitted to an elderly care or
combined elderly care and
medical unit after an
emergency. Individuals had to
be deemed to be medically
stable and in need of postacute
rehabilitation (in advance of
expected home discharge) by a
physician. Patients were also
excluded if they were drowsy or
unconscious; were in need of
specialist stroke rehabilitation,
treatment in other departments,
or surgery; or were in need of a
new residential or nursing home
placement. An address in the
catchment area of 1 of the
participating hospitals was also
required. Details in relation to
ethnicity, socio-economic status,
etc. are not reported but the
authors report that the majority
of participants were females

however data appear to be
missing for a number of
participants at various follow-
up points in relation to a range
of different measures and it is
not clear how the authors dealt
with this missing data. In
addition it should be noted that
statistical analysis of between
group differences are only
reported for certain outcomes
at a small number of time
points and it is not clear from
the narrative whether any of
these showed significant
between group differences.

Were all important outcomes
assessed? Partly. It is
disappointing that
readmissions to acute care
were not measured.

Were there similar follow-up
times in exposure and
comparison groups? Yes.
Both groups were followed up
for the same length of time.

guideline? Yes. Outcomes
included activities of daily
living, health status, anxiety
and depression.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? N/A. Not views
question. However, data
relating to a quantitative
measure of service
satisfaction is reported.

Was the study conducted
in the UK? Yes. The study
was conducted across a
number of sites in the
midlands and the north of
England.
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Internal validity -
performance and analysis

External validity

Overall validity rating

over the age of 80 who lived on
their own.

Were all participants
accounted for at study
conclusion? No. There was a
high rate of attrition and by the
first follow-up (one week after
discharge) only 394 participants
out of the 490 randomised
completed assessments. At 3
months (post-randomisation)
only 365 participants completed
assessments, and at 6 months
(post-randomisation) only 333
participants completed
assessments. Explanations for
loss to follow-up are provided
which were all due to death or
withdrawal. Higher numbers of
participants were lost to follow-
up in the intervention group than
the control group however
significance testing is not
reported in relation to this.

Was follow-up time
meaningful? Partly. The final
follow-up assessment took
place at 6 months which would
not allow longer-term effects to
be detected.

Were the analytical methods
appropriate? Yes. Included
analysis of covariance, Mann-
Whitney U-Test and x2. All
analyses were pre-specified
however statistical analysis of
between group differences is
only reported for a very small
number of secondary
outcomes.

Were exposure and
comparison groups similar
at baseline? If not, were
these adjusted? Yes. The
authors state that
characteristics of the 2 groups
were similar at baseline
however significance testing is
not reported and it should be
noted that very little
information in relation to
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performance and analysis

External validity

Overall validity rating

demographic characteristics
are reported.

Was intention to treat (ITT)
analysis conducted? Partly.
The authors’ report that
intention to treat analysis was
conducted for the primary
outcome measure however
they do not state whether all
other analyses were conducted
on this basis.

Was the study sufficiently
powered to detect an
intervention effect (if one
exists)? Yes. The authors
report that power calculations
using a standard deviation of
5.3 for within patient changes
and a clinically meaningful
difference of 2 points on the
primary outcome measure
(Nottingham Extended
Activities of Daily Living scale)
showed that a sample size of
250-400 was required to detect
differences at 85% power at a
5% and 1% significance
respectively. The authors
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and sample performance and analysis

External validity

Overall validity rating

aimed to recruit 500 patients to
allow for attrition and a total of
490 were randomised.

Were the estimates of effect
size given or calculable?
Partly.

Was the precision of
intervention effects given or
calculable? Were they
meaningful? Partly.
Confidence intervals and p
values are provided however
this is not consistent.

Do conclusions match
findings? Yes.

Review question 2 — Critical appraisal — the views and experiences of people using services, their

families and carers

1. Ariss S (2014) National audit for intermediate care: Patient re

ported experiences, 2014. Sheffield: University of Sheffield

Internal validity - approach Internal validity -
and sample performance and analysis

External validity

Overall validity rating

Study aim: To obtain views and | Basic data adequately
experiences from people using | described? Partly. More data
intermediate care by asking the | on the numbers/ proportions
following survey question: ‘Do

Does the study’s research
question match the review
question? Yes. The survey,
which was part of the NAIC

Overall assessment of
internal validity:
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Internal validity -
performance and analysis

External validity

Overall validity rating

you feel that there is something
that could have made your
experience of the service
better?’

Objectives of the study
clearly stated? Partly. The
objective is simply to answer the
one survey question.

Research design clearly
specified and appropriate?
Partly. It is not clear exactly how
the survey was conducted but
details of the methods of
analysis are provided.

Clear description of context?
Partly. The context of the survey
is clear but we do not have
details about the context of the
survey respondents (except that
they have used bed based
intermediate care).

References made to original
work if existing tool used?
N/A.

making certain responses
could have been provided.

Results presented clearly,
objectively and in enough
detail for readers to make
personal judgements? Partly.

Results internally
consistent?

Partly. On the whole, yes
although numbers weren't
routinely provided against
responses.

Data suitable for analysis?
Yes.

Clear description of data
collection methods and
analysis? Partly. Clear
description of data analysis but
not data collection.

Methods appropriate for the
data? Yes.

Statistics correctly
performed and interpreted?
Partly. In terms of statistics,

2014, asked the question ‘Do
you feel that there is
something that could have
made your experience of the
service better?’ Yes or no,
and then a space to provide
further information. The
question was asked to people
using bed based, and home
based intermediate care and
reablement.

Has the study dealt
appropriately with any
ethical concerns?

No. There is no discussion of
ethical issues or ethical
approval for the survey.

Were service users
involved in the study? No.

Is there a clear focus on the
guideline topic? Yes.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.

Overall assessment of

external validity:
++

Overall validity rating:
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Reliability and validity of new
tool reported? Unclear. No
information about the validity
and reliability of the single
survey question, why it was
chosen or worded the way it
was.

Survey population and
sample frame clearly
described? No. We only know
that the sampling frame is
people using bed based
intermediate care in England.

Representativeness of sample
is described? No. We have no
idea how representative the
sample is.

Subject of study represents
full spectrum of population of
interest? Unclear. The author
does not provide any
information that would help us
judge whether the study
represents the full spectrum of
the population of interest.

only frequencies were
produced and even then, not
for all the themes, which
means we don't know how
many respondents cited each
issue - this could have been
provided in the ranked table.
Further statistical analyses
could have been usefully
produced, e.g. cross
tabulations or, if the data had
been collected, responses
could have been linked with
service users’ characteristics.

Response rate calculation
provided? No.

Methods for handling
missing data described? No.

Difference between non-
respondents and
respondents described? No.

Results discussed in relation
to existing knowledge on
subject and study
objectives? No.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes.

Does the study have a UK
perspective? Yes. The
National Audit of Intermediate
Care, focuses on
intermediate care
commissioning and provision
in England.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study large enough to
achieve its objectives, sample
size estimates performed?
No. No evidence that sample
size estimates have been made.

All subjects accounted for?
No. The paper does not provide
a figure for the total number of
people who received the survey.

Measures for contacting non-
responders? No. No evidence
that non responders were
followed up.

All appropriate outcomes
considered? N/A. No outcomes
were measured, the survey
simply comprised of 1 open
ended question.

Limitations of the study
stated? No.

Results can be generalised?
Unclear. No information
provided regarding
respondents.

Appropriate attempts made
to establish 'reliability' and
‘validity' of analysis? No.

Conclusions justified?
Unclear. No conclusions are
provided in this paper.

2. Benten J and Spalding N (2008) Intermediate care: What are service users' experiences of rehabilitation? Quality in

Ageing and Older Adults 9:4-14.

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The researchers
aimed to ‘...explore service
users’ experiences of a 22-
bedded intermediate care

Is the context clearly
described? Clear. The
authors provide a good level of
detail in relation to participant

Does the study’s research
question match the review
question? Yes. The
researchers aimed to

Overall assessment of
internal validity:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

service’ (p4). Out of 6 themes
that emerged from this

research, this paper presents
findings with the in relation to
one and the specific question —
‘... did the intermediate care unit
provide rehabilitation that met
the needs of service users?’

(PS).

Is a qualitative approach
appropriate? Appropriate. The
researchers aimed to explore
service user experience.

Is the study clear in what it
seeks to do? Clear. The
research objectives are clearly
expressed and there is a good
discussion of the policy context
for intermediate care. Although
the authors do not really make
reference to existing literature
on the subject of intermediate
care they do note the
importance of research with
service users and emphasise
the role that this can play in
improving health care services.

characteristics and the setting
in which data collection took
place and they clearly
considered the issue of context
bias.

Was the sampling carried
out in an appropriate way?
Somewhat appropriate. The
authors report the use of
purposive sampling which is
appropriate however they also
note that this was conducted
using quite specific eligibility
criteria (rather than anyone
with experience of the facility).
For example, only participants
over the age of 65 and those
who had stayed at the facility
for a minimum of 2 weeks were
eligible, etc.; meaning that
younger service users and
those with very short stays
could not have been
interviewed. In addition it
should be noted that the
authors do not discuss the
process by which they came to
select the facility at which
participants were recruited or

‘...explore service users’
experiences of a 22-bedded
intermediate care service’
(p4). Out of 6 themes that
emerged from this research,
this paper presents findings
relating to 1 of these themes
and specifically focuses on
the research question —*...
did the intermediate care unit
provide rehabilitation that met
the needs of service users?’

(pS).

Has the study dealt
appropriately with any
ethical concerns? Yes. A
regional NHS research ethics
committee approved the
study and participants
provided informed consent.

Were service users
involved in the study? No.
Service users involved as
participants only. No
indication of involvement in
design of study or
interpretation of findings.

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

How defensible/rigorous is
the research
design/methodology?
Somewhat defensible. The
authors provide a relatively clear
rationale for their chosen data
collection and analysis
techniques. Although they also
provide a clear report of their
participant sampling strategy
(purposive) they do not discuss
how they selected the facility at
which participants were
recruited.

How well was the data
collection carried out?
Somewhat appropriately. Data
collection methods are clearly
described and appropriate to the
research question, however no
details are provided in relation
data management or record-
keeping.

whether this facility itself had
any eligibility criteria.

Were the methods reliable?
Somewhat reliable. Data were
only collected via semi-
structured interview however a
reasonably adequate
discussion of the findings in
relation to other research is
included.

Are the data ‘rich’? Mixed.
The contexts of the data are
described (the interview
schedule is included as an
appendix) and the depth and
detail of the data are
demonstrated however
responses were not really
compared and contrasted.

Is the analysis reliable?
Reliable. The researchers
reviewed each other’s coding
and a practitioner with
research experience was also
involved in this process to
ensure that data was
interpreted appropriately;

Is there a clear focus on the
guideline topic? Yes. The
study reports service user
experiences of an
intermediate care unit.
However it should be noted
that this paper only reports
findings in relation to 1 theme
that emerged from the
research — service users’
experience of rehabilitation in
the intermediate care facility.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. All
participants were over the
age of 18 however it should
be noted that the youngest
was 64 years of age.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes.

(For views questions) Are
the views and experiences
reported relevant to the
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

however the authors do not
report how discrepancies or
disagreements were dealt with.
Participants also appear to
have been able to provide
feedback on transcripts of
interviews although this does
not appear to be the case for
the coding or reporting stage.

Are the findings convincing?
Convincing. The findings are
clear and coherent and an
appropriate number of
adequately referenced quotes
are included.

Are the conclusions
adequate? Adequate. The
conclusions are generally
plausible and coherent with
relatively clear links to the
data.

guideline? Yes. The study
reports service user views of
an intermediate care facility.

Was the study conducted
in the UK? Yes.
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Review question 2 — Critical appraisal — Health, social care and other practitioners’ views and

experiences

1. Millar AN, Hughes CM, Ryan C (2015) ‘It's very complicated’: A qualitative study of medicines management in
intermediate care facilities in Northern Ireland. Biomed Central Health Services Research 15: 216

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The study aimed to
explore healthcare workers' and
patients' views and attitudes
towards medicines management
services in intermediate care
facilities in Northern Ireland.

Is a qualitative approach
appropriate? Appropriate. A
qualitative approach is
appropriate to address the
research questions proposed.

Is the study clear in what it
seeks to do? Clear. The aims
and objectives of the study are
clearly outlined, and reference
to the relevant literature is made
throughout.

How defensible/rigorous is
the research
design/methodology?
Defensible. The authors provide

Is the context clearly
described? Unclear. The
authors do not specify where
interviews were conducted.

Was the sampling carried
out in an appropriate way?
Somewhat appropriate.
Participation in the study was
voluntary, therefore, it is
possible that the views and
experiences expressed
reflected those with an interest
in medicines management.

Were the methods reliable?
Somewhat reliable. The data
was not collected by more than
1 method, but the authors did
triangulate the data and
discuss their findings alongside
other studies.

Does the study’s research
question match the review
question? Yes. The study's
research question clearly
matches the review question.

Has the study dealt
appropriately with any
ethical concerns? Yes. The
study was approved by the
Office for Research Ethics
Committees Northern Ireland.

Were service users
involved in the study? No.
Service users were involved
as participants only, and not
in the design of the study or
interpretation of results.

Is there a clear focus on the
guideline topic? Yes. The
study clearly relates to the
overall topic of the guideline.

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

a clear rationale for the
sampling, data collection and
data analysis techniques used.

How well was the data
collection carried out?
Appropriately. The data
collection methods are clearly
described and seem appropriate
to address the research
question.

Are the data ‘rich’? Rich. The
contexts of the data are clearly
described, and include the
perspectives of both health
care workers and patients.
Responses are also
compared/contrasted across
settings.

Is the analysis reliable?
Reliable. More than 1
researcher themed and coded
the data, and consensus on
emergent themes was reached
by discussion among all 3
researchers. It is clear how the
themes and concepts were
derived from the data, and the
researchers use quotes to
illustrate how they developed
the analysis.

Are the findings convincing?
Convincing. The findings are
clearly presented and internally
coherent in that they address
the study question. Extracts
from the original data are
included and the data is

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. The study
population clearly relates to
the guideline scope.

Is the study setting the
same as at least one of the
settings covered by the
guideline? Yes. The study
setting clearly relates to the
guideline scope.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes. The views
and experiences reported in
the study are clearly relevant
to the guideline topic.

Does the study have a UK
perspective? Yes. The study
was conducted in Northern
Ireland.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

appropriately referenced. The
reporting is clear and coherent.

Are the conclusions
adequate?

Adequate. There are clear
links between the data,
interpretation and conclusions,
which are plausible and
coherent. Alternative
explanations have also been
explored. Implications of the
research are clearly defined
and there is adequate
discussion of the limitations of
the study.

2. Regen E, Martin G, Glasby J et al. (2008) Challenges, benefits and weaknesses of intermediate care: Results from five

UK case study sites. Health & Social Care in the Community 16:

629-37

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The research was
designed to ... explore the
views of practitioners and
managers on the
implementation of intermediate
care for elderly people across
England, including their
perceptions of the challenges
involved in its implementation,

Is the context clearly
described? Not sure. The
authors provide a good level of
detail in relation to the sites at
which participants worked,
however very little detail is
provided in relation to the
demographic characteristics
and professional background

Does the study’s research
question match the review
question? Partly. The

research was designed to ...

explore the views of
practitioners and managers
on the implementation of
intermediate care for elderly
people across England,

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

and their assessment of the
main benefits and weaknesses
of provision’ (p629).

Is a qualitative approach
appropriate? Yes. The
researchers aimed to explore
the views of practitioners and
managers regarding the
implementation and benefits
and weaknesses of intermediate
care.

Is the study clear in what it
seeks to do? Clear. The
research objectives are clearly
expressed and there is a good
discussion regarding the policy
context of intermediate care and
the wider literature on this
service.

How defensible/rigorous is
the research
design/methodology?
Somewhat defensible. The
authors provide a relatively clear
rationale for their chosen
sampling, data collection and
data analysis techniques;

of participants. An appropriate
level of detail is provided in
relation to the settings in which
data collection took place,
however the authors do not
specifically discuss the issue of
context bias. It should also be
noted that it is sometimes
difficult to determine whether
participants are referring to
bed based intermediate care
specifically.

Was the sampling carried
out in an appropriate way?
Somewhat appropriate. The
authors report that they relied
on contacts at each site to
identify potential interviewees
and that although they
emphasised that they sought
to incorporate a range of
perspectives, the majority of
participants were directly
involved in the provision of
care or management of
services.

Were the methods reliable?

including their perceptions of
the challenges involved in its
implementation, and their
assessment of the main
benefits and weaknesses of
provision’ (p629).

Has the study dealt
appropriately with any
ethical concerns? Partly. An
ethics committee approved
the research however no
details are provided in
relation to consent
processes.

Were service users
involved in the study? No.
No indication that service
users were involved in design
of the study or interpretation
of findings.

Is there a clear focus on the
guideline topic? Yes. The
study focuses on
intermediate care delivered
across 5 sites in the United
Kingdom.

+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

however this is not very
detailed.

How well was the data
collection carried out?
Appropriately. The data
collection methods are
appropriate to the research
question, and a good level of
detail is provided in relation to
this, however there are no
details relating to data
management or record-keeping.

Reliable. Data were
triangulated.

Are the data ‘rich’? Mixed.
The authors do not provide a
great deal of detail in relation
to the contexts of the data.
Although there is a good sense
of the detail and depth of data,
there is no comparative
element.

Is the analysis reliable?
Somewhat reliable. Data do
not appear to have been
analysed or coded by more
than 1 researcher however the
research team met regularly to
discuss themes and concepts
that were emerging and
discrepant results appear to
have been used to modify
themes where necessary. The
authors also report that
participants and funders were
given opportunities to feedback
on the results but it is not clear
how this was carried out.

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes. Practitioners
and managers working in
intermediate care services.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes. The study
reports the views of
practitioners and managers
regarding intermediate care.

Was the study conducted
in the UK? Yes. The study
was conducted across 5 sites
in England.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Are the findings convincing?
Convincing. The findings are
clearly and coherently
presented and an appropriate
number of adequately
referenced quotes are
included.

Are the conclusions
adequate? Somewhat
adequate. Although the
conclusions are plausible and
coherent, the links between
these conclusions and the data
are somewhat unclear.

3. Thomson D and Love H (2013) Exploring the negative social evaluation of patients by specialist physiotherapists

working in residential intermediate care. Physiotherapy 99: 71-7

Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

Study aim: The researchers
aimed to ‘... gain an
understanding of the negative
social evaluation of patients by
specialist physiotherapists, and
to explore possible coping
strategies in order to engage
patients in appropriately
designed rehabilitation
programmes’ (p71). The authors

Is the context clearly
described? Not sure. The
authors provide a good level of
detail in relation to the
professional background of
participants, however very little
detail is provided in relation to
demographic characteristics of
participants, or to the settings
in which data collection took

Does the study’s research
question match the review
question? Partly. The
researchers aimed to ‘... gain
an understanding of the
negative social evaluation of
patients by specialist
physiotherapists, and to
explore possible coping
strategies in order to engage

Overall assessment of

internal validity:
+

Overall assessment of

external validity:
++

Overall validity rating:
+
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

go on to explain that ‘negative
social evaluation’ is a more
acceptable term than ‘difficult’ in
relation to service users who
represent an ‘interpersonal’
challenge to practitioners.
These practitioners were
working at a residential
intermediate care facility.

Is a qualitative approach
appropriate? Yes. The
researchers aimed to develop
an understanding of why
physiotherapists may perceive
some service users as having a
‘negative social evaluation’, as
well as the strategies which
were used when working with
such service users.

Is the study clear in what it
seeks to do? Clear. The
research objectives are clearly
expressed and there is a good
discussion of the wider
literature.

How defensible/rigorous is
the research

place (e.g. number or length of
focus groups/interviews), and
the issue of context bias is not
specifically discussed by the
authors.

Was the sampling carried
out in an appropriate way?
Somewhat appropriate. The
authors report the use of
purposeful and then theoretical
sampling, which are
appropriate however it is not
clear why only senior
physiotherapists took part in
the research.

Were the methods reliable?
Reliable. Data were
triangulated.

Are the data ‘rich’? Mixed.
Little detail is provided in
relation to the contexts of the
data, only a limited sense of
the detail and depth of
participants’ views is provided
and there is no comparative
element.

patients in appropriately
designed rehabilitation
programmes’ (p71). These
practitioners were working at
a residential intermediate
care facility.

Has the study dealt
appropriately with any
ethical concerns? Partly. An
ethics committee approved
the research however no
details are provided in
relation to consent
processes.

Were service users
involved in the study? No.
No indication that service
users were involved in design
of the study or interpretation
of findings.

Is there a clear focus on the
guideline topic? Yes. The
study reports the views of
physiotherapists working in
intermediate care.

Although this appears to be a
generally well-conducted
study the lack of information
regarding whether data was
double coded and sometimes
somewhat unclear links
between the data and the
conclusions it is not possible
to award a higher quality
rating to this study.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

design/methodology?
Somewhat defensible. The
authors provide a relatively clear
rationale for their chosen data
collection and analysis
techniques; however although
the sampling processes used
appear appropriate, a similar
level of justification is not
provided.

How well was the data
collection carried out?
Somewhat appropriately. The
data collection methods are
appropriate to the research
question, however very little
detail is reported in relation to
this except to note that this was
conducted via focus groups and
semi-structured interviews, and
there are only very minimal
details provided in relation to
data management and record-
keeping.

Is the analysis reliable?
Unreliable. The authors do not
report whether data were
coded by more than 1
researcher and there is no
indication that participants
were able to provide feedback
on transcripts or data.

Are the findings convincing?
Convincing. The findings are
clearly and coherently
presented and an appropriate
number of adequately
referenced quotes are
included.

Are the conclusions
adequate? Somewhat
adequate. Although the
authors’ conclusions are
generally plausible and
coherent and there is a
reasonable discussion
regarding the implications of
the research, the links between
these conclusions and the
authors’ interpretation are not
always clear. In addition, the
authors do not clearly discuss

Is the study population the
same as at least one of the
groups covered by the
guideline? Yes.
Physiotherapists working in
intermediate care.

Does the study relate to at
least one of the activities
covered by the guideline?
Yes.

(For views questions) Are
the views and experiences
reported relevant to the
guideline? Yes. The study
reports the views of
physiotherapists on providing
rehabilitation in intermediate
care settings to service users
with a ‘negative social
evaluation’ (service users
perceived to be ‘difficult’).

Was the study conducted
in the UK? Yes. The study
was conducted in the greater
London area.
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Internal validity - approach
and sample

Internal validity -
performance and analysis

External validity

Overall validity rating

the limitations of their
research.
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Research question 3. Crisis response intermediate care:
a) What is the effectiveness and cost effectiveness of crisis response intermediate care?

b) What are the views and experiences of people using services, their families and carers in relation to

crisis response intermediate care?

c) What are the views and experiences of health, social care and other practitioners about crisis

response intermediate care?

Research question 3 — Findings tables — the views and experiences of people using services, their families

and carers

1. Beech R, Henderson C, Ashby S et al. (2013) Does integrated governance lead to integrated patient care? Findings from
the innovation forum. Health and Social Care in the Community 21: 598-605

Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Study aim: To explore
‘...patients’ perceptions of the
care received across and within
organisational boundaries ...’
(p598) in 3 areas where
attempts to foster inter-
organisational integration was
taking place. Whilst some of the
findings relate to crisis response
services, the study was not
specifically designed to elicit
views on this type of service,
and data relating to other issues
or services have not been
extracted.

Participants:

e Service users and their
families, partners and carers
- 'Older’ patients who had
experienced a stroke, had
fallen or had a diagnosis of
Chronic Obstructive
Pulmonary Disease. Hospital
or community based staff
recruited patients using the
modified Appropriateness
Evaluation Protocol criteria
(a tool used to identify “...
avoidable acute hospital bed
use ... (p599). Interviews

The authors note that few of
the patients they interviewed
had been ‘diverted’ to other
services at the point at which
an emergency call had been
made. Some practitioners are
reported to have viewed out-
of-hours rapid response
teams positively as a result of
their ability to respond more
quickly than out-of-hours
general practitioner services.

Rapid response staff reported
difficulties in accessing

Overall assessment of
internal validity:

Due to the lack of details in
relation to key methodological
issues it is not possible to
award a higher quality rating
to this study.

Overall assessment of
external validity:
+

Overall validity rating:

Intermediate Care NICE guideline (September 2017)

386




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

Country: UK - England.

Methodology: Qualitative study
- Semi-structured interviews.

Source of funding:
Government - National Institute
for Health Research, Service
Delivery and Organisation
programme.

were also conducted with
carers, as well as
professionals involved in the
care of the older person.

¢ Professionals/practitioners -
Hospital nursing staff,
members of the allied health
or medical team, or in
community settings,
members or intermediate
care or rehabilitation teams.
Interviews in relation to
emergent findings also
appear to have been
conducted with senior
managers however data
generated by these are not
reported in the paper.

Sample characteristics:

e Age - Not reported. Although

it should be noted that the

study focuses on the impacts

of integrated care for ‘older’
patients.

e Sex - Not reported.

o Ethnicity - Not reported.

¢ Religion/belief - Not

important health information
out of hours, particularly if the
patient’'s community matron
or general practitioner was
unavailable and access
arrangements to centrally
held notes or assessments
were not in place.

The authors identify accident
and emergency department
staff as ‘key’ to the provision
of ‘care closer to home’ and
they note that admission
avoidance work within the
hospital itself had not always
been sensitive to the needs
of the patient: “Two patients
recounted episodes in which
they were treated in A&E for
fractures and discharged
home, but apparently without
adequate arrangements for
follow-up care and support’
(p601).

The study also reports that
staff at each of the 3 sites
who were involved in

Due to the lack of details in
relation to key methodological
issues and somewhat poor
external validity it is not
possible to award a higher
quality rating to this study.

Intermediate Care NICE guideline (September 2017)

387




Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

reported.

¢ Disability - Not reported.

e Long term health condition -
Four patients had a
diagnosis of Chronic
Obstructive Pulmonary
Disease.

e Sexual orientation - Not
reported.

e Socioeconomic position -
Not reported.

Sample size: Eighteen
patients participated in
interviews (6 patients from
each of the 3 sites). Interviews
were also conducted with
carers, as well as
professionals involved in the
care of the older person
however the number of these
types of participants is not
reported.

Intervention:

¢ Intervention category - Crisis
response.

e Describe intervention - The

providing ‘care closer to
home’ felt that “...
opportunities were being
missed to prevent ‘avoidable’
acute bed use. A key
challenge was to ensure that
the existence and function of
these services was known to
potential referrers’ (p601).

One patient is quoted as
being satisfied with the care
provided by a respiratory
rapid response team after
being referred by a hospital
observation ward: “| just
couldn’t believe it. It all sort of
clicked into place. | thought
this is actually going to
happen ... | came home and |
just couldn’t believe it, the
phone rang and [they] said
‘We'll be here in half an hour’
— and they were” (Mrs |, Site
2, quoted on p602). The
authors suggest in their
discussion that there was an
‘overreliance’ on traditional
referral mechanisms and
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Research aims

PICO (population,
intervention, comparison,
outcomes)

Findings

Overall validity rating

study includes information
relating to a rapid response
service that appears to meet
the definition of crisis
response as described in the
National Audit of
Intermediate Care.

¢ Delivered by - No details in
relation to rapid response
team members are reported.

¢ Delivered to - ‘Older’ patients
who had experienced a
stroke (n=1), had fallen
(n=13) or had a diagnosis of
Chronic Obstructive
Pulmonary Disease (n=4).
There are no details in
relation to service eligibility
criteria.

e Duration, frequency,
intensity, etc. - Not reported.

e Key components and
objectives of intervention -
Not reported.

e Content/session titles - N/A.

¢ Location/place of delivery -
The service appears to have
been delivered in the

services at times of crisis.
This is attributed to a lack of
availability of rapid response
services as well as a lack of
awareness amongst some
professionals that these types
of ‘care closer to home’
services are available.
Patients are also reported to
have suggested poor
signposting to alternative
forms of crisis care as an
issue.
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person’s own home.

2. Oh KM, Warnes AM, Bath P (2009) Effectiveness of a rapid response service for frail older people. Nursing Older People

21: 25-31
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Study aim: To examine the
effect of a Rapid Response
Service on older people by
evaluating its positive
achievements and patients'
satisfaction with its care, using
both quantitative and qualitative
methods.

Country: UK — Barnsley.

Methodology: Mixed methods.

Qualitative study - Quantitative
and qualitative data collected
using questionnaire surveys and
inte