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Introduction
Context
This report has been prepared by The Public Health Action Support Team (PHAST) in response to a
request by Cynthia Lyons, Deputy Director of Public Health, NHS East Sussex.
PHAST is a not-for-profit group of experienced public health consultants who provide evidence based,
high quality, outcome-focused public health services and support.
The overall work package comprises a collection of seven literature reviews addressing the seven
priority areas outlined in the Health and Wellbeing Strategy for East Sussex 20121. See Table 1.1.
This report deals with Priority Area 6: Supporting those with special educational needs, disabilities and
long term conditions. The sub-topics within this priority area are:
a. Interventions to support person centred care in the community for people with special
educational needs
b. Interventions to support person centred care in the community for people with disabilities
c. Interventions to support person centred care in the community for people with long term
conditions
d. Interventions to support self-management for people with long term conditions
e. Interventions to promote better physical health outcomes and quality of life for carers (all ages)
f. Integrated services as an intervention to avoid inappropriate attendance at A&E/ admissions/ bed
days
The literature review focus on delivering a summary of clear and concise evidence statements based on
the 5-10 most recent and relevant systematic reviews or meta-analyses for each sub-topic. The review
provides commissioners with a robust basis for decision making and directing needs assessments based on
the evidence that is well accepted across the scientific community.
The review has been based on the framework methods previously developed for East Sussex. The
review has been systematic and clearly documented, but does not represent the standards of a full
systematic review. Due to the broad scope and finite resources available the review is necessarily a
rapid review. This means that whilst the review aims to identify the most important and relevant
messages that are well supported by the scientific literature; the findings do not extend to: all
interventions and outcomes; nuances for different populations and contexts; or areas where the
evidence is inconclusive.
The main outputs of the literature review are a series of evidence based recommendations which are
set out in Section 2. Following this: Section 3 describes the detailed methods statement for the rapid review;
Section 4 sets out the detailed results; and finally full details of search terms and sources are set out in the
appendices.

1 East Sussex Health and Wellbeing Board. Healthy Lives, Healthy People. East Sussex Health and Wellbeing
Strategy 2013-2016. October 2012. Available at: http://www.eastsussex.gov.uk
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Table 1.1: The seven priority areas and their sub-topics for the overall literature review
Priority area

a.

Interventions to support smoking cessation during pregnancy

b.

Interventions to support breastfeeding initiation and continuation

c.

Interventions to support parents of babies with special educational needs/ disabilities

and young

d.

Interventions to improve rates of infant immunisation & vaccination

children

e.

The best
possible start
1

Sub-topic

for all babies

Interventions to achieve healthy weight during childhood (addressing obese &
underweight children)

a.

Interventions to support parents who are struggling

and secure

b.

Quality training as an intervention for those who work with vulnerable families

parenting for all

c.

Effective parenting interventions to support children/ young people

children and

d.

Interventions to reduce the number of young people entering the criminal justice system

e.

Interventions to improve outcomes for children in families supported by social care services

a.

Interventions to reduce the number of young people/ adults drinking alcohol at a high risk

b.

level Interventions to lower rates of smoking amongst young people/adults

live healthy

c.

Interventions to support primary prevention of smoking in children/ young adults

lives and have

d.

Interventions to support people to change behaviour (all ages)

healthy

e.

Interventions to promote physical activity (all ages)

f.

Interventions to promote healthy eating (all ages)

a.

Interventions to prevent falls, accidents and injuries amongst children and young people

b.

Interventions to prevent falls, accidents and injuries (adults)

c.

Interventions to prevent falls, accidents and injuries (elderly)

d.

Integration of services to manage falls, accidents & injuries (elderly)

Safe, resilient
2

young people

Enabling people
of all ages to
3

lifestyles

Preventing and
4

reducing falls,
accidents and
injuries
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e.

Interventions to prevent road traffic injuries

a.

Interventions to promote early identification, diagnosis, support and treatment of mental
health conditions (all ages)

Enabling people

b.

Interventions to promote community based mental health services and support (all ages)

to manage and

c.

Interventions to promote utilisation of comprehensive care plans for people with severe mental

maintain their
mental health
and wellbeing

health needs (all ages)
d.

Interventions to reduce the incidents of self-harm and suicide (all ages)

e.

Interventions to improve the physical health of people with mental health conditions (all ages)

f.

Interventions to promote better mental health outcomes and quality of life for carers (all ages)

a.

Interventions to support person centred care in the community for people with special educational
needs

b.

Interventions to support person centred care in the community for people with disabilities

c.

Interventions to support person centred care in the community for people with long term

Supporting
those with
special
6

educational
needs,

conditions
d.

Interventions to support self-management for people with long term conditions

long term

e.

Interventions to promote better physical health outcomes and quality of life for carers (all ages)

conditions

f.

Integrated services as an intervention to avoid inappropriate attendance at A&E/ admissions/

disabilities and

bed days

7

High quality
and choice of

a.

Interventions to increase the number of people identified as approaching end of life

b.

Interventions to increase the number of people identified as approaching end of life with advanced
care plans

c.

Interventions to promote the number of people dying in their preferred place of care & reduce the
number dying in hospital

end of life care
d.

Interventions to promote end of life care staff training

e.

Interventions to support people who are bereaved
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2.

Recommendations

2.1

Interpreting recommendations

2.1.1
2.1.2

2.1.3

2.1.4
2.1.5
2.1.6

The objective of this section is to make evidenced based recommendations that support commissioners
with a robust basis for decision making.
Scoring of recommendations is based on the SIGN methodology as set out in the methods statement,
section 3.4. Recommendations graded ‘A’ are based on the highest quality evidence and those graded ‘D’ the
least.
Recommendations for interventions are made where there is ‘high’ or ‘moderate’ strength evidence
provided by ‘1++, 1+ or 2++’ quality studies. For details of scoring of ‘strength of evidence’ and ‘quality of
studies’ see sections 3.4.4 and 3.4.3.
The ‘Evidence’ column provides links to the sources set out in Appendix 2 that support each
recommendation.
It is recommended that commissioners review the entire evidence base set out in this report, but that
service planning focus on those issues highlighted by this recommendations section.
Recommendations are based on evidence from systematic reviews and meta-analyses.

3

2.2

Recommendations for interventions to support person centred care in the
community for people with special educational needs

This evidence review recommends:

Intervention

Evidence Grade

Children and young people on the autism spectrum
Local autism strategy group (Children and young people on the autism spectrum)

2.2.1

Ensure that a local autism multi-agency strategy group is set up, with
managerial, commissioner and clinical representation from child
health and mental health services, education, social care, parent
and carer service users, and the voluntary sector.

A1

A

Ensure that the local autism strategy group appoints a lead
professional to be responsible for the local autism pathway for
recognition, referral and diagnosis of children and young people.

A1

A

Ensure that the local autism strategy groups aims include Improve the early recognition of autism by raising awareness of
the signs and symptoms of autism through multi-agency training - making sure the relevant professionals (healthcare, social care,
education and voluntary sector) are aware of the local autism
pathway and how to access diagnostic services
-supporting the smooth transition to adult services for young
people going through the diagnostic pathway
-ensuring data collection and audit of the pathway takes place.

A1

2.2.2

2.2.3
•

A

Autism team (Children and young people on the autism spectrum)

2.2.4

2.2.5

Ensure that in each area a multidisciplinary group (the autism team)
is set up with the following core members: paediatrician and/or child and adolescent psychiatrist
-speech and language therapist
-clinical and/or educational psychologist.

A1

A

A1

A

Ensure that the autism team either include or have regular access to
the following professionals if they are not already in the team:
-paediatrician or paediatric neurologist
-child and adolescent psychiatrist

-educational psychologist
-clinical psychologist
-occupational therapist.
2.2.6

Ensure that the autism team have the skills and competencies to:
-carry out an autism diagnostic assessment
-communicate with children and young people with suspected or
known autism, and with their parents and carers, and sensitively
share the diagnosis with them.

2.2.7

A1

A

Ensure that autism team members:
-provide advice to professionals about whether to refer children
and young people for autism diagnostic assessments
-decide on the assessment needs of those referred or when
referral to another service will be needed
-carry out the autism diagnostic assessment
-share the outcome of the autism diagnostic assessment with
parents and carers, and with children and young people if

4

A1

A

appropriate
-with parent or carer consent and, if appropriate, the consent of the
child or young person, share information from the autism diagnostic
assessment directly with relevant services, for example through a
school visit by an autism team member
-offer information to children, young people and parents and carers
about appropriate services and support.

2.2.8 Ensure that there is a single point of referral for access to the autism
team

2.2.9

A1

A

A1

A

A1

A

A2

A

A2

A

Ensure that the autism team have the skills (or have access to

professionals that have the skills) needed to carry out an autism
diagnostic assessment, for children and young people with special
circumstances including:
-coexisting conditions such as severe visual and hearing
impairments, motor disorders including cerebral palsy, severe
intellectual disability, complex language disorders or complex
mental health disorders

-looked-after children and young people.
2.2.10 Ensure that if young people present at the time of transition to adult
services, the autism team should consider carrying out the autism
diagnostic assessment jointly with the adult autism team, regardless
of the young person's intellectual ability.

Adults with autism
Staff (Adults with autism)

2.2.11

Ensure that all staff working with adults with autism -

-

Work in partnership with adults with autism and, where
appropriate, with their families, partners and carers. Offer
support and care respectfully

-

Take time to build a trusting, supportive, empathic and nonjudgemental relationship as an essential part of care

-

Have an understanding of the nature, development and course of

-

Have an understanding of the impact on personal, social,
educational and occupational functioning

-

Have an understanding of the impact of the social and physical
environment.

autism

2.2.12

Ensure that all health and social care professionals providing care
and support for adults with autism have a broad understanding of

the:
-nature, development and course of autism
-impact on personal, social, educational and occupational
functioning
-impact of and interaction with the social and physical environment impact on and interaction with other coexisting mental and physical
disorders and their management
-potential discrepancy between intellectual functioning as
measured by IQ and adaptive functioning as reflected, for example,
by difficulties in planning and performing activities of daily
living including education or employment.
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2.2.13

2.2.14

2.2.15

Ensure that all health and social care professionals providing care
and support for adults with autism:
-aim to foster the person's autonomy, promote active participation in
decisions about care and support self-management
-maintain continuity of individual relationships wherever possible ensure that comprehensive information about the nature of, and
interventions and services for, their difficulties is available in an
appropriate language or format (including various visual, verbal and
aural, easy-read, and different colour and font formats)
-consider whether the person may benefit from access to a trained
advocate.
Ensure that all health and social care professionals providing care
and support for adults with autism and their families, partners and
carers:
- are easily identifiable (for example, by producing or wearing
appropriate identification) and approachable
-clearly communicate their role and function
-address the person using the name and title they prefer
-clearly explain any clinical language and check that the person with
autism understands what is being said
-take into account communication needs, including those arising from
a learning disability, sight or hearing problems or language
difficulties, and provide communication aids or independent
interpreters (someone who does not have a personal relationship with
the person with autism) if required.
Ensure that all health and social care professionals providing care
and support for adults with autism and their families, partners and
carers are:
-familiar with recognised local and national sources (organisations
and websites) of information and/or support for people with autism able to discuss and advise on how to access and engage with these
resources.

A2

A

A2

A

A2

A

A2

A

Physical environment (Adults with autism)
2.2.16

Ensure that in all settings the physical environment in which adults
with autism are assessed, supported and cared for is taken into
account, including any factors that may trigger challenging
behaviour. If necessary make adjustments or adaptations to the: amount of personal space given (at least an arm's length)
-setting using visual supports (for example, use labels with words or
symbols to provide visual cues about expected behaviour)
-colour of walls and furnishings (avoid patterns and use low-arousal
colours such as cream)
-lighting (reduce fluorescent lighting, use blackout curtains or advise use
of dark glasses or increase natural light)
-noise levels (reduce external sounds or advise use of earplugs or ear
defenders).

Where it is not possible to adjust or adapt the environment, consider varying the
duration or nature of any assessment or intervention (including taking
regular breaks) to limit the negative impact of the environment.
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Adults with autism (Adults with autism)
2.2.17

2.2.18

Ensure that adults with autism are encouraged to participate in selfhelp or support groups or have access one-to-one support, and
provide support so that they can attend meetings and engage in
activities.

A2

A

Ensure that adults with autism who have caring responsibilities
receive support to access the full range of mental and physical
health and social care services, including:
-specific information, advice and support to parents about their
parenting role, including parent training if needed, by professionals
experienced in the care of adults and children with autism
-social support, such as childcare, to enable them to attend
appointments, groups and therapy sessions, and to access education
and employment

A2

A

A2

A

Families, partners or carers of adults with autism (Adults with autism)
2.2.19

2.2.20

2.2.21

Ensure that if the person with autism wants their family, partner or
carer(s) to be involved, encourage this involvement and:
-negotiate between the person with autism and their family, partner or
carer(s) about confidentiality and sharing of information on an ongoing
basis
-explain how families, partners and carers can help support the
person with autism and help with care plans
-make sure that no services are withdrawn because of involvement
of the family, partner or carer(s), unless this has been clearly
agreed with both the person with autism and their family, partner or
carer(s).
Ensure that all families, partners and carer(s) (whether or not the
person wants them to be involved in their care) verbal and written
information about:
-autism and its management
-local support groups and services specifically for families, partners
and carers
-their right to a formal carer's assessment of their own physical and
mental health needs, and how to access this.

A2

A

Ensure that if a person with autism does not want their family,
partners or carer(s) to be involved in their care:
-give the family, partner or carer(s) verbal and written information
about who they can contact if they are concerned about the
person's care
-bear in mind that people with autism may be ambivalent or
negative towards their family or partner. This may be for many
different reasons, including a coexisting mental disorder or prior
experience of violence or abuse.

A2

A

Specialist autism team (Adults with autism)
2.2.22

Ensure that the local autism multi-agency strategy group should
include representation from managers, commissioners and clinicians
from adult services, including mental health, learning disability,
primary healthcare, social care, housing, educational and
employment services, the criminal justice system and the third
sector. There should be meaningful representation from people with
autism and their families, partners and carers.
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A2

A

2.2.24 Ensure that a specialist community-based multidisciplinary team for
adults with autism (the specialist autism team) is established with
the following members:
-clinical psychologists
-nurses
-occupational therapists
-psychiatrists
-social workers
-speech and language therapists
-support staff (e.g. staff supporting access to housing, educational &
employment services, financial advice, & personal & community
safety skills).
2.2.25 Ensure that the specialist autism team have a key role in the delivery
and coordination of:
-specialist diagnostic and assessment services
-specialist care and interventions
-advice and training to other health and social care professionals on
the diagnosis, assessment, care and interventions for adults with
autism (as not all may be in the care of a specialist team)
-support in accessing, and maintaining contact with, housing,
educational and employment services
-support to families, partners and carers where appropriate
-care and interventions for adults with autism living in specialist
residential accommodation
-training, support and consultation for staff who care for adults with
autism in residential and community settings.

A2

A

A2

A

A2

A

A2

A

Interventions for adults with autism
2.2.26

Ensure that when discussing and deciding on interventions with
adults with autism, consider:
-their experience of, and response to, previous interventions
-the nature and severity of their autism
-the extent of any associated functional impairment arising from the
autism, a learning disability or a mental or physical disorder
-the presence of any social or personal factors that may have a
role in the development or maintenance of any identified
problem(s) -the presence, nature, severity and duration of any
coexisting disorders
-the identification of predisposing and possible precipitating
factors that could lead to crises if not addressed.
2.2.27 Ensure that when discussing and deciding on care and interventions
with adults with autism, take into account the:
-increased propensity for elevated anxiety about decisionmaking in people with autism
-greater risk of altered sensitivity and unpredictable responses
to medication
-environment, for example whether it is suitably adapted for
people with autism, in particular those with hyper- and/or hyposensory sensitivities
-presence and nature of hyper- and/or hypo-sensory
sensitivities and how these might impact on the delivery of the
intervention -importance of predictability, clarity, structure and
routine for people with autism
-nature of support needed to access interventions.
8

2.2.28

2.2.29

2.2.30

2.2.31

Ensure that when discussing and deciding on interventions with
adults with autism, provide information about:
-the nature, content and duration of any proposed intervention the acceptability and tolerability of any proposed intervention possible interactions with any current interventions and possible
side effects
-the implications for the continuing provision of any current

A2

A

Ensure that for any intervention used in adults with autism, there is
a regular review of:
-the benefits of the intervention, where feasible
using a formal rating of the target behaviour(s) any adverse events
-specific monitoring requirements of pharmacological interventions
as highlighted by the summary of product characteristics adherence to the intervention.

A2

A

A2

A

A10

B

A2

A

A2

A

Promote psychosocial interventions focused on life skills for adults
with autism of all ranges of intellectual ability, who need help with
activities of daily living, consider a structured and predictable training
programme based on behavioural principles.
Promote additional research into telepractice as a promising service
delivery approach in the treatment of individuals with autism
spectrum disorders (i.e. autism, Asperger’s or PDD-NOS)

Interventions for adults with autism and other risks
See Theme 2H
Local care pathways

(developed by autism strategy group)

2.2.32 Ensure that local care pathways are developed to promote
implementation of key principles of good care. Pathways should
be:
-negotiable, workable and understandable for adults with autism,
their families, partners and carers, and professionals
-accessible and acceptable to all people in need of the services
served by the pathway
-responsive to the needs of adults with autism and their families,
partners and carers
-integrated so that there are no barriers to movement between
different levels of the pathway
-outcome focused (including measures of quality, service user
experience and harm)
2.2.33

Ensure that the autism strategy groups are responsible for
developing, managing and evaluating the local care pathways. The
group should appoint a lead professional responsible for the local
autism care pathway. The aims of the strategy group should
include:
-developing clear policy and protocols for the operation of the
pathway
-ensuring the provision of multi-agency training about signs and
symptoms of autism, and training and support on the operation of the
pathway
-making sure the relevant professionals (health, social care,
housing, educational and employment services and the third
sector) are aware of the local autism pathway and how to access
services
-supporting the integrated delivery of services across all care
settings
9

-supporting the smooth transition to adult services for young
people going through the pathway
-auditing and reviewing the performance of the pathway
2.2.34 Ensure that the autism strategy group develop local care pathways
that promote access to services for all adults with autism,
including:
-people with coexisting physical and mental disorders (including
substance misuse)
-women
-people with learning disabilities
-older people
-people from black and minority ethnic groups
-transgender people
-homeless people
-people from the traveller community
-people in the criminal justice system
-parents with autism.
2.2.35
Ensure that when providing information about local care pathways
to adults with autism and their families, partners and carers, all
professionals should:
-take into account the person's knowledge and understanding of
autism and its care and management
-ensure that such information is appropriate to the communities using
the pathway
2.2.36

Ensure that the autism strategy group should design local care
pathways that promote a range of evidence-based interventions at
each step in the pathway and support adults with autism in their choice
of interventions.

2.2.37 Ensure that the autism strategy group design local care pathways
that respond promptly and effectively to the changing needs of all
populations served by the pathways. Pathways should have in
place:
-clear and agreed goals for the services offered to adults with
autism
-robust and effective means for measuring and evaluating the
outcomes associated with the agreed goals
-clear and agreed mechanisms for responding promptly to
identified changes to people's needs.
2.2.38 Ensure that the autism strategy group designs local care pathways that
provide an integrated programme of care across all care settings.
Pathways should:
-minimise the need for transition between different services or
providers
-allow services to be built around the pathway and not the
pathway around the services
-establish clear links (including access and entry points) to other care
pathways (including those for physical healthcare needs) -have
designated staff who are responsible for the coordination of people's
engagement with the pathway
2.2.39

Ensure that there is a single point of referral (including selfreferral) to specialist services for adults with autism.
Access to services and uptake of interventions can be improved
by:
-delivering assessment and interventions in a physical
environment that is appropriate for people with hyper- and/or
10

A2

A

A2

A

A2

A

A2

A

A2

A

A2

A

hypo-sensory sensitivities
-changing the professional responsible for the person's care if a
supportive and caring relationship cannot be established. ensuring systems (for example, care coordination or case
management) are in place to provide for the overall coordination
and continuity of care for adults with autism
-designating a professional to oversee the whole period of care
(usually a member of the primary healthcare team for those not in
the care of a specialist autism team or mental health or learning
disability service
Residential care for adults with autism
2.2.40

2.2.41

2.2.42

2.2.43

Ensure that if residential care is needed for adults with autism it
should usually be provided in small, local community-based units
(of no more than six people and with well-supported single
person accommodation). The environment should be structured
to support and maintain a collaborative approach between the
person with autism and their family, partner or carer(s) for the
development and maintenance of interpersonal and community
living skills.
Ensure that residential care environments include activities that
are:
-structured and purposeful
-designed to promote integration with the local community and use
of local amenities
-clearly timetabled with daily, weekly and sequential programmes that
promote choice and autonomy.
Ensure that residential care environments have:
-designated areas for different activities that provide visual cues
about expected behaviour
-adaptations to the physical environment for people with hyperand/or hypo-sensory sensitivities
-inside and outside spaces where the person with autism can be
alone.
Ensure that residential care staff:
-understand the principles and attitudes underpinning the
effective delivery of residential care for adults with autism -work
in collaboration with health and community care staff from a
range of specialist services to support the delivery of a
comprehensive care plan
-be trained in assessing and supporting the needs of adults with
autism
-be consistent, predictable, yet flexible to allow change and choice
-be committed to involving families, partners and carers.

A2

A

A2

A

A2

A

A2

A

Interventions to identify health needs
2.2.44 Promote the following interventions to improve access to health
care:
- A communication aid, a prompt card to support general
practitioners, health checks programmes and walk-in clinics.
2.2.45

Ensure staff are aware of the barriers people with learning
disabilities face to access health care including: problems with
communication, inadequate facilities, rigid procedures and lack of
appropriate interpersonal skills among mainstream health care
professionals in caring for these patients.
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A3

B

A3

B

2.2.46 Ensure that third parties do not obstruct access to health care.
2.2.47

A3

Promote health checks to identify previously unrecognised health
needs (including life-threatening conditions such as cancer, heart
disease and dementia) for people with intellectual disabilities.

A6

2.2.48 Promote heath checks as they consistently lead to targeted actions A6
to address health needs.

B

B
B

Person-centred planning Interventions
Promote person-centred planning in the field of intellectual and
developmental disabilities to develop collaborative support focused on
community presence, community participation, positive relationships,
respect, and competence.

A4

C

Ethnicity
2.2.49

Ensure that people with mental health problems from different
ethnic backgrounds have access to mental health services.

There is an association between ethnicity and mental health service
utilisation. The most consistent finding was that South Asian children,
adolescents and adults with intellectual disability (ID) in the UK had lower
use of mental health services than White British comparison groups.

A7

B

Staff
2.2.50

Ensure that staff serving clients with intellectual disabilities receive
training to improve clinical practice in the following formats:
- the combination of in-service with coaching-on-the-job is
the most powerful format
- in in-service formats, one should use multiple techniques, and
verbal feedback is particularly recommended
A8
- in coaching-on-the-job formats, verbal feedback should be part
of the program, as well as praise and correction. To maximize
effectiveness, program developers should carefully prepare training
goals, training format, and training techniques, which will yield a
profit for clinical practice.

B

Living environment
2.2.51 Support the use of dispersed housing over clustered housing for
adults with intellectual disability to improve the majority of quality
indicators studied.
2.2.52 Promote deinstitutionalization and community living for people
with intellectual disability.
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A11

B

A13

B

2.3

Recommendations for interventions to support person centred care in the
community for people with disabilities

This evidence review recommends:

Intervention

Evidence Grade

Cerebral palsy

2.3.1

Ensure that adults with cerebral palsy are provided with knowledge

and understanding to enhance the decision-making processes about
their health.
2.3.2

B1

B

Ensure that psychosocial issues of concern for adults ageing with
cerebral palsy are addressed, including:

•
•
•

The need for social support,
Self-acceptance and acceptance by others;
The need for accommodations in the workplace and the
environment;

•

Sense of coherence of adults ageing with cerebral palsy.

2.3.3

support the following five key elements to achieve a positive

B1

B

transition to adult-centred health care for cerebral palsy and
spina bifida:

•
•

preparation,
flexible timing,

•
•

care coordination,
transition clinic visits,

B14

B

•

Interested adult-centred health care providers.
(There was limited empirical evidence to support the impact of elements)
Multiple sclerosis

2.3.4

Promote multidisciplinary rehabilitation programmes to improve the
experience of people with multiple sclerosis in terms of activity
and participation. Regular evaluation and assessment of these

B2

B

B2

A

B2

B

persons for rehabilitation is recommended.

2.3.5

Promote inpatient multidisciplinary rehabilitation to produce shortterm gains at the levels of activity (disability) and participation
for patients with multiple sclerosis.

2.3.6

Promote outpatient and home-based rehabilitation programmes for
patients with multiple sclerosis to achieve short-term improvements
in symptoms and disability with high intensity programmes, which

translated into improvement in participation and quality of life.
2.3.7

Promote low intensity programmes conducted over a longer period
to achieve longer-term gains in quality of life; and achieve benefits

B2

A

to carers for patients with multiple sclerosis.
Psychosocial factors
Support the use of psychosocial factors as significant predictors of pain and
functioning in persons with physical disabilities.

B3

B

B4

A

Physical activity

2.3.8
2.3.9

Promote physical activity for youth with developmental disabilities.
Promote participation in group exercise programs, treadmill training,
or therapeutic riding/hippotherapy for children and adolescents
with developmental disabilities to achieve health benefits.

2.3.10 Health benefits might also be present for adapted skiing or aquatic
programs.
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B4

A

2.3.11 Promote physical exercise therapy to gain a positive effect on
mobility and physical functioning. High-intensity exercise
interventions seem to be somewhat more effective in improving
physical functioning than low-intensity exercise interventions. These
positive effects are of great value for older adults who are already
physically impaired.

B6

B

B11

B

B11

B

B11

B

B11

B

B11

B

B5

B

B7

B

B9

B

Progressive resistance strength training

2.3.12 Promote progressive resistance strength training as an effective
intervention to reduce physical disability in older adults (small effect
size). To maximise the effect, therapists should use responsive outcome
measures and multi-component intervention approach.
2.3.13
Ensure that therapists start with low intensity progressive resistance
strength training and slowly progress the intensity to moderate or high
to accommodate the clinical population.
2.3.14 Ensure that the progressive resistance strength training exercise
frequency is two to three times a week and last for at least 6 weeks
after the target intensity is reached.
2.3.15 Ensure that therapists apply one of two strategies to increase the
effect of progressive resistance strength training:
One strategy is to apply disease specific measures to assess the
outcome, which are more responsive to the change.
The other is to consider using a multi-component intervention
that includes contextual factors which may increase the effect to
reduce physical disability.

The effectiveness of a multi-component programme on physical disability in
older adults needs to be established by future meta-analyses on existing
evidence.
2.3.16 Ensure that during progressive resistance strength training
therapists monitor possible adverse events cautiously and adjust the
programme accordingly.
Telecounseling

2.3.17 Promote telecounseling as an effective treatment modality for
adults adjusting to a physical disability. Significant improvements
in coping skills and strategies, community integration and
depression were observed immediately after telecounseling, with
modest improvements in quality of life maintained at 12 months
post-intervention.

Further trials are needed to establish the long term psychosocial benefits.
Home environment

2.3.18 Promote interventions that improve home environments to enhance
functional ability outcomes.
Children and youth with special health care needs

2.3.19
•
•
•
•

Ensure that a system of services for children and youth with special
health care needs has the following critical characteristics:
coordination of child and family services,
effective communication among providers and the family,
family partnership in care provision,
flexibility
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2.3.20 Promote changes at the macro level of society to implement a
community-based system of services for children and youth with
special health care needs
Developing a US system of services at the macro level requires:
(1)
Standardized eligibility protocols developed jointly by the federal
and state agencies contributing funds to the system;
(2)
Legal and accounting mechanisms or vessels for blending (flexible
use) funding streams;
(3)
Development of cost-sharing mechanisms to allocate costs
fairly among families, private insurers, government, and other
payers;
(4)
Measures to eliminate duplication of effort based on resource
allocation procedures developed through intergovernmental agreements;
and
(5)
A flexible point of entry such that a family need only apply once, with
this application appropriate for all needed services. The methods to
accomplish these goals include interagency agreements at the federal, state,
and local levels; waivers of program rules or legislative changes; institutional
flexibility to enhance the ability of organizations to meet family needs; and
overall federal support.
The macro level includes agency-level (state, and local) constituents. The main
responsibilities of this level relate to organizing and financing services through
coordinating eligibility determination, enabling flexible funding streams, and
providing clear programmatic responsibility and accountability for service
provision. Entities involved at this level, in addition to the Social Security
Administration and the Maternal and Child Health Bureau (MCHB), include (but
are not limited to) federal and state Medicaid agencies, private health insurers,
public and private mental health and substance abuse providers, the
Supplemental Security Income program, public education (including early
2.3.21 Promote changes at the micro level of society to implement a
community-based system of services for children and youth with
special health care needs
-Micro level includes community-level service systems. Families, physicians,
other health care providers, local schools, public transportation, and social
service providers are among the entities involved at this level. Although families
will receive most services close to home, some specialized or rarely accessed
services may be more centralized.
-The goals at the micro level include the creation of operational interagency
collaborative relationships such that families access services when they need
them. The creation of community grants or other incentives to encourage
coordination across delivery agencies and providers, including the medical home,
could facilitate these arrangements.
-A local governing or organizing structure could also help achieve this goal.
The governing structures could be tailored to local customs and needs, but
operate under broad state and federal guidelines to ensure accountability and
universality of access to system resources.
-Families should view the services they receive as available and affordable
and as comprehensive, seamless, and without barriers to coordination and
access.
-Service providers should see reduced duplication and overlap, greater
communication among key players and stakeholders, streamlined eligibility
processes, and greater flexibility in the use of program resources. – Characteristics of services should also include high quality (including safety
15

B9

B

B9

B

and timeliness), cost-effectiveness, and equity in access
2.3.22

Promote early intervention for children from birth to nine years who
have a physical disability achieve positive outcomes for both
children and families

B12

B

B10

B

B13

B

Musculoskeletal pain disorders
2.3.23

Promote educational strategy addressing neurophysiology and
neurobiology of pain for chronic musculoskeletal pain disorders, to
achieve a positive effect on pain, disability, catastrophization, and
physical performance.

Deaf people
2.3.24

Promote unilateral cochlear implantation as safe and effective for
adults and children. They are also likely to be cost-effective in
profoundly deaf adults and profoundly and prelingually deaf
children.
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2.4

Recommendations for interventions to support self-management for people
with long term conditions

This evidence review recommends
Intervention

Evidence Grade

Employees on long-term sickness absence (musculoskeletal disorders or mental health problems)
2.4.1

2.4.2

2.4.3

Ensure that employers identify someone who is suitably trained and
impartial to undertake initial enquiries with the relevant employees
to:
-determine the reason for the sickness and their prognosis for
returning to work and if they have any perceived (or actual) barriers
to returning to work (including the need for workplace adjustments)
-decide on the options for returning to work and jointly agree what,
if any, action is required to prepare for this.

C1

A

Ensure that that if following initial enquiries action is required, then
identify:
-whether or not a detailed assessment is needed to determine what
interventions and services are required and to develop a return-to-work
plan
-whether or not a case worker/s is needed to coordinate a detailed
assessment, deliver any proposed interventions or produce a return-towork plan.
-If necessary, appoint a case worker/s

C1

A

Coordinate and support the delivery of any planned health,
occupational or rehabilitation interventions or services and any
return-to-work plan developed following initial enquiries or the
detailed assessment. People who have a poor prognosis for
returning to work are likely to benefit most from more 'intensive'
interventions and services; those with a good prognosis are likely to
benefit from 'light' or less intense interventions and services.

C1

A

Ensure that where necessary employers, arrange for a referral to relevant
specialists or services.
2.4.4
Ensure that employers appoint a case worker/s to coordinate
referral for, and delivery of any required interventions and services.
This includes delivery of the return-to-work plan.
2.4.5
Ensure employees are consulted and jointly agree all planned health,
occupational or rehabilitation interventions or services and the
return-to-work plan

C1

A

C1

A

C1

A

2.4.6

C1

2.4.7

2.4.8

Encourage employees to contact their GP or occupational health
service for further advice and support as needed.
Ensure psychological interventions and services are evidence-based.
Also ensure they are delivered by suitably trained and experienced
practitioners.
Promote evidence-based psychological interventions to help people
to develop problem solving and coping strategies. The aim is to
overcome any barriers they have to returning to work and to
support them to return. Examples which have been proven to be
effective for certain groups and conditions include:
-women with musculoskeletal pain: CBT in small groups (involving 5– 6
people), with one-to-one telephone follow-up
-men & women with stress-related conditions: CBT & contact with
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A

C1

A

C1

A

2.4.9

the employer
-men and women experiencing low back pain: CBT in small groups
(involving 5–6 people) combined with one-to-one sessions of
behavioural-graded activity and liaison with the workplace to discuss a
return-to-work plan
-men and women with psychological or musculoskeletal problems:
solution-focused group sessions
-men and women with whiplash injuries: progressive goal
attainment programmes combined with physiotherapy or
multimodal programmes
Promote multi-disciplinary back management programme to help
employees with this condition return to work, a programme could
comprise:
-one intensive session covering attitudes to health, structure and
function of the back and posture and the link to symptoms, stress and
coping strategies, posture exercises and relaxation training -optional
sessions to recap on learning and to discuss the experience of putting
it into practice.

C1

A

Unemployed people that claiming incapacity benefit
2.4.10 Promote the commissioning of an integrated programme to help
claimants enter or return to work (paid or unpaid). The programme
should include a combination of interventions such as:
-an interview with a trained adviser to discuss the help they need to
return to work
-vocational training, including that offered by 'New deal for disabled
people' (for example, help producing a curriculum vitae, interview
training and help to find a job or a work placement)
C1
-a condition management component run by local health providers to
help people manage their health condition
-financial measures to motivate them to return to work (such as
return-to-work credit)
-support before and after returning to work: this may include one or
more of the following: mentoring, a job coach, occupational health
support or financial advice.
Evaluate the programme (including any specific components).
Patient-centred care interventions to support self-management for people with long
term conditions
2.4.11 Promote patient-centred care where the management of an illness is
shared between patient and doctor; especially for chronic problems
such as diabetes, asthma and arthritis.
2.4.12 Promote patient education programs that are integrated into
patient-centred care over programs delivered independently of
primary-care professionals.
2.4.13

Promote the key principles of patient-centred care:
-Explore patient “cognitions” (what they think, believe and expect and
their confidence about their disease management).
-Explore the social supports, social and family influences and
physical environment in which people live, which may influence
their health and illness.
-Apply the principles of behaviour change: discuss the disease
management plan, individualise patient education, and plan for
change to occur in stages.
-Work with teams of healthcare providers, community agencies and
support groups.
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A

C9

B

C9

B

C9

B

Information technology for chronic illness care
2.4.14
Promote the following chronic illness care information technology
components: Connection to an electronic medical record,
computerized prompts, population management (including reports
and feedback), specialized decision support, electronic scheduling,
and personal health records. Barriers identified included costs, data
privacy and security concerns, and failure to consider workflow.

C23

B

2.4.15
Promote informatics strategies to improve care for chronic illness.
Software to implement these strategies should be developed, and
rigorously evaluated within the context of organizational efforts to
improve care.

C23

B

2.4.16

Ensure that informatics to improve care for chronic illness is:
patient-centred, focused on improving outcomes, and provide
support for illness self-management. Ensure that outcomes are:
- routinely assessed, provided to clinicians during the clinical encounter, and used for population-based care management.
2.4.17 Promote the implementation of interactive, sequential, disorderspecific treatment pathways to quickly provide clinicians with
patient clinical status, treatment history, and decision support.

2.4.18

Promote interventions that contain at least 1 chronic care model
(CCM) element to improve clinical outcomes and processes of care,
and to a lesser extent, quality of life for patients with chronic
illnesses.

C23

B

C23

B

C26

B

Psychosocial interventions involving family members
2.4.19

Promote psychosocial interventions involving family members in the
treatment of chronic physical diseases to improve health outcome for
both the patient and his/her family.
C6

B

Family involvement resulted in significantly better health than standard treatment
for all outcomes. Overall, the effects were not large, but they were broad,
significant and stable over a long period of time.
2.4.20
Ensure that future interventions that aim to improve chronic illness
outcomes emphasize increased family use of attentive coping
techniques and family support for the patient's autonomous
motivation.
2.4.21 Promote family emphasis on self-reliance and personal
achievement, family cohesion, and attentive responses to symptoms
to achieve better patient outcomes.

C29

C29

B

B

Exercise interventions
Promote exercise interventions to reduce depressive symptoms among
patients with a chronic illness. Patients with depressive symptoms indicative
of mild-to-moderate depression and for whom exercise training improves
function-related outcomes achieve the largest antidepressant effects.

C18

B

C8

B

C8

B

Pharmacist-provided direct patient
2.4.22

2.4.23

Promote pharmacist-provided direct patient care to achieve
favourable effects across various patient outcomes, health care
settings, and disease states.
Promote the incorporation of pharmacists as health care team
members.

Favourable results were found in therapeutic and safety outcomes, and meta19

analyses conducted for haemoglobin A1c, LDL cholesterol, blood pressure,
and adverse drug events were significant favouring pharmacists' direct patient
care over comparative services.
Nurse-led care interventions to support self-management for people with long term conditions
2.4.24 Promote education programmes delivered by specialist nurses to
improve the assessment and documentation of acute and chronic
pain.
2.4.25 Promote educational interventions and the use of protocols by
specialist nurses to improve patients understanding of their
condition and improve pain control.
2.4.26 Promote acute pain teams, led by nurses, to reduce pain intensity and
remain cost effective.

C21

B

C25

B

C28

B

C16

B

C16

B

C16

B

C2

A

Integrated care interventions
2.4.27 Promote integrated care programmes for chronically ill patients to
achieve positive effects on the quality of care.
To compare programmes and better understand the (cost) effectiveness
of the programmes, consistent definitions must be used and component
interventions must be well described.
Outreach interventions
2.4.28 Promote specialist multifaceted outreach intervention involving
collaboration with primary care, education or other services to improve
health outcomes and achieve more efficient and guideline-consistent
care, and less use of inpatient services.
There is evidence that the additional costs of outreach may be balanced by
improved health outcomes.
Critical illness and intensive care unit care
2.4.29

Commissioners and providers should be aware that critical illness
and intensive care unit care influence a wide range of long-term
patient outcomes, with some impairments persisting for 5-15 yrs.
Impaired pulmonary function, greater healthcare utilization, and
increased mortality are observed in intensive care survivors.
2.4.30 Promote multidisciplinary physical rehabilitation that is initiated
early and continues throughout the intensive care unit care stay. -- --Ensure that patient education for self-rehabilitation after hospital
discharge is provided.
Long-term complications of critical care commonly include neuromuscular
weakness and impairments in both physical function and related aspects of
quality of life and may be long-lasting.
2.4.31 Promote the following management ideas to reduce the long-term
complications of critical care:Preventing hypoglycaemia for depression, limit use of sedation for posttraumatic stress disorder, delirium prevention and hypoglycaemia prevention
for cognitive complications (including memory, attention and executive
function), handbook for self-guided rehabilitation for quality of life.
People with dementia
2.4.32 Ensure that that health and social care staff aim to promote and
maintain the independence, including mobility, of people with
dementia. Promote care plans that address activities of daily living
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(ADLs) that maximise independent activity, enhance function,
adapt and develop skills, and minimise the need for support. Ensure
that care plans address the varying needs of people with different
types of dementia and include:
-consistent and stable staffing
-retaining a familiar environment
-minimising relocations
-flexibility to accommodate fluctuating abilities
-assessment and care-planning advice regarding ADLs, and ADL skill
training from an occupational therapist
-assessment and care-planning advice about independent toileting
skills; if incontinence occurs all possible causes should be assessed
and relevant treatments tried before concluding that it is permanent
-environmental modifications to aid independent functioning,
including assistive technology, with advice from an occupational
therapist and/or clinical psychologist
-physical exercise, with assessment and advice from a
physiotherapist when needed
-support for people to go at their own pace and participate in
activities they enjoy.
2.4.33 Ensure that people with mild-to-moderate dementia of all types are
given the opportunity to participate in a structured group cognitive
stimulation programme. This should be commissioned and provided
by a range of health and social care staff with appropriate training
and supervision, and offered irrespective of any drug prescribed for
the treatment of cognitive symptoms of dementia.
2.4.34

C2

A

C2

A

C2

A

C2

A

Ensure that consideration is given to providing access to
interventions tailored to the person's preferences, skills and abilities.
Because people may respond better to one treatment than another,
the response to each modality should be monitored and the care
plan adapted accordingly. Approaches that may be considered,
depending on availability, include:
-aromatherapy
-multisensory stimulation
-therapeutic use of music and/or dancing
-animal-assisted therapy
-massage.

These interventions may be delivered by a range of health and social care staff
and volunteers, with appropriate training and supervision. The voluntary
sector has a particular role to play in delivering these approaches. Health and
social care staff in the NHS and social care, including care homes, should work
together to ensure that some of these options are available, because there is
some evidence of their clinical effectiveness.
2.4.35

Ensure that if language or acquired language impairment is a
barrier
to accessing or understanding services, treatment and care, health
and social care professionals provide the person with dementia
and/or their carer with: -information in the preferred language and/or in an accessible format
-independent interpreters
2.4.36 Ensure that health and social care managers coordinate and
integrate working across all agencies involved in the treatment and
care of people with dementia and their carers, including jointly
agreeing written policies and procedures. Joint planning should
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include local service users and carers in order to highlight and
address problems specific to each locality.
- Ensure that health and social care professionals provide people with
dementia and their carers with up-to-date information on local
arrangements (including inter-agency working) for health and social
care, including the independent and voluntary sectors, and on how to
access such services.
Chronic physical health and depression interventions to support
self-management for people with long term conditions
2.4.37 Ensure that for all known and suspected presentations of
depression: Assessment, support, psycho-education, active
monitoring and referral for further assessment and interventions.
Promote low-intensity psychosocial interventions, psychological
interventions, medication and referral for further assessment and
interventions for persistent sub threshold depressive symptoms or mild
to moderate depression.
2.4.39 Promote moderate and severe depression: medication, highintensity psychological interventions, combined treatments,
collaborative care and referral for further assessment and
interventions for persistent sub threshold depressive symptoms or
mild to moderate depression with inadequate response to initial
interventions;

C3

A

C3

A

C3

A

C3

A

C4

A

C4

A

CS

A

2.4.38

2.4.40

Promote medication, high-intensity psychological interventions,
electroconvulsive therapy, crisis service, combined treatments,
multi-professional and inpatient care for severe and complex
depression or people with risk to life or severe self-neglect
Epilepsy interventions to support self-management for people with
long term conditions

2.4.41

Promote psychological interventions (relaxation, cognitive behaviour
therapy, biofeedback) may be used in conjunction with AED therapy in
adults where either the person or the specialist considers seizure control
to be inadequate with optimal AED therapy. This approach may be
associated with an improved quality of life in some people.

Psychological interventions (relaxation, cognitive behaviour therapy) may be
used in children and young people with drug-resistant focal epilepsy.
Psychological interventions may be used as adjunctive therapy. They have
not been proven to affect seizure frequency and are not an alternative to
pharmacological treatment.
Promote the referral of children and young people with epilepsy whose
seizures have not responded to appropriate AEDs to a tertiary paediatric
epilepsy specialist for consideration of the use of a ketogenic diet.
Rheumatoid arthritis interventions to support self-management for
people with long term conditions
2.4.42 Ensure that people with RA have ongoing access to a multidisciplinary
team. This should provide the opportunity for periodic assessments
of the effect of the disease on their lives (such as pain, fatigue,
everyday activities, mobility, ability to work or take part in social or
leisure activities, quality of life, mood, impact on
sexual relationships) and help to manage the condition.
Ensure that people with RA have access to a named member of the
multidisciplinary team who is responsible for coordinating their care.
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2.4.43
Ensure that people with RA have access to specialist physiotherapy,
with periodic to:
-improve general fitness and encourage regular exercise
-learn exercises for enhancing joint flexibility, muscle strength and
managing other functional impairments
-learn about the short-term pain relief provided by methods such as
transcutaneous electrical nerve stimulators [TENS] and wax baths.
2.4.44 Ensure that people with RA have access to specialist occupational
therapy, with periodic review if they have difficulties with any of
their everyday activities, or problems with hand function.
2.4.45 Promote psychological interventions (for example, relaxation, stress
management and cognitive coping skills) to help people with RA
adjust to living with their condition.
2.4.46 Ensure that all people with RA and foot problems have access to a
podiatrist for assessment and periodic review of their foot health
needs.

C5

A

C5

A

C5

A

C5

A

Ensure that functional insoles and therapeutic footwear is available for all
people with RA if indicated.
2.4.47

Ensure that people with satisfactorily controlled established RA are
offered review appointments at a frequency and location suitable to
their needs. In addition, make sure they:
-have access to additional visits for disease flares,
-know when and how to get rapid access to specialist care, and have ongoing drug monitoring.

C5

A

Occupational therapy interventions to support self-management for
people with long term conditions
2.4.48 Promote comprehensive occupational therapy for elderly people
and people with stroke or rheumatoid arthritis to increasing
functional abilities, improve quality of life and improve social
participation

C17

B

People with multi-morbidity
2.4.49 Promote access to case management services to achieve positive
impact on the patient, the carer and the healthcare staff particularly
the General Practitioner.
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C19

B

2.5

Recommendations for interventions to support self-management for people
with long term conditions

This evidence review recommends:

Intervention

Evidence Grade

Delivery style and content
2.5.1

Promote self-management support for chronic conditions that is
integrated into routine health care.

Promote the following evidence-based principles to improve patient
self-management and/or health outcomes:
(1) brief targeted assessment
(2) evidence-based information to guide shared decision-making
(3) use of a non-judgmental approach
(4) collaborative priority and goal setting
(5) collaborative problem solving
(6) self-management support by diverse providers
(7) self-management interventions delivered by diverse formats
(8) patient self-efficacy
(9) active follow up
(10) guideline-based case management for selected patients
(11) linkages to evidence-based community programs
(12) Multifaceted interventions

D5

B

2.5.2

Ensure these principles are implemented in the following three phases of the
primary care visit: enhanced pre visit assessment, a focused clinical
encounter, and expanded post visit options.
2.5.3
Ensure that core skills of self-management such as self-efficacy
building, goal-setting, action-planning, problem-solving and selftailoring are taught and emphasized throughout the programs.
2.5.4
Ensure that measures of managing pain and disability such as
relaxation, exercise, rational use of medication, and physician–
patient communication are well organized and effectively delivered.
2.5.5

Ensure that new, modern methods such as mailing, telephone and
internet are considered to deliver self-management interventions
2.5.6
Promote the enhancement of standard care with: reminders, disease
monitoring and management, and education through cell phone voice
and short message services to help improve health outcomes and care
processes for both patients and providers.
2.5.7
Promote interactive Health Communication Applications (IHCAs) for
people with chronic disease, to improve user knowledge, improve users
feeling of support and possibly improve behavioural and clinical
outcomes compared to non-users.

D5

B

D10

B

D10

B

D10

B

D4

B

D6

B

Healthcare provider
2.5.8

Ensure that healthcare providers facilitate self-management by
coordinating self-management activities, by recognizing that different
self-management processes vary in importance to patients over time,
and by having ongoing communication with patients and providers to
create appropriate self-management plans.
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Lay led self-management

D1

B

2.5.9

Promote lay-led self-management education programmes for people
with chronic conditions to achieve short-term improvements in
participants' self-efficacy, self-rated health, cognitive symptom
management, and frequency of aerobic exercise.

D3

A

Self-management of pain
2.5.10 Promote the following self-management programs for older adults
with chronic pain: Arthritis Foundation Self-Help Program (AFSHP),
yoga, massage therapy, Tai Chi, and music therapy.

D8

B

Exercise interventions
2.5.11 Promote exercise as an effective strategy in the management of both
D15
chronic low back pain and osteoarthritis (it is unclear what the optimum
exercise is)
2.5.12
Ensure that exercise, supported by advice and education, should be at
D15
the core of self-management strategies for chronic low back pain and
osteoarthritis.

B

B

Arthritis
2.5.13

Promote both patient education and exercise for patients with knee
osteoarthritis to achieve a modest, yet clinically important, influence
on patients' well-being.

2.5.14 Promote exercise regimes to achieve improvements in physical health
(by self-report and direct measures) and in overall impact of
osteoarthritis (OA).
2.5.15 Promote self-management as a safe, community-based and effective
way for patients with arthritis to manage pain and disability. Ensure
that core skills of self-management are delivered using multiple
approaches.
2.5.16 Promote self-management programs for adult patients with arthritis
to achieve small to moderate effects in improving pain & disability at
the long-term level.

D9

B

D9

B

D10

B

D10

B

D15

B

2.5.18 Promote diabetes self-management training programs to improve
patients quality of life

D12

B

2.5.19

D16

B

D7

B

D14

B

D15

B

2.5.17 Promote self-management programs for osteoarthritis to achieve
small improvements in pain and function.
Diabetes

Promote individual patient education for people with type 2 diabetes
mellitus to improve glycaemic control
2.5.20 Promote chronic disease self-management programmes for elderly
people with diabetes mellitus or hypertension to achieve clinically
important benefits.
COPD
2.5.21

Promote regular practiced pursed lip breathing as an effective selfmanagement strategy for individuals with chronic obstructive
pulmonary disease (COPD) to improve their dyspnoea.

Musculoskeletal pain
2.5.22

Promote educational programs for patients with back pain in an
occupational setting in combination with an exercise program.
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Kidney disease
2.5.23 Promote multi-component structured educational interventions to
improve pre-dialysis and dialysis care.

D17

2.5.24 Promote the development of effective frameworks to develop,
implement, and evaluate educational interventions that target
patients with early stages of chronic kidney disease. This could lead
to possible prevention or delay in progression of kidney disease

B

D17
B

Mental health disorders
2.5.25

Promote the Monthly Medication Journal as a promising tool to
promote day-to-day functioning, perceptions of quality of life, severity
of illness, and use of clinical services for individuals with mental
disorders.

D18

B

Anticoagulation therapy
2.5.26

Promote self-monitoring to improve the quality of oral
anticoagulation therapy. The number of thromboembolic events and
mortality were decreased without increases in harms.

D19

A

Epilepsy
2.5.27 Promote self-management education as having some benefits for D20
adults with epilepsy

B

Calendar blister packaging
2.5.28 Promote calendar blister packaging, in combination with education
B
and reminder strategies, to improve medication adherence.
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D2

2.6

Recommendations for interventions to promote better physical health
outcomes and quality of life for carers (all ages)

This evidence review recommends:

Intervention

Evidence Grade

Commissioners interventions to promote better physical health outcomes and quality of life for carers
2.6.1

2004 NICE Guidance recommends that commissioners, working through Cancer
Networks, should ensure that a range of information, support (including practical
help and respite arrangements) and bereavement services are in place to meet the
spectrum of need. They will need to work with statutory and voluntary health and
social care agencies to achieve this. While not necessarily separate from many of
the services provided to patients (indeed, most will be fully integrated),
commissioners should ensure sufficient capacity to meet the distinct needs of this
group.

E1 A

Provider interventions to promote better physical health outcomes and quality of life for carers
2.6.2

2004 NICE Guidance recommends that provider organisations should nominate a
lead to oversee the development and implementation of services that specifically E1
focus on the needs of families and carers.

2004 NICE Guidance recommends that health and social care professionals
providing day-to-day care to patients should assess and address the needs of
family members and carers on an ongoing basis. Teams should establish a system
to ensure family members and carers have regular opportunities to discuss
particular concerns.
2.6.4
2004 NICE Guidance recommends that where carers are providing a substantial
amount of care on a regular basis, providers should ensure they are offered a
separate assessment or respond positively when a carer asks for one, in
accordance with The Carers (Recognition and Services) Act 19954.
2.6.5
2004 NICE Guidance recommends that teams should ensure that all family
members and carers are offered information on a variety of topics, from a simple
‘who’s who’ of professionals to more detailed accounts of cancer, its treatment and
consequences and services available locally.

A

2.6.3

2.6.6

2.6.7

2.6.8

2.6.9

E1

E1

E1

2004 NICE Guidance recommends that teams should provide families and carers
with a clear indication of the personnel they might contact in relation to a range of E1
needs.
2004 NICE Guidance recommends that providers should set up arrangements for
families and carers to meet other families and carers who have experienced
E1
similar situations, if wished. Support groups for family members and carers,
either professionally or peer-led, may also be welcomed by some.

A

A

A

A

A

2004 NICE Guidance recommends that awareness of the needs of family
members from different ethnic populations, including differences in language,
religious practice and culture, is necessary within a multi-cultural society.

E1

A

Providers should ensure teams have access to reference guides on the cultural
differences surrounding a diagnosis of cancer, death and dying, and that
information on accessing interpreters, relevant health advocates (where
available) and faith leaders is readily accessible.

E1

A
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Carer stress/anxiety/depression interventions to promote better physical health outcomes and quality
of life for carers
2.6.10 Promote the development of standardized guidelines that address caregiver
assessment, education, and resources.

E2

B

2.6.11

Promote the identification of "caregiver champions" in practice settings.

E2

B

2.6.12

Promote the provision of referrals to established support organizations for
caregivers.

E2

B

E2

B

2. 6 . 1 3
2.6.14 Promote collaboration among caregiving, professional, and cancer-related
organizations to advocate policy and practice changes for family caregivers.
2.6.15 Ensure families coping with bipolar disorder benefit from family interventions to
support caregivers' ability to manage stress and regulate their moods, even when E4
the patient is not available for treatment.
2.6.16 Be aware that psychological morbidity, such as symptoms of depression or
anxiety, as well as caregiver strain or burden is associated with reports of
decreased physical health.

C

E10

B

Carers support and/or counselling interventions to promote better physical health outcomes and
quality of life for carers (all ages)
2.6.17 2004 NICE Guidance recommends that family members and carers should be made
aware of, and have easy access to, sources of local information, advice and support
designed to meet their own needs.

E1

A

2.6.18 2004 NICE Guidance recommends that family members and carers who are
bereaved should, in the first instance, be encouraged to use existing support
systems. Where these prove insufficient, or it is predicted that those involved are
likely to experience difficult grief reactions, there should be access to additional
help and support.

E1

A

2.6.19 Promote the provision of referrals to established support organizations for
caregivers.
2.6.20 Promote counselling and support preserved self-rated health (SRH) in vulnerable
caregivers.
2.6.21
Promote enhanced counselling in vulnerable caregivers. Enhanced counselling
and support consisted of six sessions of individual and family counselling, support
group participation, and continuous availability of ad-hoc telephone counselling.
2.6.22
Promote enhanced caregivers' social support in vulnerable caregivers, fostering
more benign appraisals of stressors, and reducing depressive symptoms in order to
yield indirect health benefits.

E2

B

E6

B

E6

B

E12

B

Carers Information and/or advice interventions to promote better physical health outcomes and
quality of life for carers
2.6.23 2004 NICE Guidance recommends that family members and carers should be
made aware of, and have easy access to, sources of local information, advice and E1
A
support designed to meet their own needs.
Respite for carers to promote better physical health outcomes and quality of life for carers
2.6.24

Promote respite care for frail elderly people to improve carers mental or physical E3
health.

B

Family interventions to promote better physical health outcomes and quality of life for carers
2.6.25

Ensure that families coping with bipolar disorder are offered family interventions to
manage stress and regulate their moods, even when the patient is not available for
treatment.
2.6.26 Consider Family-Focused Treatment-Health Promoting Intervention (FFT-HPI) to
reduce caregiver depressive symptoms and health risk behaviour among caregivers
of patients with bipolar disorder.
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E4

E4

C

C

Joint working interventions to promote better physical health outcomes and quality of life for carers
2.6.27 2004 NICE Guidance recommends that providers of specialist bereavement
support should work closely with other care providers (both statutory and
voluntary) to ensure carers and family members can access services when
needed.
2.6.28
Promote collaboration among caregiving, professional, and cancer-related
organizations to advocate policy and practice changes for family caregivers.

E1

E6

A

B

Training for Carers- Self Care/ Problem-Solving interventions to promote better physical health
outcomes and quality of life for carers
2.6.29
Promote structured, multi-component skills training interventions in racially and
ethnically diverse caregivers of people with dementia, that is targeted at
E5
B
caregiver’s self-care behaviours to improve self-reported health status, and
decreased burden and bother.
2.6.30 Promote the Resources for Enhancing Alzheimer's Caregiver Health (REACH)
intervention, to improve self-rated health, sleep quality, physical and emotional
health, in caregivers.
2.6.31
Promote problem-solving training provided in the home to alleviate distress and
decrease dysfunctional problem-solving styles among family caregivers of
persons with traumatic brain injuries (TBI).

E5

B

E7

C

Carer gender/age/ethnicity
2.6.32 Be aware there is evidence that women and men caregivers do not differ in the
use of informal and formal support.
2.6.33
Be aware there is evidence that higher age, lower socioeconomic status, and
lower levels of informal support were related to poorer caregiver health.
2.6.34
2.6.35

Be aware there is evidence that all groups of ethnic minority caregivers report
worse physical health than whites. (US study)
Be aware there is evidence that ethnic minority caregivers provided more care
than white caregivers and had stronger filial obligations beliefs than white
caregivers. (US study)
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E9

C

E12

B

E14

B

E14

B

2.7

Recommendations for integrated services as an intervention to avoid
inappropriate attendance at A&E/ admissions/ bed days

This evidence review recommends:

Intervention

Evidence Grade

Policy makers’ strategies to avoid inappropriate attendance at A&E/ admissions/ bed days
2.7.1
2.7.2

2.7.3

2.7.4
2.7.5
2.7.6

Policy-makers should consider the impact of socio-economic deprivation and other
socio-demographic factors when designing policy around admission rates
Policy-makers, commissioners and providers should aim to increase selfmanagement among people with long-term conditions where there is evidence of
benefit.
Policy-makers should encourage commissioners to implement evidence-based
interventions for avoidable admissions, and to evaluate their impact in the local
context.
Policy-makers should consider the impact of socio-economic deprivation and other
socio-demographic factors when designing policy around admission rates
Policy-makers should aim to increase self-management among people with longterm conditions where there is evidence of benefit.
Policy-makers should consider the impact of socio-economic deprivation and other
socio-demographic factors when designing policy around admission rates

F1

B

F1

B

F1

B

F1

B

F1

B

F1

B

Commissioners strategies to avoid inappropriate attendance at A&E/ admissions/ bed days
2.7.7

Commissioners need to be clear about which admissions they consider to be
avoidable, what proportion of these admissions are avoidable, and how these
admissions should be coded and measured.

2.7.8

Commissioners and primary care providers should consider the impact of local
out-of-hours primary care arrangements on avoidable admissions.
2.7.9
Commissioners and providers should consider implementing multidisciplinary
interventions and telemonitoring for patients with heart failure.
2.7.10 Commissioners should consider implementing hospital at home.

F1

B

F1

B

F1

B

F1

B

2.7.11 Commissioners and providers should consider implementing assertive case
F1
management for people with mental health illnesses.
2.7.12
Commissioners should consider closer integration of primary and social care, and F1 B
should evaluate the outcomes of any new interventions.
2.7.13
Commissioners should consider closer integration of primary and secondary care, F1 B
and should evaluate the outcomes of any new intervention
2.7.14 Commissioners should be clear about which admissions they consider to be
avoidable, what proportion of these admissions are avoidable, and how these
F1
admissions should be coded and measured.
2.7.15 Commissioners should implement evidence-based interventions as follows:
- Multidisciplinary interventions and telemonitoring for patients with heart failure,
- Assertive case management for patients with mental health problems.
- Hospital at home
- Closer integration of primary and secondary care.
- Conduct early senior review in A&E.
F1
- Implement structured discharge planning (providers only)
- Continue to implement acute assessment units, but consider the overall impact on
number of admissions.
- Aim to increase self-management among people with long-term conditions where there
is evidence of benefit.
2.7.16 Commissioners should disinvest in programmes where there is robust evidence
that they have little or no effect
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F1

B

B

B

B

2.7.17 Commissioners should evaluate all new interventions, as even those that have
proved beneficial in other settings may not be transferable to the local
population.

F1

B

Service providers’ strategies to avoid inappropriate attendance at A&E/ admissions/ bed days

2.7.18 Providers should conduct early senior review in A&E.

F1

B

2.7.19 Providers should deliver structured discharge planning.

F1

B

2.7.20 Providers and commissioners should continue to implement acute assessment
units, but should consider the overall impact on number of admissions

F1

B

Primary care providers’ strategies to avoid inappropriate attendance at A&E/ admissions/ bed days

2.7.21 Primary care providers should aim to increase continuity of care with a GP.

F1

B

2.7.22 Primary care providers should provide GP continuity of care

F1

B

2.7.23 Primary care providers should provide diabetes clinics

F1

B

2.7.24 Primary care providers should review the quality of local, out-of-hours primary
care arrangements on avoidable admissions
2.7.25 Primary care providers should consider closer integration of primary and social
care
2.7.26 Primary care providers should consider closer integration of primary and
secondary care

F1

B

F1

B

F1

B

Effective interventions to reduce admissions and re-admissions

2.7.27 Promote following interventions to reduce inappropriate admissions
- Continuity of care with a GP
- Hospital at home as an alternative to admission
- Assertive case management in mental health
- Self-management
-Early senior review in A&E
- Multidisciplinary interventions and telemonitoring in heart failure
- Integration of primary and secondary care
2.7.28 Promote the following interventions to reduce inappropriate re-admissions
- Structured discharge planning
- Personalised health care programmes
2.7.29 Promote integrated teams that work in the patient’s home and incorporate
elements of comprehensive geriatric assessment, care planning, disease
management and health promotion
2.7.30 Promote interventions that include home care components, these include
patient education on specific issues, close follow-up, home monitoring,
adjustment of medication and regular communication with clinical experts.
2.7.31 Promote interventions that incorporate geriatric management supported with
home care post discharge to prevent hospital readmissions in elderly patients.

F1

B

F1

B

F5

B

F6

F6

B

B

Telecare as an intervention to avoid inappropriate attendance at A&E/ admissions/ bed days

B
B
B
B
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2.7.32

Promote telecare interventions that include automated vital signs monitoring (for
reducing health service use) and telephone follow-up by nurses (for improving
clinical indicators and reducing health service use).

F1

2.7.33

Promote telemedicine to support patients with heart failure.

F1

2.7.34

Promote telemedicine interventions to reduce unplanned hospital admissions for heart
F2
disease, diabetes, hypertension and the older people.
Promote telecare interventions to improve care for frail elderly people and
F8
people with chronic conditions.

2.7.35

Factors that impact on inappropriate attendance at A&E/ admissions/ bed days
2.7.36 When planning services to reduce inappropriate admissions be aware that
- Those who live in urban areas have higher rates of emergency hospital admission than
those in rural areas
- Higher levels of morbidity in a population are associated with higher levels of emergency
admission.
- Admission rates are also correlated with chronic illness
- Age is a risk factor for emergency hospital admission, with babies or very young children and
older people being at higher risk
- People from lower socio-economic groups are at higher risk of avoidable emergency
admissions.

F1

B

Integrated health and social care services as an intervention to avoid inappropriate attendance at
A&E/ admissions/ bed days
2.7.37
2.7.38

Promote the integration of primary and social care to reduce inappropriate
admissions.
Promote integrated health and social care teams, working with people in their
own homes to prevent inappropriate hospital admissions and unnecessary
readmissions.

F1

F2

B

B

Integrated case management services as an intervention to avoid inappropriate attendance at
A&E/ admissions/ bed days
2.7.39 Promote assertive case management for patients with mental health problems.
2.7.40 (Case management, defined as “the active management of high-risk people with
complex needs, with case managers (usually nurses) taking responsibility for
caseloads working in an integrated care system.”)
2.7.41 Promote intensive case management for in people with severe mental illness
works best for in people with severe mental illness when they use a lot of hospital
care and less well when they do not. When hospital use is high, intensive case
management can reduce it, but it is less successful when hospital use is already
low.
2.7.42

Promote patient advocacy case management in frail elderly patients.

F1

B

F9

B

F1

B

Hospital at home services as an intervention to avoid inappropriate attendance at A&E/ admissions/
bed days
Promote hospital at home services where appropriate. Hospital at home produces similar
F1
outcomes to inpatient care, at a similar cost.
Self-management services as an intervention to avoid inappropriate attendance at A&E/
admissions/ bed days
Promote self-management to reduce unplanned admissions for patients with COPD and
asthma. Self-management means the patient developing an understanding of how their
F1
condition affects their lives and how to cope with their symptoms.

B

Promote education with self-management reduced unplanned hospital admissions in
adults with asthma, and in COPD patients but not in children with asthma.

B

F2

B

Accident and emergency interventions to avoid inappropriate attendance at A&E/ admissions/ bed days
2.7.43

Promote early review by a senior clinician in the emergency department to
reduce inappropriate admissions.
2.7.44 Consider promoting GPs working in the emergency department to reduce
inappropriate admissions, consideration should be made regarding costeffectiveness.
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F1

B

F1

B

Integrated primary and secondary care services as an intervention to avoid inappropriate attendance at
A&E/ admissions/ bed days
2.7.45

Promote the integration of primary and secondary care to reduce inappropriate
F1
admissions
Integrated dementia services as an intervention to avoid inappropriate attendance at A&E/
admissions/ bed days
2.7.46 Consider alternatives to an acute hospital admission for those people with
dementia, e.g. respite care or home care – can result in admission avoidance in the F1
acute situation.

B

B

Improved out-of hours services as an intervention to avoid inappropriate attendance at A&E/
admissions/ bed days
2.7.47 Promote quality out-of hours services to reduce inappropriate attendance at A&E/ F1
admissions/ bed days
Integrated disease management and care pathways as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days
2.7.48 Promote integrated use of disease management interventions for asthma and
COPD to reduce inappropriate attendance at A&E/ admissions/ bed days
2.7.49 Promote integrated care pathways for disease management to reduce
inappropriate attendance at A&E/ admissions/ bed days

B

F2

B

F2

B

Specialist heart-failure services as an intervention to avoid inappropriate attendance at
A&E/admissions/bed days
2.7.50 Promote specialist clinics for heart failure patients, which included clinic
F2
appointments and monitoring over a 12 month period, to reduce unplanned
F10
hospital admissions.
2.7.51 Promote case management type interventions led by a heart failure
specialist
nurse to reduce congestive cardiac failure related readmissions after 12 months
F10
follow up, all cause readmissions and all-cause mortality.
2.7.52 Promote multidisciplinary interventions to reduce congestive cardiac failure and all
F10
cause readmissions.
Integrated community services as an intervention to avoid inappropriate attendance at A&E/
admissions/ bed days
Promote the visiting of acutely at risk populations to reduce unplanned hospital
F2
admissions e.g. failure to thrive infants, heart failure patients.
Exercise & rehabilitation services as an intervention to avoid inappropriate attendance at A&E/
admissions/ bed days
2.7.54 Promote pulmonary rehabilitation as a highly effective and safe intervention to
reduce unplanned hospital admissions in patients who have recently suffered an
F2
exacerbation of COPD.

B
A

A
B

2.7.53

2.7.55

Promote exercise based cardiac rehabilitation for coronary heart disease to
F2
reduce unplanned hospital admissions.
Specialist outreach integrated services as an intervention to avoid inappropriate attendance at
A&E/ admissions/ bed days
2.7.56 Promote specialist outreach especially when delivered as part of a multifaceted
intervention to improve access, outcomes and service use. The additional costs
F2
of outreach may be balanced by improved health outcomes.
2.7.57

Promote specialist outreach to facilitate engagement between specialists and
primary care practitioners. Interaction is greatest when outreach is part of a
complex multifaceted intervention which involves case-conferences, joint
consultations, seminars and education sessions, other health professionals or
other care enhancements.

2.7.58 Promote specialist outreach as part of more complex multifaceted interventions
involving collaboration with primary care, education or other services was
associated with improved health outcomes, more efficient and guidelineconsistent care, and less use of inpatient services.

F2

F2

B

B
B

B

B

B
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Supported discharge services for the management of acute stroke as an intervention to avoid
inappropriate attendance at A&E/ admissions/ bed days
2.7.59
Promote early supported discharge services to allow patients to return home
from hospital earlier than usual and receive more rehabilitation in the familiar
F11
environment of their own home. Early supported discharge services are provided by
teams of therapists, nurses and doctors.
2.7.60
Promote early supported discharge services because patients receiving are
more likely to be independent and living at home six months after stroke than
F11
those who received conventional services
Comprehensive geriatric assessment as an intervention to avoid inappropriate attendance at
A&E/ admissions/ bed days
2.7.61
Promote comprehensive geriatric assessment. There is evidence that
comprehensive geriatric assessment increases patients’ likelihood of being alive and
in their own homes after an emergency admission to hospital.
2.7.62

2.7.63

A

A

F12

A

F12

A

Promote comprehensive geriatric assessment to support all frail elderly patients
admitted to hospital as an emergency should have access to comprehensive
geriatric assessment beds. Compliance with best practice should be audited
F12
across healthcare providers, and the provision of geriatric services needs
reviewed.

A

Promote comprehensive geriatric assessment as routine part of inpatient care in
older patients. There is evidence to support more older patients are likely to
survive admission to hospital and return home if they undergo comprehensive
geriatric assessment while they are inpatients. Fewer will die or experience
deterioration and more will have improved cognitive functioning.

This evidence review does not recommend:
2.7.64 The following interventions have evidence of little or no beneficial effect.
- Pharmacist home-based medication review
- Intermediate care
- Community-based case management (generic conditions)
- Early discharge to hospital at home on readmissions
- Nurse-led interventions pre- and post-discharge for patients with chronic obstructive
pulmonary disease.
2.7.65 There is evidence that therapy based rehabilitation targeted towards stroke
patients living at home did not appear to improve unplanned hospital admissions.
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F1

B

F2

B

3.

Methods statement:

3.1

General approach
Overview

3.1.1

3.1.2
•

3.1.3
•
•
•

PHAST adopted a focussed, pragmatic rapid review approach consistent with the time & financial
resources. The method was systematic and clearly documented, but it did not attempt to meet all
standards of a comprehensive systematic review.
The rapid reviews consisted of the following stages:
Review of systematic reviews and meta-analyses to identify the 5-10 most robust publications relevant
to each topic. Where such evidence did not exist randomised controlled trial evidence was identified
where possible.
International literature has been included where it is relevant and generalisable i.e. largely this has been
research conducted in ‘Western-style’ countries and not from developing countries.
Evidence searches are from literature published since 2003 (last 10 years).
The evidence searches have been based on an agreed inclusion criteria and search strategy.
Commentary has been provided on the quality and relevance of the evidence.
The key stages

3.1.4

Identification of the seven priority areas, including inclusion and exclusion criteria for: sub-topics;
populations (age, gender, ethnicity, geographical or social context); interventions; and outcomes.
3.1.5
Review of NICE guidance2 relevant to each sub-topic, including: any review work supporting relevant
NICE guidance; any key recommendations or evidence statements; and the use of key terminology that
should form part of the search strategy.
3.1.6
Search term selection for each sub-topic of the review based on a review the U.S. National Library of
Medicine3. See Appendix 1: Search terms.
3.1.7
PUBMED4, NHS Evidence5 and Cochrane library6 publication searches based on Appendix 1 search
terms, including: records of search strings, number of hits and number of inclusions; a review of titles and
abstracts for relevance; and sourcing of selected full articles.
3.1.8
Full publication review, including: scoring of publication quality based on the publications methodology
section; identification of succinct evidence statements (quotes where possible) drawn primarily from the
results and conclusion sections; and scoring of evidence statements for the strength of evidence. See
Appendix 2.
3.1.9
Completion of Section 3 (Results) using Appendices 2, based on the key evidence statements for each
topic.
3.1.10 Completion of Section 2 (Recommendations) based on summarises of the results for each sub-topic,
including: grading of the recommendations according to the recommendations classification
methodology (Grade A recommendations first); clear identification of relevant NICE guidance; and clear
links to the evidence statements that support each recommendation (using Appendix codes (e.g. [A1]).

3.2 Scope
3.2.1

This report deals with Priority Area 6: Supporting those with special educational needs, disabilities and
long term conditions. The sub-topics within this priority area are:
a. Interventions to support person centred care in the community for people with special
educational needs
b. Interventions to support person centred care in the community for people with disabilities

2 http://www.nice.org.uk/Guidance/Topic
3 http://www.nlm.nih.gov/mesh/2012/mesh browser/MBrowser.html

4 http://www.ncbi.nlm.nih.gov/pubmed/advanced
5 http://www.evidence.nhs.uk/
6 http://onlinelibrary.wiley.com/cochranelibrary/search/
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c.

3.2.2
3.2.3
•
•
•
•
•

3.3

Interventions to support person centred care in the community for people with long term
conditions
d. Interventions to support self-management for people with long term conditions
e. Interventions to promote better physical health outcomes and quality of life for carers (all ages)
f. Integrated services as an intervention to avoid inappropriate attendance at A&E/ admissions/ bed
days
The overall work package aim is to carry out a series of rapid evidence and literature reviews that will
address the seven priority areas outlined in the Health and Wellbeing Strategy for East Sussex 2012.
The objectives are:
To collate, analyse and summarise national and international published evidence relevant to each priority
area.
To assess the quality of the available evidence for each topic area.
To present information on the research question that pertains to both health and social care needs.
To report on the evidence for effectiveness of services and interventions.
Within each of the priority areas the sub-topics listed in Table 1.1 review evidence to support health and social
care interventions and services.

Search Strategy

3.3.1
3.3.2
3.3.3

3.4

The review searched the following databases: PubMed; NHS Evidence; Cochrane Library; AMED;
CINAHL; HMIC; Embase; Medline; PsycINFO.
Where appropriate the reference lists of selected high quality recent studies were reviewed and
selected citations followed up.
See Appendix 1 (Section 5) for a list of the search terms used for each of the sub-topics.

Evidence classification
Type of evidence

3.4.1
3.4.2

•
•
•
•

The review focused on: systematic reviews, meta-analyses and randomised controlled trials.
In reviewing sources of information to include, the following hierarchical evidence classification system
was used based on the quality of the study design, (with systematic reviews being the strongest type of
evidence and grey literature the weakest):
Systematic reviews (or meta-analyses)
Individual randomised controlled trials
Quasi-experimental studies
Controlled observational studies

•
•
•

Observational studies without control group
Reviews (non-systematic)
Grey literature

Quality of studies
3.4.3

The level of evidence was classified based on the Scottish Intercollegiate Guidelines Network (SIGN)7
methodology. SIGN work in collaboration with the National Institute of Clinical Excellence (NICE) to
develop evidence based clinical practice guidelines for the National Health Service (NHS). SIGN has in
part based its assessments on the MERGE (Method for Evaluating Research and Guideline Evidence)
checklists developed by the New South Wales Department of Health 8. As this review does not include a
full systematic assessment of study quality, a professional judgement has been made in relation to

7 See: http://www.sign.ac.uk/guidelines/fulltext/50/annexb.html
8 Liddle J, Williamson M, Irwig L. Method for evaluating research and guideline evidence. Sydney: New South
Wales Department of Health; 1996
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perceived levels of bias and probabilities of causal relationships, based on a high level assessment of each
source’s methodology. Scorings are therefore indicative rather than definitive.
Table 3.1: Study Quality Classification
1++

High quality meta-analyses, systematic reviews of RCTs, or RCTs with a very low risk of bias

1+

Well-conducted meta-analyses, systematic reviews, or RCTs with a low risk of bias

1-

Meta-analyses, systematic reviews, or RCTs with a high risk of bias

2++

High quality systematic reviews of case control or cohort or studies
High quality case control or cohort studies with a very low risk of confounding or bias and a high
probability that the relationship is causal

2+

Well-conducted case control or cohort studies with a low risk of confounding or bias and a moderate
probability that the relationship is causal

2-

Case control or cohort studies with a high risk of confounding or bias and a significant risk that the
relationship is not causal

3

Non-analytic studies, e.g. case reports, case series

4

Expert opinion

Strength of evidence
3.4.4

The strength of evidence reported for each source has been scored using a simplified version of the
Cochrane GRADE approach9 . This scoring reflects how complete the scientific literature is in relation to
an issue, not the quality of the reporting review study. There are four ratings: ‘high’, ‘moderate’, ‘low’
and ‘very low’. ‘High’ signifies the strongest evidence and ‘very low’ the weakest. Where appropriate a
range of ratings have been used. Scorings for strength of evidence used professional judgement based
on an assessment of the overall quality and weight of evidence reported in the selected systematic
reviews or evidence summaries. This review has not exhaustively examined the primary sources for
each population, intervention or outcome subcategory within each topic. Scorings are therefore
indicative rather than definitive. Factors taken into consideration in scoring the strength of evidence are
listed in the right hand column of Table 3.2 below. The greater the number or severity of such factors,
the lower the rating for strength of evidence.
Table 3.2: Evidence Strength Classification
Rating

Factors that may decrease the strength rating of the evidence

High

•

High quality studies identifying that the strength of evidence is
moderate, low or very low.

Moderate

•

Limitations in the design and implementation of available studies
suggesting high likelihood of bias.

Low

•

Indirectness of evidence (indirect population, intervention, control,
outcomes).

•

Unexplained heterogeneity or inconsistency of results (including
problems with subgroup analyses).

•

Imprecision of results (wide confidence intervals).

•

High probability of publication bias.

Very low

Grades of recommendations

9 Higgins JPT, Green S (editors). Cochrane Handbook for Systematic Reviews of Interventions Version 5.1.0 [updated
March 2011]. The Cochrane Collaboration, 2011. Available from www.cochrane-handbook.org
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3.4.5

This review’s recommendations for each topic have been classified based on the overall quality of
identified evidence using the SIGN methodology:

Table 3.3: Recommendation Strength Classification
A

At least one meta-analysis, systematic review, or RCT rated as 1++, and directly applicable to the
target population; or a body of evidence consisting principally of studies rated as 1+, directly
applicable to the target population, and demonstrating overall consistency of results

B

A body of evidence including studies rated as 2++, directly applicable to the target population, and
demonstrating overall consistency of results; or extrapolated evidence from studies rated as 1++ or 1+

C

A body of evidence including studies rated as 2+, directly applicable to the target population and
demonstrating overall consistency of results; or extrapolated evidence from studies rated as 2++

D

Evidence level 3 or 4; or extrapolated evidence from studies rated as 2+
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4.

Results

4.1

Interpreting results

4.1.1

Each evidence statement is accompanied by four codes presented in columns to the right of each
statement. These codes provide the reader with a quick summary of: the type of study from which the
evidences statement is derived; the quality of that study; the strength of the evidence statement; and finally a
reference ID that links to the full citation and further details of the study in the appendices. See the methods
section for further details.

Abbreviations

Type of evidence
Systematic review
Meta-analysis
Randomised control trial
Quasi-experimental study
Controlled observational study
Observational study without control group
Review (non-systematic)
Grey literature
Cost-utility analysis

SR
MA
RCT
QES
COS
OS
R
GL
CA

39

Strength of evidence
High
Moderate
Low
Very low

H
M
L
VL

4.2

Evidence of the effectiveness of interventions to support person centred care in
the community for people with special educational needs

4.2.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Appendix ID

Evidence Strength

Study Quality

Evidence statements
2011 NICE Guidance recommends for children and young people on the autism
spectrum that a local autism multi-agency strategy group should be set up, with
managerial, commissioner and clinical representation from child health and mental
health services, education, social care, parent and carer service users, and the
voluntary sector.

Study type

Theme 1: Interventions for children and young people on the autism spectrum to support
person centred care in the community for people with special educational needs

SR

1++

H

A1

2011 NICE Guidance recommends for children and young people on the autism
spectrum that the local autism strategy group should appoint a lead professional to be
responsible for the local autism pathway for recognition, referral and diagnosis of
children and young people. The aims of the group should include:
-improving early recognition of autism by raising awareness of the signs and symptoms of
autism through multi-agency training
-making sure the relevant professionals (healthcare, social care, education and
voluntary sector) are aware of the local autism pathway and how to access
diagnostic services
-supporting the smooth transition to adult services for young people going through the
diagnostic pathway
-ensuring data collection and audit of the pathway takes place.

SR

1++

H

A1

2011 NICE Guidance recommends for children and young people on the autism spectrum
that in each area a multidisciplinary group (the autism team) should be set up. The core
membership should include a:
-paediatrician and/or child and adolescent psychiatrist
-speech and language therapist
-clinical and/or educational psychologist.
2011 NICE Guidance recommends for children and young people on the autism
spectrum that the autism team should either include or have regular access to the
following professionals if they are not already in the team:
-paediatrician or paediatric neurologist
-child and adolescent psychiatrist
-educational psychologist
-clinical psychologist
-occupational therapist.
2011 NICE Guidance recommends for children and young people on the autism
spectrum considering including in the autism team (or arranging access for the team to)
other relevant professionals who may be able to contribute to the autism diagnostic
assessment. For example, a specialist health visitor or nurse, specialist teacher or social
worker.

SR

1++

H

A1

SR

1++

H

A1

SR

1++

H

A1

2011 NICE Guidance recommends for children and young people on the autism
spectrum that the autism team should have the skills and competencies to:
-carry out an autism diagnostic assessment
-communicate with children and young people with suspected or known autism, and

SR

1++

H

A1
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with their parents and carers, and sensitively share the diagnosis with them.
1++

H

A1

2011 NICE Guidance recommends for children and young people on the autism
spectrum providing a single point of referral for access to the autism team.

SR

1++

H

A1

2011 NICE Guidance recommends for children and young people on the autism
spectrum that the autism team should either have the skills (or have access to
professionals that have the skills) needed to carry out an autism diagnostic assessment,
for children and young people with special circumstances including:
-coexisting conditions such as severe visual and hearing impairments, motor disorders
including cerebral palsy, severe intellectual disability, complex language disorders or
complex mental health disorders
-looked-after children and young people.

SR

1++

H

A1

2011 NICE Guidance recommends for children and young people on the autism
spectrum that if young people present at the time of transition to adult services, the
autism team should consider carrying out the autism diagnostic assessment jointly with
the adult autism team, regardless of the young person's intellectual ability.

SR

1++

H

A1

Study Quality

Study type

Theme 2: Interventions for adults with autism to support person centred care in the
community for people with special
educational needs

Appendix ID

SR

Evidence Strength

2011 NICE Guidance recommends for children and young people on the autism
spectrum that autism team members should:
-provide advice to professionals about whether to refer children and young people for
autism diagnostic assessments
-decide on the assessment needs of those referred or when referral to another service will
be needed
-carry out the autism diagnostic assessment
-share the outcome of the autism diagnostic assessment with parents and carers, and with
children and young people if appropriate
-with parent or carer consent and, if appropriate, the consent of the child or young person,
share information from the autism diagnostic assessment directly with relevant services, for
example through a school visit by an autism team member
-offer information to children, young people and parents and carers about appropriate
services and support.

Evidence statements
2A. Staff
2012 NICE Guidance recommends that all staff working with adults with autism should: work in partnership with adults with autism and, where appropriate, with their families,
partners and carers
-offer support and care respectfully
-take time to build a trusting, supportive, empathic and non-judgemental relationship as
an essential part of care.
2012 NICE Guidance recommends that all staff working with adults with autism should
have an understanding of the:
-nature, development and course of autism
-impact on personal, social, educational and occupational functioning
-impact of the social and physical environment.
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SR

1++

H

A2

SR

1++

H

A2

SR

1++

H

A2

SR

1++

H

A2

SR

1++

H

A2

2012 NICE Guidance recommends that all health and social care professionals providing care
and support for adults with autism and their families, partners and carers should: -ensure
that they are easily identifiable (for example, by producing or wearing appropriate
identification) and approachable
-clearly communicate their role and function
-address the person using the name and title they prefer
-clearly explain any clinical language and check that the person with autism
understands what is being said
-take into account communication needs, including those arising from a learning
disability, sight or hearing problems or language difficulties, and provide
communication aids or independent interpreters (someone who does not have a
personal relationship with the person with autism) if required.

SR

1++

H

A2

2012 NICE Guidance recommends that all health and social care professionals providing care
and support for adults with autism and their families, partners and carers should ensure that
they are:
-familiar with recognised local and national sources (organisations and websites) of
information and/or support for people with autism
-able to discuss and advise on how to access and engage with these resources.
2012 NICE Guidance recommends that all health and social care professionals providing care
and support for adults with autism should:
-be aware of under-reporting and under-recognition of physical disorders in people
with autism
-be vigilant for unusual likes and dislikes about food and/or lack of physical activity offer advice about the beneficial effects of a healthy diet and exercise, taking into
account an hyper- and/or hypo-sensory sensitivities; if necessary, support referral to a
GP or dietician.
2C Physical environment

SR

1++

H

A2

SR

1++

H

A2

2012 NICE Guidance recommends that all staff working with adults with autism should
be sensitive to issues of sexuality, including asexuality and the need to develop
personal and sexual relationships. In particular, be aware that problems in social
interaction and communication may lead to the person with autism misunderstanding
another person's behaviour or to their possible exploitation by others.
2B Health and social care professionals
2012 NICE Guidance that all health and social care professionals providing care and
support for adults with autism should have a broad understanding of the:
-nature, development and course of autism
-impact on personal, social, educational and occupational functioning
-impact of and interaction with the social and physical environment
-impact on and interaction with other coexisting mental and physical disorders and
their management
-potential discrepancy between intellectual functioning as measured by IQ and adaptive
functioning as reflected, for example, by difficulties in planning and performing activities of
daily living including education or employment.
2012 NICE Guidance that all health and social care professionals providing care and
support for adults with autism should:
-aim to foster the person's autonomy, promote active participation in decisions about care
and support self-management
-maintain continuity of individual relationships wherever possible
-ensure that comprehensive information about the nature of, and interventions and
services for, their difficulties is available in an appropriate language or format (including
various visual, verbal and aural, easy-read, and different colour and font formats) consider whether the person may benefit from access to a trained advocate.
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SR

1++

H

A2

2012 NICE Guidance recommends encouraging adults with autism to participate in selfhelp or support groups or access one-to-one support, and provide support so that they
can attend meetings and engage in the activities.

SR

1++

H

A2

2012 NICE Guidance recommends ensuring that adults with autism who have caring
responsibilities receive support to access the full range of mental and physical health
and social care services, including:
-specific information, advice and support to parents about their parenting
role, including parent training if needed, by professionals experienced in the
care of adults and children with autism
-social support, such as childcare, to enable them to attend appointments,
groups and therapy sessions, and to access education and employment
2E Families, partners or carers of adults with autism

SR

1++

H

A2

2012 NICE Guidance recommends discuss with adults with autism if and how
they want their families, partners or carers to be involved in their care. During
discussions, take into account any implications of the Mental Capacity Act (2005)
and any communication needs the person may have.

SR

1++

H

A2

2012 NICE Guidance recommends if the person with autism wants their family,
partner or carer(s) to be involved, encourage this involvement and:
-negotiate between the person with autism and their family, partner or carer(s) about
confidentiality and sharing of information on an ongoing basis
-explain how families, partners and carers can help support the person with
autism and help with care plans
-make sure that no services are withdrawn because of involvement of the family,
partner or carer(s), unless this has been clearly agreed with both the person with
autism and their family, partner or carer(s).
2012 NICE Guidance recommends giving all families, partners and carer(s) (whether or
not the person wants them to be involved in their care) verbal and written information
about:
-autism and its management
-local support groups and services specifically for families, partners and carers
-their right to a formal carer's assessment of their own physical and mental
health needs, and how to access this.

SR

1++

H

A2

SR

1++

H

A2

2012 NICE Guidance recommends that in all settings, take into account the physical
environment in which adults with autism are assessed, supported and cared for,
including any factors that may trigger challenging behaviour. If necessary make
adjustments or adaptations to the:
-amount of personal space given (at least an arm's length)
-setting using visual supports (for example, use labels with words or symbols to
provide visual cues about expected behaviour)
-colour of walls and furnishings (avoid patterns and use low-arousal colours
such as cream)
-lighting (reduce fluorescent lighting, use blackout curtains or advise use of dark
glasses or increase natural light)
-noise levels (reduce external sounds or advise use of earplugs or ear defenders).
Where it is not possible to adjust or adapt the environment, consider varying the
duration or nature of any assessment or intervention (including taking regular breaks)
to limit the negative impact of the environment.
2D Adults with autism
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SR

1++

H

A2

2012 NICE Guidance recommends in order to effectively provide care and support for
adults with autism, the local autism multi-agency strategy group should include
representation from managers, commissioners and clinicians from adult services,
including mental health, learning disability, primary healthcare, social care, housing,
educational and employment services, the criminal justice system and the third sector.
There should be meaningful representation from people with autism and their families,
partners and carers.

SR

1++

H

A2

2012 NICE Guidance recommends in each area a specialist community-based
multidisciplinary team for adults with autism (the specialist autism team) should be
established. The membership should include:
-clinical psychologists
-nurses
-occupational therapists
-psychiatrists
-social workers
-speech and language therapists
-support staff (for example, staff supporting access to housing, educational and
employment services, financial advice, and personal and community safety skills).
2012 NICE Guidance recommends the specialist autism team should have a key role in the
delivery and coordination of:
-specialist diagnostic and assessment services
-specialist care and interventions
-advice and training to other health and social care professionals on the diagnosis,
assessment, care and interventions for adults with autism (as not all may be in the care of
a specialist team)
-support in accessing, and maintaining contact with, housing, educational and
employment services
-support to families, partners and carers where appropriate
-care and interventions for adults with autism living in specialist residential
accommodation
-training, support and consultation for staff who care for adults with autism in
residential and community settings.
2G Interventions for adults with autism

SR

1++

H

A2

SR

1++

H

A2

2012 NICE Guidance recommends when discussing and deciding on interventions with
adults with autism, consider:
-their experience of, and response to, previous interventions
-the nature and severity of their autism
-the extent of any associated functional impairment arising from the autism, a learning
disability or a mental or physical disorder
-the presence of any social or personal factors that may have a role in the development
or maintenance of any identified problem(s)
-the presence, nature, severity and duration of any coexisting disorders
-the identification of predisposing and possible precipitating factors that could lead to
crises if not addressed.

SR

1++

H

A2

2012 NICE Guidance recommends if a person with autism does not want their family,
partners or carer(s) to be involved in their care:
-give the family, partner or carer(s) verbal and written information about who they can
contact if they are concerned about the person's care
-bear in mind that people with autism may be ambivalent or negative towards their family
or partner. This may be for many different reasons, including a coexisting mental disorder
or prior experience of violence or abuse.
2F Local autism multi-agency strategy group and specialist autism team
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SR

1++

H

A2

SR

1++

H

A2

SR

1++

H

A2

SR

1++

H

A2

SR

1++

H

A2

SR

2++

M

A10

2012 NICE Guidance recommends when deciding on options for pharmacological
interventions for challenging behaviour or coexisting mental disorders in adults with
autism:
-be aware of the potential for greater sensitivity to side effects and idiosyncratic
responses in people with autism and
-consider starting with a low dose.

SR

1++

H

A2

2012 NICE Guidance recommends psychosocial interventions for the core symptoms
of autism, for adults with autism without a learning disability or with a mild to
moderate learning disability, who have identified problems with social interaction,
consider: -a group-based social learning programme focused on improving social
interaction -an individually delivered social learning programme for people who find
group-based activities difficult.

SR

1++

H

A2

2012 NICE Guidance recommends psychosocial interventions for the core symptoms
of autism, social learning programmes to improve social interaction should typically
include:
-modelling
-peer feedback (for group-based programmes) or individual feedback (for individually
delivered programmes)
-discussion and decision-making
-explicit rules

SR

1++

H

A2

2012 NICE Guidance recommends when discussing and deciding on care and
interventions with adults with autism, take into account the:
-increased propensity for elevated anxiety about decision-making in people with
autism -greater risk of altered sensitivity and unpredictable responses to medication environment, for example whether it is suitably adapted for people with autism, in
particular those with hyper- and/or hypo-sensory sensitivities
-presence and nature of hyper- and/or hypo-sensory sensitivities and how these might
impact on the delivery of the intervention
-importance of predictability, clarity, structure and routine for people with autism nature of support needed to access interventions.
2012 NICE Guidance recommends when discussing and deciding on interventions with
adults with autism, provide information about:
-the nature, content and duration of any proposed intervention
-the acceptability and tolerability of any proposed intervention
-possible interactions with any current interventions and possible side effects
-the implications for the continuing provision of any current
2012 NICE Guidance recommends for any intervention used in adults with autism, there
should be a regular review of:
-the benefits of the intervention, where feasible using a formal rating of the target
behaviour(s)
-any adverse events
-specific monitoring requirements of pharmacological interventions as highlighted by the
summary of product characteristics
-adherence to the intervention.
2012 NICE Guidance recommends not providing facilitated communication for adults with
autism.
2012 NICE Guidance recommends psychosocial interventions focused on life skills. For
adults with autism of all ranges of intellectual ability, who need help with activities of daily
living, consider a structured and predictable training programme based on behavioural
principles.
There is evidence to suggest telepractice is a promising service delivery approach in the
treatment of individuals with autism spectrum disorders (i.e. autism, Asperger’s or PDDNOS) that warrants additional research.
2H. Interventions for adults with autism and other risks
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-suggested strategies for dealing with socially difficult situations.
2012 NICE Guidance recommends for adults with autism without a learning disability
or with a mild to moderate learning disability, who have problems with anger and
aggression, offer an anger management intervention, adjusted to the needs of adults
with autism.

SR

1++

H

A2

2012 NICE Guidance recommends anger management interventions should typically
include:
-functional analysis of anger and anger-provoking situations
-coping-skills training and behaviour rehearsal
-relaxation training
-development of problem-solving skills.

SR

1++

H

A2

2012 NICE Guidance recommends for adults with autism without a learning disability
or with a mild learning disability, who are at risk of victimisation, consider antivictimisation interventions based on teaching decision-making and problem-solving
skills.

SR

1++

H

A2

2012 NICE Guidance recommends anti-victimisation interventions should typically
include:
-identifying and, where possible, modifying and developing decision-making skills in
situations associated with abuse
-developing personal safety skills.
2012 NICE Guidance recommends for adults with autism without a learning disability
or with a mild learning disability, who are having difficulty obtaining or maintaining
employment, consider an individual supported employment programme.

SR

1++

H

A2

SR

1++

H

A2

2012 NICE Guidance recommends that an individual supported employment
programme should typically include:
-help with writing CVs and job applications and preparing for interviews
-training for the identified work role and work-related behaviours
-carefully matching the person with autism with the job
-advice to employers about making reasonable adjustments to the workplace
-continuing support for the person after they start work
-support for the employer before and after the person starts work, including autism
awareness training.

SR

1++

H

A2

2012 NICE Guidance recommends before initiating other interventions for challenging
behaviour, address any identified factors that may trigger or maintain the behaviour by
offering:
-the appropriate care for physical disorders
-treatment for any coexisting mental disorders, including psychological and
pharmacological interventions, informed by existing NICE guidance
-interventions aimed at changing the physical or social environment (for example, who the
person lives with) when problems are identified, such as advice to the family, partner or
carer(s); changes or accommodations to the physical environment.
2012 NICE Guidance recommends when deciding on the nature and content of a
psychosocial intervention to address challenging behaviour, use a functional analysis.
The functional analysis should facilitate the targeting of interventions that address the
function(s) of problem behaviour(s) by:
-providing information, from a range of environments, on:
-factors that appear to trigger the behaviour
-the consequences of the behaviour
-identifying trends in behaviour occurrence, factors that may be evoking that
behaviour, and the needs that the person is attempting to meet by performing the
behaviour.
In addition to the functional analysis, base the choice of intervention(s) on:
-the nature and severity of the behaviour
-the person's physical needs and capabilities

SR

1++

H

A2

SR

1++

H

A2
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-the physical and social environment
-the capacity of staff and families, partners or carers to provide support
-the preferences of the person with autism and, where appropriate, their family,
partner or carer(s)
-past history of care and support.
2012 NICE Guidance recommends psychosocial interventions for challenging behaviour
should be based on behavioural principles and informed by a functional analysis of
behaviour.
Psychosocial interventions for challenging behaviour should include:
-clearly identified target behaviour(s)
-a focus on outcomes that are linked to quality of life
-assessment and modification of environmental factors that may contribute to initiating
or maintaining the behaviour
-a clearly defined intervention strategy
-a clear schedule of reinforcement, and capacity to offer reinforcement promptly and
contingently on demonstration of the desired behaviour
-a specified timescale to meet intervention goals (to promote modification of
intervention strategies that do not lead to change within a specified time)
-a systematic measure of the target behaviour(s) taken before and after the
intervention to ascertain whether the agreed outcomes are being met.

SR

1++

H

A2

2 0 1 2 N I C E G u i d a n c e r e c o m m e n d s t h a t s t a f f d e l i v e r i n g i n t e r v e n t i o n s fo r
c o e x i s t i n g m e n t a l d i s o rd e r s t o a d u l t s w i t h a u t i s m s h o u l d : - h a v e a n
u n d e r s t a n d i n g o f t h e co r e s y m p t o m s o f a u t i sm a n d t h e i r p o s s i b l e i mp a c t
o n t h e t r e a t m e n t o f c o e x i s t i n g m e n t a l d i s o r d e r s - c o n s i d e r se e k i n g
a d v i c e f r o m a sp e c i a l i st a u t i s m t e a m r e g a r d i n g d e l i ve r i n g a n d a d a p t i n g
these interventions for people with autism.

SR

1++

H

A2

2012 NICE Guidance recommends for psychosocial interventions for coexisting mental
disorders.
For adults with autism and coexisting mental disorders, offer psychosocial interventions
informed by existing NICE guidance for the specific disorder.

SR

1++

H

A2

SR

1++

H

A2

Adaptations to the method of delivery of cognitive and behavioural interventions for
adults with autism and coexisting common mental disorders should include:
-a more concrete and structured approach with a greater use of written and visual
information (which may include worksheets, thought bubbles, images and 'tool boxes') placing greater emphasis on changing behaviour, rather than cognitions, and using the
behaviour as the starting point for intervention
-making rules explicit and explaining their context
-using plain English and avoiding excessive use of metaphor, ambiguity and
hypothetical situations
-involving a family member, partner, carer or professional (if the person with autism
agrees) to support the implementation of an intervention
-maintaining the person's attention by offering regular breaks and incorporating
their special interests into therapy if possible (such as using computers to present
information).
2I. Local care pathways (developed by autism strategy group)
2012 NICE Guidance recommends that local care pathways should be developed to
promote implementation of key principles of good care. Pathways should be: negotiable, workable and understandable for adults with autism, their families, partners
and carers, and professionals
-accessible and acceptable to all people in need of the services served by the pathway responsive to the needs of adults with autism and their families, partners and carers integrated so that there are no barriers to movement between different levels of the
pathway
-outcome focused (including measures of quality, service user experience and harm)
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SR

1++

H

A2

SR

1++

H

A2

SR

1++

H

A2

2012 NICE Guidance recommends the autism strategy group should design local care
pathways that promote a range of evidence-based interventions at each step in the
pathway and support adults with autism in their choice of interventions.

SR

1++

H

A2

2012 NICE Guidance recommends the autism strategy group should design local care
pathways that respond promptly and effectively to the changing needs of all populations
served by the pathways. Pathways should have in place:
-clear and agreed goals for the services offered to adults with autism
-robust and effective means for measuring and evaluating the outcomes associated
with the agreed goals
-clear and agreed mechanisms for responding promptly to identified changes to
people's needs.

SR

1++

H

A2

2012 NICE Guidance recommends the autism strategy group should design local care
pathways that provide an integrated programme of care across all care settings.
Pathways should:
-minimise the need for transition between different services or providers -allow
services to be built around the pathway and not the pathway around the services establish clear links (including access and entry points) to other care pathways
(including those for physical healthcare needs)
-have designated staff who are responsible for the coordination of people's
engagement with the pathway
2J. Improving access to care for adults with autism

SR

1++

H

A2

2012 NICE Guidance recommends autism strategy groups should be responsible for
developing, managing and evaluating local care pathways. The group should appoint a
lead professional responsible for the local autism care pathway. The aims of the strategy
group should include:
-developing clear policy and protocols for the operation of the pathway
-ensuring the provision of multi-agency training about signs and symptoms of autism, and
training and support on the operation of the pathway
-making sure the relevant professionals (health, social care, housing, educational and
employment services and the third sector) are aware of the local autism pathway and
how to access services
-supporting the integrated delivery of services across all care settings
-supporting the smooth transition to adult services for young people going through the
pathway
-auditing and reviewing the performance of the pathway
2012 NICE Guidance recommends the autism strategy group should develop local care
pathways that promote access to services for all adults with autism, including:
-people with coexisting physical and mental disorders (including substance misuse)
-women
-people with learning disabilities
-older people
-people from black and minority ethnic groups
-transgender people
-homeless people
-people from the traveller community
-people in the criminal justice system
-parents with autism.
2012 NICE Guidance recommends when providing information about local care
pathways to adults with autism and their families, partners and carers, all professionals
should:
-take into account the person's knowledge and understanding of autism and its care and
management
-ensure that such information is appropriate to the communities using the pathway
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2012 NICE Guidance recommends for improving access to care, there should be a single
point of referral (including self-referral) to specialist services for adults with autism. Support
access to services and increase the uptake of interventions by:
-delivering assessment and interventions in a physical environment that is appropriate for
people with hyper- and/or hypo-sensory sensitivities
-changing the professional responsible for the person's care if a supportive and caring
relationship cannot be established.
-ensuring systems (for example, care coordination or case management) are in place to
provide for the overall coordination and continuity of care for adults with autism designating a professional to oversee the whole period of care (usually a member of the
primary healthcare team for those not in the care of a specialist autism team or mental
health or learning disability service
2K. Residential care for adults with autism

SR

1++

H

A2

2012 NICE Guidance recommends that if residential care is needed for adults with
autism it should usually be provided in small, local community-based units (of no
more than six people and with well-supported single person accommodation). The
environment should be structured to support and maintain a collaborative approach
between the person with autism and their family, partner or carer(s) for the
development and maintenance of interpersonal and community living skills.

SR

1++

H

A2

2012 NICE Guidance recommends residential care environments should include
activities that are:
-structured and purposeful
-designed to promote integration with the local community and use of local amenities clearly timetabled with daily, weekly and sequential programmes that promote choice and
autonomy.

SR

1++

H

A2

2012 NICE Guidance recommends residential care
environments should have: -designated areas for different
activities that provide visual cues about expected behaviour
-adaptations to the physical environment for people with
hyper- and/or hypo-sensory sensitivities -inside and outside
spaces where the person with autism can be alone.
2012 NICE Guidance recommends residential care staff should:
-understand the principles and attitudes underpinning the effective delivery of
residential care for adults with autism
-work in collaboration with health and community care staff from a range of specialist
services to support the delivery of a comprehensive care plan
-be trained in assessing and supporting the needs of adults with autism
-be consistent and predictable, but with some flexibility to allow change and choice -be
committed to involving families, partners and carers.

SR

1++

H

A2

SR

1++

H

A2
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Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence on the difficulties in identifying health needs among people with
learning disabilities and the potentially empowering or obstructive influence of third
parties on access to health care.

Study type

Theme 3: Interventions to identify health needs to support person centred care in the
community for people with special educational needs

R

2+

M

A3

SR

2++

M

A6

SR

2++

M

A6

Barriers to access identified within health services included problems with
communication, inadequate facilities, rigid procedures and lack of appropriate
interpersonal skills among mainstream health care professionals in caring for these
patients.

Evidence statements
Person-centred planning is a well-known and widely used approach to individual
program planning in the field of intellectual and developmental disabilities. Its purpose
is to develop collaborative supports focused on community presence, community
participation, positive relationships, respect, and competence.

Study Quality

Study type

Theme 4: Person-centred planning Interventions to support person centred care in the
community for people with special
educational needs

Appendix ID

Regarding the impact of health checks for people with intellectual disabilities, there is
evidence that health checks are effective in identifying previously unrecognised
health needs (including life-threatening conditions such as cancer, heart disease and
dementia).
Regarding the impact of health checks for people with intellectual disabilities there is
evidence to suggest that health checks consistently lead to targeted actions to address
health needs.

Evidence Strength

A number of innovations designed to improve access were identified, including a
communication aid, a prompt card to support general practitioners, health check
programmes and walk-in clinics.

R

2+

L

A4

SR

2++

M

A5

There is evidence to suggest that, overall, this planning has a positive, but moderate,
impact on personal outcomes for this population.
Regarding a family-centred, community-based system of services for children and youth
with special health care needs, critical characteristics of a system include coordination
of child and family services, effective communication among providers and the family,
family partnership in care provision, and flexibility.
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Most of the studies included in this systematic review suggest that there is an
association between ethnicity and mental health service utilisation.
The most consistent finding was that South Asian children, adolescents and adults with
intellectual disability (ID) in the UK had lower use of mental health services than White
British comparison groups.

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence that ethnic influences on mental health service utilisation were
identified, however understanding their significance and potential negative
consequences requires further investigation.

Study type

Theme 7: Ethnic influences on interventions to support person centred care in the
community for people with special educational needs

SR

2++

M

A7

SR

2++

M

A7

Evidence statements
Regarding training staff serving clients with intellectual disabilities, there is evidence of
important information relevant to further improvement of clinical practice:
(a) the combination of in-service with coaching-on-the-job is the most powerful format
(b) in in-service formats, one should use multiple techniques, and verbal feedback is
particularly recommended
(c) in coaching-on-the-job formats, verbal feedback should be part of the program, as
well as praise and correction. To maximize effectiveness, program developers should
carefully prepare training goals, training format, and training techniques, which will yield
a profit for clinical practice.
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MA

1+

M

Appendix ID

Evidence Strength

Study Quality

Study type

Theme 8: Interventions for staff serving clients with intellectual disabilities to support person
centred care in the community for people
with special educational needs

A8

Appen dix ID

Evidence Strength

Study Quality

Evidence statements
Regarding caring for older people with an intellectual disability, user view specific
findings relate to: concerns about accommodation; experiences of services; and
perceptions of aging; with a common underlying finding from all user focused themes
that of unmet need.

Study type

Theme 9: Interventions for older people to support person centred care in the community for
people with special educational needs

SR

2++

L

A9

Regarding caring for older people with an intellectual disability, carer specific findings
relate to: fear of the future; experiences of older carers; and planning for the future.

SR

2++

L

A9

Regarding caring for older people with an intellectual disability, services themes
reflect: the debate over specialist or generalist services as people age;
accommodation; retirement from day services; and staff

SR

2++

L

A9

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence regarding adults with intellectual disability that dispersed
housing appears to be superior to clustered housing on the majority of quality
indicators studied.

Study type

Theme 10: Living environment interventions to support person centred care in the community for people
with special educational needs

SR

2++

M

A11

There is evidence regarding adults with intellectual disability that clustered housing is
usually less expensive than dispersed housing but this is because it provides fewer staff
hours per person.
There is no evidence regarding adults with intellectual disability that clustered housing can
deliver the same quality of life as dispersed housing at a lower cost.

SR

2++

M

A11

SR

2++

VL

A11

There is evidence of the benefits of deinstitutionalization and community living for
people with intellectual disability.

SR

2++

M

A13

The only exception to this is that village communities for people with less severe
disabilities have some benefits; this is not, however, a model which can be feasibly
provided for everyone.

In 7 of 10 domains, the majority of studies show that community-based services are
superior to congregate arrangements.
Studies continue to indicate variability in results, suggesting that factors other than the
basic model of care are important in determining outcomes.
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MA

1+

M

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence that several biological, psychotherapeutic and contextual
interventions used alone or in combination, effectively reduce challenging behaviours
among persons with intellectual disabilities (ID).

Study type

Theme 11: interventions to reduce challenging behaviours to support person centred care in the community for
people with special educational needs

A12

4.3

Evidence of the effectiveness of interventions to support person centred care in
the community for people with disabilities

4.3.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence that from several studies that adults with cerebral palsy need
greater knowledge and understanding to enhance decision-making processes about
their health.

Study type

Theme 1: Interventions for people with cerebral palsy to support person centred care in the
community for people with disabilities

SR

2++

M

B1

There is evidence of knowledge for healthcare and social service providers who care for
adults with cerebral palsy to better understand how psychosocial health can be preserved
during the ageing process.

SR

2++

M

B1

There is evidence that psychosocial issues of concern to adults ageing with cerebral
palsy include the need for social support, self-acceptance and acceptance by others; the
need for accommodations in the workplace and the environment; and sense of
coherence of adults ageing with cerebral palsy.

SR

2++

M

B1

There is evidence regarding cerebral palsy and spina bifida, for 5 key elements that
support a positive transition to adult-centred health care: preparation, flexible
timing, care coordination, transition clinic visits, and interested adult-centred health
care providers. There was limited empirical evidence to support the impact of these
elements.

SR

2+

M

B14

There was 'strong evidence' that despite no change in the level of impairment, inpatient
multidisciplinary rehabilitation can produce short-term gains at the levels of activity
(disability) and participation for patients with multiple sclerosis.
For outpatient and home-based rehabilitation programmes there was 'limited evidence'
for short-term improvements in symptoms and disability with high intensity
programmes, which translated into improvement in participation and quality of life for
patients with multiple sclerosis.
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Evidence Strength

Study Quality

Evidence statements
There is evidence that multidisciplinary rehabilitation programmes do not change the level of
impairment, but can improve the experience of people with multiple sclerosis in terms of
activity and participation. Regular evaluation and assessment of these persons for
rehabilitation is recommended.

Study type

Theme 2: Interventions for people with multiple sclerosis to support person centred care in the
community for people with disabilities

SR

1++

M

B2

SR

1++

H

B2

SR

1++

M

B2

For low intensity programmes conducted over a longer period there was strong evidence
for longer-term gains in quality of life; and also limited evidence for benefits to carers for
patients with multiple sclerosis.
Although some studies reported potential for cost-savings, there is no convincing evidence
regarding the long-term cost-effectiveness of these programmes for patients with multiple
sclerosis.
It was not possible to suggest best 'dose' of therapy or supremacy of one therapy over
another for patients with multiple sclerosis.

SR

1++

H

B2

SR

1++

VL

B2

SR

1++

L

B2

SR

2++

M
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Evidence Strength

Study Quality

Evidence statements
There is evidence to support the importance of psychosocial factors as significant
predictors of pain and functioning in persons with physical disabilities.

Study type

Theme 3: Psychosocial factors as significant predictors for Interventions to support person centred care
in the community for people with disabilities

B3

Appendix ID

Evidence Strength

Study Quality

Evidence statements
Evidence exists that physical activity is beneficial for youth with developmental
disabilities.

Study type

Theme 4: Physical activity interventions to support person centred care in the community for people
with disabilities

SR

1+

H

B4

Strong evidence indicated that children and adolescents with developmental disabilities
derive health benefits from participation in group exercise programs, treadmill training, or
therapeutic riding/hippotherapy.

SR

1+

H

B4

Lesser levels of evidence indicated that health benefits might be present for adapted
skiing or aquatic programs.

SR

1+

L

B4

Documented benefits of physical activity for youth with developmental disorders include
improvements in aerobic capacity, improved gross motor function, and high levels of
participant/parent satisfaction.

SR

1+

M

B4

There is evidence that physical exercise therapy has a positive effect on mobility and
physical functioning. High-intensity exercise interventions seem to be somewhat
more effective in improving physical functioning than low-intensity exercise
interventions. These positive effects are of great value for older adults who are
already physically impaired.

MA

1+

M

B6

The effect on physical activity and quality of life was not evident and no definite
conclusions on the most effective type of physical exercise therapy intervention can be
drawn.
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There is evidence that progressive resistance strength training appears to be an
effective intervention to reduce physical disability in older adults (small effect size).
To maximise the effect, we suggest therapists use responsive outcome measures and
multi-component intervention approach.
The study applied wide inclusion criteria of trial participants, which lends support to the
external validity of the results to the clinical as well as the community population.
There is evidence regarding progressive resistance strength training to reduce physical
disability in older adults that in order to accommodate to the clinical population,
therapist should start with low intensity and slowly progress the intensity to moderate
or high.

MA

1+

M

B11

MA

1+

M

B11

MA

1+

M

B11

MA

1+

M

B11

The other is to consider using a multi-component intervention that includes contextual
factors which may increase the effect to reduce physical disability. However, the
effectiveness of a multi-component programme on physical disability in older adults needs
to be established by future meta-analyses o existing evidence.
There is evidence regarding progressive resistance strength training to reduce physical
disability in older adults that during the PRT exercise, the therapists need to monitor
possible adverse event cautiously and adjust the programme accordingly.

Evidence statements
There is evidence to suggest that telecounseling is an effective treatment modality for
adults adjusting to a physical disability; however, further trials are needed to establish the
long term psychosocial benefits.
Significant improvements in coping skills and strategies, community integration
and depression were observed immediately after telecounseling, with modest
improvements in quality of life maintained at 12 months post-intervention.
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Study Quality

Study type

Theme 5:Telecounseling Interventions to support
person centred care in the community for people
with disabilities

Appendix ID

There is evidence regarding progressive resistance strength training to reduce physical
disability in older adults that therapists could apply two strategies to increase the effect.
One strategy is to apply disease specific measures to assess the outcome, which are more
responsive to the change.

Evidence Strength

To attain the benefits of PRT, the exercise frequency should be two to three times a
week and last for at least 6 weeks after the target intensity is reached.

MA

1+

M

B5

MA

1+

M

B5

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 6: Home environment interventions to support person centred care in the community for people with
disabilities

There is evidence that a relationship between home environments and disabilityrelated outcomes for older adults exists.

R

2+

L

B7

There is evidence based on randomized controlled trials that shows that improving
home environments enhances functional ability outcomes but not so much fallsrelated outcomes.

R

2+

M

B7

Considerable evidence exists that supports the role of home environments in the
disablement process, but there are also inconsistencies in findings across studies.

R

2+

M

B7

There is evidence to indicate that personal assistance may have some benefits for some
adults with physical impairments and may benefit caregivers.

SR

2++

L

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 7:Personal assistance interventions to support person centred care in the community for people with
disabilities

B8

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 8: Interventions for children and youth with special health care needs to support person centred care in
the community for people with disabilities

There is evidence that critical characteristics of a system of services for children and
youth with special health care needs (CYSHCN) as a family-centred network of
community-based services designed to promote the healthy development and wellbeing of these children and their families include coordination of child and family
services, effective communication among providers and the family, family partnership
in care provision, and flexibility.

SR

2++

M

B9

Implement a community-based system of services for children and youth with special
health care needs; this requires changes at both the macro and micro levels of society.

SR

2++

M

B9

The macro level includes agency-level (federal, state, and local) constituents. The
main responsibilities of this level relate to organizing and financing services through
coordinating eligibility determination, enabling flexible funding streams, and providing
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clear programmatic responsibility and accountability for service provision. Entities
involved at this level, in addition to the Social Security Administration and the Maternal
and Child Health Bureau (MCHB), include (but are not limited to) federal and state
Medicaid agencies, private health insurers, public and private mental health and
substance abuse providers, the Supplemental Security Income program, public
education (including early intervention and special education through the Individuals
with Disabilities Education Act), juvenile justice, and the social service system.
Developing a system of services at the macro level requires (1) standardized
eligibility protocols developed jointly by the federal and state agencies contributing
funds to the system; (2) legal and accounting mechanisms or vessels for blending
(flexible use) funding streams; (3) development of cost-sharing mechanisms to
allocate costs fairly among families, private insurers, government, and other payers;
(4) measures to eliminate duplication of effort based on resource allocation
procedures developed through intergovernmental agreements; and (5) a flexible
point of entry such that a family need only apply once, with this application
appropriate for all needed services. The methods to accomplish these goals include
interagency agreements at the federal, state, and local levels; waivers of program
rules or legislative changes; institutional flexibility to enhance the ability of
organizations to meet family needs; and overall federal support.
Implement a community-based system of services for children and youth with special
health care needs; this requires changes at both the macro and micro levels of society.

SR

2++

M

B9

SR

2++

M

B12

Micro level includes community-level service systems. Families, physicians, other health
care providers, local schools, public transportation, and social service providers are
among the entities involved at this level. Although families will receive most services
close to home, some specialized or rarely accessed services may be more centralized.
The goals at the micro level include the creation of operational interagency collaborative
relationships such that families’ access services when they need them. The creation of
community grants or other incentives to encourage coordination across delivery
agencies and providers, including the medical home, could facilitate these
arrangements. A local governing or organizing structure could also help achieve this
goal. The governing structures could be tailored to local customs and needs, but
operate under broad state and federal guidelines to ensure accountability and
universality of access to system resources.
Families should view the services they receive as available and affordable and as
comprehensive, seamless, and without barriers to coordination and access. Service
providers should see reduced duplication and overlap, greater communication among
key players and stakeholders, streamlined eligibility processes, and greater flexibility in
the use of program resources. Characteristics of services should also include high
quality (including safety and timeliness), cost-effectiveness, and equity in access.
There is evidence regarding intervention programmes for children from birth to nine
years who have a physical disability that positive outcomes for both children and families
have resulted from early intervention. However, methodological limitations hamper a
more rigorous analysis of findings across studies.
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SR

2++

M
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Evidence Strength

Study Quality

Evidence statements
There is evidence that for chronic musculoskeletal pain disorders that an educational
strategy addressing neurophysiology and neurobiology of pain can have a positive effect
on pain, disability, catastrophization, and physical performance.

Study type

Theme 9: Musculoskeletal pain disorders interventions to support person centred care in the
community for people with disabilities

B10

There is evidence that decisions on the cost-effectiveness of bilateral cochlear implants
should take into account the high degree of uncertainty within the model regarding the
probable utility gain.
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Evidence Strength

Study Quality

Evidence statements
There is evidence that unilateral cochlear implantation is safe and effective for adults and
children and likely to be cost-effective in profoundly deaf adults and profoundly and
prelingually deaf children.

Study type

Theme 10: Interventions for deaf people to support person centred care in the community for people
with disabilities

SR

2+

M

B13

SR

2+

M

B13

4.4

Evidence of the effectiveness of interventions to support person centred care in
the community for people with long term conditions

4.4.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

The following evidence statements set out effective interventions that have been identified in the scientific
literature.

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 1: interventions for Employees on long-term sickness absence or recurrent short or long term
sickness absence to support person centred care in the community for people with long term conditions

2009 NICE Guidance regarding employees on long-term sickness absence or
recurrent short or long term sickness absence (particularly musculoskeletal disorders
or mental health problems), recommends that employers should identify someone
who is suitably trained and impartial to undertake initial enquiries with the relevant
employees to:
-determine the reason for the sickness and their prognosis for returning to work and if they
have any perceived (or actual) barriers to returning to work (including the need for
workplace adjustments)
-decide on the options for returning to work and jointly agree what, if any, action is
required to prepare for this.

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends that if following initial enquiries action is required, consider
identifying:
-whether or not a detailed assessment is needed to determine what interventions and
services are required and to develop a return-to-work plan
-whether or not a case worker/s is needed to coordinate a detailed assessment, deliver any
proposed interventions or produce a return-to-work plan.
-If necessary, appoint a case worker/s

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Coordinate and support the delivery of any planned health, occupational or
rehabilitation interventions or services and any return-to-work plan developed following
initial enquiries or the detailed assessment. People who have a poor prognosis for
returning to work are likely to benefit most from more 'intensive' interventions and
services; those with a good prognosis are likely to benefit from 'light' or less intense
interventions and services.

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends: Where necessary, arrange for a referral to relevant
specialists or services.

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Where necessary, employers should appoint a case worker/s to coordinate referral for, and
delivery of any required interventions and services. This includes delivery of the return-towork plan.

SR

1++

H

C1
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2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Ensure employees are consulted and jointly agree all planned health, occupational or
rehabilitation interventions or services and the return-to-work plan

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Encourage employees to contact their GP or occupational health service for further
advice and support as needed.

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Consider offering people who have a poor prognosis for returning to work an 'intensive'
programme of interventions. For example, offer a programme of multi-disciplinary
interventions over several weeks combined with usual care and treatment. Examples may
include one or more of the following:
-CBT or education and training on physical and mental coping strategies for work and
everyday activities (this may be combined with exercise programmes)
-counselling about a return to work
-workplace modifications
-referral to physiotherapy services or vocational rehabilitation (including training).

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Consider offering more intensive, specialist input when there is recurring long-term
sickness absence or repeat episodes of short-term sickness absence.

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Consider offering 'light' or less intense interventions, along with usual care and
treatment, to those with a good prognosis for returning to work.

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Ensure psychological interventions and services are evidence-based. Also ensure they are
delivered by suitably trained and experienced practitioners.

SR

1++

H

C1

2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Consider helping people to develop problem solving and coping strategies using evidencebased psychological interventions. The aim is to overcome any barriers they have to
returning to work and to support them to return. Examples which have been proven to be
effective for certain groups and conditions include:
-women with musculoskeletal pain: CBT in small groups (involving 5–6 people), with
one-to-one telephone follow-up
-men and women with stress-related conditions: CBT and contact with the employer -men
and women experiencing low back pain: CBT in small groups (involving 5–6 people)
combined with one-to-one sessions of behavioural-graded activity and liaison with the
workplace to discuss a return-to-work plan
-men and women with psychological or musculoskeletal problems: solution-focused
group sessions
-men and women with whiplash injuries: progressive goal attainment programmes
combined with physiotherapy or multimodal programmes

SR

1++

H

C1
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2009 NICE Guidance regarding employees on long-term sickness absence or recurrent
short or long term sickness absence (particularly musculoskeletal disorders or mental
health problems), recommends:
Consider providing a multi-disciplinary back management programme to help
employees with this condition return to work, a programme could comprise:
-one intensive session covering attitudes to health, structure and function of the back and
posture and the link to symptoms, stress and coping strategies, posture exercises and
relaxation training
-optional sessions to recap on learning and to discuss the experience of putting it into
practice.

SR

1++

H

C1

2009 NICE Guidance regarding people with health problems who are unemployed and
claiming incapacity benefit or ESA, recommends commissioning an integrated
programme to help claimants enter or return to work (paid or unpaid). The programme
should include a combination of interventions such as:
-an interview with a trained adviser to discuss the help they need to return to work
-vocational training, including that offered by 'New deal for disabled people' (for example,
help producing a curriculum vitae, interview training and help to find a job or a work
placement)
-a condition management component run by local health providers to help people
manage their health condition
-financial measures to motivate them to return to work (such as return-to-work credit)
-support before and after returning to work: this may include one or more of the
following: mentoring, a job coach, occupational health support or financial advice.
Evaluate the programme (including any specific components).
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SR

1++

H
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Evidence Strength

Study Quality

Evidence statements

Study type

Theme 2: interventions for unemployed people that claiming incapacity benefit or ESA to support person
centred care in the community for people with long term conditions

C1

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is an increasing evidence base for patient-centred care which is about sharing the
management of an illness between patient and doctor; especially for chronic problems such
as diabetes, asthma and arthritis.

Study type

Theme 3: Patient-centred care interventions to support person centred care in the community for people with
long term conditions

R

2+

M

C9

There is evidence that patient-centred care results in increased adherence to
management protocols reduced morbidity and improved quality of life for patients.

R

2+

M

C9

There is evidence that key features of the doctor-patient interaction are shared goal
setting, written management plans and regular follow-up.

R

2+

M

C9

There is evidence that supportive community-based services and programs, combined with
healthcare system commitment, are also required to make the patient-centred care
approach effective in improving population health.

R

2+

M

C9

There is some evidence that patient-centred approaches can increase patient satisfaction,
engagement and task orientation, reduce anxiety and improve quality of life, as well as
increase doctor satisfaction.
Outcomes such as these have also been shown in adults with diabetes undergoing patientcentred interventions and can be produced without lengthening consultations, especially if
a team approach to management (involving doctors and other healthcare professionals) is
developed.
There is some evidence that patient-centred care is more efficient resulting in fewer
diagnostic tests and unnecessary referrals.
Evidence supports individual components of patient centred care, such as selfmanagement training which has been shown to benefit adults with diabetes.

R

2+

M

C9

R

2+

M

C9

R

2+

M

C9

Patient education programs that are integrated into patient-centred care are likely
to be even more effective than programs delivered independently of primary-care
professionals.

R

2+

M

C9

Comprehensive asthma self-management programs have also been shown to reduce
hospital attendances and admissions, asthma symptoms and time off work or school.
Information-only asthma education (provision of a video, pamphlet or guide alone)
may be ineffective.

R

2+

M

C9

There is also good evidence for patient-centred care having a favourable impact on other
chronic health problems, including chronic musculoskeletal conditions as well as some
evidence for it improving management of hypertension.
Principles of patient-centred care:
-Explore patient “cognitions” (what they think, believe and expect and their confidence
about their disease management).
-Explore the social supports, social and family influences and physical environment in
which people live, which may influence their health and illness.
-Apply the principles of behaviour change: discuss the disease management plan,
individualise patient education, and plan for change to occur in stages.
-Work with teams of healthcare providers, community agencies and support groups.

R

2+

M

C9

R

2+

M

C9
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Evidence Strength

Study Quality

Evidence statements

Study type

Theme 4: Information technology chronic illness care interventions to support person centred care
in the community for people with long term conditions

There is evidence that interventions that contain at least 1 chronic care model (CCM) element
improve clinical outcomes and processes of care, and to a lesser extent, quality of life for
patients with chronic illnesses.

MA

1-

M

C26

There is evidence of a positive impact of specific health information technology
components on chronic illness care.
Components closely correlated with positive experimental results were connection to an
electronic medical record, computerized prompts, population management (including
reports and feedback), specialized decision support, electronic scheduling, and personal
health records.

SR

2++

M

C22

There is evidence regarding health information technology in chronic illness care, that
barriers identified included costs, data privacy and security concerns, and failure to
consider workflow.

SR

2++

M

C22

There is evidence that specific informatics strategies have the potential to improve care for
chronic illness. Software to implement these strategies should be developed, and rigorously
evaluated within the context of organizational efforts to improve care.

SR

2++

M

C23

An expert panel agreed that informatics to improve care for chronic illness should be
patient-centred, focused on improving outcomes, and provide support for illness selfmanagement. They concurred that outcomes should be routinely assessed, provided
to clinicians during the clinical encounter, and used for population-based care
management.
There is evidence regarding information technology to support improved care for
chronic illness to recommend that interactive, sequential, disorder-specific treatment
pathways be implemented to quickly provide clinicians with patient clinical status,
treatment history, and decision support.

SR

2++

M

C23

SR

2++

M

C23

The high benefit from therapeutic patient education (TPE) was shown by articles with
detailed description of educational intervention as well as by those who report
multidimensional and multidisciplinary educational intervention.
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SR

2++

M

Appen dix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence regarding the efficacy of therapeutic patient education in chronic
diseases and obesity that patient education could improve patient outcomes.

Study type

Theme 5: Therapeutic patient education interventions to support person centred care in the
community for people with long term conditions

C20

Study Quality

MA

1+

M

C27

MA

1+

M

C27

Appendix ID

Study type

Evidence statements
There is evidence to suggest that disease management programs are more effective
economically with severely ill enrolees.

Evidence Strength

Theme 6: Disease management interventions to support person centred care in the community for people
with long term conditions

The findings can be generalized, which may assist health care policy makers and
practitioners in addressing the issue of providing economically effective care for the
growing number of individuals with chronic illness.
There is evidence to suggest that chronic disease program interventions are most
economically effective when coordinated with the overall level of disease severity.
The findings can be generalized, which may assist health care policy makers and
practitioners in addressing the issue of providing economically effective care for the
growing number of individuals with chronic illness.

Study Quality

MA

1+

M

C6

There is evidence regarding effects of interventions involving the family in the
treatment of adult patients with chronic physical diseases, of a tendency towards
higher effects in favour of relationship-focused family interventions compared to
educational interventions.

MA

1+

M

C6

There is evidence to suggest that future interventions aiming to improve chronic illness
outcomes should emphasize increased family use of attentive coping techniques and family
support for the patient's autonomous motivation.

SR

2++

M

C29

There is evidence regarding the impact of family behaviours and communication
patterns on chronic illness outcomes that family emphasis on self-reliance and personal
achievement, family cohesion, and attentive responses to symptoms were associated
with better patient outcomes.

SR

2++

M

C29

There is evidence regarding the impact of family behaviours and communication
patterns on chronic illness outcomes that critical, overprotective, controlling, and
distracting family responses to illness management were associated with negative
patient outcomes.

SR

2++

M

C29

Evidence statements
There is evidence that psychosocial- interventions involving family members in the
treatment of chronic physical diseases have positive effects on the health outcome for
both the patient and his/her family.

Appendix ID

Study type

Evidence Strength

Theme 7: Family interventions to support person centred care in the community for people with long
term conditions

Family involvement resulted in significantly better health than standard treatment for all
outcomes. Overall, the effects were not large, but they were broad, significant and stable
over a long period of time.
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SR

1+

M

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence that exercise reduces depressive symptoms among patients with a
chronic illness. Patients with depressive symptoms indicative of mild-to-moderate
depression and for whom exercise training improves function-related outcomes achieve
the largest antidepressant effects.

Study type

Theme 8: exercise interventions to support person centred care in the community for people with long
term conditions

C18

66

Study Quality

RCT

1+

L

C7

MA

1+

M

C8

Appendix ID

Study type

Evidence statements
There is evidence regarding cardiovascular medication adherence of a trend toward
better adherence by refill records with an intervention of enhanced in-hospital
counselling, attention to adherence barriers, communication of discharge medications
to community pharmacists and physicians, and ongoing assessment of adherence by
community pharmacists compared to usual care of discharge counselling and a letter
to the community physician.
There is evidence that pharmacist-provided direct patient care has favourable effects across
various patient outcomes, health care settings, and disease states. Incorporating
pharmacists as health care team members in direct patient care is a viable solution to help
improve health care.
Favourable results were found in therapeutic and safety outcomes, and meta-analyses
conducted for haemoglobin A1c, LDL cholesterol, blood pressure, and adverse drug
events were significant favouring pharmacists' direct patient care over comparative
services.
Results for humanistic outcomes were favourable with variability. Medication adherence,
patient knowledge, and quality of life-general health meta-analyses were significant
favouring pharmacists' direct patient care.

Evidence Strength

Theme 9: Medication interventions to support person centred care in the community for people with long
term conditions

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 10: nurse-led care interventions in the management of acute and chronic pain to support
person centred care in the community for people with long term conditions

There is evidence regarding the impact and effectiveness of nurse-led care in the
management of acute and chronic pain that nurses play key roles in the diverse range of
models of care that exist in acute and chronic pain.

SR

2++

M

C21

There is evidence regarding the impact and effectiveness of nurse-led care in the
management of acute and chronic pain that education programmes delivered by
specialist nurses can improve the assessment and documentation of acute and chronic
pain.

SR

2++

M

C21

There is evidence regarding the impact and effectiveness of nurse-led care in the
management of acute and chronic pain that educational interventions and the use of
protocols by specialist nurses can improve patients understanding of their condition and
improve pain control.

SR

2++

M

C21

There is evidence regarding the impact and effectiveness of nurse-led care in the
management of acute and chronic pain that acute pain teams, led by nurses, can
reduce pain intensity and are cost effective.

SR

2++

M

C21

Appen dix ID

Evidence Strength

Study Quality

Evidence statements
There is some evidence that integrated and coordinated care guided by a navigator, using a
variety of interventions such as care plans and treatment goals, is beneficial for chronically
ill older adults transitioning across care settings.

Study type

Theme 11: Integrated care interventions to support person centred care in the community for people with
long term conditions

SR

2++

M

C24

There is evidence that integrated care programmes for chronically ill patients seemed to
have positive effects on the quality of care.

SR

1+

M

C25

There is evidence that integrated care programmes have widely varying definitions
and components and failure to recognize these variations leads to inappropriate
conclusions about the effectiveness of these programmes and to inappropriate
application of research results.

SR

1+

M

C25

To compare programmes and better understand the (cost) effectiveness of the
programmes, consistent definitions must be used and component interventions must be
well described.
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Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 12: outreach interventions to support person centred care in the community for people with long
term conditions

There is evidence to support the hypothesis that specialist outreach can improve
access, outcomes and service use, especially when delivered as part of a
multifaceted intervention.

SR

2++

M

C28

There is evidence that the benefits of simple outreach models in urban nondisadvantaged settings seem small.

SR

2++

M

C28

There is evidence that simple 'shifted outpatients' styles of specialist outreach were
shown to improve access, but there was no evidence of impact on health outcomes.

SR

2++

M

C28

There is evidence that specialist outreach as part of more complex multifaceted
interventions involving collaboration with primary care, education or other services
was associated with improved health outcomes, more efficient and guidelineconsistent care, and less use of inpatient services.

SR

2++

M

C28

There is evidence that the additional costs of outreach may be balanced by improved
health outcomes.

SR

2++

M

C28

Evidence statements
There is evidence that critical illness and intensive care unit care influence a wide range of
long-term patient outcomes, with some impairments persisting for 5-15 yrs. Impaired
pulmonary function, greater healthcare utilization, and increased mortality are observed in
intensive care survivors.

Appendix ID

Evidence Strength

Study Quality

Study type

Theme 13: interventions for people with critical illness and intensive care units to support person centred
care in the community for people with long term
conditions

R

2++

M

C16

There is evidence that long-term complications of critical care commonly include
neuromuscular weakness and impairments in both physical function and related aspects of
quality of life and may be long-lasting. These complications may be reduced by
multidisciplinary physical rehabilitation initiated early and continued throughout the intensive
care unit care stay and by providing patient education for self-rehabilitation after hospital
discharge.

R

2++

M

C16

There is evidence that long-term complications of critical care commonly include
neuropsychiatric complications, including cognitive impairment and symptoms of
depression and posttraumatic stress disorder, are frequently associated with intensive
care unit sedation, delirium or delusional memories, and long-term impairments in
quality of life.

R

2++

M

C16

Evidence based management suggestions include: preventing hypoglycaemia for
depression, limit use of sedation for post-traumatic stress disorder, delirium
prevention and hypoglycaemia prevention for cognitive complications (including
memory, attention and executive function), handbook for self-guided rehabilitation
for quality of life.
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Evidence Strength

Study Quality

Evidence statements

Study type

Theme 14: interventions for people with dementia to support person centred care in the community for
people with long term conditions

2006 NICE Guidance regarding people with dementia recommends that health and social
care staff should aim to promote and maintain the independence, including mobility, of
people with dementia. Care plans should address activities of daily living
(ADLs) that maximise independent activity, enhance function, adapt and develop skills,
and minimise the need for support. When writing care plans, the varying needs of
people with different types of dementia should be addressed. Care plans should always
include:
-consistent and stable staffing
-retaining a familiar environment
-minimising relocations
-flexibility to accommodate fluctuating abilities
-assessment and care-planning advice regarding ADLs, and ADL skill training from an
occupational therapist
-assessment and care-planning advice about independent toileting skills; if incontinence
occurs all possible causes should be assessed and relevant treatments tried before
concluding that it is permanent
-environmental modifications to aid independent functioning, including assistive
technology, with advice from an occupational therapist and/or clinical psychologist
-physical exercise, with assessment and advice from a physiotherapist when needed
-support for people to go at their own pace and participate in activities they enjoy.

SR

1++

H

C2

2006 NICE Guidance regarding people with dementia recommends that people with
mild-to-moderate dementia of all types should be given the opportunity to participate
in a structured group cognitive stimulation programme. This should be commissioned
and provided by a range of health and social care staff with appropriate training and
supervision, and offered irrespective of any drug prescribed for the treatment of
cognitive symptoms of dementia.

SR

1++

H

C2

2006 NICE Guidance regarding people with dementia recommends for people with all
types and severities of dementia who have comorbid agitation, consideration should be
given to providing access to interventions tailored to the person's preferences, skills and
abilities. Because people may respond better to one treatment than another, the
response to each modality should be monitored and the care plan adapted accordingly.
Approaches that may be considered, depending on availability, include:
-aromatherapy
-multisensory stimulation
-therapeutic use of music and/or dancing
-animal-assisted therapy
-massage.
These interventions may be delivered by a range of health and social care staff and
volunteers, with appropriate training and supervision. The voluntary sector has a particular
role to play in delivering these approaches. Health and social care staff in the
NHS and social care, including care homes, should work together to ensure that
some of these options are available, because there is some evidence of their clinical
effectiveness.

SR

1++

H

C2
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2006 NICE Guidance regarding people with dementia recommends for people with
dementia who have depression and/or anxiety, cognitive behavioural therapy,
which may involve the active participation of their carers, may be considered as
part of treatment.

SR

1++

H

C2

2006 NICE Guidance regarding people with dementia recommends that a range of tailored
interventions, such as reminiscence therapy, multisensory stimulation, animal-assisted
therapy and exercise, should be available for people with dementia who have depression
and/or anxiety.

SR

1++

H

C2

2006 NICE Guidance regarding people with dementia recommends that if language or
acquired language impairment is a barrier to accessing or understanding services, treatment
and care, health and social care professionals should provide the person with dementia
and/or their carer with:
-information in the preferred language and/or in an accessible format
-independent interpreters
-psychological interventions in the preferred language.

SR

1++

H

C2

2006 NICE Guidance regarding people with dementia recommends health and social care
managers should coordinate and integrate working across all agencies involved in the
treatment and care of people with dementia and their carers, including jointly agreeing
written policies and procedures. Joint planning should include local service users and
carers in order to highlight and address problems specific to each locality.

SR

1++

H

C2

Health and social care professionals should ensure that people with dementia and their
carers are given up-to-date information on local arrangements (including inter-agency
working) for health and social care, including the independent and voluntary sectors, and
on how to access such services.

Evidence statements
2009 NICE Guidance regarding depression in adults with chronic physical health
problems recommends for all known and suspected presentations of depression:
Assessment, support, psycho-education, active monitoring and referral for further
assessment and interventions.

Appendix ID

Evidence Strength

Study Quality

Study type

Theme 15: interventions for adults with chronic physical health and depression to support person centred
care in the community for people with long term
conditions

SR

1++

H

C3

2009 NICE Guidance regarding depression in adults with chronic physical health
problems recommends for persistent sub-threshold depressive symptoms; mild to
moderate depression: Low-intensity psychosocial interventions, psychological
interventions, medication and referral for further assessment and interventions.

SR

1++

H

C3

2009 NICE Guidance regarding depression in adults with chronic physical health
problems recommends for persistent sub-threshold depressive symptoms or mild to
moderate depression with inadequate response to initial interventions; moderate and
severe depression: medication, high-intensity psychological interventions, combined
treatments, collaborative care and referral for further assessment and interventions.

SR

1++

H

C3
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2009 NICE Guidance regarding depression in adults with chronic physical health
problems recommends for severe and complex depression; risk to life; severe selfneglect: medication, high-intensity psychological interventions, electroconvulsive
therapy, crisis service, combined treatments, multi-professional and inpatient care.

SR

1++

H

C3

Study Quality

SR

1++

H

C4

SR

1++

H

C4

2012 NICE Guidance regarding epilepsy recommends that psychological interventions
may be used as adjunctive therapy. They have not been proven to affect seizure
frequency and are not an alternative to pharmacological treatment.

SR

1++

H

C4

2012 NICE Guidance regarding epilepsy recommends referring children and young
people with epilepsy whose seizures have not responded to appropriate AEDs to a

SR

1++

H

C4

Evidence statements
2012 NICE Guidance regarding epilepsy recommends that psychological interventions

Appendix ID

Study type

Evidence Strength

Theme 16: interventions for people with epilepsy to support person centred care in the community
for people with long term conditions

(relaxation, cognitive behaviour therapy, biofeedback) may be used in conjunction with
AED therapy in adults where either the person or the specialist considers seizure
control to be inadequate with optimal AED therapy. This approach may be associated
with an improved quality of life in some people.
2012 NICE Guidance regarding epilepsy recommends that psychological interventions

(relaxation, cognitive behaviour therapy) may be used in children and young people with
drug-resistant focal epilepsy.

tertiary paediatric epilepsy specialist for consideration of the use of a ketogenic diet.

Study Quality

SR

1++

H

C5

SR

1++

H

C5

SR

1++

H

C5

Appendix ID

Study type

Evidence statements
2009 NICE Guidance regarding rheumatoid arthritis recommends that people with
RA should have ongoing access to a multidisciplinary team. This should provide the

Evidence Strength

Theme 17: interventions for people with rheumatoid arthritis to support person centred care in the
community for people with long term conditions

opportunity for periodic assessments of the effect of the disease on their lives (such
as pain, fatigue, everyday activities, mobility, ability to work or take part in social or
leisure activities, quality of life, mood, impact on sexual relationships) and help to
manage the condition.
People with RA should have access to a named member of the multidisciplinary team who
is responsible for coordinating their care.
2009 NICE Guidance regarding rheumatoid arthritis recommends that people with RA

should have access to specialist physiotherapy, with periodic to:
-improve general fitness and encourage regular exercise
-learn exercises for enhancing joint flexibility, muscle strength and managing other
functional impairments
-learn about the short-term pain relief provided by methods such as transcutaneous
electrical nerve stimulators [TENS] and wax baths.
2009 NICE Guidance regarding rheumatoid arthritis recommends that people with RA

should have access to specialist occupational therapy, with periodic review if they have
difficulties with any of their everyday activities, or problems with hand function.
71

2009 NICE Guidance regarding rheumatoid arthritis recommends offering psychological
interventions (for example, relaxation, stress management and cognitive coping skills) to
help people with RA adjust to living with their condition.

SR

1++

H

C5

2009 NICE Guidance regarding rheumatoid arthritis recommends that all people with RA
and foot problems should have access to a podiatrist for assessment and periodic review
of their foot health needs.

SR

1++

H

C5

2009 NICE Guidance regarding rheumatoid arthritis recommends functional insoles and
therapeutic footwear should be available for all people with RA if indicated.

SR

1++

H

C5

2009 NICE Guidance regarding rheumatoid arthritis recommends offering people with
satisfactorily controlled established RA review appointments at a frequency and location
suitable to their needs. In addition, make sure they:
-have access to additional visits for disease flares,
-know when and how to get rapid access to specialist care, and
-have ongoing drug monitoring.
2009 NICE Guidance regarding rheumatoid arthritis recommends informing people with
RA who wish to experiment with their diet that there is no strong evidence that their
arthritis will benefit. However, they could be encouraged to follow the principles of a
Mediterranean diet (more bread, fruit, vegetables and fish; less meat; and replace
butter and cheese with products based on vegetable and plant oils).

SR

1++

H

C5

SR

1++

H

C5

2009 NICE Guidance regarding rheumatoid arthritis recommends informing people with RA
who wish to try complementary therapies that although some may provide short-term
symptomatic benefit, there is little or no evidence for their long-term efficacy.

SR

1++

H

C5

2009 NICE Guidance regarding rheumatoid arthritis recommends that if a person with RA
decides to try complementary therapies, advise them:
-these approaches should not replace conventional treatment
-this should not prejudice the attitudes of members of the multidisciplinary team, or
affect the care offered.

SR

1++

H

C5

The reviews of rheumatoid arthritis, stroke and elderly people showed evidence of the
efficacy of OT in increasing functional abilities. Positive results were presented for quality of
life and social participation in elderly people and stroke respectively.
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SR

1+

M
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Evidence Strength

Study Quality

Evidence statements
There is evidence that elderly people and people with stroke or rheumatoid arthritis can
expect to benefit from comprehensive occupational therapy (OT).

Study type

Theme 18: Occupational therapy interventions to support person centred care in the community for
people with long term conditions

C17

There is evidence regarding the transition between paediatric and adult healthcare for
young people with chronic illness or disability that the most commonly used strategies in
successful programmes involving patients with diabetes mellitus were patient education and
specific transition clinics (either jointly staffed by paediatric and adult physicians or
dedicated young adult clinics within adult services).

SR

2++

M

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 19: interventions supporting the transition between paediatric and adult healthcare to support
person centred care in the community for people with long term conditions

C12

It is not clear how generalisable these successful studies in diabetes mellitus will be to
other conditions.

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is limited evidence on the care of patients with multi-morbidity, despite the
prevalence of multi-morbidity and its impact on patients and healthcare systems.
Interventions to date have had mixed effects, although are likely to be more effective if
targeted at risk factors or specific functional difficulties.

Study type

Theme 20: Interventions for people with multi-morbidity to support person centred care in the
community for people with long term conditions

SR

1++

M

C15

There is qualitative evidence regarding providing care to older people (aged over 65)
with multi-morbid chronic conditions that access to case management services had a
positive impact on the patient, the carer and the healthcare staff particularly the
General Practitioner. In contrast more robust quantitative data does not demonstrate a
significant impact on emergency admissions, bed days, nor costs.

SR

2++

M

C19

There is limited evidence to suggest that interventions for improving outcomes in
patients with multi-morbidity in primary care and community settings have had mixed
effects but have shown a tendency to improve prescribing and medication adherence,
particularly if interventions can be targeted at risk factors or specific functional
difficulties in people with co-morbid conditions or multi-morbidity.

SR

1++

M

C14
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4.5

Evidence of the effectiveness of interventions to support self-management for
people with long term conditions

4.5.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is a growing evidence base for how self-management support for chronic
conditions can be integrated into routine health care.

Study type

Theme 1: Delivery style and content of interventions to support self-management for people with long
term conditions

R

2+

M

D5

There is evidence that evidence-based principles in 12 areas were associated with
improved patient self-management and/or health outcomes:
(1) brief targeted assessment
(2) evidence-based information to guide shared decision-making
(3) use of a non-judgmental approach
(4) collaborative priority and goal setting
(5) collaborative problem solving
(6) self-management support by diverse providers
(7) self-management interventions delivered by diverse formats
(8) patient self-efficacy
(9) active follow up
(10) guideline-based case management for selected patients
(11) linkages to evidence-based community programs
(12) Multifaceted interventions
A framework for implementing these principles includes three phases of the primary care
visit: enhanced pre visit assessment, a focused clinical encounter, and expanded post
visit options.

R

2+

M

D5

There is evidence that core skills of self-management such as self-efficacy building, goalsetting, action-planning, problem-solving and self-tailoring should be taught and
emphasized throughout the programs.

SR

1+

M

D10

There is evidence that measures of managing pain and disability such as relaxation,
exercise, rational use of medication, and physician– patient communication should be well
organized and effectively delivered.

SR

1+

M

D10

There is evidence that for the delivering of self-management interventions, in addition to
traditional face-to-face group session format, it should also be considered to turn to new,
modern vehicles such as mailing, telephone and internet.

SR

1+

M

D10

There is evidence regarding delivery styles and the content of self-management
interventions that serious consideration should be given to the development of short (<8
weeks) group and healthcare professional-delivered interventions.

SR

1+

M

D11

There is evidence regarding delivery styles of self-management interventions that
group-delivered courses that had healthcare professional input showed more beneficial
effects.

SR

1+

M

D11

There is evidence regarding delivery styles of self-management interventions that
longer courses did not necessarily give better outcomes.

SR

1+

74

D11

Regarding delivery styles and the content of self-management interventions there was
mixed evidence of effectiveness for components of courses, but data for courses with a
psychological component showed slightly more consistent beneficial effects over each
follow-up period.

SR

1+

M

D11

There is evidence that enhancing standard care with reminders, disease monitoring and
management, and education through cell phone voice and short message service can help
improve health outcomes and care processes have implications for both patients and
providers.

SR

2++

M

D4

There is evidence that Interactive Health Communication Applications (IHCAs) for
people with chronic disease appear to have largely positive effects on users, in that
users tend to become more knowledgeable, feel better socially supported, and may
have improved behavioural and clinical outcomes compared to non-users.

SR

2++

M

D6

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence that when cost and resource utilization is taken into consideration,
tailored may not be more effective than standard interventions in improving selfmanagement behaviours in individuals with long-term conditions.

Study type

Theme 2: Tailored interventions to support self-management for people with long term conditions

SR

2++

L

D13

There is evidence that tailored interventions for self-management outcomes of type 2
diabetes, hypertension or heart disease had no impact on self-management activities such
as medication adherence, self-monitoring, exercise, smoking, or diet control.

SR

2++

L

D13

There is evidence that tailored interventions for self-management outcomes of type 2
diabetes, hypertension or heart disease were modestly successful in improving specific
self-management behaviours of dietary fat intake, levels of physical activity or
screening.

SR

2++

L

D13

There is evidence that healthcare providers can best facilitate self-management by
coordinating self-management activities, by recognizing that different self-management
processes vary in importance to patients over time, and by having ongoing
communication with patients and providers to create appropriate self-management
plans.
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1+

M
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MA

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 3: Healthcare provider interventions to support self-management for people with long term conditions

D1

There is currently no evidence to suggest that lay-led self-management education
programmes for people with chronic conditions improve psychological health,
symptoms or health-related quality of life, or that they significantly alter healthcare
use.

Appendix ID

Evidence Strength

Study Quality

Evidence statements
There is evidence that lay-led self-management education programmes for people with
chronic conditions may lead to small, short-term improvements in participants' selfefficacy, self-rated health, cognitive symptom management, and frequency of aerobic
exercise.

Study type

Theme 4: Lay-led self-management education interventions to support self-management for people with
long term conditions

SR

1++

H

D3

SR

1++

H

D3

Appen dix ID
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Study Quality

Evidence statements
There is evidence to suggest that a broad range of self-management programs may
provide benefits for older adults with chronic pain, this includes programs sponsored by
the Arthritis Foundation and other programs/strategies including yoga, massage
therapy, Tai Chi, and music therapy.

Study type

Theme 5: interventions for self-management of pain to support self-management for people with long
term conditions

R

2+

M

D8

Evidence regarding the Arthritis Foundation Self-Help Program (AFSHP) as a selfmanagement program for pain suggests that the AFSHP can lead to reductions in pain and
disability, as well as improvements in self-efficacy for managing pain, but that the overall
effects are modest.

R

2+

L

D8

There is limited published evidence regarding the Arthritis Foundation Exercise Program
(AFEP) as a self-management program for pain. Despite the lack of published evidence
supporting this particular exercise intervention, the evidence base for exercise
interventions targeting individuals with chronic pain in clinical settings is promising.

R

2+

L

D8

Available evidence regarding the Arthritis Foundation Aquatic Program (AFAP) as a selfmanagement program for pain, suggests that individuals who attend classes regularly may
benefit from AFAP and that retention rates are high. A clear barrier to offering this program
is having access to a community pool.

R

2+

L

D8

The median relative reduction in pain intensity score was 23% across the studies, whereas
the corresponding median reduction in disability score was 19%. Although less frequently
assessed, depressive symptom and self-efficacy scores were also found to improve in the
expected directions.
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There is limited evidence regarding yoga as a self-management program for pain. A few
studies have examined the efficacy of yoga for the treatment of arthritis and other
musculoskeletal pain. The review did not identify any study that examined the efficacy of
this self-management strategy for pain in a community setting or specifically targeted older
adults with chronic pain.

R

2+

L

D8

There is limited evidence regarding massage as a self-management program for pain. A
wide array of therapeutic massage techniques have been developed including deeptissue, Swedish, and neuromuscular massage. Few studies have been published
regarding the effects of massage on chronic musculoskeletal and other types of chronic
pain.

R

2+

L

D8

Evidence regarding Tai Chi as a self-management program for pain suggests that Tai
Chi can be safely and feasibly administered to older adult with arthritis-related pain. No
study has examined the long-term benefits of this particular therapy among older adults
with chronic pain. The review did not identify studies that examined the efficacy of Tai
Chi for pain by offering the program in a community setting.

R

2+

L

D8

Preliminary data regarding music therapy for use by adults with rheumatoid arthritis
support efforts to examine the use of music therapy for persons with chronic non-cancer
pain.

R

2+

L

D8

Available evidence suggests that massage therapy can be safely and feasibly
administered to young and middle-aged adults with chronic pain and probably has
short-term benefits.

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 6: exercise interventions to support self-management for people with long term conditions

There is evidence that exercise is an effective strategy in the management of both
chronic low back pain and osteoarthritis, although it is unclear what the optimum
exercise is.

R

2++

M

D15

There is evidence that exercise, supported by advice and education, should be at the
core of self-management strategies for chronic low back pain and osteoarthritis.

R

2++

M

D15

77

Study Quality

There is evidence regarding exercise and/or self-management interventions for
patients with knee osteoarthritis, that both patient education and exercise regimens had
a modest, yet clinically important, influence on patients' well-being.

MA

1+

M

D9

There is evidence that exercise regimes led to improvement in physical health (by selfreport and direct measures) and in overall impact of osteoarthritis (OA). Perceived
psychological health remained unchanged by the exercise programs.

MA

1+

M

D9

There is evidence that effect sizes for the self-management programs were significant
for psychological outcomes and for the overall effect of osteoarthritis; however there was
a significant difference between self-management and control groups only in
psychological outcomes.

MA

1+

M

D9

There is evidence that self-management is a safe, community-based and effective way
for patients with arthritis to manage pain and disability. Core skills of self-management
should be delivered using multiple approaches.

SR

1+

M

D10

There is evidence to recommend providing self-management programs to adult
patients with arthritis. The findings of this study showed that self-management
programs have small to moderate effects in improving pain and disability at the longterm level, but the medium-term effect for disability is not significant.

SR

1+

M

D10

Evidence consistently shows that self-management programs for osteoarthritis are
effective in addressing pain and function, but effect sizes are small and might be
clinically negligible.

R

2++

M

D15

There is evidence regarding chronic disease self-management programs for older
adults that osteoarthritis self- management programmes did not appear to have clinical
benefits in terms of pain or function.

SR

1+

M

D7

Evidence statements

Appendix ID

Study type

Evidence Strength

Theme 7: interventions for arthritis to support self-management for people with long term conditions

Study Quality

There is evidence that people with diabetes experience improved quality of life from
participation in diabetes self-management training programs.

MA

1+

M

D12

Regarding individual patient education for people with type 2 diabetes mellitus,
evidence suggests a benefit of individual education on glycaemic control when
compared with usual care in a subgroup of those with a baseline HbA1c greater than
8%.

SR

1++

M

D16

Regarding individual patient education for people with type 2 diabetes mellitus, there
did not appear to be a significant difference between individual education and usual
care.

SR

1++

M

D16

Regarding individual patient education for people with type 2 diabetes mellitus, in the
small number of studies comparing group and individual education, there was an equal
impact on HbA1c at 12 to 18 months.

SR

1++

M

D16

Evidence statements

78

Appendix ID

Study type

Evidence Strength

Theme 8: interventions for diabetes to support self-management for people with long term conditions

2+

Regarding programmes aimed at promoting self-management in musculoskeletal pain
there is strong evidence that self-efficacy and depression at baseline predict outcome and
strong evidence that pain catastrophizing and physical activity can mediate outcome from
self-management.

M

D15

SR

1+

M

D21

Study type

79

Appendix ID

2++

Theme 11: interventions for kidney disease to support
self-management for people with long term
conditions

Evidence statements
There is evidence regarding educational interventions in kidney disease care that multicomponent structured educational interventions were effective in pre-dialysis and dialysis
care.

D14

R

SR

Study Quality

Evidence statements
There is evidence that educational programs for patients with back pain are effective in an
occupational setting and if combined with an exercise program.

Study Quality

Study type

Theme 10: interventions for musculoskeletal pain to support self-management for people with long
term conditions

M

Appendix ID

R

D7

2++

M

Appendix ID

Evidence statements
Evidence revealed evidence that regularly practiced pursed lip breathing is an effective selfmanagement strategy for individuals with chronic obstructive pulmonary disease
(COPD) to improve their dyspnoea.

Study Quality

Study type

Theme 9: interventions for COPD to support selfmanagement for people with long term conditions

M

Evidence Strength

1+

Evidence Strength

SR

Evidence Strength

There is evidence that chronic disease self-management programmes for elderly people with
diabetes mellitus or hypertension probably produce clinically important benefits.
The current data were insufficient to identify the elements of the programme
responsible for these benefits.

D17

There is evidence that effective frameworks to develop, implement, and evaluate
educational interventions are required, especially those that target patients with early
stages of chronic kidney disease. This could lead to possible prevention or delay in
progression of kidney disease

SR

2++

M

D17

The Monthly Medication Journal (Finnell, 2005) was developed based on evidence from
studies on health diaries.

R

2+

M

Appendix ID

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 12: interventions for mental disorders to support self-management for people with long
term conditions

D18

Evidence suggests that the Monthly Medication Journal may be a promising tool to
promote day-to-day functioning, perceptions of quality of life, severity of illness, and use
of clinical services for individuals with mental disorders.

D19

SR

1++

H

D19

80

SR

Study Quality

Study type
The review did not find did clear evidence that other service models substantially
improve outcomes for adults with epilepsy.

Appendix ID

H

1++

M

Appendix ID

1++

Theme 14: interventions for epilepsy to support selfmanagement for people with long term conditions

Evidence statements
There is some evidence of benefit for two intervention types for adults with epilepsy, the
specialist epilepsy nurse and self-management education.

Evidence Strength

SR

Evidence Strength

There is evidence that self-monitoring or self-management were not feasible for up to half
of the patients requiring anticoagulant therapy. Reasons included patient refusal, exclusion
by their general practitioner, and inability to complete training.

Study Quality

Evidence statements
There is evidence that compared to standard monitoring, patients who self-monitor or selfmanage can improve the quality of their oral anticoagulation therapy. The number of
thromboembolic events and mortality were decreased without increases in harms.

Study type

Theme 13: interventions for anticoagulation therapy to support self-management for people with long
term conditions

D20

It is possible that benefits are situation specific and may not generalise to other settings.
These studies included only a small number of service providers whose individual
competence or expertise may have had a significant impact on outcomes. At present it is
not possible to advocate any single model of service provision.

There is evidence that calendar packaging, especially in combination with
education and reminder strategies, may improve medication adherence.
Methodological limitations preclude definitive conclusions about the effect size of
adherence and clinical benefits or harms associated with calendar blister packaging
(CBP) and calendar pill organizers (CPO).

81

1+

M

Appendix ID

SR

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 15: calendar blister packaging interventions to support self-management for people with
long term conditions

D2

4.6

Evidence of the effectiveness of interventions to promote better physical health
outcomes and quality of life for carers (all ages)

4.6.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

2004 NICE Guidance recommends that commissioners, working through Cancer
Networks, should ensure that a range of information, support (including practical help
and respite arrangements) and bereavement services are in place to meet the
spectrum of need. They will need to work with statutory and voluntary health and
social care agencies to achieve this. While not necessarily separate from many of the
services provided to patients (indeed, most will be fully integrated), commissioners
should ensure sufficient capacity to meet the distinct needs of this group.

1++

H

Appendix I D

Study Quality

SR

Evidence statements

Evidence Strength

Study type

Theme 1: Commissioners interventions to promote better physical health outcomes and quality
of life for carers (all ages)

E1

82

Study Quality

Ap pe n d ix ID

Study type
Evidence statements
2004 NICE Guidance recommends that provider organisations should nominate a lead
to oversee the development and implementation of services that specifically focus on
the needs of families and carers. This role might involve:
• leading on the development of criteria and routes of referral to sources of specialist
support and advice
• appraising written information currently provided to families and carers and, in
conjunction with the NHS Trust information lead, developing further resources where
necessary
• regularly appraising sources of local and national support for families and carers
• acting as a resource for teams considering the development of programmes of
support for families and carers.
2004 NICE Guidance recommends that health and social care professionals providing
day-to-day care to patients should assess and address the needs of family members
and carers on an ongoing basis. Teams should establish a system to ensure family
members and carers have regular opportunities to discuss particular concerns. This
might be achieved by offering them an appointment with the ‘key worker’ at times
acknowledged to be particularly challenging (diagnosis, end of treatment, recurrence,

Evidence Strength

Theme 2: Provider interventions to promote better physical health outcomes and quality of
life for carers
(all ages)

SR

1++

H

E1

SR

1++

H

E1

palliation, time of death.

2004 NICE Guidance recommends that where carers are providing a substantial
amount of care on a regular basis, providers should ensure they are offered a
separate assessment or respond positively when a carer asks for one, in accordance
with The Carers (Recognition and Services) Act 19954. The practice guide that
accompanies the Act recommends potential areas to be covered in an assessment
to identify the types of support needed, which can then be used to plan timely and
relevant interventions.

SR

1++

H

E1

2004 NICE Guidance recommends that teams should ensure that all family members
and carers are offered information on a variety of topics, from a simple ‘who’s who’ of
professionals to more detailed accounts of cancer, its treatment and consequences
and services available locally. They should be ‘signposted’ to local and national
sources of information, advice and practical support, including sources of emotional
and psychological support. Services for carers and families should be listed in the
directories developed at Cancer Network level.
2004 NICE Guidance recommends that teams should provide families and carers with a
clear indication of the personnel they might contact in relation to a range of needs.

SR

1++

H

E1

SR

1++

H

E1

2004 NICE Guidance recommends that providers should set up arrangements for
families and carers to meet other families and carers who have experienced similar
situations, if wished. Support groups for family members and carers, either
professionally or peer-led, may also be welcomed by some. These services are ideally
provided in partnership with the voluntary sector.

SR

1++

H

E1

2004 NICE Guidance recommends that awareness of the needs of family members
from different ethnic populations, including differences in language, religious practice
and culture, is necessary within a multi-cultural society. Providers should ensure
teams have access to reference guides on the cultural differences surrounding a
diagnosis of cancer, death and dying, and that information on accessing interpreters,
relevant health advocates (where available) and faith leaders is readily accessible.
2004 NICE Guidance recommends that providers should ensure families and carers have
access to professionals capable of providing confidential emotional support and, if there is
variance between the needs, choices and judgements of a family member or carer and
those of the patient, the professional is independent of normal services offered to the
patient.

SR

1++

H

E1

SR

1++

H

E1

2004 NICE Guidance recommends that some family members and carers will require
care and support from a health or social care professional capable of dealing with
complex family situations. Providers should ensure they have access to individuals and
teams with the requisite skills and knowledge to offer social support, spiritual support,
specialist palliative care or psychological support services. Criteria and routes for
referral should be agreed between different services.

SR

1++

H

E1

83

Evidence statements

St
Evidence

Study type

Study Quality

Theme 3: Carer stress/anxiety/depression interventions to promote better physical health
outcomes and quality of life for carers (all ages)

To reduce caregiver stress which can lead to psychological and sleep disturbances and
changes in caregivers' physical health, immune function, and financial well-being, there is
evidence to recommend development of standardized guidelines that address caregiver
assessment, education, and resources.

R

2+

M

E2

To reduce caregiver stress which can lead to psychological and sleep disturbances

R

2+

M

E2

To reduce caregiver stress which can lead to psychological and sleep disturbances
and changes in caregivers' physical health, immune function, and financial well-being,
there is evidence to recommend provision of referrals to established support
organizations for caregivers.

R

2+

M

E2

To reduce caregiver stress which can lead to psychological and sleep disturbances

R

2+

M

E2

There is evidence that families coping with bipolar disorder may benefit from family
interventions as a result of changes in the caregivers' ability to manage stress and
regulate their moods, even when the patient is not available for treatment.

RCT

1+

L

E4

There is evidence of effect of expressive writing with clinical samples, and suggests
the potential benefit of written time management for stressed caregivers of older
adults.

RCT

1+

L

E8

There is some evidence that demonstrated that psychological morbidity, such as
symptoms of depression or anxiety, as well as caregiver strain or burden were
associated with reports of decreased physical health.

SR

2++ M

E10

There is evidence regarding anxiety in caregivers of people with dementia that coping
style may be more associated with anxiety than depression while other covariates (burden
and poor physical health) are similar to those for caregiver depression.

SR

2++ M

E11

Regarding anxiety in caregivers of people with dementia, there is no conclusive
evidence about factors associated with anxiety disorders or predicting anxiety from
longitudinal studies.

SR

2++ M

E11

There is evidence that negative effects of caregiving on physical health are most likely to
be found in psychologically distressed caregivers facing dementia-related stressors.

MA

1+

M

E12

There is evidence that caregiver depressive symptoms had stronger associations with
physical health than did objective stressors.

MA

1+

M

E12

and changes in caregivers' physical health, immune function, and financial well-being,
there is evidence to recommend identification of "caregiver champions" in practice
settings.

and changes in caregivers' physical health, immune function, and financial well-being,
there is evidence to recommend collaboration among caregiving, professional, and
cancer-related organizations to advocate policy and practice changes for family
caregivers.

Confrontative and escape avoidance coping, caregiver burden and poorer caregiver
physical health are factors associated with higher anxiety levels.

84

There is evidence that the largest differences between caregivers and non-caregivers
were found with regard to depression, stress, self-efficacy and general subjective wellbeing. There is evidence that differences in the levels of physical health in favour of noncaregivers over caregivers were statistically significant, but small.

MA

1+

M

E13

There is evidence that when examined across 11 health categories, caregivers
exhibited a slightly greater risk for health problems than did non-caregivers. Sex and
the health category assessed moderated this relationship. Stronger relationships
occurred with stress hormones, antibodies, and global reported health.

MA

1+

M

E15

Evidence statements
2004 NICE Guidance recommends that family members and carers should be made
aware of, and have easy access to, sources of local information, advice and support
designed to meet their own needs.

St
Evidence

Study type

Study Quality

Theme 4: Carers support and/or counselling interventions to promote better physical
health outcomes and quality of life for carers
(all ages)

SR

1++

H

E1

2004 NICE Guidance recommends that family members and carers who are bereaved
should, in the first instance, be encouraged to use existing support systems. Where these
prove insufficient, or it is predicted that those involved are likely to experience difficult
grief reactions, there should be access to additional help and support.
To reduce caregiver stress which can lead to psychological and sleep disturbances
and changes in caregivers' physical health, immune function, and financial well-being,
there is evidence to recommend provision of referrals to established support
organizations for caregivers.

SR

1++

H

E1

R

2+

M

E2

There is evidence regarding the effects of counselling and support on the physical health
of caregivers of spouses of people with Alzheimer disease, that counselling and support
preserved self-rated health (SRH) in vulnerable caregivers.

RCT

1+

M

E6

There is evidence regarding the effects of counselling and support on the physical health
of caregivers of spouses of people with Alzheimer disease, that enhancing caregivers'
social support, fostering more benign appraisals of stressors, and reducing depressive
symptoms may yield indirect health benefits.

RCT

1+

M

E6

There is evidence that higher age, lower socioeconomic status, and lower levels of
informal support were related to poorer caregiver health.

MA

1+

M

E12

Enhanced counselling and support consisted of six sessions of individual and family
counselling, support group participation, and continuous availability of ad-hoc
telephone counselling.
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SR

1++

H

Study Quality

Evidence statements
2004 NICE Guidance recommends that family members and carers should be made
aware of, and have easy access to, sources of local information, advice and support
designed to meet their own needs.

Study type

Theme 5: Carers Information and/or advice interventions to promote better physical health
outcomes and quality of life for carers (all ages)

E1

Study Quality

Evidence statements
There is some evidence that respite for carers of frail elderly people may have a small
positive effect upon carers in terms of burden and mental or physical health.

SR

2++

M

E3

Economic evidence suggests that day care is at least as costly as usual care.

SR

2++

M

E3

Append ix ID

Study type

Evidence Strength

Theme 6: Respite for carers to promote better physical health outcomes and quality of life for
carers (all ages)

There is evidence that a Family-Focused Treatment-Health Promoting Intervention
(FFT-HPI) was associated with significant decreases in caregiver depressive symptoms
and health risk behaviour among caregivers of patients with bipolar disorder.

86

Ap pe n d ix ID

Evidence Strength

Evidence statements
There is evidence that families coping with bipolar disorder may benefit from family
interventions as a result of changes in the caregivers' ability to manage stress and
regulate their moods, even when the patient is not available for treatment.

Study Quality

Study type

Theme 7: Family interventions to promote better physical health outcomes and quality of life
for carers (all ages)

RCT

1+

L

E4

RCT

1+

L

E4

Append ix ID

Evidence Stre ngth

Evidence statements

Study Quality

Study type

Theme 8: Joint working interventions to promote better physical health outcomes and quality of
life for carers (all ages)

2004 NICE Guidance recommends that providers of specialist bereavement support
should work closely with other care providers (both statutory and voluntary) to ensure
carers and family members can access services when needed.

SR

1++

H

E1

To reduce caregiver stress which can lead to psychological and sleep disturbances
and changes in caregivers' physical health, immune function, and financial wellbeing, there is evidence to recommend collaboration among caregiving, professional,
and cancer-related organizations to advocate policy and practice changes for family
caregivers.

R

2+

M

E2

Study type Study

Quality Evidence

Strength Append

ix ID

Theme 9: Training for Carers- Self Care/ Problem-Solving interventions to promote better
physical health outcomes and quality of life
for carers (all ages)

RCT

1+

M

E5

There is evidence that following the Resources for Enhancing Alzheimer's Caregiver
Health (REACH) intervention, caregivers reported better self-rated health, sleep quality,
physical health, and emotional health, which was related to less burden and bother with
their caregiving role than for caregivers not receiving the intervention. Changes in
depression appeared to mediate these relationships.

RCT

1+

M

E5

There is evidence that problem-solving training provided in the home appears to be
effective in alleviating distress and in decreasing dysfunctional problem-solving styles
among family caregivers of persons with traumatic brain injuries (TBI).

RCT

1+

L

E7

There is evidence that caregivers of persons with traumatic brain injuries receiving
problem-solving training reported significant decreases in depression, health
complaints, and in dysfunctional problem-solving styles over time.

RCT

1+

L

E7

There is evidence regarding caregivers of persons with traumatic brain injuries
receiving problem-solving training, that no effects were observed on caregiver wellbeing, burden, or constructive problem-solving styles.

RCT

1+

L

E7

Evidence statements
There is evidence that a structured, multi-component skills training intervention that
targeted caregiver self-care behaviours as one of five target areas, improved self-reported
health status, and decreased burden and bother in racially and ethnically diverse
caregivers of people with dementia.
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St
Evidence

Study type

Evidence statements
There is evidence that gender differences in caregiving variables were small to very
small.
Women had higher levels of burden and depression, and lower levels of subjective
well-being and physical health. Women also reported that their care recipient had
more behavioural problems; they provided more caregiving hours, helped with more
caregiving tasks, and assisted with more personal care. However differences in
caregiving variables were small to very small.

Study Quality

Theme 10: Carer gender/age/ethnicity

MA

1+

L

E9

There is evidence regarding gender differences in caregiver variables that women and men
did not differ in the use of informal and formal support.

MA

1+

L

E9

There is evidence that higher age, lower socioeconomic status, and lower levels of
informal support were related to poorer caregiver health.
There is evidence that associations of caregiving stressors with health were stronger
among older samples, dementia caregivers, and men.

MA

1+

M

E12

MA

1+

M

E12

There is evidence that differences between caregivers and non-caregivers in psychological
health and physical health were influenced by relationship of caregiver to the care
recipient, gender, and mean age of caregivers.

MA

1+

M

E13

There is evidence that all groups of ethnic minority caregivers reported worse physical
health than whites. (American study)

MA

1+

M

E14

There is evidence that ethnic minority caregivers had a lower socioeconomic status,
were younger, were less likely to be a spouse, and more likely to receive informal
support. (American study)

MA

1+

M

E14

There is evidence that ethnic minority caregivers provided more care than white
caregivers and had stronger filial obligations beliefs than white caregivers. (American
study)

MA

1+

M

E14

88

4.7

Evidence of the effectiveness of integrated services as an intervention to avoid
inappropriate attendance at A&E/ admissions/ bed days

4.7.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Study type

Study Quality

Theme 1: Policy makers’ strategies to avoid inappropriate attendance at A&E/ admissions/ bed days

Evidence statements
Policy-makers should consider the impact of socio-economic deprivation and other
socio-demographic factors when designing policy around admission rates

R

1+

M

F1

Policy-makers, commissioners and providers should aim to increase self-management
among people with long-term conditions where there is evidence of benefit.

R

1+

M

F1

Encourage commissioners to implement evidence-based interventions for avoidable
admissions, and to evaluate their impact in the local context.

R

1+

M

F1

Consider the impact of socio-economic deprivation and other socio-demographic
factors when designing policy around admission rates

R

1+

M

F1

Aim to increase self-management among people with long-term conditions
where there is evidence of benefit.

R

1+

M

F1

ix ID

Stre ngth Ap pe nd

Qualit y E vide nce

Evidence statements

Study ty pe Stud y

Theme 2: Commissioners strategies to avoid inappropriate attendance at A&E/ admissions/ bed days

Commissioners need to be clear about which admissions they consider to be
avoidable, what proportion of these admissions are avoidable, and how
these admissions should be coded and measured.

R

1+

M

F1

Commissioners and primary care providers should consider the impact of local outof- hours primary care arrangements on avoidable admissions.

R

1+

M

F1

Commissioners and providers should consider implementing multidisciplinary
interventions and telemonitoring for patients with heart failure.

R

1+

M

F1

Commissioners should consider implementing hospital at home.

R
R

1+
1+

M
M

F1
F1

Commissioners should consider closer integration of primary and social care,
and should evaluate the outcomes of any new interventions.

R

1+

M

F1

Commissioners should consider closer integration of primary and secondary care,
and should evaluate the outcomes of any new intervention

R

1+

M

F1

Be clear about which admissions they consider to be avoidable, what proportion of
these admissions are avoidable, and how these admissions should be coded and
measured. Implement evidence-based interventions as follows:

R

1+

M

F1

Commissioners and providers should consider implementing assertive
case management for people with mental health illnesses.

- Multidisciplinary interventions and telemonitoring for patients with heart failure,
89

- Assertive case management for patients with mental health problems.
- Hospital at home
- Closer integration of primary and secondary care.
- Conduct early senior review in A&E.
- Implement structured discharge planning (providers only)
- Continue to implement acute assessment units, but consider the overall impact on
number of admissions.
- Aim to increase self-management among people with long-term conditions where
there is evidence of benefit.
Disinvest in programmes where there is robust evidence that they have little or no
effect

R

1+

M

F1

Evaluate all new interventions, as even those that have proved beneficial in other
settings may not be transferable to the local population.

R

1+

M

F1

Study type

Study Quality

Theme 3: Service providers’ strategies to avoid inappropriate attendance at A&E/
admissions/ bed days

Evidence statements
Providers should conduct early senior review in A&E.

R

1+

M

F1

Providers should deliver structured discharge planning.

R

1+

M

F1

Commissioners and providers should continue to implement acute assessment units, but
should consider the overall impact on number of admissions

R

1+

M

F1

Ap pe n d ix ID

1+

M

F1

In primary care, higher continuity of care with a GP is associated with lower risk of
admission

R

1+

M

F1

High continuity of care with a family doctor is associated with lower risk of admission for
all age groups

R

1+

M

F1

Provision of diabetes clinics in primary care is significantly associated with reduced
admission rates for diabetes, but the provision of asthma clinics was not associated
with a similar reduction in admissions
Aim to increase patient continuity of care with each GP

R

1+

M

F1

R

1+

M

F1

R

1+

M

F1

Evidence statements
Primary care providers should aim to increase continuity of care with a GP.

Consider the impact of local, out-of-hours primary care arrangements on avoidable
admissions
90

Study Quality

R

Study type

Evidence Stre ngth

Theme 4: Primary care providers’ strategies to avoid inappropriate attendance at A&E/ admissions/
bed days

Consider closer integration of primary and social care, evaluating the outcomes of any new
intervention
Consider closer integration of primary and secondary care, evaluating the outcomes of
any new interventions.

R

1+

M

F1

R

1+

M

F1

Evidence statements
The following interventions are supported by evidence on reducing admissions
- Continuity of care with a GP
- Hospital at home as an alternative to admission
- Assertive case management in mental health
- Self-management
-Early senior review in A&E
- Multidisciplinary interventions and telemonitoring in heart failure
- Integration of primary and secondary care

Ap pe n d ix ID

Study Quality

Study type

Theme 5: Effective interventions to reduce
admissions and re-admissions

R

1+

M

F1

The following interventions are supported by evidence on reducing re-admissions Structured discharge planning
- Personalised health care programmes
Interventions for which further evidence is needed
- Increasing GP practice size
- Changing out-of-hours primary care arrangements
- Chronic care management in primary care
- Telemedicine
- Cost-effectiveness of GPs in A&E
- Access to social care in A&E
- Hospital-based case management
- Rehabilitation programmes
-Rapid response teams
The most effective models in preventing older people being admitted to hospital were
provided by established integrated teams in the patient’s home and incorporated elements
of comprehensive geriatric assessment, care planning, disease management and health
promotion.
There is evidence to support interventions that included home care components
seem to be more likely to reduce readmissions in the elderly.
The specific features of these interventions are patient education on specific
issues, close follow-up, home monitoring, adjustment of medication and regular
communication with clinical experts.

R

1+

M

F1

R

1+

M

F1

SR

1+

M

F5

SR

1+

M

F6

There is evidence to support interventions that incorporate geriatric management
supported with home care post discharge are more likely to reduce or prevent hospital
readmissions in elderly patients.

SR

1+

M

F6

There is evidence to support therapeutic success in many instances rests more on
effective patient targeting than on setting, intensity or duration of the interventions

SR

1+

M

F6
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Evidence statements

Evidence Stre ngth

Study Quality

Study type

Theme 6: Telecare as an intervention to avoid inappropriate attendance at A&E/ admissions/ bed
days

Telemonitoring - The most effective telecare interventions appear to be automated
vital signs monitoring (for reducing health service use) and telephone follow-up by
nurses (for improving clinical indicators and reducing health service use) The costeffectiveness of these interventions was less certain.

R

1+

M

F1

Telemedicine seems to be effective for patients with heart failure, but there
is little evidence that it is effective for other conditions.
There is evidence to support Telemedicine interventions reduce unplanned hospital
admissions for heart disease, diabetes, hypertension and the older people.

R

1+

M

F1

SR

1+

M

F2

There is evidence to support telecare interventions improved care for frail elderly
people and people with chronic conditions, but the strength of the evidence
depended on the type of telecare application. The most effective telecare
interventions appeared to be automated vital signs monitoring for reduced health
service use and telephone follow-up by nurses for improving clinical indicators and
reducing health service use.

SR

1+

M

F8

AppendixID

Evidence statements
Area of residence - Those who live in urban areas have higher rates of
emergency hospital admission than those in rural areas

1+

M

F1

Higher levels of morbidity in a population are associated with higher levels of
emergency admission. Admission rates are also correlated with chronic illness
Age is a risk factor for emergency hospital admission, with babies or very young
children and older people being at higher risk. However, it is important to recognise
that only those aged 5 to 14 years have low risk.

R

1+

M

F1

R

1+

M

F1

People from lower socio-economic groups are at higher risk of avoidable
emergency admissions.

R

1+

M

F1

92

Study Quality

R

Study type

Evidence Strength

Theme 7: Factors that impact on inappropriate
attendance at A&E/ admissions/ bed days

Theme 8: Integrated health and social care services as an intervention to avoid inappropriate

There is evidence that integrating primary and social care reduces admissions.
Well-established, integrated health and social care teams, working with people in
their own homes were more successful in preventing hospital admissions and
unnecessary readmissions than usual care.

R
SR

1+
1+

Append ix ID

Evidence statements

Evidence Stre ngth

Study type

Study Quality

attendance at A&E/ admissions/ bed days

M
M

F1
F2

ix ID

Strength Append

Quality Evidence

Evidence statements

Study type Study

Theme 9: Integrated case management services as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days

Assertive case management is beneficial for patients with mental health problems.
(Case management, defined as “the active management of high-risk people with
complex needs, with case managers (usually nurses) taking responsibility for
caseloads working in an integrated care system.”)

R

1+

M

F1

Patient advocacy case management in frail elderly patients is effective in
decreasing service use and costs

R

1+

M

F1

Case management in the community and in hospital is not effective in reducing
generic admissions. There is limited evidence to suggest that it may be effective for
patients with heart failure.

R

1+

M

F1

Case management in the community and in hospital is not effective in reducing
generic admissions. There is limited evidence to suggest that it may be effective for
patients with heart failure.

R

1+

M

F1

The evidence does not support a reduction of unplanned hospital admissions with
case management compared with the same with usual care.

SR

1+

M

F3

There was limited evidence that nurse-assisted case management interventions
could reduce hospital readmission rates and hospital days. The beneficial
interventions were considered to be home visits, continuous patient contact,
frequent and early contact after discharge and use of specialised nurses

SR

1+

L

F7

There is evidence to support intensive case management for in people with severe
mental illness works best for in people with severe mental illness when they use a lot
of hospital care and less well when they do not. When hospital use is high, intensive
case management can reduce it, but it is less successful when hospital use is already
low.

SR

1+

M

F9

There is evidence to support the benefits of intensive case management for in people
with severe mental illness might be marginal in settings that have already achieved
low rates of bed use, and team organisation is more important than the details of
staffing. It might not be necessary to apply the full model of assertive community
treatment to achieve reductions in inpatient care.

SR

1+

M

F9

93

R

1+

M

Study Quality

Evidence statements
Hospital at home produces similar outcomes to inpatient care, at a similar cost.

Study type

Theme 10: Hospital at home services as an intervention to avoid inappropriate attendance at A&E/
admissions/ bed days

F1
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Quality Evidence

Strength Append

ix ID
F1

ix ID

GPs working in the emergency department are probably effective in
reducing admissions, but may not be cost-effective.

M

Strength Append

Evidence statements
Early review by a senior clinician in the emergency department is effective

1+

Quality Evidence

Theme 12: A&E interventions to avoid inappropriate
attendance at A&E/ admissions/ bed days

R

Study type Study

Evidence statements
There is evidence that self-management seems to be effective in reducing unplanned
admissions for patients with COPD and asthma. Self-management means the patient
developing an understanding of how their condition affects their lives and how to
cope with their symptoms.

Study type Study

Theme 11: Self-management services as an intervention to avoid inappropriate attendance at A&E/
admissions/ bed days

R

1+

M

F1

R

1+

M

F1

R

1+

Study Quality

Evidence statements
Integrating primary and secondary care can be effective in reducing admissions.

Study type

Theme 13: Integrated primary and secondary care services as an intervention to avoid
inappropriate attendance at A&E/ admissions/ bed days

M

F1

Quality Evidence

Strength Append

ix ID

1+

M

F1

Stre ngth

Append ix ID

R

Quality Evidence

Evidence statements
There is evidence to support alternatives to an acute hospital admission for those
people with dementia – for example, respite care or home care – can result in
admission avoidance in the acute situation. Some admissions may not be perceived to
be avoidable, as the disease course of dementia is not significantly modifiable.
However, the availability of more suitable

Study type Study

Theme 14: Integrated dementia services as an intervention to avoid inappropriate attendance at
A&E/ admissions/ bed days

1+

M

F1

Evidence statements
In the UK, unplanned admissions have risen steadily over the past 10 years. There is
some evidence that this rise may be partly attributable to changes in out-of-hours
provision that occurred in 2004 with the new GP contract. These findings may be
evidence of both a lack of access to primary care and a failure of primary care services
to manage minor illness in children in a timely and appropriate way.
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Study type Study

Theme 15: Improved out-of hour’s services as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days

R

Study Quality

Evidence statements
Integrated use of disease management interventions in asthma and COPD. There was a
statistically significant reduction of the probability of at least one hospital admission among
patients receiving multiple interventions compared to usual care.
Integrated care pathways are most effective where patient care trajectories are
predictable. They were also most effective at bringing about behavioural changes
where there are identified deficiencies in services

Study type

Theme 16: Integrated disease management and care pathways as an intervention to
avoid inappropriate attendance at A&E/ admissions/ bed days

SR

1+

M

F2

SR

1+

M

F2

Study type Study

Quality Evidence

Strength Append

ix ID

Theme 17: Specialist heart-failure services as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days

SR

1+

M

F2

SR

1+

H

F10

SR

1+

M

F10

All but one of these interventions involved telephone follow up from a specialist nurse to
the patient at home and many had a major educational component, but the interventions
did vary in their other components. Their duration also varied but most of these
interventions continued to end of study follow up.

SR

1+

H

F10

There is strong evidence to support case management interventions are associated with a
substantial, statistically significant reduction in all-cause mortality at around 12 months
follow up.

SR

1+

H

F10

Evidence statements
Specialist clinics for heart failure patients, which included clinic appointments and
monitoring over a 12 month period, reduced unplanned hospital admissions.
There is evidence to support amongst congestive cardiac failure condition there is
now good evidence that case management type interventions led by a heart failure
specialist nurse reduces congestive cardiac failure related readmissions after 12
months follow up, all cause readmissions and all-cause mortality. It is not possible to
say what the optimal components of these case management type interventions are,
however telephone follow up by the nurse specialist was a common component.
There is evidence to support multidisciplinary interventions may be effective in reducing
both congestive cardiac failure and all cause readmissions. There is currently limited
evidence to support interventions whose major component is follow up in a congestive
cardiac failure clinic.

96

SR

1+

M

Study Quality

Evidence statements
There is evidence to suggest visiting acutely at risk populations may result in less
unplanned hospital admissions e.g. failure to thrive infants, heart failure patients.

Study type

Theme 18: Integrated community services as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days

F2

Strength Append

ix ID

There is evidence to support education with self-management reduced unplanned hospital
admissions in adults with asthma, and in COPD patients but not in children with asthma.
There is weak evidence for the role of education in reducing unplanned hospital
admissions in heart failure patients.

Quality Evidence

Evidence statements

Study type Study

Theme 19: Educational interventions to avoid inappropriate attendance at A&E/ admissions/ bed days

SR

1+

M

F2

Study type Study

Quality Evidence

Stre ngth Append

ix ID

Theme 20: Exercise & rehabilitation services as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days

SR

1+

M

F2

There is evidence that exercise based cardiac rehabilitation for coronary heart disease is
effective in reducing unplanned hospital admissions in shorter term studies,

SR

1+

M

F2

There is evidence that therapy based rehabilitation targeted towards stroke patients
living at home did not appear to improve unplanned hospital admissions .

SR

1+

M

F2

Evidence statements
There is evidence that pulmonary rehabilitation is a highly effective and safe intervention
to reduce unplanned hospital admissions in patients who have recently suffered an
exacerbation of COPD,

97

Study Quality

Evidence statements
There is evidence to support the hypothesis that specialist outreach can improve
access, outcomes and service use, especially when delivered as part of a
multifaceted intervention.

Study type

Theme 21: Specialist outreach integrated services as an intervention to avoid
inappropriate attendance at A&E/ admissions/ bed days

2++

M

F4

There is evidence to support outreach facilitates engagement between specialists
and primary care practitioners, although such engagement cannot be presumed.
Interaction is greatest when outreach is part of a complex multifaceted intervention
which involves case-conferences, joint consultations, seminars and education
sessions, other health professionals or other care enhancements.

SR

2++

M

F4

There is evidence that the benefits of simple outreach models in urban nondisadvantaged settings seem small.

SR

2++

M

F4

There is evidence that simple 'shifted outpatients' styles of specialist outreach were
shown to improve access, but there was no evidence of impact on health outcomes.

SR

2++

M

F4

There is evidence that specialist outreach as part of more complex multifaceted
interventions involving collaboration with primary care, education or other services
was associated with improved health outcomes, more efficient and guidelineconsistent care, and less use of inpatient services.
There is evidence that the additional costs of outreach may be balanced by improved
health outcomes.

SR

2++

M

F4

SR

2++

M

F4

There is evidence that services aiming to accelerate discharge from hospital can
bring about a reduction in the length of hospital stay and that this reduction can be
substantial. This updated individual patient data analysis now demonstrates that
patients receiving early supported discharge services were more likely to be
independent and living at home six months after stroke than those who received
conventional services
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SR

1+

H

F11

SR

1+

H

F11

ix ID

Quality Evidence

Evidence statements
There is evidence to support early supported discharge services aim to allow patients
to return home from hospital earlier than usual and receive more rehabilitation in the
familiar environment of their own home. Early supported discharge services are
provided by teams of therapists, nurses and doctors.

Study type Study

Theme 22: Supported discharge services for the management of acute stroke as an
intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days

Stre ngth Append

SR

There is evidence that appropriately resourced and co-ordinated early supported
discharge teams can offer a further effective service option for a selected group of
stroke patients and should be considered in addition to organised inpatient (stroke
unit) care as part of a comprehensive stroke service.

SR

1+

H

F11

Evidence statements

Evidence

St

Study Quality

Study type

Theme 23: Comprehensive geriatric assessment as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days

There is evidence that comprehensive geriatric assessment increases patients’
likelihood of being alive and in their own homes after an emergency admission to
hospital. This seems to be especially true for trials of wards designated for
comprehensive geriatric assessment and is associated with a potential cost reduction
compared with general medical care.

SR

1+

M

F12

There is evidence to support more older patients are likely to survive admission to
hospital and return home if they undergo comprehensive geriatric assessment while
they are inpatients. Fewer will die or experience deterioration and more will have
improved cognitive functioning. These effects of acute geriatric medicine
programmes are consistently shown in trials of geriatric wards but are not
replicated in trials of geriatric consultation teams on general wards. These benefits
might be cost effective.
There is evidence to support all frail elderly patients admitted to hospital as an
emergency should have access to comprehensive geriatric assessment beds.
Compliance with best practice should be audited across healthcare providers, and the
provision of geriatric services needs reviewed.

SR

1+

M

F12

SR

1+

M

F12
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5.

Appendix 1: Search Terms

5.1

General approach

5.1.1

As this review does not follow a full systematic approach an exhaustive list of search terms has not been
used. The review has taken a more iterative approach. Stage one used search terms based on the topic titles.
Stage two expanded this list base on key terms used in the literature identified during Stage one. The
sections below list the search terms used in the literature review.
Medical Subject Headings (MeSH) are a system used by the U.S. National Library of Medicine to give
uniformity and consistency to the indexing and cataloguing of biomedical literature10. Terms are
arranged in a hierarchical manner called a MeSH Tree Structure. MeSH is an effective means of
identifying the most appropriate search terms to use, particularly when accessing MEDLINE/PubMed.
In addition to the MeSHs, other subsidiary search terms based on the project scope were used to refine
results. These search terms were limited to titles and abstracts.

5.1.2

5.1.3

Table 5.1: Search Term Key
MeSH
ti
ab
pt
*

5.1.4
•
•
•
•
•
5.1.5

5.1.6

=
=
=
=
=

Medical Subject Heading
title
abstract
publication type
truncation

The following publication filters were used:
Publication data range of 2003 - 2013 (i.e. the last 10 years)
English language
Human species studies
Where abstracts available
Where full text available
The review used a pragmatic approach to identify the most relevant sources using combinations of
MeSH terms, subsidiary search terms and publication filters. The review did not exhaustively applying ever
combination of search terms and filters.
N.B. The terms ‘health’ and ‘social care’ are too broad to be used in the search strategy; however search
results will include all relevant publications that fall within both these fields. The short listing of
publications for inclusion within the review aims to include relevant evidence on ‘social care’ where it
exists.

10 See http://www.nlm.nih.gov/mesh/2012/meshbrowser/MBrowser.html
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5.2

Search terms: common to all
Study
a
Systematic review
b
Review
c
Meta analysis
Filter
d
English language
e
Human
f
"2003/01/01 - 2013/01/01"

ti,ab
pt
pt
language
filter
date - publication

((("systematic review"[Title/Abstract]) OR "review"[Publication Type]) OR "meta analysis"[Publication
Type])
(("english"[Language]) AND "humans"[Filter]) AND ("2003/01/01"[Date - Publication] :
"3000"[Date - Publication])

5.3

Search terms: Interventions to support person centred care in the community
for people with special educational needs
Intervention / Outcome
1
Learning disabilities
2
Special educational needs
3
Autistic Spectrum Disorders
4
Education, Special
5
Learning Disorders
6
Dyslexia
7
Dyscalculia
8
Asperger's
9
Autism
10
Autistic
11
Autistic disorder
12
Pervasive developmental disorder
13
Rett's disorder
14
Childhood disintegrative disorder
15
Intellectual Disability
16
Community
17
Person centred
18
Occupational therapy
19
Multidisciplinary
20
Team
21
Coordinat*
22
Educat*
23
Social work
34
Budget
25
Financ*
26
Service
27
Staff
Population
All
PubMed Search string
Study:

(a OR b OR c ) AND
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ti,ab
ti,ab
ti,ab
MeSH
MeSH
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab

Filter:

(d AND e AND f) AND

Intervention / Outcome: (1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR
14 OR 15) AND (16 OR 17 OR 18 OR 19 OR 20 OR 21 OR 22 OR 23 OR 24 OR
25 OR 26 OR 27)
Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 132

5.4

Search terms: Interventions to support person centred care in the community
for people with disabilities
Intervention / Outcome
1
Physical
2
Sensory
3
Visual
4
Auditory
5
Speech
6
Hearing
7
Disabilit*
8
Incapac*
9
Invalid*
10
Impair*

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

11
12
13

MeSH
MeSH
MeSH

14
15
16
17
18
19
20
21
22

Amputees
Hearing Impaired Persons
Visually Impaired Persons
Handicap*
Wheelchair
Cerebral palsy
Deaf
Blind

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
ti,ab

Community
Person centred
Occupational therapy
Multidisciplinary
Team
Coordinat*
Educat*
Social work

23
24
25
26
27
Budget
28
Financ*
29
Service
30
Staff
31
Train*
Population
All

PubMed Search string
Study:
Filter:

ti,ab
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab

(a OR b OR c ) AND
(d AND e AND f) AND
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Intervention / Outcome:

(((1 OR 2 OR 3 OR 4 OR 5 OR 6) AND (7 OR 8 OR 9 OR 10)) OR (11 OR 12 OR
13 OR 14 OR 15 OR 16 OR 17 OR 18)) AND (19 OR 20 OR 21 OR 22 OR 23
OR 24 OR 25 OR 26 OR 27 OR 28 OR 29 OR 30 OR 31)

Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 402

5.5

Search terms: Interventions to support person centred care in the community
for people with long term conditions
Intervention / Outcome
1
Long term
2
Long-term
3
Sickness
4
Illness
5
Disease
6
Condition
7
Syndrome
8
Disorder

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

9
10
11
12
13
14
15
16
17

MeSH
ti,ab
ti,ab
ti,ab
MeSH
MeSH
MeSH
MeSH
MeSH

18
19
20
21
22
23
24
25
26
27
28
29
30
31

Epilepsy
Diabetes
Diabetic
Respiratory disease
Heart disease
Stroke
Asthma
Arthritis
Dementia
Chronic disease
Chronic illness

MeSH
ti,ab
ti,ab

Community
Person centred
Occupational therapy
Multidisciplinary
Team
Coordinat*
Educat*
Social work

ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab

Budget
Financ*
Service
Staff

Population
All
PubMed Search string
Study:
Filter:
Intervention / Outcome:

(a OR b OR c ) AND
(d AND e AND f) AND
((1 OR 2) AND (3 OR 4 OR 5 OR 6 OR 7 OR 8)) AND (9 OR 10 OR 11 OR 12
OR 13 OR 14 OR 15 OR 16 OR 17 OR 18 OR 19) AND (20 OR 21 OR 22 OR 23
OR 24 OR 25 OR 26 OR 27 OR 28 OR 29 OR 30 OR 31)

Population:
103

Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 859

5.6

Search terms: Interventions to support self-management for people with long
term conditions
Intervention / Outcome
1
Long term
2
Long-term
3
Sickness
4
Illness
5
Disease
6
Condition
7
Syndrome
8
Disorder
9
Chronic disease
10
Chronic illness
11
Self-management
12
Self management
13
Self-care
14
Self care
15
Self-help
16
Self help
17
Self-efficacy
18
Self efficacy
19
Self-monitor*
20
Self monitor*
21
Patient*
22
Consumer*
23
Client*
24
Train*
25
Teach*
26
Instruct*
27
Skill*
28
Educat*
Population
All
PubMed Search string
Study:
Filter:

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

(a OR b OR c ) AND
(d AND e AND f) AND

Intervention / Outcome: (((1 OR 2) AND (3 OR 4 OR 5 OR 6 OR 7 OR 8)) AND (9 OR 10)) AND ((11 OR
12 OR 13 OR 14 OR 15 OR 16 OR 17 OR 18 OR 19 OR 20) OR ((21 OR 22 OR
23) AND (24 OR 25 OR 26 OR 27 OR 28)))
Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 259

104

5.7

Search terms: Interventions to promote better physical health outcomes and
quality of life for carers (all ages)
Intervention / Outcome
1
Caregiver
2
Carer*
3
Respite
4
Mental health [NOT]
5
Carer*
6
Family
7
Physical health
Population
All
PubMed Search string
Study:
Filter:
Intervention / Outcome:

MeSH
ti,ab
ti,ab
Mesh / ti,ab
ti
ti
ti,ab

(a OR b OR c ) AND
(d AND e AND f) AND
((1 OR 2 OR 3) NOT 4).
((5 OR 6) AND 7).

Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 424
Filters activated: Meta-Analysis, Systematic Reviews, Randomized Controlled Trials, Abstract
available, Full text available, published in the last 10 years, Humans, English = 114

5.8

Search terms: Integrated services as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days
Intervention / Outcome
1
A&E
2
Accident and emergency
3
Emergency department
4
Emergency Service, Hospital
5
In-patient
6
Inpatients
7
Hospital
8
Admission
9
Attendance
10
Bed-days
11
Bed days
12
Hospitalization
13
Length of stay
14
Patient admission
15
Patient readmission
16
Delivery of Health Care, Integrated
17
Managed Care Programs
18
Multidisciplinary
19
Team
20
Coordinat*
21
Collaborat*
22
Interprofessional
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ti,ab
ti,ab
ti,ab
MeSH
ti,ab
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
MeSH
MeSH
MeSH
MeSH
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

23
Interdisciplinary communication
Population
All
PubMed Search string
Study:
(a OR b OR c ) AND
Filter:
(d AND e AND f) AND
Intervention / Outcome:

MeSH

(1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR
14 OR 15) AND (16 OR 17 OR 18 OR 19 OR 20 OR 21 OR 22 OR 23)

Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available, published in the
last 10 years, Humans, English = 184

Search ((((((((((((((A&E[Title/Abstract]) OR (Accident and emergency[Title/Abstract])) OR Emergency
department[Title/Abstract]) OR "emergency service, hospital"[MeSH Terms]) OR Inpatient[Title/Abstract]) OR "inpatients"[MeSH Terms]) OR Hospital[Title/Abstract]) OR
Admission[Title/Abstract]) OR Attendance[Title/Abstract]) OR Bed-days[Title/Abstract]) OR Bed
days[Title/Abstract]) OR "hospitalization"[MeSH Terms]) OR "length of stay"[MeSH Terms]) OR "patient
admission"[MeSH Terms]) OR "patient readmission"[MeSH Terms]

Search ((((((("delivery of health care, integrated"[MeSH Terms]) OR "managed care programs"[MeSH
Terms]) OR Multidisciplinary[Title/Abstract]) OR Team[Title/Abstract]) OR Coordinat*[Title/Abstract])
OR Collaborat*[Title/Abstract]) OR Interprofessional[Title/Abstract]) OR "interdisciplinary
communication"[MeSH Terms]

Search (((("systematic review"[Title/Abstract]) OR "review"[Publication Type]) OR "meta
analysis"[Publication Type]))

Search ((("english"[Language]) AND "humans"[Filter]) AND ("2003/01/01"[Date - Publication] :
"3000"[Date - Publication]))
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6.

Appendix 2: Tabulated Results: Systematic reviews and Metaanalyses

6.1

Sub-topic: Interventions to support person centred care in the community for
people with special educational needs
Search record

6.1.1

13 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

A1
NICE clinical guidelines Issued: September 2011 CG128 Autism diagnosis in children and
young people: Recognition, referral and diagnosis of children and young people on the
autism spectrum
http://publications.nice.org.uk/autism-diagnosis-in-children-and-young-people-cg128
Systematic review
September 2011
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
2011 NICE Guidance recommends for children and
evidence
young people on the autism spectrum that a local
autism multi-agency strategy group should be set up,
with managerial, commissioner and clinical
representation from child health and mental health
services, education, social care, parent and carer
service users, and the voluntary sector.
2011 NICE Guidance recommends for children and
young people on the autism spectrum that the local
autism strategy group should appoint a lead
professional to be responsible for the local autism
pathway for recognition, referral and diagnosis of
children and young people. The aims of the group
should include:
-improving early recognition of autism by raising
awareness of the signs and symptoms of autism
through multi-agency training
-making sure the relevant professionals (healthcare,
social care, education and voluntary sector) are
aware of the local autism pathway and how to access
diagnostic services
-supporting the smooth transition to adult services for
young people going through the diagnostic pathway
-ensuring data collection and audit of the pathway
takes place.
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High

2011 NICE Guidance recommends for children and
young people on the autism spectrum that in each
area a multidisciplinary group (the autism team)
should be set up. The core membership should
include a:

High

-paediatrician and/or child and adolescent psychiatrist speech and language therapist
-clinical and/or educational psychologist.
2011 NICE Guidance recommends for children and
young people on the autism spectrum that the autism
team should either include or have regular access to the
following professionals if they are not already in the
team:

High

-paediatrician or paediatric neurologist child and adolescent psychiatrist educational psychologist
-clinical psychologist
-occupational therapist.
2011 NICE Guidance recommends for children and
young people on the autism spectrum considering
including in the autism team (or arranging access for
the team to) other relevant professionals who may be
able to contribute to the autism diagnostic
assessment. For example, a specialist health visitor
or nurse, specialist teacher or social worker.

High

2011 NICE Guidance recommends for children and
young people on the autism spectrum that the autism
team should have the skills and competencies to:

High

-carry out an autism diagnostic assessment
-communicate with children and young people with
suspected or known autism, and with their parents
and carers, and sensitively share the diagnosis with
them.
2011 NICE Guidance recommends for children and
young people on the autism spectrum that autism
team members should:
-provide advice to professionals about whether to refer
children and young people for autism diagnostic
assessments
-decide on the assessment needs of those referred or
when referral to another service will be needed
-carry out the autism diagnostic assessment
-share the outcome of the autism diagnostic
assessment with parents and carers, and with children
and young people if appropriate
-with parent or carer consent and, if appropriate, the
108

High

consent of the child or young person, share
information from the autism diagnostic assessment
directly with relevant services, for example through a
school visit by an autism team member
-offer information to children, young people and
parents and carers about appropriate services and
support.
2011 NICE Guidance recommends for children and
young people on the autism spectrum providing a single
point of referral for access to the autism team.

High

2011 NICE Guidance recommends for children and
young people on the autism spectrum that the autism
team should either have the skills (or have access to
professionals that have the skills) needed to carry out
an autism diagnostic assessment, for children and
young people with special circumstances including:

High

-coexisting conditions such as severe visual and
hearing impairments, motor disorders including
cerebral palsy, severe intellectual disability, complex
language disorders or complex mental health
disorders
-looked-after children and young people.
2011 NICE Guidance recommends for children and
young people on the autism spectrum that if young
people present at the time of transition to adult
services, the autism team should consider carrying
out the autism diagnostic assessment jointly with the
adult autism team, regardless of the young person's
intellectual ability.

High
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A2
Autism: recognition, referral, diagnosis and management of adults on the autism spectrum
NICE clinical guidelines Issued: June 2012
http://publications.nice.org.uk/autism-recognition-referral-diagnosis-and-management-of-adultson-the-autism-spectrum-cg142
Systematic review
Publication
Click here to enter a
Date
date.
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
2012 NICE Guidance recommends that all staff
evidence
working with adults with autism should: -work in
partnership with adults with autism and, where
appropriate, with their families, partners and
carers
-offer support and care respectfully
-take time to build a trusting, supportive, empathic and
non-judgemental relationship as an essential part of
care.
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2012 NICE Guidance recommends that all staff
working with adults with autism should have an
understanding of the:

High

-nature, development and course of autism
-impact on personal, social, educational and
occupational functioning
-impact of the social and physical environment.
2012 NICE Guidance that all health and social care
professionals providing care and support for adults
with autism should have a broad understanding of
the:

High

-nature, development and course of autism
-impact on personal, social, educational and
occupational functioning
-impact of and interaction with the social and physical
environment
-impact on and interaction with other coexisting mental
and physical disorders and their management
-potential discrepancy between intellectual
functioning as measured by IQ and adaptive
functioning as reflected, for example, by difficulties
in planning and performing activities of daily living
including education or employment.
2012 NICE Guidance that all health and social care
professionals providing care and support for adults
with autism should:
-aim to foster the person's autonomy, promote active
participation in decisions about care and support selfmanagement
-maintain continuity of individual relationships
wherever possible
-ensure that comprehensive information about the
nature of, and interventions and services for, their
difficulties is available in an appropriate language or
format (including various visual, verbal and aural,
easy-read, and different colour and font formats) consider whether the person may benefit from
access to a trained advocate.

High

2012 NICE Guidance recommends that all health and
social care professionals providing care and support for
adults with autism and their families, partners and
carers should:

High

-ensure that they are easily identifiable (for example,
by producing or wearing appropriate identification) and
approachable
-clearly communicate their role and function
-address the person using the name and title they
prefer
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-clearly explain any clinical language and check that
the person with autism understands what is being
said
-take into account communication needs, including those
arising from a learning disability, sight or hearing
problems or language difficulties, and provide
communication aids or independent interpreters
(someone who does not have a personal relationship
with the person with autism) if required.
2012 NICE Guidance recommends that all health and
social care professionals providing care and support for
adults with autism and their families, partners and
carers should ensure that they are:

High

-familiar with recognised local and national sources
(organisations and websites) of information and/or
support for people with autism
-able to discuss and advise on how to access and
engage with these resources.
2012 NICE Guidance recommends encouraging adults
with autism to participate in self-help or support groups
or access one-to-one support, and provide support so
that they can attend meetings and engage in the
activities.

High

2012 NICE Guidance recommends that in all settings,
take into account the physical environment in which
adults with autism are assessed, supported and cared
for, including any factors that may trigger challenging
behaviour. If necessary make adjustments or
adaptations to the:
-amount of personal space given (at least an arm's
length)
-setting using visual supports (for example, use labels
with words or symbols to provide visual cues about
expected behaviour)
-colour of walls and furnishings (avoid patterns and
use low-arousal colours such as cream)
-lighting (reduce fluorescent lighting, use blackout
curtains or advise use of dark glasses or increase
natural light)
-noise levels (reduce external sounds or advise use of
earplugs or ear defenders).

High

Where it is not possible to adjust or adapt the
environment, consider varying the duration or
nature of any assessment or intervention (including
taking regular breaks) to limit the negative impact of
the environment.
2012 NICE Guidance recommends that all health and
social care professionals providing care and support for
adults with autism should:
-be aware of under-reporting and under-recognition

High

of physical disorders in people with autism
-be vigilant for unusual likes and dislikes about
food and/or lack of physical activity
-offer advice about the beneficial effects of a
healthy diet and exercise, taking into account an
hyper-and/or hypo-sensory sensitivities; if
necessary, support referral to a GP or dietician.

2012 NICE Guidance recommends that all staff

High

working with adults with autism should be sensitive
to issues of sexuality, including asexuality and the
need to develop personal and sexual relationships. In
particular, be aware that problems in social
interaction and communication may lead to the
person with autism misunderstanding another
person's behaviour or to their possible exploitation
by others.

2012 NICE Guidance recommends ensuring that adults

High

with autism who have caring responsibilities receive
support to access the full range of mental and physical
health and social care services, including:
-specific information, advice and support to parents
about their parenting role, including parent training if
needed, by professionals experienced in the care of
adults and children with autism
-social support, such as childcare, to enable them to
attend appointments, groups and therapy sessions,
and to access education and employment

2012 NICE Guidance recommends in order to

High

effectively provide care and support for adults with
autism, the local autism multi-agency strategy group
should include representation from managers,
commissioners and clinicians from adult services,
including mental health, learning disability, primary
healthcare, social care, housing, educational and
employment services, the criminal justice system
and the third sector. There should be meaningful
representation from people with autism and their
families, partners and carers.

2012 NICE Guidance recommends in each area a
specialist community-based multidisciplinary team for
adults with autism (the specialist autism team) should
be established. The membership should include: clinical psychologists
-nurses
-occupational therapists
-psychiatrists
-social workers
-speech and language therapists
-support staff (for example, staff supporting access to
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High

housing, educational and employment services,
financial advice, and personal and community safety
skills).
2012 NICE Guidance recommends the specialist
autism team should have a key role in the delivery
and coordination of:
-specialist diagnostic and assessment services

High

-specialist care and interventions
-advice and training to other health and social care
professionals on the diagnosis, assessment, care and
interventions for adults with autism (as not all may be in
the care of a specialist team)
-support in accessing, and maintaining contact with,
housing, educational and employment services
-support to families, partners and carers where
appropriate
-care and interventions for adults with autism living in
specialist residential accommodation
-training, support and consultation for staff who care
for adults with autism in residential and community
settings.
2012 NICE Guidance recommends discuss with adults
with autism if and how they want their families,
partners or carers to be involved in their care. During
discussions, take into account any implications of the
Mental Capacity Act (2005) and any communication
needs the person may have.

High

2012 NICE Guidance recommends if the person with
autism wants their family, partner or carer(s) to be
involved, encourage this involvement and:

High

-negotiate between the person with autism and their
family, partner or carer(s) about confidentiality and
sharing of information on an ongoing basis
-explain how families, partners and carers can help
support the person with autism and help with care
plans
-make sure that no services are withdrawn because of
involvement of the family, partner or carer(s), unless
this has been clearly agreed with both the person with
autism and their family, partner or carer(s).
2012 NICE Guidance recommends giving all families,
partners and carer(s) (whether or not the person
wants them to be involved in their care) verbal and
written information about:
-autism and its management
-local support groups and services specifically for
families, partners and carers
-their right to a formal carer's assessment of their
113
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High

own physical and mental health needs, and how to
access this.
2012 NICE Guidance recommends if a person with
autism does not want their family, partners or carer(s)
to be involved in their care:

High

-give the family, partner or carer(s) verbal and written
information about who they can contact if they are
concerned about the person's care
-bear in mind that people with autism may be
ambivalent or negative towards their family or
partner. This may be for many different reasons,
including a coexisting mental disorder or prior
experience of violence or abuse.
2012 NICE Guidance recommends when discussing and
deciding on interventions with adults with autism,
consider:

High

-their experience of, and response to, previous
interventions
-the nature and severity of their autism
-the extent of any associated functional impairment
arising from the autism, a learning disability or a
mental or physical disorder
-the presence of any social or personal factors that
may have a role in the development or maintenance of
any identified problem(s)
-the presence, nature, severity and duration of any
coexisting disorders
-the identification of predisposing and possible
precipitating factors that could lead to crises if not
addressed.
2012 NICE Guidance recommends when discussing
and deciding on care and interventions with adults
with autism, take into account the:

High

-increased propensity for elevated anxiety about
decision-making in people with autism
-greater risk of altered sensitivity and unpredictable
responses to medication
-environment, for example whether it is suitably
adapted for people with autism, in particular those
with hyper- and/or hypo-sensory sensitivities
-presence and nature of hyper- and/or hypo-sensory
sensitivities and how these might impact on the
delivery of the intervention
-importance of predictability, clarity, structure and
routine for people with autism
-nature of support needed to access interventions.
2012 NICE Guidance recommends when discussing

High

and deciding on interventions with adults with autism,
provide information about:
-the nature, content and duration of any proposed
intervention
-the acceptability and tolerability of any proposed
intervention
-possible interactions with any current interventions
and possible side effects
-the implications for the continuing provision of any
current
2012 NICE Guidance recommends when deciding on
options for pharmacological interventions for
challenging behaviour or coexisting mental disorders in
adults with autism:

High

-be aware of the potential for greater sensitivity to side
effects and idiosyncratic responses in people with autism
and
-consider starting with a low dose.
2012 NICE Guidance recommends for any intervention
used in adults with autism, there should be a regular
review of:

High

-the benefits of the intervention, where feasible using a
formal rating of the target behaviour(s)
-any adverse events
-specific monitoring requirements of pharmacological
interventions as highlighted by the summary of product
characteristics
-adherence to the intervention.
2012 NICE Guidance recommends psychosocial
interventions for the core symptoms of autism, for
adults with autism without a learning disability or
with a mild to moderate learning disability, who have
identified problems with social interaction, consider:

High

-a group-based social learning programme focused on
improving social interaction
-an individually delivered social learning programme
for people who find group-based activities difficult.
2012 NICE Guidance recommends psychosocial
interventions for the core symptoms of autism, social
learning programmes to improve social interaction
should typically include:
-modelling
-peer feedback (for group-based programmes) or
individual feedback (for individually delivered
programmes)
-discussion and decision-making

High

-explicit rules
-suggested strategies for dealing with socially
difficult situations.
2012 NICE Guidance recommends not providing
facilitated communication for adults with autism.

High

2012 NICE Guidance recommends psychosocial
interventions focused on life skills.

High

For adults with autism of all ranges of intellectual
ability, who need help with activities of daily living,
consider a structured and predictable training
programme based on behavioural principles.
2012 NICE Guidance recommends for adults with
autism without a learning disability or with a mild to
moderate learning disability, who are socially
isolated or have restricted social contact, consider:

High

-a group-based structured leisure activity programme
-an individually delivered structured leisure
activity programme for people who find groupbased activities difficult.
A structured leisure activity programme
should typically include:
-a focus on the interests and abilities of
the participant(s)
-regular meetings for a valued leisure activity
-for group-based programmes, a facilitator with a
broad understanding of autism to help integrate
the participants
-the provision of structure and support.
High
2012 NICE Guidance recommends for adults with
autism without a learning disability or with a mild to
moderate learning disability, who have problems with
anger and aggression, offer an anger management
intervention, adjusted to the needs of adults with
autism.
2012 NICE Guidance recommends1.4.8 Anger
management interventions should typically include:

High

-functional analysis of anger and angerprovoking situations
-coping-skills

training

and

behaviour

rehearsal -relaxation training
-development of problem-solving skills.
2012 NICE Guidance recommends for adults with
autism without a learning disability or with a mild
learning disability, who are at risk of victimisation,
consider anti-victimisation interventions based on
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High

teaching decision-making and problem-solving skills.
2012 NICE Guidance recommends anti-victimisation
interventions should typically include:

High

-identifying and, where possible, modifying and
developing decision-making skills in situations
associated with abuse
-developing personal safety skills.
2012 NICE Guidance recommends for adults with autism
without a learning disability or with a mild learning
disability, who are having difficulty obtaining or
maintaining employment, consider an individual
supported employment programme.

High

2012 NICE Guidance recommends that an individual
supported employment programme should typically
include:

High

-help with writing CVs and job applications and
preparing for interviews
-training for the identified work role and work-related
behaviours
-carefully matching the person with autism with the
job
-advice to employers about making reasonable
adjustments to the workplace
-continuing support for the person after they start
work
-support for the employer before and after the person
starts work, including autism awareness training.
2012 NICE Guidance recommends before initiating other
interventions for challenging behaviour, address any
identified factors that may trigger or maintain the
behaviour by offering:

High

-the appropriate care for physical disorders
-treatment for any coexisting mental disorders,
including psychological and pharmacological
interventions, informed by existing NICE guidance
-interventions aimed at changing the physical or
social environment (for example, who the person
lives with) when problems are identified, such as
advice to the family, partner or carer(s); changes or
accommodations to the physical environment.
2012 NICE Guidance recommends when deciding on
the nature and content of a psychosocial intervention
to address challenging behaviour, use a functional
analysis. The functional analysis should facilitate the
targeting of interventions that address the function(s)
of problem behaviour(s) by:
-providing information, from a range of environments,
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High

on:
-factors that appear to trigger the behaviour
-the consequences of the behaviour
-identifying trends in behaviour occurrence, factors that
may be evoking that behaviour, and the needs that the
person is attempting to meet by performing the
behaviour.
In addition to the functional analysis, base the choice of
intervention(s) on:
-the nature and severity of the behaviour
-the person's physical needs and capabilities
-the physical and social environment
-the capacity of staff and families, partners or carers to
provide support
-the preferences of the person with autism and,
where appropriate, their family, partner or carer(s)
-past history of care and support.
2012 NICE Guidance recommends psychosocial
interventions for challenging behaviour should be
based on behavioural principles and informed by a
functional analysis of behaviour .

High

Psychosocial interventions for challenging behaviour
should include:
-clearly identified target behaviour(s)
-a focus on outcomes that are linked to quality of life
-assessment and modification of environmental
factors that may contribute to initiating or
maintaining the behaviour
-a clearly defined intervention strategy
-a clear schedule of reinforcement, and capacity to
offer reinforcement promptly and contingently on
demonstration of the desired behaviour
-a specified timescale to meet intervention goals (to
promote modification of intervention strategies that do
not lead to change within a specified time)
-a systematic measure of the target behaviour(s)
taken before and after the intervention to ascertain
whether the agreed outcomes are being met.
2012 NICE Guidance recommends that staff delivering
interventions for coexisting mental disorders to adults
with autism should:
-have an understanding of the core symptoms of
autism and their possible impact on the treatment of
coexisting mental disorders
-consider seeking advice from a specialist autism team
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High

regarding delivering and adapting these interventions for
people with autism.
2012 NICE Guidance recommends for psychosocial
interventions for coexisting mental disorders.

High

For adults with autism and coexisting mental
disorders, offer psychosocial interventions informed by
existing NICE guidance for the specific disorder.
Adaptations to the method of delivery of cognitive
and behavioural interventions for adults with autism
and coexisting common mental disorders should
include:
-a more concrete and structured approach with a
greater use of written and visual information (which
may include worksheets, thought bubbles, images and
'tool boxes')
-placing greater emphasis on changing behaviour, rather
than cognitions, and using the behaviour as the starting
point for intervention
-making rules explicit and explaining their context
-using plain English and avoiding excessive use of
metaphor, ambiguity and hypothetical situations
-involving a family member, partner, carer or
professional (if the person with autism agrees) to
support the implementation of an intervention
-maintaining the person's attention by offering
regular breaks and incorporating their special
interests into therapy if possible (such as using
computers to present information).
2012 NICE Guidance recommends that local care
pathways should be developed to promote
implementation of key principles of good care.
Pathways should be:

High

-negotiable, workable and understandable for adults
with autism, their families, partners and carers, and
professionals
-accessible and acceptable to all people in need of the
services served by the pathway
-responsive to the needs of adults with autism and
their families, partners and carers
-integrated so that there are no barriers to movement
between different levels of the pathway
-outcome focused (including measures of quality,
service user experience and harm)
2012 NICE Guidance recommends autism strategy
groups should be responsible for developing,
managing and evaluating local care pathways. The
group should appoint a lead professional responsible
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High

for the local autism care pathway. The aims of the
strategy group should include:
-developing clear policy and protocols for the
operation of the pathway
-ensuring the provision of multi-agency training about
signs and symptoms of autism, and training and
support on the operation of the pathway
-making sure the relevant professionals (health, social
care, housing, educational and employment services
and the third sector) are aware of the local autism
pathway and how to access services
-supporting the integrated delivery of services across
all care settings
-supporting the smooth transition to adult services for
young people going through the pathway
-auditing and reviewing the performance of the
pathway
2012 NICE Guidance recommends the autism strategy

High

group should develop local care pathways that
promote access to services for all adults with autism,
including:
-people with coexisting physical and mental disorders
(including substance misuse)
-women
-people with learning disabilities
-older people
-people from black and minority ethnic groups
-transgender people
-homeless people
-people from the traveller community
-people in the criminal justice system
-parents with autism.
2012 NICE Guidance recommends when providing

High

information about local care pathways to adults with
autism and their families, partners and carers, all
professionals should:
-take into account the person's knowledge and
understanding of autism and its care and
management
-ensure that such information is appropriate to the
communities using the pathway
2012 NICE Guidance recommends the autism strategy
group should design local care pathways that promote a
range of evidence-based interventions at each step in
the pathway and support adults with autism in their
120

High

choice of interventions.
2012 NICE Guidance recommends the autism strategy
group should design local care pathways that respond
promptly and effectively to the changing needs of all
populations served by the pathways. Pathways should
have in place:

High

-clear and agreed goals for the services offered to
adults with autism
-robust and effective means for measuring and
evaluating the outcomes associated with the agreed
goals
-clear and agreed mechanisms for responding
promptly to identified changes to people's needs.
2012 NICE Guidance recommends the autism strategy
group should design local care pathways that provide an
integrated programme of care across all care settings.
Pathways should:

High

-minimise the need for transition between different
services or providers
-allow services to be built around the pathway and
not the pathway around the services
-establish clear links (including access and entry
points) to other care pathways (including those for
physical healthcare needs)
-have designated staff who are responsible for the
coordination of people's engagement with the
pathway
2012 NICE Guidance recommends for improving
access to care, there should be a single point of
referral (including self-referral) to specialist services
for adults with autism.
Support access to services and increase the uptake of
interventions by:
-delivering assessment and interventions in a physical
environment that is appropriate for people with hyperand/or hypo-sensory sensitivities
-changing the professional responsible for the
person's care if a supportive and caring relationship
cannot be established.
-ensuring systems (for example, care coordination or
case management) are in place to provide for the
overall coordination and continuity of care for adults
with autism
-designating a professional to oversee the whole
period of care (usually a member of the primary
healthcare team for those not in the care of a
specialist autism team or mental health or learning
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disability service
2012 NICE Guidance recommends that if residential

High

care is needed for adults with autism it should usually
be provided in small, local community-based units (of
no more than six people and with well-supported
single person accommodation). The environment
should be structured to support and maintain a
collaborative approach between the person with
autism and their family, partner or carer(s) for the
development and maintenance of interpersonal and
community living skills.
2012 NICE Guidance recommends residential care

High

environments should include activities that are:
-structured and purposeful
-designed to promote integration with the local
community and use of local amenities
-clearly timetabled with daily, weekly and sequential
programmes that promote choice and autonomy.
2012 NICE Guidance recommends residential care

High

environments should have:
-designated areas for different activities that provide
visual cues about expected behaviour
-adaptations to the physical environment for people
with hyper- and/or hypo-sensory sensitivities
-inside and outside spaces where the person with
autism can be alone.
2012 NICE Guidance recommends residential care
staff should:
-understand the principles and attitudes underpinning
the effective delivery of residential care for adults with
autism
-work in collaboration with health and community
care staff from a range of specialist services to
support the delivery of a comprehensive care plan
-be trained in assessing and supporting the needs of
adults with autism
-be consistent and predictable, but with some
flexibility to allow change and choice
-be committed to involving families, partners and
carers.
Other
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A3
J Health Serv Res Policy. 2005 Jul;10(3):173-82.Access to health care for people with learning
disabilities in the UK: mapping the issues and reviewing the evidence .Alborz A, McNally R,
Glendinning C.
http://www.ncbi.nlm.nih.gov/pubmed/16053595
Review (non-systematic)
July 2005
Publication
Date
Region
2+ (well conducted non-RCT studies with a low bias risk
International and moderate probability of a causal relationship)
western style
countries
Moderate
Strength of
There is evidence on the difficulties in identifying
evidence
health needs among people with learning disabilities
and the potentially empowering or obstructive
influence of third parties on access to health care.
Barriers to access identified within health services
included problems with communication, inadequate
facilities, rigid procedures and lack of appropriate
interpersonal skills among mainstream health care
professionals in caring for these patients.
A number of innovations designed to improve access
were identified, including a communication aid, a
prompt card to support general practitioners, health
check programmes and walk-in clinics.

Other
comments

A three-strand approach was adopted, involving searches of electronic databases, a
consultation exercise and a mail shot to researchers and learning disability health
professionals. Evidence relevant to model of 'access' was evaluated for scientific rigour
and selected papers synthesized.
Included countries that have a similar health system to the UK.
Overall, a lack of rigorous research in this area was noted and significant gaps in the
evidence base were apparent.
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Other

A4
Intellect Dev Disabil. 2010 Dec;48(6):432-53. doi: 10.1352/1934-9556-48.6.432.Person-centered
planning: analysis of research and effectiveness. Claes C, Van Hove G, Vandevelde S, van Loon
J, Schalock RL.
http://www.ncbi.nlm.nih.gov/pubmed/21166549
December 2010
Review (non-systematic)
Publication
Date
Region
International - all
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Low
Strength of
Person-centred planning is a well-known and widely
evidence
used approach to individual program planning in the
field of intellectual and developmental disabilities. Its
purpose is to develop collaborative supports focused
on community presence, community participation,
positive relationships, respect, and competence.
There is evidence to suggest that, overall, this
planning has a positive, but moderate, impact on
personal outcomes for this population.
Because there is little research on its effectiveness, our purpose here was to (a) review the
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current status of effectiveness research; (b) describe its effectiveness in terms of
outcomes or results; and (c) discuss the effectiveness of person-centred planning in
relation to evidence-based practices.
The body of evidence provided in this review is weak with regard to criteria for
evidence-based research.

ID

A5

Citation

Arch Pediatr Adolesc Med. 2007 Oct;161(10):933-6.A family-centred, community-based
system of services for children and youth with special health care needs. Perrin JM,
Romm D, Bloom SR, Homer CJ, Kuhlthau KA, Cooley C, Duncan P, Roberts R, Sloyer P,
Wells N, Newacheck P.

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/17909135
Systematic review

Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

Regarding a family-centred, community-based system
of services for children and youth with special health
care needs, critical characteristics of a system include
coordination of child and family services, effective
communication among providers and the family,
family partnership in care provision, and flexibility.

Other
comments

Carried out an extensive and systematic review of literature concerning systems of services
for children with chronic health and mental health conditions. Then convened a consensus
conference involving representatives from parent groups, health economists, state and
federal program managers, public health experts, and paediatric clinicians who reviewed
the background information leading to the definition and reviewed and revised the
definition itself.

ID
Citation

A6

Web link

http://www.ncbi.nlm.nih.gov/pubmed/21726316
Systematic review

Type of
evidence

October 2007

Strength of
evidence

Moderate

International - all

J Intellect Disabil Res. 2011 Nov;55(11):1009-19. doi: 10.1111/j.1365-2788.2011.01436.x.
Epub 2011 Jul 5.The impact of health checks for people with intellectual disabilities: a
systematic review of evidence. Robertson J, Roberts H, Emerson E, Turner S, Greig R.

Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

Regarding the impact of health checks for people with
intellectual disabilities, there is evidence that health
checks are effective in identifying previously
unrecognised health needs (including life-threatening
conditions such as cancer, heart disease and
dementia).

Other

Publication
Date
Region

Publication
Date
Region

Strength of
evidence

November 2011
International western style
countries
Moderate

Moderate
Regarding the impact of health checks for people with
intellectual disabilities there is evidence to suggest
that health checks consistently lead to targeted
actions to address health needs.
38 publications were identified. The studies reviewed involved checking the health of over
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5000 people with ID from a range of countries, including the full range of people
with ID in terms of age, gender, severity of ID and living situation.
13 England, 5 Wales, 4 Scotland, 2 Northern Ireland, 6 Australia, 5 USA, 1 NZ, 1
Ireland, 1 Australia & Scotland.
Future research should consider strategies for optimising the cost-effectiveness or
efficiency of health checks.

ID
Citation

A7

Web link

http://www.ncbi.nlm.nih.gov/pubmed/21883599
Systematic review

Type of
evidence

J Intellect Disabil Res. 2012 Sep;56(9):827-42. doi: 10.1111/j.1365-2788.2011.01466.x.
Epub 2011 Aug 30.Ethnic factors in mental health service utilisation among people with
intellectual disability in high-income countries: systematic review. Durà-Vilà G, Hodes M.

Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that ethnic influences on mental
health service utilisation were identified, however
understanding their significance and potential
negative consequences requires further investigation.
Most of the studies included in this systematic review
suggest that there is an association between ethnicity
and mental health service utilisation.

Publication
Date
Region

Strength of
evidence

September 2012
International western style
countries
Moderate

Moderate

The most consistent finding was that South Asian
children, adolescents and adults with intellectual
disability (ID) in the UK had lower use of mental
health services than White British comparison groups.
Other
comments

Nine studies that reached selection criteria were identified. Six studies that compared two
or more ethnic groups found a variation in levels of mental health service utilisation.
Studies which met the inclusion criteria were undertaken in only two countries: the
UK and the USA.
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A8
Res Dev Disabil. 2009 May-Jun;30(3):503-11. doi: 10.1016/j.ridd.2008.07.011. Epub 2008
Sep 21.Training staff serving clients with intellectual disabilities: a meta-analysis of aspects
determining effectiveness. van Oorsouw WM, Embregts PJ, Bosman AM, Jahoda A.
http://www.ncbi.nlm.nih.gov/pubmed/18809296
Meta analysis
May 2009
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
Regarding training staff serving clients with
evidence
intellectual disabilities, there is evidence of important
information relevant to further improvement of
clinical practice:
(a) the combination of in-service with coachingon-the-job is the most powerful format
(b) in in-service formats, one should use multiple
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techniques, and verbal feedback is particularly
recommended
(c) in coaching-on-the-job formats, verbal feedback
should be part of the program, as well as praise and
correction. To maximize effectiveness, program
developers should carefully prepare training goals,
training format, and training techniques, which will
yield a profit for clinical practice.
Other
comments

Fifty-five studies met the criteria, resulting in 502 single-subject designs and 13 n>1 designs
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Citation

A9
Maturitas. 2012 Aug;72(4):286-95. doi: 10.1016/j.maturitas.2012.05.008. Epub 2012 Jun
Caring for older people with an intellectual disability: a systematic review. Innes A, McCabe
L, Watchman K.

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/22687365
Systematic review

Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

Regarding caring for older people with an intellectual
disability, user view specific findings relate to:
concerns about accommodation; experiences of
services; and perceptions of aging; with a common
underlying finding from all user focused themes that
of unmet need.

Other
comments

ID
Citation

Type of

Publication
Date
Region

August 2012

Strength of
evidence

Low

Choose an item

Low

Regarding caring for older people with an intellectual
disability, carer specific findings relate to: fear of the
future; experiences of older carers; and planning for
the future.

Low
Regarding caring for older people with an intellectual
disability, services themes reflect: the debate over
specialist or generalist services as people age;
accommodation; retirement from day services; and
staff
42 papers meeting the review inclusion criteria are presented under three themes: studies
with a service user perspective (13), studies of carers of older people with ID (14) and
studies of service provision for older people with ID (15).
Only peer review published articles were considered.
Overall this review reveals a lack of robust research evidence concerning the lives of
older people with ID and a need for more research that directly engages with older
people with ID and their carers.

A10

W
e
b
lin
k

Dev Neurorehabil. 2010;13(6):423-32. doi: 10.3109/17518423.2010.499889. Epub 2010
Oct. Telepractice in the assessment and treatment of individuals with autism spectrum
disorders: A systematic review. Boisvert M, Lang R, Andrianopoulos M, Boscardin ML.
Boisvert - Dev Neurorehabil – 2010 Telepractice in the assessment and treatment of
individuals with autism spectrum disorders: A systematic review.

Systematic review

Publication
126

June 2010

evidence
Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Date
Region

Strength of
evidence

International - all

Moderate

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence to suggest telepractice is a
promising service delivery approach in the treatment
of individuals with autism spectrum disorders (i.e.
autism, Asperger’s or PDD-NOS) that warrants
additional research.

Other
comments

Systematic searches of electronic databases, reference lists and journals identified eight
studies that met pre-determined inclusion criteria. These studies were analysed and
summarized in terms of the: (a) characteristics of the participants, (b) technology utilized, (c)
services delivered via telepractice, (d) research methodology and (e) results of the study.
Telepractice was used by university-based researchers, behaviour analysts, psychiatrists and
psychologists to assist caretakers and educators in the delivery of services to 46 participants
with ASD. The services delivered included behavioural and diagnostic assessments,
educational consulting, guidance and supervision of behavioural interventions and
coaching/training in the implementation of a comprehensive early intervention programme.
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A11
J Intellect Dev Disabil. 2009 Dec;34(4):313-23. doi:
10.3109/13668250903310701.Dispersed or clustered housing for adults with intellectual
disability: a systematic review. Mansell J, Beadle-Brown J.
http://www.ncbi.nlm.nih.gov/pubmed/19860598
December 2009
Systematic review
Publication
Date
Region
2++ (High quality SR of non-RCT studies; or high
International quality non-RCT studies with a very low bias risk and
western style
high probability of a causal relationship)
countries
Moderate
Strength of
There is evidence regarding adults with intellectual
evidence
disability that dispersed housing appears to be
superior to clustered housing on the majority of
quality indicators studied.
The only exception to this is that village communities
for people with less severe disabilities have some
benefits; this is not, however, a model which can be
feasibly provided for everyone.
There is evidence regarding adults with intellectual
disability that clustered housing is usually less
expensive than dispersed housing but this is because
it provides fewer staff hours per person.

Other
comments

Moderate

Very low
There is no evidence regarding adults with intellectual
disability that clustered housing can deliver the same
quality of life as dispersed housing at a lower cost.
Searches against specified criteria yielded 19 papers based on 10 studies presenting data
comparing dispersed housing with some kind of clustered housing (village communities,
residential campuses, or clusters of houses). The studies reported the experience of
nearly 2,500 people from four different countries.
14 related to studies conducted in the UK, one in the UK and Ireland, two in Ireland alone,
one in the Netherlands, and one in Australia.
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A12
J Intellect Disabil Res. 2010 Jul;54(7):634-49. doi: 10.1111/j.1365-2788.2010.01291.x.
Epub 2010 May 20.A meta-analysis of intervention effects on challenging behaviour among
persons with intellectual disabilities. Heyvaert M, Maes B, Onghena P.
http://www.ncbi.nlm.nih.gov/pubmed/20492347
Meta analysis
July 2010
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that several biological,
evidence
psychotherapeutic and contextual interventions
used alone or in combination, effectively reduce
challenging behaviours among persons with
intellectual disabilities (ID).

Eighty potential articles were identified, from which 30 contained sufficient data to enable
statistical meta-analysis. From these 30 studies, 18 described a biological, 13 a
psychotherapeutic and nine a contextual intervention, either applied alone or combined.
After applying a funnel plot-, a fail-safe N-, and Duval's and Tweedie's trim and fill-analysis,
we conclude that our meta-analysis does not suffer much from publication bias effects.
The continent where most research took place was America (14), followed by
Europe (11), Australia (4) and Asia (1).
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A13

Web link

http://www.ncbi.nlm.nih.gov/pubmed/19374466
Systematic review

Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

Other
comments

Am J Intellect Dev Disabil. 2009 May;114(3):193-222. doi: 10.1352/1944-7558114.3.193.Outcomes in different residential settings for people with intellectual
disability: a systematic review. Kozma A, Mansell J, Beadle-Brown J.
Publication
Date
Region

May 2009

International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
There is evidence of the benefits of
Moderate
Strength of
deinstitutionalization and community living
evidence
for people with intellectual disability.
In 7 of 10 domains, the majority of studies show that
community-based services are superior to
congregate arrangements.
Studies continue to indicate variability in results,
suggesting that factors other than the basic model of
care are important in determining outcomes.
Sixty-eight articles
Articles were included if the researchers based the study on original research, provided
information on the participants and methodology, compared residential arrangements for
adults with intellectual disability, and were published in English-language peer-reviewed
journals.
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6.2

Sub-topic: Interventions to support person centred care in the community for
people with disabilities
Search record

6.2.1

14 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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Other
comments

B1
Age Ageing. 2010 May;39(3):294-9. doi: 10.1093/ageing/afq018. Epub 2010 Feb 22.Ageing
with cerebral palsy: psychosocial issues. Horsman M, Suto M, Dudgeon B, Harris SR.
http://www.ncbi.nlm.nih.gov/pubmed/20178997
Systematic review
May 2010
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence that from several studies that
evidence
adults with cerebral palsy need greater knowledge
and understanding to enhance decision-making
processes about their health.
Moderate
There is evidence of knowledge for healthcare and
social service providers who care for adults with
cerebral palsy to better understand how psychosocial
health can be preserved during the ageing process.
Moderate
There is evidence that psychosocial issues of concern
to adults ageing with cerebral palsy include the need
for social support, self-acceptance and acceptance by
others; the need for accommodations in the
workplace and the environment; and sense of
coherence of adults ageing with cerebral palsy.
A systematic and detailed search of the literature was conducted. 5
countries.
Nine studies were recovered that described psychosocial consequences of living with a
lifespan disability. Used McMaster University's Guidelines for Critical Review Form-Quantitative and Qualitative Studies to evaluate the studies.
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B2
Cochrane Database Syst Rev. 2007 Apr 18;(2):CD006036.Multidisciplinary rehabilitation for
adults with multiple sclerosis. Khan F, Turner-Stokes L, Ng L, Kilpatrick T.
http://www.ncbi.nlm.nih.gov/pubmed/17443610
Systematic review
April 2007
Publication
Date
Region
International - all
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Moderate
Strength of
There is evidence that multidisciplinary rehabilitation
evidence
programmes do not change the level of impairment,
but can improve the experience of people with
multiple sclerosis in terms of activity and
participation. Regular evaluation and assessment of
these persons for rehabilitation is recommended.
There was 'strong evidence' that despite no change
in the level of impairment, inpatient multidisciplinary
rehabilitation can produce short-term gains at the
levels of activity (disability) and participation for
patients with multiple sclerosis.

High

For outpatient and home-based rehabilitation
programmes there was 'limited evidence' for shortterm improvements in symptoms and disability with
high intensity programmes, which translated into
improvement in participation and quality of life for
patients with multiple sclerosis.

Moderate

For low intensity programmes conducted over a
longer period there was strong evidence for longerterm gains in quality of life; and also limited
evidence for benefits to carers for patients with
multiple sclerosis.

High

Although some studies reported potential for costsavings, there is no convincing evidence regarding the
long-term cost-effectiveness of these programmes for
patients with multiple sclerosis.

Very low

Low
It was not possible to suggest best 'dose' of therapy
or supremacy of one therapy over another for patients
with multiple sclerosis.
Eight trials (7 RCTs; 1 CCT) (747 participants and 73 caregivers) were identified. Seven RCTs
scored well and one CCT scored poorly on the methodological quality assessment.
Further research into appropriate outcome measures, optimal intensity, frequency, cost
and effectiveness of rehabilitation therapy over a longer time period is needed. Future
research in rehabilitation should focus on improving methodological and scientific rigour of
clinical trials.
This review highlights the limitations of RCTs in rehabilitation settings and need for better
designed randomized and multiple centre trials.
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B3
Arch Phys Med Rehabil. 2011 Jan;92(1):146-60. doi:
10.1016/j.apmr.2010.09.021.Psychosocial factors and adjustment to chronic pain in persons
with physical disabilities: a systematic review. Jensen MP, Moore MR, Bockow TB, Ehde DM,
Engel JM.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/21187217
Systematic review

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence to support the importance of
psychosocial factors as significant predictors of pain
and functioning in persons with physical disabilities.

Other
comments

Twenty-nine studies met the review inclusion criteria
Clinical trials to test the efficacy of psychosocial treatments for pain and dysfunction are
warranted, as are studies to determine whether psychosocial factors have a causal influence
on pain and adjustment in these populations.
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Other
comments

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Publication
Date
Region

January 2011

Strength of
evidence

Moderate

International - all

Am J Health Promot. 2009 Jan-Feb;23(3):157-67. doi: 10.4278/ajhp.070930103.The
benefits of physical activity for youth with developmental disabilities: a systematic review.
Johnson CC.
http://www.ncbi.nlm.nih.gov/pubmed/19149420
Systematic review
January 2009
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
High
Evidence exists that physical activity is beneficial for
Strength of
youth with developmental disabilities.
evidence
Strong evidence indicated that children and
adolescents with developmental disabilities derive
health benefits from participation in group exercise
programs, treadmill training, or therapeutic
riding/hippotherapy.

High

Lesser levels of evidence indicated that health
benefits might be present for adapted skiing or
aquatic programs.
Documented benefits of physical activity for youth
with developmental disorders include improvements
in aerobic capacity, improved gross motor function,
and high levels of participant/parent satisfaction.
Three systematic reviews and 14 studies were reviewed

Low
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Moderate
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Other
comments

B5
Rehabil Psychol. 2011 Feb;56(1):1-14. doi: 10.1037/a0022249.Psychosocial outcomes of
telephone-based counselling for adults with an acquired physical disability: A meta-analysis.
Dorstyn DS, Mathias JL, Denson LA.
http://www.ncbi.nlm.nih.gov/pubmed/21401281
Meta analysis
February 2011
Publication
Date
Region
North America
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence to suggest that telecounseling is an
evidence
effective treatment modality for adults adjusting to a
physical disability; however, further trials are needed
to establish the long term psychosocial benefits.
Moderate
Significant improvements in coping skills and
strategies, community integration and depression
were observed immediately after telecounseling, with
modest improvements in quality of life maintained at
12 months post-intervention.
eight studies (N = 658 participants) Most participants were identified as Caucasian (65%),
with a small percentage of African-Americans (7.1%) and Hispanics (2.3%).

B6
Ageing Res Rev. 2012 Jan;11(1):136-49. doi: 10.1016/j.arr.2011.11.002. Epub 2011 Nov
11.Effects of physical exercise therapy on mobility, physical functioning, physical activity and
quality of life in community-dwelling older adults with impaired mobility, physical disability
and/or multi-morbidity: a meta-analysis.de Vries NM, van Ravensberg CD, Hobbelen JS,
Olde Rikkert MG, Staal JB, Nijhuis-van der Sanden MW.
http://www.ncbi.nlm.nih.gov/pubmed/22101330
Meta analysis
January 2012
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that physical exercise therapy has
evidence
a positive effect on mobility and physical functioning.
High-intensity exercise interventions seem to be
somewhat more effective in improving physical
functioning than low-intensity exercise interventions.
These positive effects are of great value for older
adults who are already physically impaired.
The effect on physical activity and quality of life
was not evident and no definite conclusions on the
most effective type of physical exercise therapy
intervention can be drawn.
systematic review and meta-analysis
18 included studies.
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B7
Gerontologist. 2009 Jun;49(3):355-67. doi: 10.1093/geront/gnp056. Epub 2009 May
6.The home environment and disability-related outcomes in aging individuals: what is the
empirical evidence? Wahl HW, Fänge A, Oswald F, Gitlin LN, Iwarsson S.
http://www.ncbi.nlm.nih.gov/pubmed/19420315
Review (non-systematic)
June 2009
Publication
Date
Region
International - all
2+ (well conducted non-RCT studies with a low bias
risk and moderate probability of a causal relationship)
There is evidence that a relationship between home
Strength of
Low
environments and disability-related outcomes for
evidence
older adults exists.
There is evidence based on randomized controlled
trials that shows that improving home environments
enhances functional ability outcomes but not so
much falls-related outcomes.

Moderate

Considerable evidence exists that supports the role of
home environments in the disablement process, but
there are also inconsistencies in findings across
studies.

Moderate

Other
comments

Review article. For Research Question 1, 25 original investigations and for Research
Question 2, 29 original investigations and 10 review articles were identified. Future
research should optimize psychometric properties of home environment assessment
tools and explore the role of both objective characteristics and perceived attributions
of home environments to understand person-environment dynamics and their impact
on disability-related outcomes in old age.
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comments

Cochrane Database Syst Rev. 2008 Jul 16;(3):CD006856. doi:
10.1002/14651858.CD006856.pub2.Personal assistance for adults
physical impairments. Mayo-Wilson E, Montgomery P, Dennis JA.
http://www.ncbi.nlm.nih.gov/pubmed/18646171
Systematic review
Publication
Date
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
There is evidence to indicate that personal assistance
Strength of
evidence
may have some benefits for some adults with physical
impairments and may benefit caregivers.

(19-64) with

July 2008
International - all

Low

Research in this field is limited.
One randomised controlled trial involving 817 participants compared personal
assistance versus usual care was identified.
Whilst paid assistance probably substitutes for informal care and may cost government
more than alternatives, the total costs to recipients and society are currently unknown.
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B9
Arch Pediatr Adolesc Med. 2007 Oct;161(10):933-6.A family-centred, community-based
system of services for children and youth with special health care needs. Perrin JM, Romm
D, Bloom SR, Homer CJ, Kuhlthau KA, Cooley C, Duncan P, Roberts R, Sloyer P, Wells N,
Newacheck P.
http://www.ncbi.nlm.nih.gov/pubmed/17909135
Systematic review
October 2007
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
There is evidence that critical characteristics of a
Strength of
system of services for children and youth with special
evidence
health care needs (CYSHCN) as a family-centred
network of community-based services designed to
promote the healthy development and well-being of
these children and their families include coordination
of child and family services, effective communication
among providers and the family, family partnership in
care provision, and flexibility.
Moderate
Implementing a community-based system of services
for children and youth with special health care needs
requires changes at both the macro and micro levels
of society. The macro level includes agency-level
(federal, state, and local) constituents. The main
responsibilities of this level relate to organizing and
financing services through coordinating eligibility
determination, enabling flexible funding streams, and
providing clear programmatic responsibility and
accountability for service provision. Entities involved
at this level, in addition to the Social Security
Administration and the Maternal and Child Health
Bureau (MCHB), include (but are not limited to) federal
and state Medicaid agencies, private health insurers,
public and private mental health and substance abuse
providers, the Supplemental Security Income
program, public education (including early
intervention and special education through the
Individuals with Disabilities Education Act), juvenile
justice, and the social service system.
Developing a system of services at the macro level
requires (1) standardized eligibility protocols
developed jointly by the federal and state agencies
contributing funds to the system; (2) legal and
accounting mechanisms or vessels for blending
(flexible use) funding streams; (3) development of
cost-sharing mechanisms to allocate costs fairly
among families, private insurers, government, and
other payers; (4) measures to eliminate duplication
of effort based on resource allocation procedures
developed through intergovernmental agreements;
and (5) a flexible point of entry such that a family
need only apply once, with this application
appropriate for all needed services. The methods to
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accomplish these goals include interagency
agreements at the federal, state, and local levels;
waivers of program rules or legislative changes;
institutional flexibility to enhance the ability of
organizations to meet family needs; and overall
federal support.
Implementing a community-based system of services for
children and youth with special health care needs
requires changes at both the macro and micro levels of
society.

Moderate

Micro level includes community-level service systems.
Families, physicians, other health care providers, local
schools, public transportation, and social service
providers are among the entities involved at this level.
Although families will receive most services close to
home, some specialized or rarely accessed services
may be more centralized.
The goals at the micro level include the creation of
operational interagency collaborative relationships
such that families' access services when they need
them. The creation of community grants or other
incentives to encourage coordination across delivery
agencies and providers, including the medical home,
could facilitate these arrangements. A local governing
or organizing structure could also help achieve this
goal. The governing structures could be tailored to
local customs and needs, but operate under broad
state and federal guidelines to ensure accountability
and universality of access to system resources.
Families should view the services they receive as
available and affordable and as comprehensive,
seamless, and without barriers to coordination and
access. Service providers should see reduced
duplication and overlap, greater communication
among key players and stakeholders, streamlined
eligibility processes, and greater flexibility in the use
of program resources. Characteristics of services
should also include high quality (including safety and
timeliness), cost-effectiveness, and equity in access.
Other
comments

Comprehensive literature review of systems of services and consensus panel organized to
review and refine the definition. Carried out an extensive and systematic review of literature
concerning systems of services for children with chronic health and mental health
conditions. This article defines a system of services for CYSHCN as a family-centred network
of community-based services designed to promote the healthy development and well-being
of these children and their families. The definition can guide discussion among policy
makers, practitioners, state programs, researchers, and families for implementing the
"community-based systems of services" contained in Title V of the Social Security Act.
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B10
Arch Phys Med Rehabil. 2011 Dec;92(12):2041-56. doi: 10.1016/j.apmr.2011.07.198.The
effect of neuroscience education on pain, disability, anxiety, and stress in chronic
musculoskeletal pain. Louw A, Diener I, Butler DS, Puentedura EJ.
http://www.ncbi.nlm.nih.gov/pubmed/22133255
Systematic review
December 2011
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence that for chronic musculoskeletal
evidence
pain disorders, there is compelling evidence that an
educational strategy addressing neurophysiology
and neurobiology of pain can have a positive effect
on pain, disability, catastrophization, and physical
performance.

Other
comments

This review includes 8 studies comprising 6 high-quality RCTs, 1 pseudoRCT, and 1 comparative study involving 401 subjects.
Most articles were of good quality, with no studies rated as poor or fair.
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Citation

B11
Disabil Rehabil. 2011;33(2):87-97. doi: 10.3109/09638288.2010.487145. Epub 2010 May
17.Can progressive resistance strength training reduce physical disability in older adults? A
meta-analysis study. Liu CJ, Latham N.
http://www.ncbi.nlm.nih.gov/pubmed/20476841
Meta analysis
May 2010
Publication
Date
Region
International 1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
western style
countries
Moderate
Strength of
There is evidence that progressive resistance strength
evidence
training appears to be an effective intervention to
reduce physical disability in older adults (small effect
size). To maximise the effect, we suggest therapists
use responsive outcome measures and multicomponent intervention approach.

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

The study applied wide inclusion criteria of trial
participants, which lends support to the external
validity of the results to the clinical as well as the
community population.
There is evidence regarding progressive resistance
strength training to reduce physical disability in older
adults that in order to accommodate to the clinical
population, therapist should start with low intensity
and slowly progress the intensity to moderate or high.

Moderate

To attain the benefits of PRT, the exercise frequency
should be two to three times a week and last for at
least 6 weeks after the target intensity is reached.
There is evidence regarding progressive resistance
strength training to reduce physical disability in older
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Moderate

adults that therapists could apply two strategies to
increase the effect. One strategy is to apply disease
specific measures to assess the outcome, which are
more responsive to the change.
The other is to consider using a multi-component
intervention that includes contextual factors which may
increase the effect to reduce physical disability.
However, the effectiveness of a multi-component
programme on physical disability in older adults needs to
be established by future meta-analyses o existing
evidence.
Moderate

There is evidence regarding progressive resistance
strength training to reduce physical disability in older
adults that during the PRT exercise, the therapists
need to monitor possible adverse event cautiously
and adjust the programme accordingly.
Other
comments

Thirty-three trials (n=2172) were analysed. Nineteen trials were conducted in the United
States, three in Canada, six in European countries and five in Australia or New Zealand.
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B12
Aust Occup Ther J. 2010 Aug;57(4):210-23. doi: 10.1111/j.14401630.2010.00850.x.Systematic review of early intervention programmes for children from birth
to nine years who have a physical disability. Ziviani J, Feeney R, Rodger S, Watter P.

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/20854595
Systematic review

Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence regarding intervention programmes
for children from birth to nine years who have a
physical disability that positive outcomes for both
children and families have resulted from early
intervention. However, methodological limitations
hamper a more rigorous analysis of findings across
studies.

Other
comments

Ten studies were included in the review. Cross-sectional and interrupted time-series studies
were of moderate methodological quality, whereas the non-randomised control trial was of
moderate-to-high methodological quality. Studies differed considerably with respect to
participants, types of intervention and outcomes measured.
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Publication
Date
Region

August 2010

Strength of
evidence

Moderate

International - all

ID
Citation

B13
Health Technol Assess. 2009 Sep;13(44):1-330. doi: 10.3310/hta13440.The effectiveness and
cost-effectiveness of cochlear implants for severe to profound deafness in children and adults: a
systematic review and economic model. Bond M, Mealing S, Anderson R, Elston J, Weiner G,
Taylor RS, Hoyle M, Liu Z, Price A, Stein K.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/19799825
Systematic review

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that unilateral cochlear
implantation is safe and effective for adults and
children and likely to be cost-effective in
profoundly deaf adults and profoundly and prelingually deaf children.

2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)

Publication
Date
Region

September 2009

Strength of
evidence

Moderate

International - all

Other
comments

Moderate
There is evidence that decisions on the costeffectiveness of bilateral cochlear implants should
take into account the high degree of uncertainty
within the model regarding the probable utility gain.
The clinical effectiveness review included 33 papers, of which only two were RCTs. They
used 62 different outcome measures and overall were of moderate to poor quality.

ID

B14

Citation

Arch Phys Med Rehabil. 2007 Aug;88(8):1064-73.What do we really know about the transition to
adult-centred health care? A focus on cerebral palsy and spina-bifida. Binks JA, Barden WS,
Burke TA, Young NL.
http://www.ncbi.nlm.nih.gov/pubmed/17678671
Review (non-systematic)
August 2007
Publication
Date
International - all
Region
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Moderate
Strength of
There is evidence regarding cerebral palsy and spina
evidence
bifida, for 5 key elements that support a positive
transition to adult-centred health care: preparation,
flexible timing, care coordination, transition clinic
visits, and interested adult-centred health care
providers. There was limited empirical evidence to
support the impact of these elements.
Identified 149 articles: 54 discussion, 21 case series, 28 database or register, 25 qualitative, and
34 survey articles.

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)
Other
comments
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6.3

Sub-topic: Interventions to support person centred care in the community for
people with long term conditions
Search record

6.3.1

29 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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Citation
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interventio
n and
outcomes)

C1
NICE public health guidance Issued: March 2009 PH19 Managing long-term sickness and
incapacity for work
http://publications.nice.org.uk/managing-long-term-sickness-and-incapacity-for-work-ph19
March 2009
Systematic review
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
2009 NICE Guidance regarding employees on longevidence
term sickness absence or recurrent short or long
term sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends
that employers should identify someone who is
suitably trained and impartial to undertake initial
enquiries with the relevant employees to:
-determine the reason for the sickness and their
prognosis for returning to work and if they have any
perceived (or actual) barriers to returning to work
(including the need for workplace adjustments)
-decide on the options for returning to work and
jointly agree what, if any, action is required to prepare
for this.
2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long
term sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends
that if following initial enquiries action is required,
consider identifying:
-whether or not a detailed assessment is needed to
determine what interventions and services are
required and to develop a return-to-work plan
-whether or not a case worker/s is needed to
coordinate a detailed assessment, deliver any
proposed interventions or produce a return-to-work
plan.
-If necessary, appoint a case worker/s
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High

2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long
term sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Coordinate and support the delivery of any planned
health, occupational or rehabilitation interventions or
services and any return-to-work plan developed
following initial enquiries or the detailed assessment.
People who have a poor prognosis for returning to
work are likely to benefit most from more 'intensive'
interventions and services; those with a good
prognosis are likely to benefit from 'light' or less
intense interventions and services.

High

2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long term
sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Where necessary, arrange for a referral to relevant
specialists or services.

High

2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long term
sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Where necessary, employers should appoint a case
worker/s to coordinate referral for, and delivery of
any required interventions and services. This includes
delivery of the return-to-work plan.

High

2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long
term sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Ensure employees are consulted and jointly agree all
planned health, occupational or rehabilitation
interventions or services and the return-to-work plan

High

2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long
term sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Encourage employees to contact their GP or
occupational health service for further advice and
support as needed.

High

2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long term
sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Consider offering people who have a poor prognosis
for returning to work an 'intensive' programme of
interventions. For example, offer a programme of
multi-disciplinary interventions over several weeks
combined with usual care and treatment. Examples
may include one or more of the following:
-CBT or education and training on physical and
mental coping strategies for work and everyday
activities (this may be combined with exercise
programmes)

High
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-counselling about a return to work workplace modifications
-referral to physiotherapy services or vocational
rehabilitation (including training).
2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long term
sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Consider offering more intensive, specialist input
when there is recurring long-term sickness absence or
repeat episodes of short-term sickness absence.

High

2009 NICE Guidance regarding employees on long- term
sickness absence or recurrent short or long term
sickness absence (particularly musculoskeletal disorders
or mental health problems), recommends: Consider
offering 'light' or less intense interventions, along with
usual care and treatment, to those with a good
prognosis for returning to work.

High

2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long
term sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Ensure psychological interventions and services are
evidence-based. Also ensure they are delivered by
suitably trained and experienced practitioners.

High

2009 NICE Guidance regarding employees on longterm sickness absence or recurrent short or long
term sickness absence (particularly musculoskeletal
disorders or mental health problems), recommends:
Consider helping people to develop problem solving
and coping strategies using evidence-based
psychological interventions. The aim is to overcome
any barriers they have to returning to work and to
support them to return. Examples which have been
proven to be effective for certain groups and
conditions include:
-women with musculoskeletal pain: CBT in small
groups (involving 5–6 people), with one-to-one
telephone follow-up
-men and women with stress-related conditions: CBT
and contact with the employer
-men and women experiencing low back pain: CBT in
small groups (involving 5–6 people) combined with oneto-one sessions of behavioural-graded activity and
liaison with the workplace to discuss a return-to-work
plan
-men and women with psychological or
musculoskeletal problems: solution-focused group
sessions
-men and women with whiplash injuries: progressive
goal attainment programmes combined with
physiotherapy or multimodal programmes

High

2009 NICE Guidance regarding employees on long- term
sickness absence or recurrent short or long term
sickness absence (particularly musculoskeletal

High

disorders or mental health problems), recommends:
Consider providing a multi-disciplinary back
management programme to help employees with
this condition return to work, a programme could
comprise:
-one intensive session covering attitudes to health,
structure and function of the back and posture and
the link to symptoms, stress and coping strategies,
posture exercises and relaxation training
-optional sessions to recap on learning and to discuss
the experience of putting it into practice.
2009 NICE Guidance regarding people with health
problems who are unemployed and claiming
incapacity benefit or ESA, recommends
commissioning an integrated programme to help
claimants enter or return to work (paid or unpaid).
The programme should include a combination of
interventions such as:
-an interview with a trained adviser to discuss the
help they need to return to work
-vocational training, including that offered by 'New deal
for disabled people' (for example, help producing a
curriculum vitae, interview training and help to find a job
or a work placement)
-a condition management component run by local
health providers to help people manage their health
condition
-financial measures to motivate them to return to
work (such as return-to-work credit)
-support before and after returning to work: this may
include one or more of the following: mentoring, a
job coach, occupational health support or financial
advice.
Evaluate the programme (including any specific
components).
Other
comments
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High
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C2
NICE clinical guidelines Issued: November 2006 (last modified: October 2012) CG42
Dementia: Supporting people with dementia and their carers in health and social care
http://publications.nice.org.uk/dementia-cg42
Systematic review
November 2006
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
2006 NICE Guidance regarding people with dementia
evidence
recommends that health and social care staff should
aim to promote and maintain the independence,
including mobility, of people with dementia. Care
plans should address activities of daily living (ADLs)
that maximise independent activity, enhance
function, adapt and develop skills, and minimise the
need for support. When writing care plans, the
varying needs of people with different types of
dementia should be addressed. Care plans should
always include:
-consistent and stable staffing
-retaining a familiar environment
-minimising relocations
-flexibility to accommodate fluctuating abilities
-assessment and care-planning advice regarding ADLs,
and ADL skill training from an occupational therapist
-assessment and care-planning advice about
independent toileting skills; if incontinence occurs
all possible causes should be assessed and relevant
treatments tried before concluding that it is
permanent
-environmental modifications to aid independent
functioning, including assistive technology, with advice
from an occupational therapist and/or clinical
psychologist
-physical exercise, with assessment and advice from a
physiotherapist when needed
-support for people to go at their own pace and
participate in activities they enjoy.
2006 NICE Guidance regarding people with
dementia recommends that people with mild-tomoderate dementia of all types should be given the
opportunity to participate in a structured group
cognitive stimulation programme. This should be
commissioned and provided by a range of health
and social care staff with appropriate training and
supervision, and offered irrespective of any drug
prescribed for the treatment of cognitive symptoms
of dementia.

High

2006 NICE Guidance regarding people with dementia
recommends for people with all types and severities

High
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of dementia who have comorbid agitation,
consideration should be given to providing access to
interventions tailored to the person's preferences, skills
and abilities. Because people may respond better to
one treatment than another, the response to each
modality should be monitored and the care plan
adapted accordingly. Approaches that may be
considered, depending on availability, include: aromatherapy
-multisensory stimulation
-therapeutic use of music and/or
dancing -animal-assisted therapy massage.
These interventions may be delivered by a range of
health and social care staff and volunteers, with
appropriate training and supervision. The voluntary
sector has a particular role to play in delivering these
approaches. Health and social care staff in the NHS
and social care, including care homes, should work
together to ensure that some of these options are
available, because there is some evidence of their
clinical effectiveness.
2006 NICE Guidance regarding people with dementia
recommends for people with dementia who have
depression and/or anxiety, cognitive behavioural
therapy, which may involve the active participation of
their carers, may be considered as part of treatment.

High

2006 NICE Guidance regarding people with dementia
recommends that a range of tailored interventions,
such as reminiscence therapy, multisensory
stimulation, animal-assisted therapy and exercise,
should be available for people with dementia who
have depression and/or anxiety.

High

2006 NICE Guidance regarding people with dementia
recommends that if language or acquired language
impairment is a barrier to accessing or understanding
services, treatment and care, health and social care
professionals should provide the person with
dementia and/or their carer with:
0information in the preferred language and/or in an
accessible format

High

-independent interpreters
-psychological interventions in the preferred
language.
2006 NICE Guidance regarding people with dementia
recommends health and social care managers should
coordinate and integrate working across all agencies
involved in the treatment and care of people with
dementia and their carers, including jointly agreeing
written policies and procedures. Joint planning should

High

include local service users and carers in order to
highlight and address problems specific to each
locality.
Health and social care professionals should ensure that
people with dementia and their carers are given up-todate information on local arrangements
(including inter-agency working) for health and social
care, including the independent and voluntary sectors,
and on how to access such services.
Other
comments
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C3
NICE clinical guidelines Issued: October 2009 CG91 Depression in adults with a chronic
physical health problem: Treatment and management
http://publications.nice.org.uk/depression-in-adults-with-a-chronic-physical-healthproblem-cg91
October 2009
Systematic review
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
2009 NICE Guidance regarding depression in adults with
Strength of
evidence
chronic physical health problems recommends for all
known and suspected presentations of depression:
Assessment, support, psycho-education, active
monitoring and referral for further assessment and
interventions.
2009 NICE Guidance regarding depression in adults
with chronic physical health problems recommends
for persistent sub-threshold depressive symptoms;
mild to moderate depression: Low-intensity
psychosocial interventions, psychological
interventions, medication and referral for further
assessment and interventions.

High

2009 NICE Guidance regarding depression in adults
with chronic physical health problems recommends
for persistent sub-threshold depressive symptoms or
mild to moderate depression with inadequate
response to initial interventions; moderate and
severe depression: medication, high-intensity
psychological interventions, combined treatments,
collaborative care and referral for further
assessment and interventions.

High

2009 NICE Guidance regarding depression in adults
with chronic physical health problems recommends for
severe and complex depression; risk to life; severe
self-neglect: medication, high-intensity psychological
interventions, electroconvulsive therapy, crisis service,
combined treatments, multi-professional and inpatient
care.

High

Other
comments
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C4
NICE clinical guidelines Issued: January 2012 CG137 The epilepsies: the diagnosis and
management of the epilepsies in adults and children in primary and secondary care
http://publications.nice.org.uk/the-epilepsies-the-diagnosis-and-management-of-theepilepsies-in-adults-and-children-in-primary-and-cg137
Systematic review
January 2012
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
2012 NICE Guidance regarding epilepsy recommends
evidence
that psychological interventions (relaxation, cognitive
behaviour therapy, biofeedback) may be used in
conjunction with AED therapy in adults where either the
person or the specialist considers seizure control to be
inadequate with optimal AED therapy. This approach
may be associated with an improved quality of life in
some people.
2012 NICE Guidance regarding epilepsy recommends
that psychological interventions (relaxation, cognitive
behaviour therapy) may be used in children and young
people with drug-resistant focal epilepsy.
2012 NICE Guidance regarding epilepsy recommends
that psychological interventions may be used as
adjunctive therapy. They have not been proven to
affect seizure frequency and are not an alternative to
pharmacological treatment.

High

2012 NICE Guidance regarding epilepsy recommends
referring children and young people with epilepsy
whose seizures have not responded to appropriate
AEDs to a tertiary paediatric epilepsy specialist for
consideration of the use of a ketogenic diet.

High

High

Other
comments
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Citation
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C5
NICE clinical guidelines Issued: February 2009 (last modified: April 2009) CG79 Rheumatoid
arthritis: The management of rheumatoid arthritis in adults
http://publications.nice.org.uk/rheumatoid-arthritis-cg79
Systematic review
February 2009
Publication
Date
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
Region
low bias risk)
High
Strength of
2009 NICE Guidance regarding rheumatoid arthritis
evidence
recommends that people with RA should have ongoing
access to a multidisciplinary team. This should provide
the opportunity for periodic assessments of the effect
of the disease on their lives (such as pain, fatigue,
everyday activities, mobility, ability to work or take
part in social or leisure activities, quality of life, mood,
impact on sexual relationships) and help to manage
the condition.
People with RA should have access to a named
member of the multidisciplinary team who is
146

responsible for coordinating their care.
2009 NICE Guidance regarding rheumatoid arthritis
recommends that people with RA should have
access to specialist physiotherapy, with periodic to:
-improve general fitness and encourage regular
exercise
-learn exercises for enhancing joint flexibility, muscle
strength and managing other functional impairments learn about the short-term pain relief provided by
methods such as transcutaneous electrical nerve
stimulators [TENS] and wax baths.

High

2009 NICE Guidance regarding rheumatoid arthritis
recommends that people with RA should have access
to specialist occupational therapy, with periodic
review if they have difficulties with any of their
everyday activities, or problems with hand function.

High

2009 NICE Guidance regarding rheumatoid arthritis
recommends offering psychological interventions (for
example, relaxation, stress management and
cognitive coping skills) to help people with RA adjust
to living with their condition.

High

2009 NICE Guidance regarding rheumatoid arthritis
recommends that all people with RA and foot
problems should have access to a podiatrist for
assessment and periodic review of their foot health
needs.
2009 NICE Guidance regarding rheumatoid arthritis
recommends functional insoles and therapeutic
footwear should be available for all people with RA if
indicated.

High

2009 NICE Guidance regarding rheumatoid arthritis
recommends offering people with satisfactorily
controlled established RA review appointments at a
frequency and location suitable to their needs. In
addition, make sure they:

High

High

-have access to additional visits for disease flares,
-know when and how to get rapid access to specialist
care, and
-have ongoing drug monitoring.
2009 NICE Guidance regarding rheumatoid arthritis
recommends informing people with RA who wish to
experiment with their diet that there is no strong
evidence that their arthritis will benefit. However, they
could be encouraged to follow the principles of a
Mediterranean diet (more bread, fruit, vegetables and
fish; less meat; and replace butter and cheese with
products based on vegetable and plant oils).

High

2009 NICE Guidance regarding rheumatoid arthritis
recommends informing people with RA who wish to try
complementary therapies that although some may
provide short-term symptomatic benefit, there is little or
no evidence for their long-term efficacy.
2009 NICE Guidance regarding rheumatoid arthritis

High
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High

recommends that if a person with RA decides
to try complementary therapies, advise them:
-these approaches should not replace conventional
treatment
-this should not prejudice the attitudes of members of
the multidisciplinary team, or affect the care offered.
Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

Other
comments

C6
Psychother Psychosom. 2010;79(3):136-48. doi: 10.1159/000286958. Epub 2010 Feb
20.Effects of interventions involving the family in the treatment of adult patients with chronic
physical diseases: a meta-analysis. Hartmann M, Bäzner E, Wild B, Eisler I, Herzog W.
http://www.ncbi.nlm.nih.gov/pubmed/20185970
Meta analysis
February 2010
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that psychosocial interventions
evidence
involving family members in the treatment of chronic
physical diseases have positive effects on the health
outcome for both the patient and his/her family.
Family involvement resulted in significantly better
health than standard treatment for all outcomes.
Overall, the effects were not large, but they were
broad, significant and stable over a long period of
time.
Moderate
There is evidence regarding effects of interventions
involving the family in the treatment of adult patients
with chronic physical diseases, of a tendency towards
higher effects in favour of relationship-focused family
interventions compared to educational interventions.
Fifty-two relevant randomised controlled trials (including 8,896 patients) were extracted. The
main disease groups were cardiovascular diseases including stroke, cancer and arthritis.
Further high-quality research is necessary to investigate differential effects.
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Citation
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Quality of
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interventio

C7
Am Heart J. 2012 Apr;163(4):657-65.e1. doi: 10.1016/j.ahj.2012.01.019.Patient-focused
intervention to improve long-term adherence to evidence-based medications: a randomized
trial. Calvert SB, Kramer JM, Anstrom KJ, Kaltenbach LA, Stafford JA, Allen La Pointe NM.
http://www.ncbi.nlm.nih.gov/pubmed/22520532
Randomised controlled trial
April 2012
Publication
Date
Region
North America
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Low
Strength of
There is evidence regarding cardiovascular
evidence
medication adherence of a trend toward better
adherence by refill records with an intervention of
enhanced in-hospital counselling, attention to
adherence barriers, communication of discharge
148

n and
outcomes)

medications to community pharmacists and
physicians, and ongoing assessment of adherence by
community pharmacists compared to usual care of
discharge counselling and a letter to the community
physician.

Other
comments

Non-adherence to cardiovascular medications is a significant public health problem. This
randomized study evaluated the effect on medication adherence of linking hospital and
community pharmacists.
Hospitalized patients with coronary artery disease discharged on aspirin, 13-blocker, and
statin who used a participating pharmacy were randomized to usual care or intervention.
The usual care group received discharge counselling and a letter to the community
physician; the intervention group received enhanced in-hospital counselling, attention to
adherence barriers, communication of discharge medications to community pharmacists
and physicians, and ongoing assessment of adherence by community pharmacists.
Of 143 enrolled patients, 108 (76%) completed 6-month follow-up, and 115 (80%) had 6month refill records.
Using the proportion of days covered (PDC) to determine adherence to 13-blockers and
statins, there was better adherence in the intervention versus control arm, but the
difference was not statistically significant. Adherence to 13-blockers was statistically
significantly better in intervention versus control.
Encourage further investigation of engaging pharmacists to improve continuity of care.

ID
Citation

C8
Med Care. 2010 Oct;48(10):923-33. doi: 10.1097/MLR.0b013e3181e57962.US pharmacists'
effect as team members on patient care: systematic review and meta-analyses. Chisholm-Burns
MA, Kim Lee J, Spivey CA, Slack M, Herrier RN, Hall-Lipsy E, Graff Zivin J, Abraham I, Palmer J,
Martin JR, Kramer SS, Wunz T.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/20720510
Meta analysis

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that pharmacist-provided direct
patient care has favourable effects across various
patient outcomes, health care settings, and disease
states. Incorporating pharmacists as health care team
members in direct patient care is a viable solution to
help improve health care.
Favourable results were found in therapeutic and
safety outcomes, and meta-analyses conducted for
haemoglobin A1c, LDL cholesterol, blood pressure,
and adverse drug events were significant favouring
pharmacists' direct patient care over comparative
services.
Results for humanistic outcomes were favourable
with variability. Medication adherence, patient
knowledge, and quality of life-general health
meta-analyses were significant favouring
pharmacists' direct patient care.
Systematic Review & Meta -Analysis. A
total of 298 studies were included.

Other
comments

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
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C9
Med J Aust. 2003 Sep 1;179(5):253-6.Getting it right: why bother with
Bauman AE, Fardy HJ, Harris PG.
http://www.ncbi.nlm.nih.gov/pubmed/12924973
Review (non-systematic)
Publication
Date
Region
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Strength of
There is an increasing evidence base for patientevidence
centred care which is about sharing the management
of an illness between patient and doctor; especially
for chronic problems such as diabetes, asthma and
arthritis.

patient-centred care?

September 2003
International - all
Moderate

There is evidence that patient-centred care results
in increased adherence to management protocols,
reduced morbidity and improved quality of life for
patients.

Moderate

There is evidence that key features of the doctorpatient interaction are shared goal setting, written
management plans and regular follow-up.

Moderate

There is evidence that supportive community-based
services and programs, combined with healthcare
system commitment, are also required to make the
patient-centred care approach effective in improving
population health.

Moderate

There is some evidence that patient-centred
approaches can increase patient satisfaction,
engagement and task orientation, reduce anxiety and
improve quality of life, as well as increase doctor
satisfaction.

Moderate

Outcomes such as these have also been shown in
adults with diabetes undergoing patient-centred
interventions and can be produced without
lengthening consultations, especially if a team
approach to management (involving doctors and
other healthcare professionals) is developed.
There is some evidence that patient-centred care is
more efficient resulting in fewer diagnostic tests and
unnecessary referrals.

Moderate

Evidence supports individual components of patient
centred care, such as self-management training which
has been shown to benefit adults with diabetes.

Moderate

Patient education programs that are integrated into
patient-centred care are likely to be even more
effective than programs delivered independently of
primary-care professionals.

Moderate

Comprehensive asthma self-management programs
have also been shown to reduce hospital attendances
and admissions, asthma symptoms and time off work
or school. Information-only asthma education
(provision of a video, pamphlet or guide alone) may

Moderate
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be ineffective.
There is also good evidence for patient-centred care
having a favourable impact on other chronic health
problems, including chronic musculoskeletal
conditions as well as some evidence for it improving
management of hypertension.

Moderate

Principles of patient-centred care:

Moderate

-Explore patient “cognitions” (what they think, believe
and expect and their confidence about their disease
management).
-Explore the social supports, social and family
influences and physical environment in which people
live, which may influence their health and illness.
-Apply the principles of behaviour change: discuss the
disease management plan, individualise patient
education, and plan for change to occur in stages.
-Work with teams of healthcare providers, community
agencies and support groups.
Other
comments
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Citation

C10

Web link

http://www.ncbi.nlm.nih.gov/pubmed/17636778
Systematic review

Type of
evidence

Cochrane Database Syst Rev. 2007 Jul 18;(3):CD004910.Effectiveness of shared care across the
interface between primary and specialty care in chronic disease management. Smith SM, Allwright
S, O'Dowd T.
Publication
Date
Region

July 2007

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Evidence
statements
(note
population,
interventio
n and
outcomes)

Regarding effectiveness of shared care across the
interface between primary and specialty care in
chronic disease management, there is insufficient
evidence to demonstrate significant benefits from
shared care apart from improved prescribing.

Other
comments

Twenty studies of shared care interventions for chronic disease management were
identified, 19 of which were randomised controlled trials.
The studies were carried out in a variety of settings: seven in the UK, five in the USA, two in

Regarding effectiveness of shared care across the
interface between primary and specialty care in
chronic disease management, there is no evidence to
support the widespread introduction of shared care
services at present.
Future shared-care interventions should only be
developed within research settings and with account
taken of the complexity of such interventions and
the need to carry out longer studies to test the
effectiveness and sustainability of shared care over
time.

151

Strength of
evidence

International western style
countries
Moderate

Moderate

Australia, three in New Zealand, and one each in Denmark, Ireland and Sweden.
Methodological shortcomings, particularly inadequate length of follow-up, may
partially account for this lack of evidence.
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C11
Disabil Health J. 2010 Jul;3(3):133-45. doi: 10.1016/j.dhjo.2009.10.007.Benefits of
wellness interventions for persons with chronic and disabling conditions: a review of the
evidence. Stuifbergen AK, Morris M, Jung JH, Pierini D, Morgan S.
http://www.ncbi.nlm.nih.gov/pubmed/20628583
Systematic review
July 2010
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence to support an immediate postevidence
intervention positive impact of wellness interventions
across persons with a wide variety of chronic and
disabling conditions.

190 studies met the criteria for full review.
Future research that clearly specifies primary study outcomes and follows the CONSORT
guidelines will strengthen future reviews of the evidence and facilitate application of the
evidence of practice.

C12
Arch Dis Child. 2011 Jun;96(6):548-53. doi: 10.1136/adc.2010.202473. Epub 2011 Mar
8.Improving the transition between paediatric and adult healthcare: a systematic review.
Crowley R, Wolfe I, Lock K, McKee M.
http://www.ncbi.nlm.nih.gov/pubmed/21388969
June 2011
Systematic review
Publication
Date
International - all
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence regarding the transition between
evidence
paediatric and adult healthcare for young people with
chronic illness or disability that the most commonly
used strategies in successful programmes involving
patients with diabetes mellitus were patient
education and specific transition clinics (either jointly
staffed by paediatric and adult physicians or
dedicated young adult clinics within adult services).
It is not clear how generalisable these successful
studies in diabetes mellitus will be to other
conditions.

Other
comments

10 studies met the inclusion criteria. All six interventions that resulted in
significant improvements were in studies of patients with diabetes mellitus, with
glycosylated haemoglobin level, acute and chronic complications, and rates of
follow-up and screening used as outcome measures.
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C13
Arch Pediatr Adolesc Med. 2007 Oct;161(10):933-6.A family-centred, community-based
system of services for children and youth with special health care needs. Perrin JM, Romm
D, Bloom SR, Homer CJ, Kuhlthau KA, Cooley C, Duncan P, Roberts R, Sloyer P, Wells N,
Newacheck P.
http://www.ncbi.nlm.nih.gov/pubmed/17909135
Systematic review
October 2007
Publication
Date
Region
Choose an item
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Strength of
Moderate
There is evidence in terms of defining a familyevidence
centred system of services for children and youth
with special health care needs (CYSHCN) that critical
characteristics of a system include coordination of
child and family services, effective communication
among providers and the family, family partnership in
care provision, and flexibility.
Moderate
There is evidence that implementing a communitybased system of services requires changes at both the
macro and micro levels of society.
The macro level includes agency-level (federal, state,
and local) constituents. The main responsibilities of
this level relate to organizing and financing services
through coordinating eligibility determination,
enabling flexible funding streams, and providing clear
programmatic responsibility and accountability for
service provision. Entities involved at this level, in
addition to the Social Security Administration and the
Maternal and Child Health Bureau (MCHB), include
(but are not limited to) federal and state Medicaid
agencies, private health insurers, public and private
mental health and substance abuse providers, the
Supplemental Security Income program, public
education (including early intervention and special
education through the Individuals with Disabilities
Education Act), juvenile justice, and the social service
system.
Developing a system of services at the macro level
requires (1) standardized eligibility protocols
developed jointly by the federal and state agencies
contributing funds to the system; (2) legal and
accounting mechanisms or vessels for blending
(flexible use) funding streams; (3) development of
cost-sharing mechanisms to allocate costs fairly
among families, private insurers, government, and
other payers; (4) measures to eliminate duplication of
effort based on resource allocation procedures
developed through intergovernmental agreements;
and (5) a flexible point of entry such that a family
need only apply once, with this application
appropriate for all needed services. The methods to
accomplish these goals include interagency
agreements at the federal, state, and local levels;
waivers of program rules or legislative changes;
153

institutional flexibility to enhance the ability of
organizations to meet family needs; and overall
federal support.
There is evidence that implementing a communitybased system of services requires changes at both the
macro and micro levels of society.
Micro level includes community-level service systems.
Families, physicians, other health care providers, local
schools, public transportation, and social service
providers are among the entities involved at this level.
Although families will receive most services close to
home, some specialized or rarely accessed services
may be more centralized.

Moderate

The goals at the micro level include the creation of
operational interagency collaborative relationships
such that families’ access services when they need
them. The creation of community grants or other
incentives to encourage coordination across delivery
agencies and providers, including the medical home,
could facilitate these arrangements. A local governing
or organizing structure could also help achieve this
goal. The governing structures could be tailored to
local customs and needs, but operate under broad
state and federal guidelines to ensure accountability
and universality of access to system resources.
Families should view the services they receive as
available and affordable and as comprehensive,
seamless, and without barriers to coordination and
access. Service providers should see reduced
duplication and overlap, greater communication
among key players and stakeholders, streamlined
eligibility processes, and greater flexibility in the use
of program resources. Characteristics of services
should also include high quality (including safety and
timeliness), cost-effectiveness, and equity in access.
Other
comments

This article defines a system of services for CYSHCN as a family-centred network of
community-based services designed to promote the healthy development and well-being of
these children and their families. The definition can guide discussion among policy makers,
practitioners, state programs, researchers, and families for implementing the "communitybased systems of services" contained in Title V of the Social Security Act.
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C14
Cochrane Database Syst Rev. 2012 Apr 18;4:CD006560. doi:
10.1002/14651858.CD006560.pub2.Interventions for improving outcomes in patients with
multimorbidity in primary care and community settings. Smith SM, Soubhi H, Fortin M, Hudon
C, O'Dowd T.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/22513941
Systematic review

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is limited evidence to suggest that
interventions for improving outcomes in patients
with multi-morbidity in primary care and community
settings have had mixed effects but have shown a
tendency to improve prescribing and medication
adherence, particularly if interventions can be
targeted at risk factors or specific functional
difficulties in people with co-morbid conditions or
multi-morbidity.

Other
comments

Ten studies examining a range of complex interventions for patients with multi-morbidity were
identified. All were RCTs and there was low risk of bias.
All were set in primary care or community settings in the USA, apart from one set in the UK and
one which was set in Canada.

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Publication
Date
Region

Strength of
evidence

April 2012
International western style
countries
Moderate

There is a need for clear definitions of participants, consideration of appropriate outcomes, and
further pragmatic studies based in primary care settings.
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C15
BMJ. 2012 Sep 3;345:e5205. doi: 10.1136/bmj.e5205.Managing patients with multi-morbidity:
systematic review of interventions in primary care and community settings. Smith SM, Soubhi H,
Fortin M, Hudon C, O'Dowd T.
http://www.ncbi.nlm.nih.gov/pubmed/22945950
Systematic review
September 2012
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International low bias risk)
western style
countries
Strength
of
Moderate
There is limited evidence on the care of patients
evidence
with multi-morbidity, despite the prevalence of
multi- morbidity and its impact on patients and
healthcare systems. Interventions to date have had
mixed effects, although are likely to be more
effective if targeted at risk factors or specific
functional difficulties.
10 studies examining a range of complex interventions totalling 3407 patients with multimorbidity were identified. All were randomised controlled trials with a low risk of bias. Most
were based in the United States, apart from one study set in the United Kingdom and one
in Canada.
A need exists to clearly identify patients with multi-morbidity and to develop cost effective and
specifically targeted interventions that can improve health outcomes.
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C16
Crit Care Med. 2011 Feb;39(2):371-9. doi: 10.1097/CCM.0b013e3181fd66e5.Longterm complications of critical care. Desai SV, Law TJ, Needham DM.
http://www.ncbi.nlm.nih.gov/pubmed/20959786
Review (non-systematic)
February 2011
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence that critical illness and intensive
evidence
care unit care influence a wide range of long-term
patient outcomes, with some impairments persisting
for 5-15 yrs. Impaired pulmonary function, greater
healthcare utilization, and increased mortality are
observed in intensive care survivors.
Moderate
There is evidence that long-term complications of
critical care commonly include neuromuscular
weakness and impairments in both physical function
and related aspects of quality of life and may be
long-lasting. These complications may be reduced by
multidisciplinary physical rehabilitation initiated early
and continued throughout the intensive care unit
care stay and by providing patient education for selfrehabilitation after hospital discharge.
Moderate
There is evidence that long-term complications of
critical care commonly include neuropsychiatric
complications, including cognitive impairment and
symptoms of depression and posttraumatic stress
disorder, are frequently associated with intensive
care unit sedation, delirium or delusional memories,
and long-term impairments in quality of life.
Evidence based management suggestions include:
preventing hypoglycaemia for depression, limit use of
sedation for post traumatic stress disorder, delirium
prevention and hypoglycaemia prevention for
cognitive complications (including memory, attention
and executive function), handbook for self-guided
rehabilitation for quality of life.
concise definitive review
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C17
Clin Rehabil. 2005 May;19(3):247-54.Evidence of the efficacy of occupational therapy in
different conditions: an overview of systematic reviews. Steultjens EM, Dekker J, Bouter LM,
Leemrijse CJ, van den Ende CH.
http://www.ncbi.nlm.nih.gov/pubmed/15859525
Systematic review
May 2005
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that elderly people and people with
evidence
stroke or rheumatoid arthritis can expect to benefit
from comprehensive occupational therapy (OT).
The reviews of rheumatoid arthritis, stroke and
elderly people showed evidence of the efficacy of OT
in increasing functional abilities. Positive results were
presented for quality of life and social participation in
elderly people and stroke respectively.
Fourteen systematic reviews were included.
Evidence of the efficacy of specific interventions is sparse and should be addressed in
future research.
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C18

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22271118
Systematic review

Type of
evidence

Arch Intern Med. 2012 Jan 23;172(2):101-11. doi: 10.1001/archinternmed.2011.696.Effect
of exercise training on depressive symptoms among patients with a chronic illness: a
systematic review and meta-analysis of randomized controlled trials. Herring MP, Puetz TW,
O'Connor PJ, Dishman RK.
Publication
Date
Region

January 2012

Strength of
evidence

Moderate

International - all

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that exercise reduces depressive
symptoms among patients with a chronic illness.
Patients with depressive symptoms indicative of mildto-moderate depression and for whom exercise
training improves function-related outcomes achieve
the largest antidepressant effects.

Other
comments

Ninety articles involving 10,534 sedentary patients with a chronic illness were selected
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C19
J Clin Nurs. 2011 May;20(9-10):1225-35. doi: 10.1111/j.1365-2702.2010.03620.x. Epub 2011
Mar 31.'We're just not getting it right'--how should we provide care to the older person with
multi-morbid chronic conditions? Lupari M, Coates V, Adamson G, Crealey GE.
http://www.ncbi.nlm.nih.gov/pubmed/21453296
Systematic review
May 2011
Publication
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
There is qualitative evidence regarding providing care
to older people (aged over 65) with multi-morbid
chronic conditions that access to case management
services had a positive impact on the patient, the
carer and the healthcare staff particularly the General
Practitioner. In contrast more robust quantitative data
does not demonstrate a significant impact on
emergency admissions, bed days, nor costs.
8 papers included in review.

Date
Region

Strength of
evidence

International - all

Moderate

C20
Patient Educ Couns. 2010 Jun;79(3):283-6. doi: 10.1016/j.pec.2010.03.015. Epub 2010
Apr 21.Efficacy of therapeutic patient education in chronic diseases and obesity. Lagger G,
Pataky Z, Golay A.
http://www.ncbi.nlm.nih.gov/pubmed/20413242
Systematic review
June 2010
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
There is evidence regarding the efficacy of
Strength of
therapeutic patient education in chronic diseases
evidence
and obesity that patient education could improve
patient outcomes.
The high benefit from therapeutic patient education
(TPE) was shown by articles with detailed
description of educational intervention as well as by
those who report multidimensional and
multidisciplinary educational intervention.
Thirty five relevant meta-analyses were identified and initially selected for critical analyses
(598 studies concerning approximately 61,000 patients). Sixty percent of them (360
individual studies) have been analysed in detail in order to evaluate both the description of
the educative interventions (EI) and the efficacy of TPE.
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C21
J Clin Nurs. 2008 Aug;17(15):2001-13. doi: 10.1111/j.1365-2702.2008.02361.x.The
impact and effectiveness of nurse-led care in the management of acute and chronic pain: a
review of the literature. Courtenay M, Carey N.
http://www.ncbi.nlm.nih.gov/pubmed/18705780
Systematic review
August 2008
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
There is evidence regarding the impact and
effectiveness of nurse-led care in the management of
acute and chronic pain that nurses play key roles in
the diverse range of models of care that exist in acute
and chronic pain.
There is evidence regarding the impact and
effectiveness of nurse-led care in the management of
acute and chronic pain that education programmes
delivered by specialist nurses can improve the
assessment and documentation of acute and chronic
pain.

Strength of
evidence

Moderate

Moderate

There is evidence regarding the impact and
effectiveness of nurse-led care in the management of
acute and chronic pain that educational interventions
and the use of protocols by specialist nurses can
improve patients understanding of their condition and
improve pain control.

Moderate

There is evidence regarding the impact and
effectiveness of nurse-led care in the management
of acute and chronic pain that acute pain teams, led
by nurses, can reduce pain intensity and are cost
effective.

Moderate

Twenty-one relevant publications were identified and included findings from both primary
and secondary care and included descriptive studies of nursing activities and randomised
controlled trials (RCTs) and studies which included a control or comparison set of patients.
The areas, in which nurses, caring for patients in pain are involved, include assessment,
monitoring, evaluation of pain, interdisciplinary collaboration and medicines management.
There are methodological weaknesses across this body of research evidence and
under researched issues that point to a need for further rigorous evaluation
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C22
J Am Med Inform Assoc. 2007 Mar-Apr;14(2):156-63. Epub 2007 Jan 9.Informatics systems to
promote improved care for chronic illness: a literature review. Dorr D, Bonner LM, Cohen AN,
Shoai RS, Perrin R, Chaney E, Young AS.
http://www.ncbi.nlm.nih.gov/pubmed/17213491
Systematic review
April 2007
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
There is evidence of a positive impact of specific
Strength of
evidence
health information technology components on
chronic illness care.
Components closely correlated with positive
experimental results were connection to an electronic
medical record, computerized prompts, population
management (including reports and feedback),
specialized decision support, electronic scheduling,
and personal health records.
Moderate
There is evidence regarding health information
technology in chronic illness care, that barriers
identified included costs, data privacy and security
concerns, and failure to consider workflow.
109 articles were reviewed involving 112 information system descriptions.
Chronic diseases targeted included diabetes (42.9% of reviewed articles), heart disease
(36.6%), and mental illness (23.2%), among others. System users were primarily physicians,
nurses, and patients.
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Web link

http://www.ncbi.nlm.nih.gov/pubmed/18026812
Systematic review

Type of
evidence

J Gen Intern Med. 2007 Dec;22 Suppl 3:425-30.Information technology to support improved care
for chronic illness. Young AS, Chaney E, Shoai R, Bonner L, Cohen AN, Doebbeling B, Dorr D,
Goldstein MK, Kerr E, Nichol P, Perrin R.

Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that specific informatics strategies
have the potential to improve care for chronic illness.
Software to implement these strategies should be
developed, and rigorously evaluated within the
context of organizational efforts to improve care.

Publication
Date
Region

December 2007

Strength of
evidence

Moderate

International - all

An expert panel agreed that informatics to improve
care for chronic illness should be patient-centered,
focused on improving outcomes, and provide support
for illness self-management. They concurred that
outcomes should be routinely assessed, provided to
clinicians during the clinical encounter, and used for
population-based care management.

Moderate

There is evidence regarding information technology to
support improved care for chronic illness to
recommend that interactive, sequential, disorderspecific treatment pathways be implemented to

Moderate
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quickly provide clinicians with patient clinical status,
treatment history, and decision support.
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C24
Health Soc Care Community. 2012 Mar;20(2):113-27. doi: 10.1111/j.13652524.2011.01032.x. Epub 2011 Oct 13.Navigation roles support chronically ill
older adults through healthcare transitions: a systematic review of the literature.
Manderson B, McMurray J, Piraino E, Stolee P.
http://www.ncbi.nlm.nih.gov/pubmed/21995806
Systematic review
March 2012
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is some evidence that integrated and
evidence
coordinated care guided by a navigator, using a
variety of interventions such as care plans and
treatment goals, is beneficial for chronically ill older
adults transitioning across care settings.

15 articles documenting nine discrete studies were selected.
There is a need to further clarify and standardise the definition of navigation, as well
as a need for additional research to assess the effectiveness and cost of different
approaches to the health system.

C25
Int J Qual Health Care. 2005 Apr;17(2):141-6. Epub 2005 Jan 21.Integrated care
programmes for chronically ill patients: a review of systematic reviews. Ouwens M,
Wollersheim H, Hermens R, Hulscher M, Grol R.
http://www.ncbi.nlm.nih.gov/pubmed/15665066
Systematic review

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that integrated care
programmes for chronically ill patients seemed to
have positive effects on the quality of care.

Other
comments

Publication
Date
Region

April 2005

Strength of
evidence

Moderate

International - all

Moderate
There is evidence that integrated care programmes
have widely varying definitions and components and
failure to recognize these variations leads to
inappropriate conclusions about the effectiveness of
these programmes and to inappropriate application
of research results.
To compare programmes and better understand
the (cost) effectiveness of the programmes,
consistent definitions must be used and component
interventions must be well described.
13 systematic reviews of integrated care programmes for chronically ill patients
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C26
Am J Manag Care. 2005 Aug;11(8):478-88.A meta-analysis of interventions to improve care
for chronic illnesses.Tsai AC, Morton SC, Mangione CM, Keeler EB.
http://www.ncbi.nlm.nih.gov/pubmed/16095434?dopt=Abstract
Meta analysis
August 2005
Publication
Date
1- (MA, SR, or RCTs with a high risk of bias)
Region
International - all
Strength of
evidence

Moderate

Evidence
statement
s (note
population,
interventio
n and
outcomes)
Other
comments

There is evidence that interventions that contain at
least 1 chronic care model (CCM) element improve
clinical outcomes and processes of care, and to a
lesser extent, quality of life for patients with chronic
illnesses.

ID
Citation

C27
Dis Manag. 2005 Apr;8(2):114-34.Economic effectiveness of disease management
programs: a meta-analysis. Krause DS.
http://www.ncbi.nlm.nih.gov/pubmed/15815160
Meta analysis
April 2005
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence to suggest that disease
evidence
management programs are more effective
economically with severely ill enrollees.
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112 studies contributed data to the meta-analysis: asthma, 27 studies; CHF, 21
studies; depression, 33 studies; and diabetes, 31 studies. Publication bias was noted for
the CHF studies and a subset of the asthma studies.

The findings can be generalized, which may assist
health care policy makers and practitioners in
addressing the issue of providing economically
effective care for the growing number of individuals
with chronic illness.
There is evidence to suggest that chronic disease
program interventions are most economically
effective when coordinated with the overall level of
disease severity.

Other
comments

Moderate

The findings can be generalized, which may assist
health care policy makers and practitioners in
addressing the issue of providing economically
effective care for the growing number of individuals
with chronic illness.
67 met the selection criteria for meta-analysis, which included 32,041 subjects.
The search was limited to empirical articles that measured the direct economic
outcomes for asthma, diabetes, and heart disease management programs
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C28
Cochrane Database Syst Rev. 2004;(1):CD003798.Specialist outreach clinics
rural hospital settings. Gruen RL, Weeramanthri TS, Knight SE, Bailie RS.
http://www.ncbi.nlm.nih.gov/pubmed/14974038
Systematic review
Publication
Date
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Strength of
There is evidence to support the hypothesis that
evidence
specialist outreach can improve access, outcomes and
service use, especially when delivered as part of a
multifaceted intervention.

in primary care and

2004
International - all

Moderate

There is evidence that the benefits of simple outreach
models in urban non-disadvantaged settings seem
small.

Moderate

There is evidence that simple 'shifted outpatients'
styles of specialist outreach were shown to improve
access, but there was no evidence of impact on health
outcomes.

Moderate

Moderate
There is evidence that specialist outreach as part of
more complex multifaceted interventions involving
collaboration with primary care, education or other
services was associated with improved health
outcomes, more efficient and guideline-consistent
care, and less use of inpatient services.
Moderate
There is evidence that the additional costs of
outreach may be balanced by improved health
outcomes.
73 outreach interventions were identified covering many specialties, countries and settings. Nine
studies met the inclusion criteria. Most comparative studies came from urban non-disadvantaged
populations in developed countries
There is a need for good comparative studies of outreach in rural and disadvantaged
settings where outreach may confer most benefit to access and health outcomes.
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C29
J Behav Med. 2012 Apr;35(2):221-39. doi: 10.1007/s10865-011-9354-4. Epub 2011
Jun 21.The impact of family behaviours and communication patterns on chronic illness
outcomes: a systematic review. Rosland AM, Heisler M, Piette JD.
http://www.ncbi.nlm.nih.gov/pubmed/21691845
Systematic review
April 2012
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
There is evidence to suggest that future interventions
aiming to improve chronic illness outcomes should
emphasize increased family use of attentive coping
techniques and family support for the patient's
autonomous motivation.

Strength of
evidence

Moderate

There is evidence regarding the impact of family
behaviours and communication patterns on chronic
illness outcomes that family emphasis on self-reliance
and personal achievement, family cohesion, and
attentive responses to symptoms were associated
with better patient outcomes.

Moderate

There is evidence regarding the impact of family
behaviours and communication patterns on chronic
illness outcomes that critical, overprotective,
controlling, and distracting family responses to
illness management were associated with negative
patient outcomes.

Moderate

Thirty studies meeting inclusion criteria were identified, representing 22 participant
cohorts, and including adults with arthritis, chronic cardiovascular disease, diabetes,
and/or end stage renal disease.
Study limitations included cross-sectional designs (11 cohorts); however
results from longitudinal studies were similar.
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6.4Sub-topic: Interventions to support self-management for people with long term
conditions
Search record
6.4.1

21 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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D1
J Nurs Scholarsh. 2012 Jun;44(2):136-44. doi: 10.1111/j.1547-5069.2012.01444.x.
Epub 2012 May 2.Processes of self-management in chronic illness.Schulman-Green D,
Jaser S, Martin F, Alonzo A, Grey M, McCorkle R, Redeker NS, Reynolds N, Whittemore R.
http://www.ncbi.nlm.nih.gov/pubmed/22551013
Meta analysis
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)

Publication
Date
Region

June 2012
International - all

Strength of Moderate
There is evidence that healthcare providers can best
evidence
facilitate self-management by coordinating selfmanagement activities, by recognizing that different
self-management processes vary in importance to
patients over time, and by having ongoing
communication with patients and providers to create
appropriate self-management plans.
Qualitative meta-synthesis techniques were used to analyse 101 studies published
between January 2000 and April 2011 that described processes of self-management
in chronic illness.
This meta-synthesis expands on current descriptions of self-management processes by
specifying a more complete spectrum of self-management processes.

D2
Clin Ther. 2011 Jan;33(1):62-73. doi: 10.1016/j.clinthera.2011.02.003.Does packaging
with a calendar feature improve adherence to self-administered medication for long-term
use? A systematic review.Zedler BK, Kakad P, Colilla S, Murrelle L, Shah NR.
http://www.ncbi.nlm.nih.gov/pubmed/21397775
Systematic review
January 2011
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
There is evidence that calendar packaging, especially
Strength of Moderate
evidence
in combination with education and reminder
strategies, may improve medication adherence.
Methodological limitations preclude definitive
conclusions about the effect size of adherence and
clinical benefits or harms associated with calendar
165

outcomes)

blister packaging (CBP) and calendar pill organizers
(CPO).

Other
comments

Ten trials with a total of 1045 subjects met the inclusion criteria, and 9 also examined
clinical outcomes (seizures, blood pressure and psychiatric symptoms) or health care
resource utilization.
High-quality trials of adequate size and duration are needed to assess the
clinical effectiveness of such interventions

ID
Citation

D3

Cochrane Database Syst Rev. 2007 Oct 17;(4):CD005108.Self-management education
programmes by lay leaders for people with chronic conditions. Foster G, Taylor SJ, Eldridge
SE, Ramsay J, Griffiths CJ.
Web link
http://www.ncbi.nlm.nih.gov/pubmed/17943839
October 2007
Systematic review
Type of
Publication
evidence
Date
International - all
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
Quality of
study
low bias risk)
Strength of High
Evidence
There is evidence that lay-led self-management
evidence
statements
education programmes for people with chronic
(note
conditions may lead to small, short-term
population,
improvements in participants' self-efficacy, selfintervention rated health, cognitive symptom management,
and
and frequency of aerobic exercise.
outcomes)
High
There is currently no evidence to suggest that lay-led

Other
comments

self-management education programmes for people
with chronic conditions improve psychological health,
symptoms or health-related quality of life, or that
they significantly alter healthcare use.
Included seventeen trials involving 7442 participants.
Ten studies were conducted in North America, four took place in the United Kingdom, one
in China, one in Australia and one in the Netherlands.
Future research on such interventions should explore longer term outcomes, their effect
on clinical measures of disease and their potential role in children and adolescents.
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D4
Telemed J E Health. 2009 Apr;15(3):231-40. doi: 10.1089/tmj.2008.0099.Healthcare via
cell phones: a systematic review. Krishna S, Boren SA, Balas EA.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/19382860
Systematic review

Evidence
statements
(note
population,
intervention
and
outcomes)

There is evidence that enhancing standard care with
reminders, disease monitoring and management,
and education through cell phone voice and short
message service can help improve health outcomes
and care processes have implications for both
patients and providers.

Other
comments

Searches identified 25 studies that evaluated cell phone voice and text messaging
interventions, with 20 randomized controlled trials and 5 controlled studies. Nineteen
studies assessed outcomes of care and six assessed processes of care. Selected studies

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
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April 2009

Strength of
evidence

Moderate

International - all

included 38,060 participants with 10,374 adults and 27,686 children. They
covered 12 clinical areas and took place in 13 countries.
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D5
Jt Comm J Qual Patient Saf. 2010 Dec;36(12):561-70.Twelve evidence-based principles
for implementing self-management support in primary care. Battersby M, Von Korff M,
Schaefer J, Davis C, Ludman E, Greene SM, Parkerton M, Wagner EH.
http://www.ncbi.nlm.nih.gov/pubmed/21222358
Review (non-systematic)
December 2010
Publication
Date
Region
International - all
2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)
Moderate
Strength of
There is a growing evidence base for how selfevidence
management support for chronic conditions
can be integrated into routine health care.
There is evidence that evidence-based principles in 12
areas were associated with improved patient selfmanagement and/or health outcomes: (1) brief
targeted assessment, (2) evidence-based information
to guide shared decision-making, (3) use of a nonjudgmental approach, (4) collaborative priority and
goal setting, (5) collaborative problem solving, (6)
self-management support by diverse providers, (7)
self-management interventions delivered by diverse
formats, (8) patient self-efficacy, (9) active follow-up,
(10) guideline-based case management for selected
patients, (11) linkages to evidence-based community
programs, and (12) multifaceted interventions.

Moderate

A framework for implementing these principles
includes three phases of the primary care visit:
enhanced pre visit assessment, a focused clinical
encounter, and expanded post visit options.
In a targeted search strategy, reviews and meta-analyses were then identified using terms
from a wide range of chronic conditions and behavioural risk factors in combination with
Self-Care, Self-Management, and Primary Care. On the basis of these reviews, evidencebased principles for self-management support were developed.

D6
Cochrane Database Syst Rev. 2005 Oct 19;(4):CD004274.Interactive Health Communication
Applications for people with chronic disease. Murray E, Burns J, See TS, Lai R, Nazareth I.
http://www.ncbi.nlm.nih.gov/pubmed/16235356
Systematic review
October 2005
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Strength of Moderate
There is evidence that Interactive Health
evidence
Communication Applications (IHCAs) for people
with chronic disease appear to have largely positive
effects on users, in that users tend to become more
knowledgeable, feel better socially supported, and
167

and
outcomes)
Other
comments

may have improved behavioural and clinical
outcomes compared to non-users.
We designed a four-part search strategy. First, we searched electronic bibliographic
databases for published work; second, we searched the grey literature; and third, we
searched for ongoing and recently completed clinical trials in the appropriate databases.
Randomised controlled trials (RCTs) of IHCAs for adults and children with chronic disease.
There is a need for more high quality studies with large sample sizes to confirm these
preliminary findings, to determine the best type and best way to deliver IHCAs, and to
establish how IHCAs have their effects for different groups of people with chronic illness.
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D7
Meta-analysis: chronic disease self-management programs for older adults Chodosh J, Morton S C,
Mojica W, Maglione M, Suttorp M J, Hilton L, Rhodes S, Shekelle P
http://www.crd.york.ac.uk/NIHR_CRDWEB/ShowRecord.asp?LinkFrom=OAI&ID=1200500849
6
Systematic review
April 2006
Publication
Date
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
Region
bias)
Moderate
Strength of
There is evidence that chronic disease selfevidence
management programmes for elderly people with
diabetes mellitus or hypertension probably produce
clinically important benefits. The current data were
insufficient to identify the elements of the programme
responsible for these benefits.
Moderate
There is evidence regarding chronic disease selfmanagement programs for older adults that
osteoarthritis self- management programmes did not
appear to have clinical benefits in terms of pain or
function.
Fifty-three RCTs (n=8,455) were included in the review.

D8
Pain Med. 2008 May-Jun;9(4):409-24. doi: 10.1111/j.1526-4637.2008.00428.x. Epub 2008
Mar 11.Self-management strategies to reduce pain and improve function among older adults
in community settings: a review of the evidence. Reid MC, Papaleontiou M, Ong A, Breckman
R, Wethington E, Pillemer K.
http://www.ncbi.nlm.nih.gov/pubmed/18346056
June 2008
Review (non-systematic)
Publication
Date
North America
Region
2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)
Moderate
Strength of
There is evidence to suggest that a broad range of selfevidence
management programs may provide benefits for older
adults with chronic pain, this includes programs
sponsored by the Arthritis Foundation and other
programs/strategies including yoga, massage therapy,
Tai Chi, and music therapy.
The median relative reduction in pain intensity score
168

was 23% across the studies, whereas the
corresponding median reduction in disability score
was 19%. Although less frequently assessed,
depressive symptom and self-efficacy scores were
also found to improve in the expected directions.
Evidence regarding the Arthritis Foundation Self-Help
Program (AFSHP) as a self-management program for
pain suggests that the AFSHP can lead to reductions in
pain and disability, as well as improvements in selfefficacy for managing pain, but that the overall effects
are modest.

Low

There is limited published evidence regarding the
Arthritis Foundation Exercise Program (AFEP) as a selfmanagement program for pain. Despite the lack of
published evidence supporting this particular exercise
intervention, the evidence base for exercise
interventions targeting individuals with chronic pain in
clinical settings is promising.

Low

Available evidence regarding the Arthritis Foundation
Aquatic Program (AFAP) as a self-management
program for pain, suggests that individuals who
attend classes regularly may benefit from AFAP and
that retention rates are high. A clear barrier to
offering this program is having access to a
community pool.

Low

There is limited evidence regarding yoga as a selfmanagement program for pain. A few studies have
examined the efficacy of yoga for the treatment of
arthritis and other musculoskeletal pain. The review
did not identify any study that examined the
efficacy of this self-management strategy for pain in
a community setting or specifically targeted older
adults with chronic pain.

Low

There is limited evidence regarding massage as a
self- management program for pain. A wide array of
therapeutic massage techniques have been
developed including deep-tissue, Swedish, and
neuromuscular massage. Few studies have been
published regarding the effects of massage on
chronic musculoskeletal and other types of chronic
pain.

Low

Available evidence suggests that massage therapy can
be safely and feasibly administered to young and
middle-aged adults with chronic pain and probably has
short-term benefits.
Evidence regarding Tai Chi as a self-management
program for pain suggests that Tai Chi can be safely
and feasibly administered to older adult with
arthritis-related pain. No study has examined the
long-term benefits of this particular therapy among
older adults with chronic pain. The review did not
identify studies that examined the efficacy of Tai Chi
169

Low

for pain by offering the program in a community
setting.
Low

Preliminary data regarding music therapy for use by
adults with rheumatoid arthritis support efforts to
examine the use of music therapy for persons with
chronic non-cancer pain.
Other
comments

Retained articles (N = 27) included those that evaluated programs sponsored by the
Arthritis Foundation and other programs/strategies including yoga, massage therapy, Tai Chi,
and music therapy.
With few exceptions, the studies reported only short-term outcomes.
Research is needed to establish the efficacy of the programs in diverse age and ethnic
groups of older adults and identify strategies that maximize program reach, retention, and
methods to ensure continued use of the strategies over time.
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D9
J Rheumatol. 2006 Apr;33(4):744-56.Do exercise and self-management interventions benefit
patients with osteoarthritis of the knee? A meta-analytic review. Devos-Comby L, Cronan T,
Roesch SC.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/16583478
Meta analysis

Evidence
statements
(note
population,
intervention
and
outcomes)

There is evidence regarding exercise and/or selfmanagement interventions for patients with knee
osteoarthritis, that both patient education and
exercise regimens had a modest, yet clinically
important, influence on patients' well-being.

Other
comments

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

There is evidence that exercise regimens led to
improvement in physical health (by self-report and
direct measures) and in overall impact of
osteoarthritis (OA). Perceived psychological health
remained unchanged by the exercise programs.

Publication
Date
Region

April 2006

Strength of
evidence

Moderate

International - all

Moderate

Moderate
There is evidence that effect sizes for the selfmanagement programs were significant for
psychological outcomes and for the overall effect of
osteoarthritis; however there was a significant
difference between self-management and control
groups only in psychological outcomes.
16 studies reporting exercise and/or self-management interventions for patients with knee OA, a
total of 2154 individuals.
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D10
Patient Educ Couns. 2011 Dec;85(3):e299-310. doi: 10.1016/j.pec.2011.02.021. Epub 2011
Mar 31.Self-management programs for chronic musculoskeletal pain conditions: a
systematic review and meta-analysis. Du S, Yuan C, Xiao X, Chu J, Qiu Y, Qian H.
http://www.ncbi.nlm.nih.gov/pubmed/21458196
Systematic review
December 2011
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Strength of
There is evidence that self-management is a safe,
evidence
community-based and effective way for patients with
arthritis to manage pain and disability. Core skills of
self-management should be delivered using multiple
approaches.
There is evidence to recommend providing selfmanagement programs to adult patients with
arthritis. The findings of this study showed that selfmanagement programs have small to moderate
effects in improving pain and disability at the longterm level, but the medium-term effect for disability
is not significant.

Moderate

For chronic back pain, there is insufficient evidence to
determine the effectiveness of self-management
programs.

Moderate

There is evidence that core skills of self-management
such as self-efficacy building, goal-setting, actionplanning, problem-solving and self-tailoring should be
taught and emphasized throughout the programs.

Moderate

There is evidence that measures of managing pain
and disability such as relaxation, exercise, rational
use of medication, and physician– patient
communication should be well organized and
effectively delivered.

Moderate

Moderate
There is evidence that for the delivering of selfmanagement interventions, in addition to traditional
face-to-face group session format, it should also be
considered to turn to new, modern vehicles such as
mailing, telephone and internet.
Nineteen trials met inclusion criteria, these were from USA, UK, the Netherlands,
Switzerland, Canada, Hong Kong of China and Sweden.
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http://www.ncbi.nlm.nih.gov/pubmed/22001667
Systematic review

Evidence
statements
(note
population,
intervention
and
outcomes)

There is evidence regarding delivery styles and
the content of self-management interventions
that serious consideration should be given to the
development of short (<8 weeks) group and
healthcare professional-delivered interventions.
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comments
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Clin J Pain. 2012 May;28(4):344-54. doi: 10.1097/AJP.0b013e31822ed2f3.Effective
delivery styles and content for self-management interventions for chronic musculoskeletal
pain: a systematic literature review.Carnes D, Homer KE, Miles CL, Pincus T, Underwood M,
Rahman A, Taylor SJ.

1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)

Publication
Date
Region

May 2012

Strength of
evidence

Moderate

International - all

There is evidence regarding delivery styles of selfmanagement interventions that group-delivered
courses that had healthcare professional input
showed more beneficial effects.

Moderate

There is evidence regarding delivery styles of selfmanagement interventions that longer courses did
not necessarily give better outcomes.

Moderate

Moderate
Regarding delivery styles and the content of selfmanagement interventions there was mixed evidence
of effectiveness for components of courses, but data
for courses with a psychological component showed
slightly more consistent beneficial effects over each
follow-up period.
included 46 RCTs (N=8539)
More research is required to establish the most effective and cost-effective
course components.

D12
Diabetes Educ. 2008 Sep-Oct;34(5):815-23. doi: 10.1177/0145721708323640.Metaanalysis of quality of life outcomes following diabetes self-management training. Cochran J,
Conn VS.
http://www.ncbi.nlm.nih.gov/pubmed/18832286
October 2008
Meta analysis
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Strength of Moderate
There is evidence that people with diabetes
evidence
experience improved quality of life from
participation in diabetes self-management
training programs.

Exhaustive searching yielded 20 comparisons across 1892 subjects.
Future diabetes self-management intervention studies should include quality of life
outcomes so that this important outcome can be further studied. After more primary
studies are available, future meta-analyses can explore important moderator analyses.
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D13
J Adv Nurs. 2012 Mar;68(3):496-510. doi: 10.1111/j.1365-2648.2011.05860.x. Epub
2011 Oct 20.The efficacy of tailored interventions for self-management outcomes of type
2 diabetes, hypertension or heart disease: a systematic review. Radhakrishnan K.
http://www.ncbi.nlm.nih.gov/pubmed/22010971
Systematic review
March 2012
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Low
Strength of
There is evidence that when cost and resource
evidence
utilization is taken into consideration, tailored may
not be more effective than standard interventions in
improving self-management behaviours in individuals
with long-term conditions.
Low
There is evidence that tailored interventions for
self- management outcomes of type 2 diabetes,
hypertension or heart disease had no impact on
self-management activities such as medication
adherence, self-monitoring, exercise, smoking,
or diet control.
Low
There is evidence that tailored interventions for selfmanagement outcomes of type 2 diabetes,
hypertension or heart disease were modestly
successful in improving specific self-management
behaviours of dietary fat intake, levels of physical
activity or screening.
Ten studies were included in the review.
Studies included in the review generally suffered from compromised methodological
issues of inadequately powered sample size, non-blinding of data collection or
intervention delivery and inadequate reporting of the randomization process.
Future research should explore the effect of robust and resource-optimized tailored
interventions on self-management outcomes for long-term conditions with high-quality
trials.

D14
J Am Acad Nurse Pract. 2011 Aug;23(8):421-6. doi: 10.1111/j.1745-7599.2011.00623.x.
Epub 2011 Jun 14.A literature review on breathing retraining as a self-management
strategy operationalized through Rosswurm and Larrabee's evidence-based practice model.
Facchiano L, Hoffman Snyder C, Núñez DE.
http://www.ncbi.nlm.nih.gov/pubmed/21790835
Review (non-systematic)
August 2011
Publication
Date
Region
International - all
2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)
Strength of Moderate
Evidence revealed evidence that regularly practiced
evidence
pursed lip breathing is an effective self-management
strategy for individuals with chronic obstructive
pulmonary disease (COPD) to improve their
dyspnoea.
Scientific literature review, grey literature review, and hand searching.
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D15
Nat Rev Rheumatol. 2010 Apr;6(4):199-209. doi: 10.1038/nrrheum.2010.26.Selfmanagement of chronic low back pain and osteoarthritis. May S.
http://www.ncbi.nlm.nih.gov/pubmed/20357789
Review (non-systematic)
April 2010
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
Evidence consistently shows that self-management
evidence
programs for osteoarthritis are effective in
addressing pain and function, but effect sizes are
small and might be clinically negligible.
There is evidence that educational programs for
patients with back pain are effective in an
occupational setting and if combined with an
exercise program.

Moderate

There is evidence that exercise is an effective
strategy in the management of both chronic low back
pain and osteoarthritis, although it is unclear what
the optimum exercise is.

Moderate

There is evidence that exercise, supported by advice
and education, should be at the core of selfmanagement strategies for chronic low back pain and
osteoarthritis.

Moderate

For this Review, relevant systematic reviews were included that related to effectiveness;
other study designs were included that addressed other aspects of the topic. The
accepted definition of self-management includes liaison between health professionals
and individuals with these problems, as well as independent health-promotion activities.
Independent self-management strategies, such as exercise and self-medication, are
practiced by individuals in the general population.
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Cochrane Database Syst Rev. 2009 Jan 21;(1):CD005268. doi:
10.1002/14651858.CD005268.pub2.Individual patient education
type 2 diabetes mellitus .Duke SA, Colagiuri S, Colagiuri R.
Web link
http://www.ncbi.nlm.nih.gov/pubmed/19160249
Systematic review
Type of
Publication
evidence
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
Quality of
study
low bias risk)
Strength of
Evidence
Regarding individual patient education for people
evidence
statements
with type 2 diabetes mellitus, evidence suggests a
(note
benefit of individual education on glycaemic control
population,
when compared with usual care in a subgroup of
intervention those with a baseline HbA1c greater than 8%.
and
Regarding individual patient education for people
outcomes)
with type 2 diabetes mellitus, there did not appear to

for people with

January 2009
Choose an item
Moderate

Moderate

be a significant difference between individual
education and usual care.
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Regarding individual patient education for people
with type 2 diabetes mellitus, in the small number of
studies comparing group and individual education,
there was an equal impact on HbA1c at 12 to 18
months.
Nine studies involving 1359 participants met the inclusion criteria.
Additional studies are needed to delineate these findings further.

Moderate

D17
Am J Kidney Dis. 2008 Jun;51(6):933-51. doi: 10.1053/j.ajkd.2008.01.024. Epub 2008
Apr 28.Educational interventions in kidney disease care: a systematic review of
randomized trials. Mason J, Khunti K, Stone M, Farooqi A, Carr S.
http://www.ncbi.nlm.nih.gov/pubmed/18440681
June 2008
Systematic review
Publication
Date
International - all
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Strength of Moderate
There is evidence regarding educational
evidence
interventions in kidney disease care that multicomponent structured educational interventions
were effective in pre-dialysis and dialysis care.
Moderate
There is evidence that effective frameworks to
develop, implement, and evaluate educational
interventions are required, especially those that
target patients with early stages of chronic kidney
disease. This could lead to possible prevention or
delay in progression of kidney disease
22 studies were identified involving a wide range of multicomponent interventions with
variable aims and outcomes depending on the area of kidney disease care.
The quality of many studies was suboptimal.
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D18
Issues Ment Health Nurs. 2007 Dec;28(12):1293-307.Health diaries for self-monitoring and
self-regulation: applications to individuals with serious mental illness. Finnell D, Ditz KA.
http://www.ncbi.nlm.nih.gov/pubmed/18058335
Review (non-systematic)
Publication December 2007
Date
Region
International - all
2+ (well conducted non-RCT studies with a low
bias risk and moderate probability of a causal
relationship)
Moderate
The Monthly Medication Journal (Finnell, 2005) was
Strength of
developed based on evidence from studies on health
evidence
diaries.
Evidence suggests that the Monthly Medication
Journal may be a promising tool to promote day-today functioning, perceptions of quality of life, severity
of illness, and use of clinical services for individuals
with mental disorders.
Various health promotion interventions have been developed for individuals with serious
mental illness that address such problems as medication non adherence and physical
inactivity. The beneficial outcomes of these interventions may be enhanced or extended if
patients used a tool to monitor their own health habits.
A systematic review of studies on health diaries was conducted to inform the development
of the Monthly Medication Journal. A self-regulation model is discussed in using health
diaries as self-monitoring and self-regulation tools for individuals with various mental
health disorders.
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D19
Cochrane. 2008. Self-monitoring and self-management of oral anticoagulation. Josep M
Garcia-Alamino, Alison M Ward, Pablo Alonso-Coello, Rafael Perera, Clare Bankhead, David
Fitzmaurice, Carl J Heneghan
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD003839.pub2/abstract
Systematic review
Publication May 2008
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with
International - all
very low bias risk)
High
Strength of
There is evidence that compared to standard
evidence
monitoring, patients who self-monitor or selfmanage can improve the quality of their oral
anticoagulation therapy. The number of
thromboembolic events and mortality were
decreased without increases in harms.
High
There is evidence that self-monitoring or selfmanagement were not feasible for up to half of the
patients requiring anticoagulant therapy. Reasons
included patient refusal, exclusion by their general
practitioner, and inability to complete training.
18 randomized trials (4723 participants).
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D20
Cochrane. 2007. Care delivery and self-management strategies for adults with
epilepsy Peter M Bradley, Bruce Lindsay
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD006244.pub2/abstract
Systematic review
November 2007
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International low bias risk)
western style
countries
Moderate
Strength
of
There is some evidence of benefit for two
evidence
intervention types for adults with epilepsy, the
specialist epilepsy nurse and selfmanagement education.
The review did not find did clear evidence that other
service models substantially improve outcomes for
adults with epilepsy.
It is possible that benefits are situation specific and
may not generalise to other settings. These studies
included only a small number of service providers
whose individual competence or expertise may have
had a significant impact on outcomes. At present it is
not possible to advocate any single model of service
provision.
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US, Germany, Austria & Switzerland.

ID
Citation

D21

Web link
Type of
evidence

Eur J Pain. 2011 Sep;15(8):775.e1-11. doi: 10.1016/j.ejpain.2011.01.016. Epub 2011
Feb 26.Can we identify how programmes aimed at promoting self-management in
musculoskeletal pain work and who benefits? A systematic review of sub-group analysis
within RCTs. Miles CL, Pincus T, Carnes D, Homer KE, Taylor SJ, Bremner SA, Rahman A,
Underwood M.
http://www.ncbi.nlm.nih.gov/pubmed?term=21354838
Systematic review
Publication
Date

September 2011

Quality of
study
Evidence
statements
(note
population,
intervention
and
outcomes)

1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)

Region

International - all

Regarding programmes aimed at promoting selfmanagement in musculoskeletal pain there is strong
evidence that self-efficacy and depression at
baseline predict outcome and strong evidence that
pain catastrophizing and physical activity can
mediate outcome from self-management.

Strength of
evidence

Moderate

Other
comments

Although the methodological quality of primary trials was good, there were few relevant
studies; most were compromised by lack of power for moderator and mediator analyses.
Future studies of mediation and moderation should be designed with 'a priori'
hypotheses and adequate statistical power.
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6.5

Sub-topic: Interventions to promote better physical health outcomes and
quality of life for carers (all ages)
Search record

6.5.1

15 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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E1
NICE. Improving supportive and palliative care for adults with cancer. Cancer service
guidance, CSGSP - Issued: March 2004
http://guidance.nice.org.uk/CSGSP
March 2004
Systematic review
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
2004 NICE Guidance recommends that family
evidence
members and carers should be offered the
opportunity for their needs for support and
information to be assessed separately from those of
patients, particularly at stages in the patient
pathway acknowledged as especially demanding and
when extra help might be needed. Cultural and
ethnic preferences on family involvement should be
taken into account.
2004 NICE Guidance recommends that whenever
possible and appropriate, family members and carers
should be invited to accompany patients during
clinical encounters and should be involved in
discussions about treatment and care, in accordance
with the patient’s wishes.

High

2004 NICE Guidance recommends that family
members and carers should be made aware of, and
have easy access to, sources of local information,
advice and support designed to meet their own
needs.

High

2004 NICE Guidance recommends that family members
and carers who are bereaved should, in the first
instance, be encouraged to use existing support
systems. Where these prove insufficient, or it is
predicted that those involved are likely to experience
difficult grief reactions, there should be access to
additional help and support.

High

2004 NICE Guidance recommends that providers of
specialist bereavement support should work closely

High
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with other care providers (both statutory and
voluntary) to ensure carers and family members can
access services when needed.
2004 NICE Guidance recommends that
commissioners, working through Cancer Networks,
should ensure that a range of information, support
(including practical help and respite arrangements)
and bereavement services are in place to meet the
spectrum of need. They will need to work with
statutory and voluntary health and social care
agencies to achieve this. While not necessarily
separate from many of the services provided to
patients (indeed, most will be fully integrated),
commissioners should ensure sufficient capacity to
meet the distinct needs of this group.

High

2004 NICE Guidance recommends that provider
organisations should nominate a lead to oversee the
development and implementation of services that
specifically focus on the needs of families and carers.
This role might involve:
• leading on the development of criteria and routes of
referral to sources of specialist support and advice
• appraising written information currently provided to
families and carers and, in conjunction with the NHS
Trust information lead, developing further resources
where necessary
• regularly appraising sources of local and national
support for families and carers
• acting as a resource for teams considering the
development of programmes of support for families
and carers.

High

2004 NICE Guidance recommends that health and
social care professionals providing day-to-day care to
patients should assess and address the needs of
family members and carers on an ongoing basis.
Teams should establish a system to ensure family
members and carers have regular opportunities to
discuss particular concerns. This might be achieved by
offering them an appointment with the ‘key worker’ at
times acknowledged to be particularly challenging
(diagnosis, end of treatment, recurrence, palliation,
time of death).

High

2004 NICE Guidance recommends that where carers
are providing a substantial amount of care on a
regular basis, providers should ensure they are
offered a separate assessment or respond positively
when a carer asks for one, in accordance with The
Carers (Recognition and Services) Act 19954. The
practice guide that accompanies the Act recommends
potential areas to be covered in an assessment to
identify the types of support needed, which can then
be used to plan timely and relevant interventions.

High

2004 NICE Guidance recommends that teams should

High
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ensure that all family members and carers are offered
information on a variety of topics, from a simple
‘who’s who’ of professionals to more detailed
accounts of cancer, its treatment and consequences
and services available locally. They should be
‘signposted’ to local and national sources of
information, advice and practical support, including
sources of emotional and psychological support.
Services for carers and families should be listed in
the directories developed at Cancer Network level.
2004 NICE Guidance recommends that teams should
provide families and carers with a clear indication of
the personnel they might contact in relation to a range
of needs.

High

2004 NICE Guidance recommends that providers
should set up arrangements for families and carers to
meet other families and carers who have experienced
similar situations, if wished. Support groups for family
members and carers, either professionally or peer-led,
may also be welcomed by some. These services are
ideally provided in partnership with the voluntary
sector.

High

2004 NICE Guidance recommends that awareness of
the needs of family members from different ethnic
populations, including differences in language,
religious practice and culture, is necessary within a
multi-cultural society. Providers should ensure teams
have access to reference guides on the cultural
differences surrounding a diagnosis of cancer, death
and dying, and that information on accessing
interpreters, relevant health advocates (where
available) and faith leaders is readily accessible.

High

2004 NICE Guidance recommends that providers
should ensure families and carers have access to
professionals capable of providing confidential
emotional support and, if there is variance between
the needs, choices and judgements of a family
member or carer and those of the patient, the
professional is independent of normal services offered
to the patient.

High

2004 NICE Guidance recommends that some family
members and carers will require care and support
from a health or social care professional capable of
dealing with complex family situations. Providers
should ensure they have access to individuals and
teams with the requisite skills and knowledge to
offer social support, spiritual support, specialist
palliative care or psychological support services.
Criteria and routes for referral should be agreed
between different services.

High

Other
comments
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E2
J Clin Oncol. 2012 Apr 10;30(11):1227-34. doi: 10.1200/JCO.2011.39.5798. Epub 2012 Mar
12.Psychosocial care for family caregivers of patients with cancer. Northouse L, Williams AL,
Given B, McCorkle R.
http://www.ncbi.nlm.nih.gov/pubmed/22412124
Review (non-systematic)
April 2012
Publication
Date
Region
International - all
2+ (well conducted non-RCT studies with a low bias
risk and moderate probability of a causal relationship)
Moderate
Strength of
To reduce caregiver stress which can lead to
evidence
psychological and sleep disturbances and changes in
caregivers' physical health, immune function, and
financial well-being, there is evidence to recommend
development of standardized guidelines that address
caregiver assessment, education, and resources.
Moderate
To reduce caregiver stress which can lead to
psychological and sleep disturbances and changes in
caregivers' physical health, immune function, and
financial well-being, there is evidence to recommend
identification of "caregiver champions" in practice
settings.
Moderate
To reduce caregiver stress which can lead to
psychological and sleep disturbances and changes in
caregivers' physical health, immune function, and
financial well-being, there is evidence to recommend
provision of referrals to established support
organizations for caregivers.
Moderate
To reduce caregiver stress which can lead to
psychological and sleep disturbances and changes in
caregivers' physical health, immune function, and
financial well-being, there is evidence to recommend
collaboration among caregiving, professional, and
cancer-related organizations to advocate policy and
practice changes for family caregivers.
Reviewed research that described the multiple effects of cancer on caregivers' well-being.
Five meta-analyses were analysed to determine the effect of interventions with caregivers
on patient and caregiver outcomes. In addition, reviewed legislation such as the Affordable
Care Act and the Family Leave Act along with current primary care practice to determine
whether family caregivers' needs have been addressed.
Research findings indicate that caregiver stress can lead to psychological and sleep
disturbances and changes in caregivers' physical health, immune function, and financial
well-being. Research-tested interventions delivered to caregivers of patients with cancer or
other chronic illnesses can reduce many of these negative effects and improve caregivers'
coping skills, knowledge, and quality of life.
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ID
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E3
Health Technol Assess. 2007 Apr;11(15):1-157, iii.A systematic review of the effectiveness
and cost-effectiveness of different models of community-based respite care for frail older
People and their carers .Mason A, Weatherly H, Spilsbury K, Arksey H, Golder S, Adamson J,
Drummond M, Glendinning C.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/17459263
Systematic review

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is some evidence that respite for carers of frail
elderly people may have a small positive effect upon
carers in terms of burden and mental or physical
health.

Other
comments
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2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Publication
Date
Region

Strength of
evidence

April 2007
International western style
countries
Moderate

Low
No reliable evidence was found that respite either
benefits or adversely affects care recipients, or that it
delays entry to residential care.
Moderate
Economic evidence suggests that day care is at
least as costly as usual care.
Twenty-two primary studies were included. Most of the evidence came from North
America, with a minority of effectiveness and economic studies based in the UK. The
economic evaluations were based on two randomised and three quasi-experimental
studies, all of which were included in the effectiveness analysis. Pilot studies are
needed to inform full-scale studies of respite in the UK.

E4
Bipolar Disord. 2010 Sep;12(6):627-37. doi: 10.1111/j.1399-5618.2010.00852.x.Familyfocused treatment for caregivers of patients with bipolar disorder. Perlick DA, Miklowitz DJ,
Lopez N, Chou J, Kalvin C, Adzhiashvili V, Aronson A.
http://www.ncbi.nlm.nih.gov/pubmed/20868461
Randomised controlled trial
September 2010
Publication
Date
North America
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Low
Strength of
There is evidence that families coping with bipolar
evidence
disorder may benefit from family interventions as a
result of changes in the caregivers' ability to manage
stress and regulate their moods, even when the
patient is not available for treatment.
Low
There is evidence that a Family-Focused TreatmentHealth Promoting Intervention (FFT-HPI) was
associated with significant decreases in caregiver
depressive symptoms and health risk behaviour
among caregivers of patients with bipolar disorder.
Family members of patients with bipolar disorder experience high rates of subjective and
objective burden which place them at risk for adverse physical health and mental health
outcomes.
The primary family caregivers of 46 patients with bipolar I (n = 40) or II (n = 6) disorder,
diagnosed by the Structured Clinical Interview for DSM-IV Axis I Disorders, were
assigned randomly to receive either:
(i) a 12-15-session family-focused, cognitive-behavioural intervention designed to provide
the caregiver with skills for managing the relative's illness, attaining self-care goals, and
reducing strain, depression, and health risk behavior [Family-Focused Treatment-Health
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Promoting Intervention (FFT-HPI)]
(ii) an 8- to 12-session health education (HE) intervention delivered via videotapes. Assessed
patients pre- and post-treatment on levels of depression and mania and caregivers on levels
of burden, health behavior, and coping.
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E5
J Am Geriatr Soc. 2010 Jan;58(1):30-7. doi: 10.1111/j.15325415.2009.02631.x.Enhancing caregiver health: findings from the resources for enhancing
Alzheimer's caregiver health II intervention. Elliott AF, Burgio LD, Decoster J.
http://www.ncbi.nlm.nih.gov/pubmed/20122038
Randomised controlled trial
January 2010
Publication
Date
Region
North America
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that a structured, multi-component
evidence
skills training intervention that targeted caregiver
self-care behaviours as one of five target areas,
improved self-reported health status, and decreased
burden and bother in racially and ethnically diverse
caregivers of people with dementia.
Moderate
There is evidence that following the Resources for
Enhancing Alzheimer's Caregiver Health (REACH)
intervention, caregivers reported better self-rated
health, sleep quality, physical health, and emotional
health, which was related to less burden and bother
with their caregiving role than for caregivers not
receiving the intervention. Changes in depression
appeared to mediate these relationships.
To examine the relationships between changes from baseline to post-Resources for
Enhancing Alzheimer's Caregiver Health (REACH) intervention in caregiver (CG) selfreported health, burden, and bother.
Four hundred ninety-five dementia CG and CR dyads (169 Hispanic, 160 white,
and 166 African American) receiving intervention and their controls.

E6
Am J Geriatr Psychiatry. 2007 Sep;15(9):780-9.Preserving health of Alzheimer caregivers:
impact of a spouse caregiver intervention. Mittelman MS, Roth DL, Clay OJ, Haley WE.
http://www.ncbi.nlm.nih.gov/pubmed/17804831
Randomised controlled trial
September 2007
Publication
Date
North America
1+ (well-conducted MA, SR, or RCTs with a low
Region
risk of bias)
Moderate
Strength of
There is evidence regarding the effects of counselling
evidence
and support on the physical health of caregivers of
spouses of people with Alzheimer disease, that
counselling and support preserved self-rated health
(SRH) in vulnerable caregivers.
Enhanced counselling and support consisted of six
sessions of individual and family counselling, support
group participation, and continuous availability of adhoc telephone counselling.
There is evidence regarding the effects of counselling
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Moderate

and support on the physical health of caregivers of
spouses of people with Alzheimer disease, that
enhancing caregivers' social support, fostering
more benign appraisals of stressors, and reducing
depressive symptoms may yield indirect health
benefits.
Other
comments

A referred volunteer sample of 406 spouse caregivers of community dwelling patients with
Alzheimer disease enrolled over a 9.5-year period.
Enhanced counselling and support consisted of six sessions of individual and family counselling,
support group participation, and continuous availability of ad-hoc telephone counselling.
Indicators of physical health included self-rated health (SRH) of caregivers and the number of
reported illnesses.
Psychosocial intervention studies with biological measures of physical health outcomes are
warranted.
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Other
comments

Arch Phys Med Rehabil. 2008 May;89(5):931-41. doi: 10.1016/j.apmr.2007.12.032.Problemsolving training for family caregivers of persons with traumatic brain injuries: a randomized
controlled trial .Rivera PA, Elliott TR, Berry JW, Grant JS.
http://www.ncbi.nlm.nih.gov/pubmed/18452743
Randomised controlled trial
May 2008
Publication
Date
North America
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Low
There is evidence that problem-solving training
Strength of
evidence
provided in the home appears to be effective in
alleviating distress and in decreasing dysfunctional
problem-solving styles among family caregivers of
persons with traumatic brain injuries (TBI).
Low
There is evidence that caregivers of persons with
traumatic brain injuries receiving problem-solving
training reported significant decreases in depression,
health complaints, and in dysfunctional problem-solving
styles over time.
Low
There is evidence regarding caregivers of persons
with traumatic brain injuries receiving problemsolving training, that no effects were observed on
caregiver well-being, burden, or constructive
problem-solving styles.
Of the 180 people who expressed interest in the study, 113 did not meet eligibility criteria.
Problem-solving training based on the D'Zurilla and Nezu social problem-solving model was
provided to caregivers in the intervention group in 4 in-home sessions and 8 telephone follow-up
calls over the course of their year-long participation. Control group participants received written
educational materials and telephone calls at set intervals throughout their 12 months of
participation.
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E8
Gerontologist. 2007 Jun;47(3):296-306.Does expressive writing reduce stress and improve
health for family caregivers of older adults? Mackenzie CS, Wiprzycka UJ, Hasher L,
Goldstein D.
http://www.ncbi.nlm.nih.gov/pubmed/17565094
Randomised controlled trial
June 2007
Publication
Date
Region
North America
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Low
Strength of
There is evidence of effect of expressive writing with
evidence
clinical samples, and suggests the potential benefit of
written time management for stressed caregivers of
older adults.

Other
comments

Examined whether written emotional disclosure reduces stress and improves health outcomes
for family caregivers of physically frail and cognitively impaired older adults, as it has been
shown to do for certain student and clinical populations.
Primary caregivers of older adults attending a day program were randomly assigned to
expressive-writing (n = 14), time-management (n = 13), or history-writing (n = 13)
conditions. Participants wrote for 20 minutes on four occasions over a 2-week period,
and they completed self-report measures of caregiver burden and health prior to the
intervention, immediately afterward, and at 1-month follow-up.
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Other
comments

J Gerontol B Psychol Sci Soc Sci. 2006 Jan;61(1):P33-45.Gender differences in caregiver
stressors, social resources, and health: an updated meta-analysis .Pinquart M, Sörensen S.
http://www.ncbi.nlm.nih.gov/pubmed/16399940
Meta analysis
January 2006
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
There is evidence that gender differences in
Strength of
evidence
caregiving variables were small to very small.
women had higher levels of burden and depression,
and lower levels of subjective well-being and physical
health. Women also reported that their care recipient
had more behavioural problems; they provided more
caregiving hours, helped with more caregiving tasks,
and assisted with more personal care. However
differences in caregiving variables were small to very
small.
Moderate
There is evidence regarding gender differences in
caregiver variables that women and men did not
differ in the use of informal and formal support.
This meta-analysis integrates results from 229 studies on gender differences in caregiver
psychological and physical health, caregiving stressors, and social resources.
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E10
Disabil Rehabil. 2010;32(4):273-81. doi: 10.3109/09638280903114394.Impact of caring for
individuals with stroke on perceived physical health of informal caregivers. Salter K, Zettler L,
Foley N, Teasell R.
http://www.ncbi.nlm.nih.gov/pubmed/20055566
Systematic review
2010
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
There is evidence that informal caregiving does not
result, necessarily, in reduced physical health.

Strength of
evidence

Moderate

Moderate
There is some evidence that demonstrated that
psychological morbidity, such as symptoms of
depression or anxiety, as well as caregiver strain or
burden were associated with reports of decreased
physical health.
Sixteen studies were identified for inclusion.
Further study is required to examine the timing and nature of the relationship between
psychological distress and physical health to inform provision of services intended to
maintain caregiver health and well-being.

ID

E11

Citation

Int Psychogeriatr. 2007 Apr;19(2):175-95. Epub 2006 Sep 28.A systematic review of the
prevalence and covariates of anxiety in caregivers of people with dementia. Cooper C,
Balamurali TB, Livingston G.
http://www.ncbi.nlm.nih.gov/pubmed?term=17005068
Systematic review
April 2007
Publication
Date
International - all
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
There is evidence regarding anxiety in caregivers of
Strength of
evidence
people with dementia that coping style may be more
associated with anxiety than depression while other
covariates (burden and poor physical health) are similar
to those for caregiver depression.
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outcomes)

Other
comments

Confrontative and escape avoidance coping, caregiver
burden and poorer caregiver physical health are factors
associated with higher anxiety levels.
Moderate
Regarding anxiety in caregivers of people with
dementia, there is no conclusive evidence about
factors associated with anxiety disorders or predicting
anxiety from longitudinal studies.
Thirty-three studies met inclusion criteria.
Good quality cohort studies are needed to determine whether these factors also predict
anxiety disorders.
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E12
J Gerontol B Psychol Sci Soc Sci. 2007 Mar;62(2):P126-37.Correlates of physical health of
informal caregivers: a meta-analysis. Pinquart M, Sörensen S.
http://www.ncbi.nlm.nih.gov/pubmed?term=17379673
Meta analysis
March 2007
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International - all
bias)
Moderate
Strength of
There is evidence that negative effects of caregiving on
evidence
physical health are most likely to be found in
psychologically distressed caregivers facing dementiarelated stressors.
Moderate
There is evidence that caregiver depressive symptoms
had stronger associations with physical health than did
objective stressors.
Moderate
There is evidence that higher levels of care recipient
behavior problems were more consistently related to
poor caregiver health than were care receiver
impairment and intensity of caregiving.
Moderate
There is evidence that higher age, lower
socioeconomic status, and lower levels of informal
support were related to poorer caregiver health.
Moderate
There is evidence that predictors of caregiver physical
health are not identical to predictors of caregiver
psychological health.
Moderate
There is evidence that associations of caregiving
stressors with health were stronger among older
samples, dementia caregivers, and men.
This meta-analysis integrates results from 176 studies on correlates of caregiver physical
health

E13
Psychol Aging. 2003 Jun;18(2):250-67.Differences between caregivers and noncaregivers in
psychological health and physical health: a meta-analysis. Pinquart M, Sörensen S.
http://www.ncbi.nlm.nih.gov/pubmed/12825775
June 2003
Meta analysis
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
There is evidence that the largest differences between
Strength of
evidence
caregivers and non-caregivers were found with regard
to depression, stress, self-efficacy and general
subjective well-being.
Moderate
There is evidence that differences in the levels of
physical health in favour of non-caregivers over
caregivers were statistically significant, but small.
Moderate
There is evidence that larger differences in
psychological health and physical health were found
between dementia caregivers and non-caregivers than
between heterogeneous samples of caregivers and
non-caregivers.
Moderate
There is evidence that differences between caregivers
and non-caregivers in psychological health and
physical health were influenced by relationship of
188
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caregiver to the care recipient, gender, and mean age
of caregivers.
Other
comments

In this meta-analysis, the authors integrated findings from 84 articles on differences between
caregivers and non-caregivers in perceived stress, depression, general subjective well-being,
physical health, and self-efficacy.
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E14
Gerontologist. 2005 Feb;45(1):90-106.Ethnic differences in stressors, resources, and
psychological outcomes of family caregiving: a meta-analysis. Pinquart M, Sörensen S.
http://www.ncbi.nlm.nih.gov/pubmed?term=15695420
Meta analysis
February 2005
Publication
Date
1+ (well-conducted MA, SR, or RCTs with a low risk of
Region
North America
bias)
Strength of
Moderate
There is evidence that all groups of ethnic minority
caregivers reported worse physical health than
evidence
Whites.
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Other
comments

There is evidence that ethnic minority caregivers had a
lower socioeconomic status, were younger, were less
likely to be a spouse, and more likely to receive
informal support.

Moderate

There is evidence that ethnic minority caregivers
provided more care than White caregivers and had
stronger filial obligations beliefs than White
caregivers.

Moderate

Asian-American caregivers, but not African-American
and Hispanic caregivers, used less formal support than
non-Hispanic White caregivers.

Moderate

Moderate
Whereas African-American caregivers had lower
levels of caregiver burden and depression than White
caregivers, we found that Hispanic and AsianAmerican caregivers were more depressed than their
White non-Hispanic peers.
Used a meta-analysis to integrate the results of 116 empirical studies.
Observed ethnic differences in burden and depression were influenced by study
characteristics, such as the type of illness of the care recipient and the representativeness of the
sample.
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E15
Psychol Bull. 2003 Nov;129(6):946-72.Is caregiving hazardous to one's physical health? A
meta-analysis. Vitaliano PP, Zhang J, Scanlan JM.
http://www.ncbi.nlm.nih.gov/pubmed?term=14599289
Meta analysis
November 2003
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Strength of
There is evidence that when examined across 11
evidence
health categories, caregivers exhibited a slightly
greater risk for health problems than did noncaregivers.
Sex and the health category assessed moderated this
relationship. Stronger relationships occurred with
stress hormones, antibodies, and global reported
health.
The authors combined the results of 23 studies to compare the physical health of caregivers with
demographically similar non-caregivers
The authors argue that a theoretical model is needed that relates caregiver stressors to illness
and proffers moderating roles for vulnerabilities and resources and mediating roles for
psychosocial distress and health behaviours.
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6.6

Sub-topic: Integrated services as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days
Search record

6.6.1

12 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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F1
Avoiding hospital admissions What does the research evidence say? Kings Fund. Dec 2010.
Purdy, S.
http://www.kingsfund.org.uk/sites/files/kf/Avoiding-Hospital-Admissions-Sarah-PurdyDecember2010.pdf
Review (non-systematic)
December 2010
Publication
Date
Region
2++ (High quality SR of non-RCT studies; or high
International quality non-RCT studies with a very low bias risk and
western style
high probability of a causal relationship)
countries
Moderate
Strength
of
Policy-makers should consider the impact of socioevidence
economic deprivation and other socio-demographic
factors when designing policy around admission rates
Policy-makers, commissioners and providers should
aim to increase self-management among people
with long-term conditions where there is evidence of
benefit.

Moderate

Commissioners need to be clear about which
admissions they consider to be avoidable, what
proportion of these admissions are avoidable, and
how these admissions should be coded and
measured.

Moderate

Commissioners and primary care providers should
consider the impact of local out-of-hours primary
care arrangements on avoidable admissions.
Commissioners and providers should consider
implementing multidisciplinary interventions and
telemonitoring for patients with heart failure.

Moderate

Commissioners should consider implementing
hospital at home.
Commissioners and providers should consider
implementing assertive case management for people
with mental health illnesses.

Moderate

Commissioners should consider closer integration of
primary and social care, and should evaluate the
outcomes of any new interventions.
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Moderate

Moderate

Moderate

Commissioners should consider closer integration of
primary and secondary care, and should evaluate the
outcomes of any new intervention

Moderate

Primary care providers should aim to increase
continuity of care with a GP.
Interventions where there is evidence of positive
effect on reducing admissions
- Continuity of care with a GP
- Hospital at home as an alternative to admission
- Assertive case management in mental health
- Self-management
-Early senior review in A&E
- Multidisciplinary interventions and telemonitoring in
heart failure
- Integration of primary and secondary care

Moderate

Reducing re-admissions
- Structured discharge planning
- Personalised health care programmes

Moderate

Telemonitoring - The most effective telecare
interventions appear to be automated vital signs
monitoring (for reducing health service use) and
telephone follow-up by nurses (for improving clinical
indicators and reducing health service use) The costeffectiveness of these interventions was less certain.

Moderate

Commissioners and providers should continue to
implement acute assessment units, but should
consider the overall impact on number of admissions.
Providers should conduct early senior review in A&E.
Providers should deliver structured discharge
planning.
Area of residence - Those who live in urban areas
have higher rates of emergency hospital admission
than those in rural areas
Higher levels of morbidity in a population are
associated with higher levels of emergency
admission. Admission rates are also correlated with
chronic illness

Moderate

Moderate

Moderate
Moderate
Moderate

Moderate

Age is a risk factor for emergency hospital admission,
with babies or very young children and older people
being at higher risk. However, it is important to
recognise that only those aged 5 to 14 years have low
risk.
People from lower socio-economic groups are at
higher risk of avoidable emergency admissions.
The evidence for environmental risk factors is variable
across diseases. For example, air pollution and
meteorological factors in the UK are probably less
important in relation to cardiovascular admissions than
they are in respiratory conditions such as COPD, where
cold weather is associated with increased rates of
admission

Moderate

Ethnicity -data on the impact of ethnicity on risk of
emergency admission are fairly limited. Being

Moderate
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Moderate
Moderate

from a minority ethnic group is associated with a
higher risk of emergency admission
It is important to be clear which admissions are
potentially avoidable and which interventions are
likely to be effective. Clarity of disease coding is
essential.
In primary care, higher continuity of care with a GP is
associated with lower risk of admission
Integrating health and social care may be effective in
reducing admissions.
Hospital at home produces similar outcomes to
inpatient care, at a similar cost.
Assertive case management is beneficial for patients
with mental health problems.

Moderate

Moderate
Moderate
Moderate
Moderate

There is evidence that self-management seems to
be effective in reducing unplanned admissions for
patients with COPD and asthma. Self-management
means the patient developing an understanding of
how their condition affects their lives and how to
cope with their symptoms.
Acute assessment units may reduce avoidable
admissions, but the overall impact on number of
admissions should be considered.

Moderate

Early review by a senior clinician in the emergency
department is effective
GPs working in the emergency department are
probably effective in reducing admissions, but may
not be cost-effective.

Moderate

A systematic review of case management found weak
evidence that it reduces admissions. Patient advocacy
case management in frail elderly patients is effective in
decreasing service use and costs

Moderate

There is evidence that integrating primary and social
care reduces admissions.
Case management in the community and in hospital is
not effective in reducing generic admissions. There is
limited evidence to suggest that it may be effective for
patients with heart failure.
Integrating primary and secondary care can be
effective in reducing admissions.
Telemedicine seems to be effective for patients with
heart failure, but there is little evidence that it is
effective for other conditions.
Some admissions (e.g., those for dementia) may not
be perceived to be avoidable, as the disease course is
not significantly modifiable. However, the availability
of more suitable alternatives to an acute hospital
admission – for example, respite care or home care –
can result in admission avoidance in the acute
situation.

Moderate

High continuity of care with a family doctor is
associated with lower risk of admission for all age
groups
In the UK, unplanned admissions have risen steadily

Moderate

Moderate

Moderate

Moderate

Moderate
Moderate

Moderate

Moderate

over the past 10 years. There is some evidence that
this rise may be partly attributable to changes in outof-hours provision that occurred in 2004 with the
new GP contract. These findings may be evidence of
both a lack of access to primary care and a failure of
primary care services to manage minor illness in
children in a timely and appropriate way.

Other
comments

Provision of diabetes clinics in primary care is
significantly associated with reduced admission rates
for diabetes, but the provision of asthma clinics was not
associated with a similar reduction in admissions

Moderate

A fivefold variation in out-of-hours admission rates
has been observed between GPs working for the
same out-of-hours service and caring for the same
patient population, suggesting that clinician factors
play an important part in determining admission
rates. Qualitative research in the same group of GPs
suggests this may be due to lack of confidence,
feelings of isolation, aversion to risk and lack of
awareness of alternatives to admission – all of
which are modifiable factors.

Moderate

Developing a personalised health care programme for
people seen in medical outpatients and frequently
admitted can reduce re-admissions.

Moderate

Structured discharge planning is effective in reducing
future re-admission.

Moderate

Involvements of pharmacists - Medication-related
adverse events in primary care are a common cause
of morbidity. A systematic review of studies that
looked at interventions aimed at reducing medication
related adverse events that result in hospital
admission found relatively weak evidence that
pharmacist-led medication reviews are effective in
reducing admissions.

Moderate

There was no evidence identified in relation to rapid
response teams and their effectiveness in preventing
admissions.

Moderate

Interventions with evidence of little or no beneficial
effect.
- Pharmacist home-based medication review Intermediate care
- Community-based case management (generic
conditions)
- Early discharge to hospital at home on readmissions Nurse-led interventions pre- and post-discharge for
patients with chronic obstructive pulmonary disease.

Moderate

Several predictive models calculate the risk of future emergency admission for patients with one
or more previous admissions; using information about the patient’s age, gender and sociodemographic characteristics. These include the Patients at Risk of Re-Hospitalisation (PARR) and
Scottish Patients at Risk of Readmission and Admission (SPARRA) models
Interventions for which further evidence is needed
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- Increasing GP practice size
- Changing out-of-hours primary care arrangements
- Chronic care management in primary care
- Telemedicine
- Cost-effectiveness of GPs in A&E
- Access to social care in A&E
- Hospital-based case management
- Rehabilitation programmes
-Rapid response teams

Recommendations
National policy-makers:
Encourage commissioners to implement evidence-based interventions for avoidable
admissions, and to evaluate their impact in the local context
Consider the impact of socio-economic deprivation and other socio-demographic
factors when designing policy around admission rates
Aim to increase self-management among people with long-term conditions where there is
evidence of benefit.
Hospital providers and commissioners:
Be clear about which admissions they consider to be avoidable, what proportion of these
admissions are avoidable, and how these admissions should be coded and measured
Implement evidence-based interventions as follows:
– Multidisciplinary interventions and telemonitoring for patients with heart failure,
- Assertive case management for patients with mental health problems.
– Hospital at home.
– Closer integration of primary and secondary care.
– Conduct early senior review in A&E.
- Implement structured discharge planning (providers only)
- Continue to implement acute assessment units, but consider the overall impact on number
of admissions.
- Aim to increase self-management among people with long-term conditions where there is
evidence of benefit.
Commissioners:
- Disinvest in programmes where there is robust evidence that they have little or no effect Evaluate all new interventions, as even those that have proved beneficial in other settings may
not be transferable to the local population.
Primary care providers:
- Aim to increase continuity of care with a GP
-Consider the impact of local, out-of-hours primary care arrangements on avoidable
admissions
- Consider closer integration of primary and social care, evaluating the outcomes of any
new interventions
- Consider closer integration of primary and secondary care, evaluating the outcomes of any new
interventions.

194

ID
Citation

F2
Interventions to reduce unplanned hospital admission: a series of systematic reviews
NIHR. Research for Patient Benefit no. PB-PG-1208-18013. Purdy, S. Paranjothy, S.
Huntley, A. Thomas, R. Mann, M. Huws, D. Brindle, P. Elwyn, G.
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http://www.bristol.ac.uk/primaryhealthcare/docs/projects/unplannedadmissions.pdf
June 2012
Systematic review
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International bias)
western style
countries
Moderate
Strength of
Well-established, integrated health and social care
evidence
teams, working with people in their own homes were
more successful in preventing hospital admissions and
unnecessary readmissions than usual care.
Integrated use of disease management interventions in
asthma and COPD. There was a statistically significant
reduction of the probability of at least one hospital
admission among patients receiving multiple
interventions compared to usual care.

Moderate

Integrated care pathways are most effective where
patient care trajectories are
predictable. They were also most effective at bringing
about behavioural changes where there are identified
deficiencies in services

Moderate

Case management: searches covered older people,
heart failure and COPD patients. Overall case
management did not have any effect on unplanned
hospital admissions

Moderate

Specialist clinics for heart failure patients, which
included clinic appointments and monitoring over a
12 month period reduced unplanned hospital
admissions. There was no evidence to suggest that
specialist clinics reduced unplanned hospital
admissions in asthma patients or in older people.

Moderate

Community interventions: Overall, the evidence is
too limited to make definitive conclusions. However,
there is a suggestion that visiting acutely at risk
populations may result in less unplanned hospital
admissions e.g. failure to thrive infants, heart failure
patients.

Moderate

Care pathways and guidelines: Care pathway
systematic reviews have been conducted across
conditions as well as for specific diseases such as
gastrointestinal surgery, stroke and asthma.
Guidelines have been reviewed similarly across
conditions. There is no convincing evidence to
make any firm conclusions regarding the effect of
these approaches on unplanned hospital
admissions, although it is important to point out
that data are limited for most conditions.

Moderate

Medication review: Searches covered older people,
heart failure and asthma. There was no evidence of
an effect on unplanned hospital admissions in older
people and on those with heart failure or asthma

Moderate
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carried out by clinical, community or research
pharmacists. It is important to note that the evidence
was limited to two studies for asthma patients.

Other
comments

Education & self-management: Searches found RCTs
covering asthma, COPD and heart disease. Education
with self-management reduced unplanned hospital
admissions in adults with asthma, and in COPD
patients but not in children with asthma. There is
weak evidence for the role of education in reducing
unplanned hospital admissions in heart failure
patients.

Moderate

Exercise & rehabilitation: searches included COPD,
heart disease, stroke and older people. Pulmonary
rehabilitation is a highly effective and safe
intervention to reduce unplanned hospital admissions
in patients who have recently suffered an
exacerbation of COPD, exercise based cardiac
rehabilitation for coronary heart disease is effective
in reducing unplanned hospital admissions in shorter
term studies, therapy based rehabilitation targeted
towards stroke patients living at home did not
appear to improve unplanned hospital admissions
and there were limited data on the effect of fall
prevention interventions for at risk older people. The
data that were available suggest they did not
influence unplanned hospital admissions.

Moderate

Telemedicine: Telemedicine is implicated in reduced
unplanned hospital admissions for heart disease,
diabetes, hypertension and the older people.

Moderate

Vaccine programs: A review on asthma patients
reported both asthma-related and all cause hospital
admissions. No effects on admissions were reported.
A review on seasonal influenza vaccination in people
aged over 65 years old looked at non-RCTs. the
authors concluded that the available evidence is of
poor quality and provides no guidance for outcomes
including unplanned hospital admissions. A review on
health workers who work with the elderly showed no
effect on unplanned hospital admissions.

Moderate

The results of this review are important for policy makers, clinicians and researchers. Some
of the findings may be disappointing but it is important to remember that some of the
interventions may have demonstrable impact in other areas, for example case management
appears to reduce length of hospital stay. In addition, in many health care economies a
number of interventions are introduced across the system. Few research studies include
evaluation of system wide approaches, hence the impact of programmes of interventions re
rarely reported in the research literature. This highlights the importance of robust
evaluation of interventions as they are introduced into health and social care systems.
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F3
Fam Pract. 2013 Jan 12. Is case management effective in reducing the risk of unplanned
hospital admissions for older people? A systematic review and meta-analysis. Huntley AL,
Thomas R, Mann M, Huws D, Elwyn G, Paranjothy S, Purdy S.
http://www.ncbi.nlm.nih.gov/pubmed/23315222
Systematic review
January 2012
Publication
Date
1+ (well-conducted MA, SR, or RCTs with a low risk of
Region
International bias)
western style
countries
Moderate
The evidence does not support a reduction of
Strength of
evidence
unplanned hospital admissions with case
management compared with the same with usual
care.
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comments

Case management, defined as “the active management of high-risk people with complex needs,
with case managers (usually nurses) taking responsibility for caseloads working in an integrated
care system.”
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Specialist outreach clinics in primary care and rural hospital settings. Cochrane Review 2009
Gruen RL, Weeramanthri TS, Knight SS, Bailie RS
http://www.ncbi.nlm.nih.gov/pubmed/14974038
Systematic review
January 2009
Publication
Date
International - all
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
There is evidence to support the hypothesis that
Strength of
evidence
specialist outreach can improve access, outcomes and
service use, especially when delivered as part of a
multifaceted intervention.
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There is evidence to support outreach facilitates
engagement between specialists and primary care
practitioners, although such engagement cannot be
presumed. Interaction is greatest when outreach is
part of a complex multifaceted intervention which
involves case-conferences, joint consultations,
seminars and education sessions, other health
professionals or other care enhancements.
There is evidence that the benefits of simple outreach
models in urban non-disadvantaged settings seem
small.
There is evidence that simple 'shifted outpatients'
styles of specialist outreach were shown to improve
access, but there was no evidence of impact on health
outcomes.

Moderate

There is evidence that specialist outreach as part of
more complex multifaceted interventions involving
collaboration with primary care, education or other
services was associated with improved health
outcomes, more efficient and guideline-consistent

Moderate

198
197
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care, and less use of inpatient services.
Moderate
There is evidence that the additional costs of
outreach may be balanced by improved health
outcomes.
Specialist outreach clinics in primary care and rural hospital settings may improve access to
care, quality of care, health outcomes, patient satisfaction and use of hospital services. They
may also be more costly. This review examines the benefits and costs of outreach in a range
of specialties and in a variety of settings. Simple ’shifted outpatients ‘styles of specialist
outreach were shown to improve access, but there was no evidence of their impact on health
outcomes. Outreach as part of more complex multifaceted interventions involving primary
care collaborations, education and other services was associated with improved health
outcomes, more efficient and guideline-consistent care, and less use of inpatient services.
There is a need for better quality evidence evaluating specialist outreach in all settings, but
especially in rural and disadvantaged populations.
73 outreach interventions were identified covering many specialties, countries and settings.
Nine studies met the inclusion criteria. Most comparative studies came from urban nondisadvantaged populations in developed countries
There is a need for good comparative studies of outreach in rural and disadvantaged
settings where outreach may confer most benefit to access and health outcomes.

F5
Systematic review: interventions intended to reduce admission to hospital of older people. NIRH
2011 Batty C. Database of Abstracts of Reviews of Effects (DARE)Produced by the Centre for
Reviews and Dissemination Copyright © 2013 University of York
1. Batty - NHS - Mar 2011 Systematic review: interventions intended to reduce admission to
hospital of older people
Systematic review
March 2011
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International bias)
western style
countries
Moderate
Strength of
The most effective models in preventing older
evidence
people being admitted to hospital were provided by
established integrated teams in the patient’s home
and incorporated elements of comprehensive
geriatric assessment, care planning, disease
management and health promotion.
Further research is required to explore each intervention in greater depth, either by contacting
authors and/or examining full-text research papers; grey literature should be searched.
Research on other outcomes should be conducted and the cost-effectiveness of interventions
should be determined.
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J Eval Clin Pract. 2011 Dec;17(6):1167-75. doi: 10.1111/j.1365-2753.2010.01493.x. Epub
2010 Jul 13.Interventions to reduce hospital readmissions in the elderly: in-hospital or
home care. A systematic review. Linertová R, García-Pérez L, Vázquez-Díaz JR, LorenzoRiera A, Sarría-Santamera A
http://www.ncbi.nlm.nih.gov/pubmed?term=20630005
Systematic review
December 2011
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International bias)
western style
countries
Moderate
Strength of
There is evidence to support interventions that
evidence
included home care components seem to be more
likely to reduce readmissions in the elderly.
The specific features of these interventions are patient
education on specific issues, close follow-up, home
monitoring, adjustment of medication and regular
communication with clinical experts.
There is evidence to support interventions that
incorporate geriatric management supported with
home care post discharge are more likely to reduce or
prevent hospital readmissions in elderly patients.
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Moderate

Moderate
There is evidence to support therapeutic success in
many instances rests more on effective patient
targeting than on setting, intensity or duration of
the interventions
These complex services require a high degree of collaboration and communication between
patients, caregivers, geriatricians, general practitioners, social community services and other
agents.

F7
Prof Case Manag. 2007 Nov-Dec;12(6):330-6; quiz 337-8.A systematic review of nurseassisted case management to improve hospital discharge transition outcomes for the
elderly.Chiu WK, Newcomer R. http://www.ncbi.nlm.nih.gov/pubmed?term=18030153
Chiu - Prof Case Manag - Nov 2007 A systematic review of nurse-assisted case management to
improve hospital discharge transition outcomes for the elderly.
Publication
Systematic review
November 2007
Date
1- (MA, SR, or RCTs with a high risk of bias)
Region
International western style
countries
Low
Strength of
There was limited evidence that nurse-assisted case
evidence
management interventions could reduce hospital
readmission rates and hospital days. The beneficial
interventions were considered to be home visits,
continuous patient contact, frequent and early contact
after discharge and use of specialised nurses.
This review evaluated nurse-assisted care management interventions for the transition of
elderly patients from hospital to home. The authors appeared to conclude that such
interventions could reduce hospital readmission rates and hospital days. The limited search,
lack of reporting of review methods and incomplete assessment of validity meant it was not
possible to assess the reliability of the authors’ conclusion.
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F8
J Telemed Telecare. 2007;13(4):172-9.A systematic review of the benefits of home telecare
for frail elderly people and those with long-term conditions. Barlow J, Singh D, Bayer S, Curry
R.
Barlow - J Telemed Telecare – 2007 A systematic review of the benefits of home
telecare for frail elderly people and those with long-term conditions.
http://www.ncbi.nlm.nih.gov/pubmed?term=17565772
Systematic review
Publication
Click here to enter
Date
a date.
Region
Choose an item
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
Telecare interventions improved care for frail elderly
evidence
people and people with chronic conditions, but the
strength of the evidence depended on the type of
telecare application. The most effective telecare
interventions appeared to be automated vital signs
monitoring for reduced health service use and
telephone follow-up by nurses for improving clinical
indicators and reducing health service use.
Studies were combined in a narrative synthesis grouped by type of telecare
service and outcomes (individual versus system-wide).

F9
BMJ. 2007 Aug 18;335(7615):336. Epub 2007 Jul 13.Use of intensive case management
to reduce time in hospital in people with severe mental illness: systematic review and
meta-regression. Burns T, Catty J, Dash M, Roberts C, Lockwood A, Marshall M.
Burns - BMJ - Aug 2007 Use of intensive case management to reduce time in
hospital in people with severe mental illness: systematic review and metaregression. http://www.ncbi.nlm.nih.gov/pubmed?term=17631513
Systematic review
July 2007
Publication
Date
Region
International 1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
western style
countries
Moderate
Strength of
Intensive case management works best for in people
evidence
with severe mental illness when they use a lot of
hospital care and less well when they do not. When
hospital use is high, intensive case management can
reduce it, but it is less successful when hospital use is
already low.
Moderate
The benefits of intensive case management might
be marginal in settings that have already achieved
low rates of bed use, and team organisation is more
important than the details of staffing. It might not
be necessary to apply the full model of assertive
community treatment to achieve reductions in
inpatient care.
Case management, defined as “the active management of high-risk people with complex
needs, with case managers (usually nurses) taking responsibility for caseloads working in an
integrated care system.”
The main clinical implication of this systematic review is that the introduction of intensive
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case management teams will not lead to substantial reductions in hospital use in settings
where average hospital use is already low.
Meta-regression on days in hospital was carried out as part of the analysis.
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Cochrane Database Syst Rev. 2012 Sep 12;9:CD002752. doi:
10.1002/14651858.CD002752.pub3. Clinical service organisation for heart failure. Takeda A,
Taylor SJ, Taylor RS, Khan F, Krum H, Underwood M.
Takeda - Cochrane - Sep 2012 Clinical service organisation for heart failure.
http://www.ncbi.nlm.nih.gov/pubmed/22972058
Systematic review
September 2012
Publication
Date
International - all
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
There is evidence to support amongst chronic heart
evidence
failure patients who have previously been admitted
to hospital for this condition there is now good
evidence that case management type interventions
led by a heart failure specialist nurse reduces
congestive cardiac failure related readmissions after
12 months follow up, all cause readmissions and allcause mortality. It is not possible to say what the
optimal components of these case management type
interventions are, however telephone follow up by
the nurse specialist was a common component.
Multidisciplinary interventions may be effective in
reducing both congestive cardiac failure and all cause
readmissions. There is currently limited evidence to
support interventions whose major component is follow
up in a congestive cardiac failure clinic.
All but one of these interventions involved telephone
follow up from a specialist nurse to the patient at
home and many had a major educational component,
but the interventions did vary in their other
components. Their duration also varied but most of
these interventions continued to end of study follow
up.

Other
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Moderate

High

High
There is strong evidence to support case
management interventions are associated with a
substantial, statistically significant reduction in allcause mortality at around 12 months follow up.
Case management, defined as “the active management of high-risk people with complex needs,
with case managers (usually nurses) taking responsibility for caseloads working in an integrated
care system.”
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Cochrane Database Syst Rev. 2012 Sep 12;9:CD000443. doi:
10.1002/14651858.CD000443.pub3.Services for reducing duration of hospital care for acute
stroke patients. Fearon P, Langhorne P; Early Supported Discharge Trialists.
Fearon - Cochrane - Sep 2012 Services for reducing duration of hospital care for acute stroke
patients. http://www.ncbi.nlm.nih.gov/pubmed/22972045
Systematic review
September 2012
Publication
Date
Region
International - all
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
Early supported discharge services aim to allow
evidence
patients to return home from hospital earlier than
usual and receive more rehabilitation in the familiar
environment of their own home. Early supported
discharge services are provided by teams of
therapists, nurses and doctors.
High
Services aiming to accelerate discharge from hospital
can bring about a reduction in the length of hospital
stay and that this reduction can be substantial. This
updated individual patient data analysis now
demonstrates that patients receiving early supported
discharge services were more likely to be
independent and living at home six months after
stroke than those who received conventional services
High
Appropriately resourced and co-ordinated early
supported discharge teams can offer a further
effective service option for a selected group of
stroke patients and should be considered in addition
to organised inpatient (stroke unit) care as part of a
comprehensive stroke service.
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1. Most of the evidence of benefit of early supported discharge services come from trials of a
multidisciplinary early supported discharge team whose work is coordinated through regular
meetings.
2. The typical multidisciplinary early supported discharge team comprised physiotherapy,
occupational therapy and speech and language therapy staff with medical, nursing and social
work support.
3. Such services appeared to be effective even in comparison with a standard service based on
care in a stroke unit.
4. Although we could not find evidence that the setting of the service (hospital out-reach or
community in-reach) influenced outcomes, all the early supported discharge teams reported here
had a specialist interest in stroke or rehabilitation, or both.
5. All trials recruited a selected subgroup (on average 34%) of stroke patients usually living in
an urban setting. There is insufficient evidence to draw conclusions on early supported
discharge services for patients living in a more dispersed rural setting.
6. Most of the evidence of early supported discharge benefit appears to be for patients with
moderate disability (initial Barthel index of > 9/20), although the balance of cost and benefit
is not clear for this subgroup. For patients with more severe disability the substantial saving
in bed-days may well be outweighed by a risk of poorer patient outcomes. We, therefore,
cannot exclude the possibility that the clinical benefits enjoyed by the moderate disability
subgroup required a net increase in rehabilitation input while the main cost savings (in terms
of bed days) came from the severe subgroup.
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1. Ellis - BMJ - Oct 2011 Comprehensive geriatric assessment for older adults admitted to
hospital: meta-analysis of randomised controlled trials.
http://www.ncbi.nlm.nih.gov/pubmed/22034146
Meta analysis
October 2011
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International low bias risk)
western style
countries
Moderate
There is evidence that comprehensive geriatric
Strength of
assessment increases patients’ likelihood of being
evidence
alive and in their own homes after an emergency
admission to hospital. This seems to be especially
true for trials of wards designated for comprehensive
geriatric assessment and is associated with a
potential cost reduction compared with general
medical care.
Moderate
There is evidence to support more older patients are
likely to survive admission to hospital and return home
if they undergo comprehensive geriatric assessment
while they are inpatients. Fewer will die or experience
deterioration and more will have improved cognitive
functioning. These effects of acute geriatric medicine
programmes are consistently shown in trials of
geriatric wards but are not replicated in trials of
geriatric consultation teams on general wards. These
benefits might be cost effective.
Moderate
There is evidence to support all frail elderly patients
admitted to hospital as an emergency should have
access to comprehensive geriatric assessment beds.
Compliance with best practice should be audited across
healthcare providers, and the provision of geriatric
services needs reviewed.
One of the cornerstones of modern geriatric care is comprehensive geriatric assessment
(CGA). This is defined as a “multidimensional interdisciplinary diagnostic process focused
on determining a frail older person’s medical, psychological and functional capability in
order to develop a coordinated and integrated plan for treatment and long term follow up.
Comprehensive geriatric assessment is therefore both a diagnostic and therapeutic
process. It seeks to ensure that problems are identified, quantified, and managed
appropriately. The likelihood of multiple overlapping problems necessitates assessment
across several domains and therefore involves several disciplines. These assessments
across medical, psychiatric, functional, and social domains are required to develop a broad
or multifaceted therapeutic plan to enhance recovery and promote independence.
There are two broad models of inpatient comprehensive geriatric assessment.
The first is delivered in a discrete ward with a coordinated specialist multidisciplinary team.
Patients are admitted into this facility and cared for by the specialist team, who provide
the assessment and rehabilitation. There are several names for these wards, including
acute care for elders (ACE units), geriatric evaluation and management units (GEMU), or
rehabilitation wards. For the purposes of this review we have grouped these together as
“wards.”
In the second model, a mobile or peripatetic team visit appropriate patients wherever they
are admitted in a general ward setting. The team will assess the patients and make
recommendations to the physicians who care for the patients. These are sometimes referred
to as interdisciplinary geriatric consultation services (grouped here under the heading of
“teams”).
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BMJ. 2011 Oct 27;343:d6553. doi: 10.1136/bmj.d6553.Comprehensive geriatric assessment for
older adults admitted to hospital: meta-analysis of randomised controlled trials. Ellis G,
Whitehead MA, Robinson D, O'Neill D, Langhorne P.
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4. Claes. Person-centered planning: analysis of research and effectiveness.
5. Perrin - Arch Pediatr Adolesc Med - Oct 2007 A family-centered, community-based system of services for
children and youth with special health care needs. (may also be relevant to 6b and 6c)
6. Robertson - J Intellect Disabil Res - Nov 2011 The impact of health checks for people with
intellectual disabilities: a systematic review of evidence.
7. Durà-Vilà - J Intellect Disabil Res - Sept 2012 Ethnic factors in mental health service utilisation among
people with intellectual disability in high-income countries: systematic review. (potential unmet need in
South Asian groups)
8. Van Oorsouw - Res Dev Disabil - May 2009 Training staff serving clients with intellectual disabilities:
a meta-analysis of aspects determining effectiveness.
9. Innes - Maturitas - Aug 2012 Caring for older people with an intellectual disability: a systematic review.
10. Boisvert - Dev Neurorehabil – 2010 Telepractice in the assessment and treatment of individuals with
autism spectrum disorders: A systematic review.
11. Mansell - J Intellect Dev Disabil - Dec 2009 Dispersed or clustered housing for adults with
intellectual disability: a systematic review.
12. Heyvaert - -J Intellect Disabil Res - May 2010 A meta-analysis of intervention effects on challenging
behaviour among persons with intellectual disabilities. (report any effective community interventions)
13. Kozma . Outcomes in different residential settings for people with intellectual disability: a systematic
review.
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7.2

Selected studies: Interventions to support person centred care in the
community for people with disabilities

PubMed Results:
1. Horsman - Age Ageing - May 2010 Ageing with cerebral palsy: psychosocial issues.
2. Khan - Cochrane - Jul 2008 Multidisciplinary rehabilitation for adults with multiple sclerosis.
3. Jensen - Arch Phys Med Rehabil - Jan 2011 Psychosocial factors and adjustment to chronic pain
in persons with physical disabilities: a systematic review.
4. Johnson The benefits of physical activity for youth with developmental disabilities: a systematic review.
(may be more relevant to 6a depending on disabilities)
5. Dorstyn - Rehabil Psychol - Feb 2011 Psychosocial outcomes of telephone-based counseling for adults
with an acquired physical disability: A meta-analysis. (bias and weak methods?)
6. De Vries - Ageing Res Rev - Jan 2012 Effects of physical exercise therapy on mobility, physical
functioning, physical activity and quality of life in community-dwelling older adults with impaired mobility,
physical disability and/or multi-morbidity: a meta-analysis. (weak methods?)
7. Wahl - Gerontologist - Jun 2009 The home environment and disability-related outcomes in aging
individuals: what is the empirical evidence?
8. Mayo - Wilson - Cochrane - Jul 2008 Personal assistance for adults (19-64) with physical impairments.
9. Perrin - Arch Pediatr Adolesc Med - Oct 2007 A family-centered, community-based system of services for
children and youth with special health care needs. (may also be relevant to 6a and 6c)
10. Louw - Arch Phys Med Rehabil - Dec 2011 The effect of neuroscience education on pain, disability,
anxiety, and stress in chronic musculoskeletal pain.
11. Liu - Disabil Rehabil – 2011 Can progressive resistance strength training reduce physical disability in older
adults? A meta-analysis study.
12. Ziviani- Aust Occup Ther J - Mar 2010 Systematic review of early intervention programmes for
children from birth to nine years who have a physical disability.
13. Bond - Health Technol Assess – 2009 The effectiveness and cost-effectiveness of cochlear implants for
severe to profound deafness in children and adults: a systematic review and economic model.
14. Binks What do we really know about the transition to adult-centered health care? A focus on cerebral
palsy and spina bifida.
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7.3

Selected studies: Interventions to support person centred care in the
community for people with long term conditions

NICE:
1. NHS - NICE - Mar 2009 http://publications.nice.org.uk/managing-long-term-sickness-and-incapacity-forwork-ph19
2. NHS - NICE - Mar 2011 http://publications.nice.org.uk/dementia-cg42
3. NHS - NICE - Oct 2009 http://publications.nice.org.uk/depression-in-adults-with-a-chronic-physicalhealth-problem-cg91
4. NHS - NICE - Jan 2012 http://publications.nice.org.uk/the-epilepsies-the-diagnosis-and-management-ofthe-epilepsies-in-adults-and-children-in-primary-and-cg137
5. NHS - NICE - Apr 2009 http://publications.nice.org.uk/rheumatoid-arthritis-cg79
PubMed Results:
6. Effects of interventions involving the family in the treatment of adult patients with chronic
physical diseases: a meta-analysis
7. Calvert - Am Heart J - Apr 2012 Patient-focused intervention to improve long-term
adherence to evidence-based medications: a randomized trial.
8. Chisholm-Burns - Med Care - Oct 2010 US pharmacists' effect as team members on patient
care: systematic review and meta-analyses.
9. Bauman - Med J Aust - Sep 2003 Getting it right: why bother with patient-centred care?
10. Smith - Cochrane - Jan 2009 Effectiveness of shared care across the interface between primary and
specialty care in chronic disease management. (note prescribing and important general null result)
11. Stuifbergen - Disabil Health J - Jul 2010 Benefits of wellness interventions for persons with chronic
and disabling conditions: a review of the evidence.
12. Crowley - Arch Dis Child - Jun 2011 Improving the transition between paediatric and adult healthcare: a
systematic review.
13. Perrin - Arch Pediatr Adolesc Med - Oct 2007 A family-centered, community-based system of services for
children and youth with special health care needs. (may also be relevant to 6a and 6c)
14. Smith - Cochrane - Apr 2012 Interventions for improving outcomes in patients with multimorbidity in
primary care and community settings.
15. Smith - BMJ – 2012 Managing patients with multimorbidity: systematic review of interventions in primary
care and community settings.
16. Desai - Crit Care Med - Feb 2011 Long-term complications of critical care.
17. Steultjens - Clin Rehabil - May 2005 Evidence of the efficacy of occupational therapy in different
conditions: an overview of systematic reviews.
18. Herring - Arch Intern Med - Jan 2012 Effect of exercise training on depressive symptoms among
patients with a chronic illness: a systematic review and meta-analysis of randomized controlled trials.
19. Lupari - J Clin Nurs - Mar 2011 'We're just not getting it right'--how should we provide care to the older
person with multi-morbid chronic conditions?
20. Lagger-Patient Educ Couns Jun 2010 Efficacy of therapeutic patient education in chronic diseases &
obesity.
21. Courtenay - J Clin Nurs - Jul 2008 The impact and effectiveness of nurse-led care in the management of
acute and chronic pain: a review of the literature.
22. Dorr - J Am Med Inform Assoc - Mar 2007 Informatics systems to promote improved care for chronic
illness: a literature review.
23. Young - J Gen Intern Med - Dec 2007 Information technology to support improved care for chronic illness.
24. Manderson - Health Soc Care Community - Oct 2011 Navigation roles support chronically ill older
adults through healthcare transitions: a systematic review of the literature.
25. Ouwens - Int J Qual Health Care - Apr 2005 Integrated care programmes for chronically ill
patients: a review of systematic reviews.
26. Tsai - Am J Manag Care - Dec 2011 A meta-analysis of interventions to improve care for chronic illnesses.
27. Krause - Dis Manag - Apr 2005 Economic effectiveness of disease management programs:a meta-analysis.
28. Gruen - Cochrane - Jan 2009 Specialist outreach clinics in primary care and rural hospital settings.
29. Rosland - J Behav Med - Apr 2012 The impact of family behaviors and communication patterns on chronic
illness outcomes: a systematic review.
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7.4

Selected studies: Interventions to support self-management for people with
long term conditions

NICE:
No general guidance identified.
PubMed Results:
1. Jaser - J Nurs Scholarsh - Jun 2012 Processes of self-management in chronic illness.
2. Zeddler - Clin Ther - Jan 2011 Does packaging with a calendar feature improve adherence
to self-administered medication for long-term use? A systematic review.
3. Foster - Cochrane - Jan 2009 Self-management education programmes by lay leaders for people with
chronic conditions. (short term effect)
4. Krishna - Telemed J E Health - Apr 2009 Healthcare via cell phones: a systematic review.
5. Battersby - Jt Comm J Qual Patient Saf - Dec 2010 Twelve evidence-based principles for
implementing self-management support in primary care. (based on systematic review?)
6. Murray - Cochrane - Jan 2009 Interactive Health Communication Applications for people with chronic
disease.
7. Chodosh - NHS - Apr 2006 Meta-analysis: chronic disease self-management programs for older adults
Specific conditions
8. Reid - Pain Med - May 2008 Self-management strategies to reduce pain and improve function among
older adults in community settings: a review of the evidence.
9. Cronan - J Rheumatol - Apr 2006 Do exercise and self-management interventions benefit patients with
osteoarthritis of the knee? A metaanalytic review.
10. Du - Patient Educ Couns - Dec 2011 Self-management programs for chronic musculoskeletal pain
conditions: a systematic review and meta-analysis.
11. Carnes .Effective delivery styles and content for self-management interventions for
chronic musculoskeletal pain: a systematic literature review.
12. Cochran - Diabetes Educ - Sep 2008 Meta-analysis of quality of life outcomes following diabetes
self-management training.
13. Radhakrishnan - J Adv Nurs - Oct 2011 The efficacy of tailored interventions for self-management
outcomes of type 2 diabetes, hypertension or heart disease: a systematic review.
14. Facchiano - J Am Acad Nurse Pract - Jun 2011 A literature review on breathing retraining as a
self-management strategy operationalized through Rosswurm and Larrabee's evidence-based practice
model.
15. May - Nat Rev Rheumatol - Apr 2010 Self-management of chronic low back pain and osteoarthritis.
16. Duke - Cochrane - Jan 2009 Individual patient education for people with type 2 diabetes mellitus. (in one
sub-group)
17. Mason - Am J Kidney Dis - Jun 2008 Educational interventions in kidney disease care: a systematic
review of randomized trials.
18. Finnell - Issues Ment Health Nurs - Dec 2007 Health diaries for self-monitoring and selfregulation: applications to individuals with serious mental illness.
19. Garcia - Alamino - Cochrane - Apr 2010 Self-monitoring and self-management of oral anticoagulation
20. Bradley - Cochrane - Oct 2009 Care delivery and self-management strategies for adults with epilepsy
21. Can we identify how programmes aimed at promoting self-management in musculoskeletal pain work and
who benefits? A systematic review of sub-group analysis within RCTs.
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7.5 Selected studies: Interventions to promote better physical health outcomes and
quality of life for carers (all ages)

NICE: NICE:
1. NHS - NICE - Mar 2004 http://guidance.nice.org.uk/CSGSP (section 12 - maybe)
PubMed Results:
2. Northouse - J Clin Oncol - Apr 2012 Psychosocial care for family caregivers of patients with cancer.
3. Mason - Health Technol Assess - Apr 2007 A systematic review of the effectiveness and cost-effectiveness
of different models of community-based respite care for frail older people and their carers.
4. Perlick - Bipolar Disord - Sep 2010 Family-focused treatment for caregivers of patients with bipolar
disorder. (RCT) (decreases in health risk behaviour) (small sample size = 46)
5. Elliott - J Am Geriatr Soc - Jan 2010 Enhancing caregiver health: findings from the resources for enhancing
Alzheimer's caregiver health II intervention. (RCT)
6. Mittelman - Am J Geriatr Psychiatry - Sept 2007 Preserving health of Alzheimer caregivers: impact of
a spouse caregiver intervention. (RCT)
7. Rivera - Arch Phys Med Rehabil - May 2008 Problem-solving training for family caregivers of persons with
traumatic brain injuries: a randomized controlled trial. (RCT) (decreases in health complaints) (small
sample size = 67)
8. Mackenzie - Gerontologist - Jun 2007 Does expressive writing reduce stress and improve health for family
caregivers of older adults? (RCT) (physical health improvements after written time management)
(small sample size = 40)
9. Pinquart - J Gerontol B Psychol Sci Soc Sci - Jan 2006 Gender differences in caregiver stressors,
social resources, and health: an updated meta-analysis.
10. Salter - Disabil Rehabil – 2010 Impact of caring for individuals with stroke on perceived physical health of
informal caregivers. (Associations between physical health and psychological distress or well-being
were identified.)
11. Cooper - Int Psychogeriatr - Apr 2007 A systematic review of the prevalence and covariates of anxiety in
caregivers of people with dementia. (links with anxiety)
12. Pinquart - J Gerontol B Psychol Sci Soc Sci - Mar 2007 Correlates of physical health of informal
caregivers: a meta-analysis.
13. Pinquart - Psychol Aging - Jun 2003 Differences between caregivers and noncaregivers in psychological
health and physical health: a meta-analysis.
14. Pinquart - Gerontologist - Feb 2005 Ethnic differences in stressors, resources, and psychological
outcomes of family caregiving: a meta-analysis.
15. Vitaliano - Psychol Bull - Nov 2003 Is caregiving hazardous to one's physical health? A meta-analysis.
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7.6

Selected studies: Integrated services as an intervention to avoid inappropriate
attendance at A&E/ admissions/ bed days

1. Avoiding Hospital Admissions – Kings Fund. Dec 2010. Purdy, S.

http://www.kingsfund.org.uk/sites/files/kf/Avoiding-Hospital-Admissions-SarahPurdy-December2010.pdf
2. Interventions to reduce unplanned hospital admission: a series of systematic reviews NIHR.
Research for Patient Benefit no. PB-PG-1208-18013. Purdy, S. Paranjothy, S. Huntley, A.
Thomas, R. Mann, M. Huws, D. Brindle, P. Elwyn, G.
http://www.bristol.ac.uk/primaryhealthcare/docs/projects/unplannedadmissions.pdf

PubMed Results:
3. Gruen - Cochrane - Jan 2009 Specialist outreach clinics in primary care and rural hospital settings.
Older people
4. Purdy- Is case management effective in reducing the risk of unplanned hospital admissions for
5.
6.
7.
8.

older people? A systematic review and meta-analysis.
Batty - NHS - Mar 2011 Systematic review: interventions intended to reduce admission to
hospital of older people
Linertova - J Eval Clin Pract - Jul 2010 Interventions to reduce hospital readmissions in
the elderly: in-hospital or home care. A systematic review.
Chiu - Prof Case Manag - Nov 2007 A systematic review of nurse-assisted case management to
improve hospital discharge transition outcomes for the elderly. (weak methods?)
Barlow - J Telemed Telecare – 2007 A systematic review of the benefits of home telecare
for frail elderly people and those with long-term conditions.

Mental illness
9. Burns - BMJ - Aug 2007 Use of intensive case management to reduce time in hospital

in people with severe mental illness: systematic review and meta-regression.
Heart disease
10. Takeda - Cochrane - Sep 2012 Clinical service organisation for heart
failure. Stroke
11. Fearon - Cochrane - Sep 2012 Services for reducing duration of hospital care for

acute stroke patients.
Hospital based interventions
12. Ellis - BMJ - Oct 2011 Comprehensive geriatric assessment for older adults admitted to

hospital: meta-analysis of randomised controlled trials.
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8. Recommended additional reading when planning specific long
term conditions services:
The following sections provide additional detail on the specific long-term conditions identified in the East
Sussex Health and Wellbeing Strategy. There was not scope within our remit to review these sources, however
they are provided as a suggested further reading list to support commissioning.
Epilepsy
8.1.1 Fitzsimons M, Normand C, Varley J, Delanty N. Evidence-based models of care for people with epilepsy.
Epilepsy Behav. 2012 Jan;23(1):1-6. doi: 10.1016/j.yebeh.2011.10.019. Epub 2011 Nov 30.
http://www.ncbi.nlm.nih.gov/pubmed/22134097
8.1.2 Hamiwka L, Macrodimitris S, Tellez-Zenteno JF, Metcalfe A, Wiebe S, Kwon CS, Jetté N; CASES
Investigators. Social outcomes after temporal or extratemporal epilepsy surgery: a systematic
review. Epilepsia. 2011 May;52(5):870-9. doi: 10.1111/j.1528-1167.2011.03074.x. Epub 2011 Apr
19.http://www.ncbi.nlm.nih.gov/pubmed/21561446
8.1.3 Bradley PM, Lindsay B. Care delivery and self-management strategies for adults with epilepsy. Cochrane
Database Syst Rev. 2008 Jan 23;(1):CD006244. doi: 10.1002/14651858.CD006244.pub2.
http://www.ncbi.nlm.nih.gov/pubmed/18254097
8.1.4 Stokes T, Shaw EJ, Camosso-Stefinovic J, Baker R, Baker GA, Jacoby A. Self-management education for
children with epilepsy. Cochrane Database Syst Rev. 2007 Apr 18;(2):CD004724.
http://www.ncbi.nlm.nih.gov/pubmed/17443554
8.1.5 Shaw EJ, Stokes T, Camosso-Stefinovic J, Baker R, Baker GA, Jacoby A. Self-management education for
adults with epilepsy. Cochrane Database Syst Rev. 2007 Apr 18;(2):CD004723.
http://www.ncbi.nlm.nih.gov/pubmed/17443553
Diabetes
8.1.6 Tan P, Chen HC, Taylor B, Hegney D. Experience of hypoglycaemia and strategies used for its
management by community-dwelling adults with diabetes mellitus: a systematic review. Int J
Evid Based Healthc. 2012 Sep;10(3):169-80. doi: 10.1111/j.1744-1609.2012.00276.x.
http://www.ncbi.nlm.nih.gov/pubmed/22925613
8.1.7 Sukala WR, Page R, Cheema BS. Exercise training in high-risk ethnic populations with type 2 diabetes: a
systematic review of clinical trials. Diabetes Res Clin Pract. 2012 Aug;97(2):206-16. doi:
10.1016/j.diabres.2012.02.001. Epub 2012 Mar 3. http://www.ncbi.nlm.nih.gov/pubmed/22385831
8.1.8 Wilson C, Alam R, Latif S, Knighting K, Williamson S, Beaver K. Patient access to healthcare services and
optimisation of self-management for ethnic minority populations living with diabetes: a systematic review.
Health Soc Care Community. 2012 Jan;20(1):1-19. doi: 10.1111/j.1365-2524.2011.01017.x. Epub 2011
Jul 13. http://www.ncbi.nlm.nih.gov/pubmed/21749529
8.1.9 Nam S, Chesla C, Stotts NA, Kroon L, Janson SL. Barriers to diabetes management: patient and provider
factors. Diabetes Res Clin Pract. 2011 Jul;93(1):1-9. doi: 10.1016/j.diabres.2011.02.002. Epub 2011 Mar
5. http://www.ncbi.nlm.nih.gov/pubmed/21382643
8.1.10 Chudyk A, Petrella RJ. Effects of exercise on cardiovascular risk factors in type 2 diabetes: a metaanalysis. Diabetes Care. 2011 May;34(5):1228-37. doi: 10.2337/dc10-1881.
http://www.ncbi.nlm.nih.gov/pubmed/21525503
8.1.11 Minet L, Møller S, Vach W, Wagner L, Henriksen JE. Mediating the effect of self-care
management intervention in type 2 diabetes: a meta-analysis of 47 randomised controlled
trials. Patient Educ Couns. 2010 Jul;80(1):29-41. doi: 10.1016/j.pec.2009.09.033. Epub 2009
Nov 10. http://www.ncbi.nlm.nih.gov/pubmed/19906503
8.1.12 Welch G, Garb J, Zagarins S, Lendel I, Gabbay RA. Nurse diabetes case management interventions and
blood glucose control: results of a meta-analysis. Diabetes Res Clin Pract. 2010 Apr;88(1):1-6. doi:
10.1016/j.diabres.2009.12.026. Epub 2010 Feb 8. http://www.ncbi.nlm.nih.gov/pubmed/20116879
8.1.13 Clar C, Barnard K, Cummins E, Royle P, Waugh N; Aberdeen Health Technology Assessment Group. Selfmonitoring of blood glucose in type 2 diabetes: systematic review. Health Technol Assess. 2010
Mar;14(12):1-140. doi: 10.3310/hta14120. http://www.ncbi.nlm.nih.gov/pubmed/20226138
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8.1.14 Adaji A, Schattner P, Jones K. The use of information technology to enhance diabetes
management in primary care: a literature review. Inform Prim Care. 2008;16(3):229-37.
http://www.ncbi.nlm.nih.gov/pubmed/19094410
8.1.15 Saxena S, Misra T, Car J, Netuveli G, Smith R, Majeed A. Systematic review of primary healthcare
interventions to improve diabetes outcomes in minority ethnic groups. J Ambul Care Manage.
2007 Jul-Sep;30(3):218-30. http://www.ncbi.nlm.nih.gov/pubmed/17581434
Respiratory disease

8.1.16 Puhan MA, Gimeno-Santos E, Scharplatz M, Troosters T, Walters EH, Steurer J. Pulmonary
rehabilitation following exacerbations of chronic obstructive pulmonary disease. Cochrane
Database Syst Rev. 2011 Oct 5;(10):CD005305. doi: 10.1002/14651858.CD005305.pub3.
http://www.ncbi.nlm.nih.gov/pubmed/21975749
8.1.17 Goldstein RS, Hill K, Brooks D, Dolmage TE. Pulmonary rehabilitation: a review of the recent literature.
Chest. 2012 Sep;142(3):738-49. doi: 10.1378/chest.12-0188.
http://www.ncbi.nlm.nih.gov/pubmed/22948578
8.1.18 Geddes EL, O'Brien K, Reid WD, Brooks D, Crowe J. Inspiratory muscle training in adults with
chronic obstructive pulmonary disease: an update of a systematic review. Respir Med. 2008
Dec;102(12):1715-29. doi: 10.1016/j.rmed.2008.07.005. Epub 2008 Aug 15.
http://www.ncbi.nlm.nih.gov/pubmed/18708282
8.1.19 Garrod R, Lasserson T. Role of physiotherapy in the management of chronic lung diseases: an
overview of systematic reviews. Respir Med. 2007 Dec;101(12):2429-36. Epub 2007 Sep 17.
http://www.ncbi.nlm.nih.gov/pubmed/17870457
8.1.20 Coventry PA, Hind D. Comprehensive pulmonary rehabilitation for anxiety and depression in adults with
chronic obstructive pulmonary disease: Systematic review and meta-analysis. J Psychosom Res. 2007
Nov;63(5):551-65. http://www.ncbi.nlm.nih.gov/pubmed/17980230
8.1.21 Bartoli L, Zanaboni P, Masella C, Ursini N. Systematic review of telemedicine services for patients
affected by chronic obstructive pulmonary disease (COPD). Telemed J E Health. 2009 Nov;15(9):877-83.
doi: 10.1089/tmj.2009.0044. http://www.ncbi.nlm.nih.gov/pubmed/19919194
8.1.22 Peytremann-Bridevaux I, Staeger P, Bridevaux PO, Ghali WA, Burnand B. Effectiveness of chronic
obstructive pulmonary disease-management programs: systematic review and meta-analysis. Am J
Med. 2008 May;121(5):433-443.e4. doi: 10.1016/j.amjmed.2008.02.009.
http://www.ncbi.nlm.nih.gov/pubmed/18456040
Heart disease

8.1.23 Inglis SC, Clark RA, McAlister FA, Ball J, Lewinter C, Cullington D, Stewart S, Cleland JG. Structured
telephone support or telemonitoring programmes for patients with chronic heart failure. Cochrane
Database Syst Rev. 2010 Aug 4;(8):CD007228. doi: 10.1002/14651858.CD007228.pub2.
http://www.ncbi.nlm.nih.gov/pubmed/20687083
8.1.24 Takeda A, Taylor SJ, Taylor RS, Khan F, Krum H, Underwood M. Clinical service organisation for heart
failure. Cochrane Database Syst Rev. 2012 Sep 12;9:CD002752. doi:
10.1002/14651858.CD002752.pub3. http://www.ncbi.nlm.nih.gov/pubmed/22972058
8.1.25 Schadewaldt V, Schultz T. Nurse-led clinics as an effective service for cardiac patients: results from a
systematic review. Int J Evid Based Healthc. 2011 Sep;9(3):199-214. doi: 10.1111/j.17441609.2011.00217.x. http://www.ncbi.nlm.nih.gov/pubmed/21884449
8.1.26 Aldcroft SA, Taylor NF, Blackstock FC, O'Halloran PD. Psychoeducational rehabilitation for health
behavior change in coronary artery disease: a systematic review of controlled trials. J
Cardiopulm Rehabil Prev. 2011 Sep-Oct;31(5):273-81. doi: 10.1097/HCR.0b013e318220a7c9.
http://www.ncbi.nlm.nih.gov/pubmed/21734590
8.1.27 Whalley B, Rees K, Davies P, Bennett P, Ebrahim S, Liu Z, West R, Moxham T, Thompson DR,
Taylor RS. Psychological interventions for coronary heart disease. Cochrane Database Syst
Rev. 2011 Aug 10;(8):CD002902. doi: 10.1002/14651858.CD002902.pub3.
http://www.ncbi.nlm.nih.gov/pubmed/21833943
8.1.28 Heran BS, Chen JM, Ebrahim S, Moxham T, Oldridge N, Rees K, Thompson DR, Taylor RS. Exercise-based
cardiac rehabilitation for coronary heart disease. Cochrane Database Syst Rev. 2011 Jul 6;(7):CD001800.
doi: 10.1002/14651858.CD001800.pub2. http://www.ncbi.nlm.nih.gov/pubmed/21735386
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8.1.29 Stolic S, Mitchell M, Wollin J. Nurse-led telephone interventions for people with cardiac disease: a
review of the research literature. Eur J Cardiovasc Nurs. 2010 Dec;9(4):203-17. doi:
10.1016/j.ejcnurse.2010.02.003. Epub 2010 Apr 8. http://www.ncbi.nlm.nih.gov/pubmed/20381427
8.1.30 Peters-Klimm F, Campbell S, Hermann K, Kunz CU, Müller-Tasch T, Szecsenyi J; Competence Network
Heart Failure. Case management for patients with chronic systolic heart failure in primary care: the
HICMan exploratory randomised controlled trial. Trials. 2010 May 17;11:56. doi: 10.1186/1745-62151156. http://www.ncbi.nlm.nih.gov/pubmed/20478035
Stroke

8.1.31 Furlan AD, Olson DM, Bettger JP, Alexander KP, Kendrick AS, Irvine JR, Wing L, Coeytaux RR, Dolor RJ,
Duncan PW, Graffagnino C. Transition of care for acute stroke and myocardial infarction patients: from
hospitalization to rehabilitation, recovery, and secondary prevention. Evid Rep Technol Assess (Full Rep).
2011 Oct;(202):1-197. http://www.ncbi.nlm.nih.gov/pubmed/23126647
8.1.32 Cha YJ, Yoo EY, Jung MY, Park SH, Park JH. Effects of functional task training with mental practice in
stroke: a meta analysis. NeuroRehabilitation. 2012;30(3):239-46. doi: 10.3233/NRE2012-0751. http://www.ncbi.nlm.nih.gov/pubmed/22635130
8.1.33 Brazzelli M, Saunders DH, Greig CA, Mead GE. Physical fitness training for stroke patients.
8.1.34 Cochrane Database Syst Rev. 2011 Nov 9;(11):CD003316. doi: 10.1002/14651858.CD003316.pub4.
http://www.ncbi.nlm.nih.gov/pubmed/22071806
8.1.35 Hafsteinsdóttir TB, Vergunst M, Lindeman E, Schuurmans M. Educational needs of patients with a stroke
and their caregivers: a systematic review of the literature. Patient Educ Couns. 2011 Oct;85(1):14-25.
doi: 10.1016/j.pec.2010.07.046. Epub 2010 Sep 23. http://www.ncbi.nlm.nih.gov/pubmed/20869189
8.1.36 Alhusban A, Fagan SC. Secondary prevention of stroke in the elderly: a review of the evidence.
Am J Geriatr Pharmacother. 2011 Jun;9(3):143-52. doi: 10.1016/j.amjopharm.2011.04.002.
Epub 2011 May 12. http://www.ncbi.nlm.nih.gov/pubmed/21570361
8.1.37 English C, Hillier S. Circuit class therapy for improving mobility after stroke: a systematic review. J
Rehabil Med. 2011 Jun;43(7):565-71. doi: 10.2340/16501977-0824.
http://www.ncbi.nlm.nih.gov/pubmed/21584485
8.1.38 Graven C, Brock K, Hill K, Joubert L. Are rehabilitation and/or care co-ordination interventions delivered
in the community effective in reducing depression, facilitating participation and improving quality of life
after stroke? Disabil Rehabil. 2011;33(17-18):1501-20. doi: 10.3109/09638288.2010.542874. Epub
2011 Jan 5. http://www.ncbi.nlm.nih.gov/pubmed/21204742
8.1.39 Hillier S, Inglis-Jassiem G. Rehabilitation for community-dwelling people with stroke: home or centre
based? A systematic review. Int J Stroke. 2010 Jun;5(3):178-86. doi: 10.1111/j.17474949.2010.00427.x. http://www.ncbi.nlm.nih.gov/pubmed/20536615
8.1.40 Kelly H, Brady MC, Enderby P. Speech and language therapy for aphasia following stroke. Cochrane
Database Syst Rev. 2010 May 12;(5):CD000425. doi: 10.1002/14651858.CD000425.pub2.
http://www.ncbi.nlm.nih.gov/pubmed/20464716
8.1.41 Poslawsky IE, Schuurmans MJ, Lindeman E, Hafsteinsdóttir TB. A systematic review of nursing
rehabilitation of stroke patients with aphasia. J Clin Nurs. 2010 Jan;19(1-2):17-32. doi: 10.1111/j.13652702.2009.03023.x. http://www.ncbi.nlm.nih.gov/pubmed/20500241
8.1.42 Tellier M, Rochette A. Falling through the cracks: a literature review to understand the reality of mild
stroke survivors. Top Stroke Rehabil. 2009 Nov-Dec;16(6):454-62. doi: 10.1310/tsr1606-454.
http://www.ncbi.nlm.nih.gov/pubmed/20139048
Asthma

8.1.43 Chandratilleke MG, Carson KV, Picot J, Brinn MP, Esterman AJ, Smith BJ. Physical training for asthma.
Cochrane Database Syst Rev. 2012 May 16;5:CD001116. doi: 10.1002/14651858.CD001116.pub3.
http://www.ncbi.nlm.nih.gov/pubmed/22592674
8.1.44 Burgess J, Ekanayake B, Lowe A, Dunt D, Thien F, Dharmage SC. Systematic review of the effectiveness of
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