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Disclaimer

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

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

NICE guidelines cover health and care in England. Decisions on how they apply in other UK
countries are made by ministers in the Welsh Government, Scottish Government, and
Northern Ireland Executive. All NICE guidance is subject to regular review and may be
updated or withdrawn.
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Appendices

Appendix A — Review protocols

Review protocol for the clinical and cost-effectiveness of early supported
discharge after a stroke

ID Field Content

number

1. | Review title In people after stroke what is the clinical and cost
effectiveness of early supported discharge
compared with usual care?

2. | Review question 1.1a In people after stroke what is the clinical and
cost effectiveness of early supported discharge
compared with usual care?
1.1b In people after stroke what factors are
associated with effective delivery of early supported
discharge care?

3. | Objective To determine whether early supported discharge
improves outcomes for people after a stroke, and
what factors may be associated with effective
delivery of early supported discharge.

4, Searches

Key paper:

Langhorne P, Baylan S. Early supported discharge
services for people with acute stroke. Cochrane
Database of Systematic Reviews 2017, Issue 7. Art.
No.: CD000443. DOI:
10.1002/14651858.CD000443.pub4

A second Cochrane review (Gongalves-Bradley DC,
liffe S, Doll HA, Broad J, Gladman J, Langhorne
P, Richards SH, Shepperd S. Early discharge
hospital at home. Cochrane Database of Systematic
Reviews 2017, Issue 6. Art. No.: CD000356. DOI:
10.1002/14651858.CD000356.pub4.) was identified.
This review includes a mixed population and only
some of the papers included in the first review. This
will be checked for additional references only.

The following databases (from inception) will be
searched:

e Cochrane Central Register of Controlled Trials
(CENTRAL)

e Cochrane Database of Systematic Reviews
(CDSR)

e Embase
e MEDLINE
o Epistemonikas

o CINAHL
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¢ PsychINFO

¢ PEDRO

Searches will be restricted by:
¢ English language studies

¢ Human studies

e Date limitation: From January 2017 (for
quantitative review only)

Other searches:

e Inclusion lists of systematic reviews

The searches may be re-run 6 weeks before the final
committee meeting and further studies retrieved for
inclusion if relevant.

The full search strategies will be published in the
final review.

Medline search strategy to be quality assured using
the PRESS evidence-based checklist (see methods
chapter for full details).

5. Condition or domain being
studied

Adults and young people (16 or older) after a stroke

6. Population

Inclusion:

e Adults (age 216 years) who have had a first or
recurrent stroke (including people after
subarachnoid haemorrhage) who are in hospital

e Family members of adults who have had a first or
recurrent stroke

e Carers supporting adults after a first or recurrent
stroke

e Healthcare professionals supporting adults after
a first or recurrent stroke

e Adult social care workers supporting adults after
a first or recurrent stroke

o Voluntary sector professionals supporting adults
after a first or recurrent stroke

Exclusion:
e Children (age <16 years)

o People who have had a transient ischaemic
attack

7. Intervention

Quantitative data

o Early supported discharge for people after a
stroke
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e Early supported discharge with team co-
ordination and delivery

e Early supported discharge with team co-
ordination only

o Early supported discharge with no early
supported discharge team

Where studies include a mixture of the above
categories studies will be included if at least 80%
satisfy the criteria for one category. If <10% of
participants are in a different category (for example:
9% receive rehabilitation with an early supported
discharge team, 91% receive rehabilitation without
an early supported discharge team), this study will
be included in the majority category without
downgrading for indirectness. If 10-20% are in a
different category, this study will be included in the
majority category and downgraded for intervention
indirectness.

Qualitative data

Views, opinions and experiences relating to how
early supported discharge care should be delivered
(including the potential barriers and facilitators)

8. Comparator

Quantitative data
e Usual care

Confounding factors (for non-randomised studies

only):

o Stroke severity

e Age

e Dependency (measured by Activities of Daily
Living)

Qualitative data
N/A

9. Types of study to be included

Quantitative data
e Systematic reviews of RCTs

e Parallel RCTs (including primary mixed methods
studies if any are present with this design)

e Non-randomised studies (if insufficient RCT
evidence is available)
o Prospective cohort studies
o Retrospective cohort studies

o For each of these, this includes primary mixed
methods studies conducted as cohort studies
for the quantitative component (if any are
present)

Published NMAs and IPDs will be considered for
inclusion.
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Non-randomised studies will only be included if all of
the key confounders have been accounted for in a
multivariate analysis. In the absence of multivariate
analysis, studies that account for key confounders
with univariate analysis or matched groups will be
considered.

Qualitative data

e Qualitative interview and focus group studies
(including studies using grounded theory,
phenomenology or other appropriate qualitative
approaches). This includes primary mixed
methods studies.

Survey data or other types of questionnaires will only
be included if they provide analysis from open-ended
questions, but not if they reported descriptive
quantitative data only.

10. | Other exclusion criteria ¢ Non-English language studies
e Crossover RCTs

e Conference abstracts will be excluded as it is
expected there will be sufficient full text published
studies available.

¢ Intensity of early supported discharge (for
example: providing services 7 days a week
compared to 5 days a week — this will be
considered in a separate question [3.1 intensity
of rehabilitation])

11. | Context People after a stroke. This may include people in a
hyperacute (<72 hours), an acute (72 hours — 7
days), subacute (7 days — 6 months) or chronic (>6
months) time horizon.

12. | Primary outcomes (critical All outcomes are considered equally important for

outcomes) decision making and therefore have all been rated

as critical:

At time period:
e End of scheduled follow up

e Mortality (dichotomous outcome)

e Person/participant generic health-related quality
of life (continuous outcomes will be prioritised)

o EQ-5D
SF-6D
SF-36
SF-12

Other utility measures (AQOL, HUI, 15D,
QWB)

e Carer generic health-related quality of life
(continuous outcomes will be prioritised)

o EQ-5D
o SF-6D

o O O O

10
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o SF-36
o SF-12

o Other utility measures (AQOL, HUI, 15D,
QWB)

e Physical dependency (dependent on help for
transfers, mobility, washing, dressing or toileting)
(dichotomous outcome)

o Activities of daily living (continuous outcomes will
be prioritised)

o Barthel Index

o Extended activities of daily living (continuous
outcomes will be prioritised)

e Length of hospital stay (continuous outcomes will
be prioritised)

e Caregiver strain index (continuous outcomes will
be prioritised)

¢ Falls (dichotomous outcome)

¢ Readmissions to hospital (dichotomous outcome)

¢ Psychological distress/mood (continuous
outcomes will be prioritised)

o Stroke-specific Patient-Reported Outcome
Measures (continuous outcomes will be
prioritised)

o Stroke-Specific Quality of Life (SS-QOL)
o Stroke Impact Scale (SIS)

o Stroke-specific Sickness Impact Profile (SA-
SIP30)

o Satisfaction with International Classification of
Functioning, Disability and Health — Stroke
(SATIS-Stroke)

Neuro-QOL
PROMIS-10

If time-to-event outcomes are reported these will be
prioritised over dichotomous outcomes.

Themes will be gathered from the evidence identified
for this review and not stated prior to this.

14. | Data extraction (selection

- EndNote will be used for reference management,
and coding)

sifting, citations and bibliographies. All references
identified by the searches and from other sources
will be screened for inclusion.

All references identified by the searches and from
other sources will be uploaded into EPPI reviewer
and de-duplicated.

10% of the abstracts will be reviewed by two
reviewers, with any disagreements resolved by
discussion or, if necessary, a third independent
reviewer.

11
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The full text of potentially eligible studies will be
retrieved and will be assessed in line with the criteria
outlined above.

A standardised form will be used to extract data from
studies (see Developing NICE guidelines: the
manual section 6.4).

10% of all evidence reviews are quality assured by a
senior research fellow. This includes checking:

e papers were included /excluded appropriately
e a sample of the data extractions

o correct methods are used to synthesise data
e a sample of the risk of bias assessments

Disagreements between the review authors over the
risk of bias in particular studies will be resolved by
discussion, with involvement of a third review author
where necessary.

Study investigators may be contacted for missing
data where time and resources allow.

Once saturation is considered to have been reached
(all the themes are already covered in the data
extraction) data from other included papers will not
be extracted or critically appraised, but the paper will
still be read to check for any additional themes and
will be noted in the included studies. The point at
which data saturation is reached will be noted within
the review.

15.

Risk of bias (quality)
assessment

Risk of bias will be assessed using the appropriate
checklist as described in Developing NICE
guidelines: the manual.

o Systematic reviews: Risk of Bias in Systematic
Reviews (ROBIS)

e Randomised Controlled Trial: Cochrane RoB (2.0)
o Non randomised study, including cohort studies:

Cochrane ROBINS-|

o Qualitative studies: Critical Appraisal Skills
Programme (CASP) qualitative checklist

¢ Mixed methods study: Mixed methods Appraisal
Tool (MMAT)

16.

Strategy for data synthesis

¢ Pairwise meta-analyses will be performed using
Cochrane Review Manager (RevMan5). Fixed-
effects (Mantel-Haenszel) techniques will be used
to calculate risk ratios for the binary outcomes
where possible. Continuous outcomes will be
analysed using an inverse variance method for
pooling weighted mean differences.

12
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Heterogeneity between the studies in effect
measures will be assessed using the I? statistic and
visually inspected. An I? value greater than 50% will
be considered indicative of substantial
heterogeneity. Sensitivity analyses will be conducted
based on pre-specified subgroups using stratified
meta-analysis to explore the heterogeneity in effect
estimates. If this does not explain the heterogeneity,
the results will be presented pooled using random-
effects.

o GRADEpro will be used to assess the quality of
evidence for each outcome, taking into account
individual study quality and the meta-analysis
results. The 4 main quality elements (risk of bias,
indirectness, inconsistency and imprecision) will be
appraised for each outcome. Publication bias is
tested for when there are more than 5 studies for
an outcome.

The risk of bias across all available evidence was
evaluated for each outcome using an adaptation of
the ‘Grading of Recommendations Assessment,
Development and Evaluation (GRADE) toolbox’
developed by the international GRADE working
group http://www.gradeworkinggroup.org/

¢ Where meta-analysis is not possible, data will be
presented and quality assessed individually per
outcome.

o WinBUGS will be used for network meta-analysis,
if possible given the data identified.

The synthesis of qualitative data will follow a
thematic analysis approach. Information will be
synthesised into main review findings. Results will
be presented in a detailed narrative and in table
format with summary statements of main review
findings.

GRADE CERQual will be used to synthesise the
qualitative data and assess the certainty of evidence
for each review finding.

The mixed methods synthesis will combine the
themes found in the qualitative review with the
effectiveness data from quantitative studies. The
studies will be matched and presented in a matrix.

17. | Analysis of sub-groups Quantitative review:

Subgroups that will be investigated if heterogeneity
is present:

Ability to transfer prior to discharge/study (with or
without use of aids)

e Before study able to transfer independently from
bed to chair

o Before study able to transfer with assistance of
one from bed to chair

13
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o Before study able be able to mobilise with
assistance of two from bed to chair

Severity (as stated by category or as measured by
NIHSS scale):

e Mild (or NIHSS 1-5)

o Moderate (or NIHSS 5-14)

o Severe (or NIHSS 15-24)

e Very severe (or NIHSS >25)

Modified Rankin scale
e 1-2
o >2

Number of days of rehabilitation provided per week:
<5 days

5 days

6 days

7 days

Length of intervention
e <6 weeks
o >6 weeks

18. | Type and method of review N Intervention
O Diagnostic
O Prognostic
O Qualitative
O Epidemiologic
] Service Delivery
Other (please specify)
Mixed methods
19. | Language English
20. | Country England
21. | Anticipated or actual start 24/02/2021
date
22. | Anticipated completion date 14/12/2022
23. Stagg of review at time of this | rayiew stage Started Completed
submission
Preliminary searches | [ [
Piloting of the study I— [

selection process

Formal screening of [ [
search results

14
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against eligibility

criteria

Data extraction [ [
Risk of bias (quality) [ l_
assessment

Data analysis [ [

24. | Named contact 5a. Named contact

National Guideline Centre

5b Named contact e-mail
StrokeRehabUpdate@nice.nhs.uk

5e Organisational affiliation of the review

National Institute for Health and Care Excellence
(NICE) and National Guideline Centre

25. | Review team members From the National Guideline Centre:

Bernard Higgins (Guideline lead)

George Wood (Senior systematic reviewer)
Madelaine Zucker (Systematic reviewer)
Kate Lovibond (Health economics lead)
Claire Sloan (Health economist)

Joseph Runicles (Information specialist)

Nancy Pursey (Senior project manager)

26. | Funding sources/sponsor This systematic review is being completed by the

National Guideline Centre which receives funding
from NICE.

27. | Conflicts of interest All guideline committee members and anyone who

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

28. | Collaborators Development of this systematic review will be

overseen by an advisory committee who will use the
review to inform the development of evidence-based
recommendations in line with section 3 of

15
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Developing NICE guidelines: the manual. Members
of the guideline committee are available on the NICE
website:
https://www.nice.org.uk/guidance/indevelopment/gid-
ng10175

20.

Other registration details

N/A
30. | Reference/URL for published N/A
protocol
31. | Dissemination plans NICE may use a range of different methods to raise
awareness of the guideline. These include standard
approaches such as:
¢ notifying registered stakeholders of publication
¢ publicising the guideline through NICE's newsletter
and alerts
e issuing a press release or briefing as appropriate,
posting news articles on the NICE website, using
social media channels, and publicising the
guideline within NICE.
32. | Keywords Adults; Discharge; Early supported discharge;
Intervention; Inpatient; Outpatient; Rehabilitation;
Stroke
33. | Details of existing review of N/A
same topic by same authors
34. | Current review status 0 Ongoing
O Completed but not published
Completed and published
Ol Completed, published and being
updated
OJ Discontinued
35.. | Additional information N/A
36. | Details of final publication

www.nice.org.uk
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Table 1: Health economic review protocol

Review
question

Objectives

Search
criteria

Search
strategy

Review
strategy

All questions — health economic evidence

To identify health economic studies relevant to any of the review questions.

e Populations, interventions and comparators must be as specified in the clinical
review protocol above.

o Studies must be of a relevant health economic study design (cost—utility analysis,
cost-effectiveness analysis, cost—benefit analysis, cost—consequences analysis,
comparative cost analysis).

o Studies must not be a letter, editorial or commentary, or a review of health
economic evaluations. (Recent reviews will be ordered although not reviewed. The
bibliographies will be checked for relevant studies, which will then be ordered.)

¢ Unpublished reports will not be considered unless submitted as part of a call for
evidence.

e Studies must be in English.

A health economic study search will be undertaken using population-specific terms
and a health economic study filter — see appendix B below.

Databases searched:

¢ Centre for Reviews and Dissemination NHS Economic Evaluations Database (NHS
EED) — all years (closed to new records April 2015)

e Centre for Reviews and Dissemination Health Technology Assessment database —
all years (closed to new records March 2018)

e International HTA database (INAHTA) — all years
e Medline and Embase — from 2014 (due to NHS EED closure)

Studies not meeting any of the search criteria above will be excluded. Studies
published before 2006 (including those included in the previous guideline), abstract-
only studies and studies from non-OECD countries or the USA will also be excluded.

Each remaining study will be assessed for applicability and methodological limitations
using the NICE economic evaluation checklist which can be found in appendix H of
Developing NICE guidelines: the manual (2014)."

Studies published in 2006 or later that were included in the previous guideline will be
reassessed for inclusion and may be included or selectively excluded based on their
relevance to the questions covered in this update and whether more applicable
evidence is also identified.

Inclusion and exclusion criteria

e If a study is rated as both ‘Directly applicable’ and with ‘Minor limitations’ then it will
be included in the guideline. A health economic evidence table will be completed
and it will be included in the health economic evidence profile.

o If a study is rated as either ‘Not applicable’ or with ‘Very serious limitations’ then it
will usually be excluded from the guideline. If it is excluded then a health economic
evidence table will not be completed and it will not be included in the health
economic evidence profile.

e If a study is rated as ‘Partially applicable’, with ‘Potentially serious limitations’ or
both then there is discretion over whether it should be included.

Where there is discretion

The health economist will make a decision based on the relative applicability and
quality of the available evidence for that question, in discussion with the guideline
committee if required. The ultimate aim is to include health economic studies that are
helpful for decision-making in the context of the guideline and the current NHS

17
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setting. If several studies are considered of sufficiently high applicability and
methodological quality that they could all be included, then the health economist, in
discussion with the committee if required, may decide to include only the most
applicable studies and to selectively exclude the remaining studies. All studies
excluded on the basis of applicability or methodological limitations will be listed with
explanation in the excluded health economic studies appendix below.

The health economist will be guided by the following hierarchies.
Setting:
e UK NHS (most applicable).

e OECD countries with predominantly public health insurance systems (for example,
France, Germany, Sweden).

e OECD countries with predominantly private health insurance systems (for example,
Switzerland).

¢ Studies set in non-OECD countries or in the USA will be excluded before being
assessed for applicability and methodological limitations.

Health economic study type:

¢ Cost—utility analysis (most applicable).

e Other type of full economic evaluation (cost—benefit analysis, cost-effectiveness
analysis, cost—consequences analysis).

e Comparative cost analysis.

e Non-comparative cost analyses including cost-of-illness studies will be excluded
before being assessed for applicability and methodological limitations.

Year of analysis:

e The more recent the study, the more applicable it will be.

¢ Studies published in 2006 or later (including any such studies included in the

previous guideline) but that depend on unit costs and resource data entirely or
predominantly from before 2006 will be rated as ‘Not applicable’.

e Studies published before 2006 (including any such studies included in the previous
guideline) will be excluded before being assessed for applicability and
methodological limitations.

Quality and relevance of effectiveness data used in the health economic analysis:

e The more closely the clinical effectiveness data used in the health economic
analysis match with the outcomes of the studies included in the clinical review the
more useful the analysis will be for decision-making in the guideline.

18
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Appendix B — Literature search strategies

Clinical search literature search strategy

Searches were constructed using a PICO framework where population (P) terms were
combined with Intervention (1) and in some cases Comparison (C) terms. Outcomes (O) are
rarely used in search strategies as these concepts may not be indexed or described in the
title or abstract and are therefore difficult to retrieve. Search filters were applied to the search

where appropriate.

Table 2: Database parameters, filters and limits applied

Database
Medline (OVID)

Embase (OVID)

The Cochrane Library (Wiley)

Epistemonikos (The
Epistemonikos Foundation)

PsycINFO (OVID)

Current Nursing and Allied
Health Literature - CINAHL
(EBSCO)

Dates searched

01 January 2017 — 08 January
2023

01 January 2017 — 08 January
2023

Cochrane Reviews 2017 to
2023 Issue 1 of 12

CENTRAL 2017 to 2023 Issue
10f12

01 January 2017 — 08 January
2023

01 January 2017 — 08 January
2023

01 January 2017 — 08 January
2023

19

Search filter used

Randomised controlled trials
Systematic review studies

Exclusions (animal studies,
letters, comments, editorials,
case studies/reports)

English language
Randomised controlled trials
Systematic review studies

Exclusions (animal studies,
letters, comments, editorials,
case studies/reports,
conference abstracts)

English language

Exclusions (clinical trials,
conference abstracts)

Exclusions (Cochrane reviews)

English language
Human

Exclusions (animal studies,
letters, case reports)

English language
Human

Exclusions (Medline records)

English Language
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Medline (Ovid) search terms

1. exp Stroke/

2. Stroke Rehabilitation/

3. exp Cerebral Hemorrhage/

4. (stroke or strokes or cva or poststroke™* or apoplexy or "cerebrovascular
accident").ti,ab.

5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

6. "brain attack*".ti,ab.

7. or/1-6

8. letter/

9. editorial/

10. news/

11. exp historical article/

12. Anecdotes as Topic/

13. comment/

14. case report/

15. (letter or comment®).ti.

16. or/8-15

17. randomized controlled trial/ or random*.ti,ab.

18. 16 not 17

19. animals/ not humans/

20. exp Animals, Laboratory/

21. exp Animal Experimentation/

22. exp Models, Animal/

23. exp Rodentia/

24. (rat or rats or mouse or mice or rodent*).ti.

25. or/18-24

26. 7 not 25

27. limit 26 to English language

28. Patient Discharge/

29. Progressive Patient Care/

30. home care services/ or home care services, hospital-based/ or home nursing/

31. ((early or earlier or prompt or accelerate* or acute or subacute or supported) adj5
discharg®).ti,ab,kf.

32. (reduce* adj5 (duration or length) adj5 (stay or hospital)).ti,ab,kf.

33. short term ward.ti,ab,kf.

34. ((organi?ed or multidisciplinary) adjS discharge adj5 team*).ti,ab,kf.

35. ((early or earlier or prompt or accelerate* or supported) adj5 return* adj2
home*).ti,ab,kf.

36. (hospital* adj3 home™).ti,ab,kf.

37. hospital rehabilitation unit*.ti,ab,kf.

38. (rehabilitation adj3 home™).ti,ab,kf.

39. (intensive adj2 home adj5 (rehabilitation or support*)).ti,ab,kf.

40. (mobile adj2 team™).ti,ab,kf.

41. organi?ed home care.ti,ab,kf.
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42, ((extended stroke unit adj3 (service* or care)) or ESUS).ti,ab,kf.

43. ((post-discharge or home rehabilitation) adj5 (support* or care)).ti,ab,kf.

44, ((early or earlier or acute or subacute or post-discharge) adj5 (community or domiciliary
or primary care or home) adj5 (rehabilitation or support* or care)).ti,ab,kf.

45. or/28-44

46. 27 and 45

47. randomized controlled trial.pt.

48. controlled clinical trial.pt.

49. randomi#ed.ti,ab.

50. placebo.ab.

51. randomly.ti,ab.

52. Clinical Trials as topic.sh.

53. trial ti.

54, or/47-53

55. Meta-Analysis/

56. exp Meta-Analysis as Topic/

57. (meta analy* or metanaly* or metaanaly* or meta regression).ti,ab.

58. ((systematic* or evidence*) adj3 (review™ or overview®)).ti,ab.

59. (reference list* or bibliograph* or hand search* or manual search* or relevant
journals).ab.

60. (search strategy or search criteria or systematic search or study selection or data
extraction).ab.

61. (search* adj4 literature).ab.

62. (medline or pubmed or cochrane or embase or psychlit or psyclit or psychinfo or
psycinfo or cinahl or science citation index or bids or cancerlit).ab.

63. cochrane.jw.

64. ((multiple treatment* or indirect or mixed) adj2 comparison*).ti,ab.

65. or/55-64

66. 46 and (54 or 65)

Embase (Ovid) search terms

1. exp Cerebrovascular accident/

2. exp Brain infarction/

3. Stroke Rehabilitation/

4. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti,ab.

5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident®)).ti,ab.

6. "brain attack™".ti,ab.

7. Intracerebral hemorrhage/

8. or/1-7

9. letter.pt. or letter/

10. note.pt.

11. editorial.pt.

12. case report/ or case study/

13. (letter or comment®).ti.

14. (conference abstract or conference paper).pt.
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15. or/9-14

16. randomized controlled trial/ or random*.ti,ab.

17. 15 not 16

18. animal/ not human/

19. nonhuman/

20. exp Animal Experiment/

21. exp Experimental Animal/

22. animal model/

23. exp Rodent/

24, (rat or rats or mouse or mice).ti.

25. or/17-24

26. 8 not 25

27. limit 26 to English language

28. *hospital discharge/

29. progressive patient care/

30. *home care/ or *home physiotherapy/ or *home rehabilitation/

31. home environment/

32. community based rehabilitation/

33. ((early or earlier or prompt or accelerate* or acute or subacute or supported) adj5
discharg®).ti,ab,kf.

34. (reduce* adj5 (duration or length) adj5 (stay or hospital)).ti,ab,kf.

35. short term ward.ti,ab,kf.

36. ((organi?ed or multidisciplinary) adj5 discharge adj5 team*).ti,ab,kf.

37. ((early or earlier or prompt or accelerate* or supported) adj5 return* adj2
home™).ti,ab,kf.

38. (hospital* adj3 home*).ti,ab,kf.

39. hospital rehabilitation unit*.ti,ab,kf.

40. (rehabilitation adj3 home*).ti,ab,kf.

41, (intensive adj2 home adj5 (rehabilitation or support*)).ti,ab,kf.

42. (mobile adj2 team*).ti,ab,kf.

43. organi?ed home care.ti,ab,kf.

44, ((extended stroke unit adj3 (service* or care)) or ESUS).ti,ab,kf.

45, ((post-discharge or home rehabilitation) adj5 (support* or care)).ti,ab kf.

46. ((early or earlier or acute or subacute or post-discharge) adj5 (community or domiciliary
or primary care or home) adj5 (rehabilitation or support* or care)).ti,ab,kf.

47. or/28-45

48. 27 and 47

49. random®.ti,ab.

50. factorial*.ti,ab.

51. (crossover* or cross over*).ti,ab.

52. ((doubl* or singl*) adj blind*).ti,ab.

53. (assign* or allocat* or volunteer™ or placebo*).ti,ab.

54, crossover procedure/

55. single blind procedure/

56. randomized controlled trial/
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57. double blind procedure/

58. or/49-57

59. systematic review/

60. meta-analysis/

61. (meta analy* or metanaly* or metaanaly* or meta regression).ti,ab.

62. ((systematic* or evidence*) adj3 (review* or overview*)).ti,ab.

63. (reference list* or bibliograph* or hand search* or manual search* or relevant
journals).ab.

64. (search strategy or search criteria or systematic search or study selection or data
extraction).ab.

65. (search* adj4 literature).ab.

66. (medline or pubmed or cochrane or embase or psychlit or psyclit or psychinfo or
psycinfo or cinahl or science citation index or bids or cancerlit).ab.

67. cochrane.jw.

68. ((multiple treatment* or indirect or mixed) adj2 comparison*).ti,ab.

69. or/59-68

70. 48 and (58 or 69)

Cochrane Library (Wiley) search terms

#1. MeSH descriptor: [Stroke] explode all trees

#2. MeSH descriptor: [Stroke Rehabilitation] explode all trees

#3. MeSH descriptor: [Cerebral Hemorrhage] explode all trees

H4. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident"):ti,ab

#5. ((cerebro* or brain or brainstem or cerebral*) near/3 (infarct* or accident*)):ti,ab

#6. brain attack*:ti,ab

#7. (or #1-#6)

#8. conference:pt or (clinicaltrials or trialsearch):so

#9. #7 not #8

#10. MeSH descriptor: [Patient Discharge] explode all trees

#11. MeSH descriptor: [Progressive Patient Care] explode all trees

#12. MeSH descriptor: [Home Care Services] explode all trees

#13. MeSH descriptor: [Home Care Services, Hospital-Based] explode all trees

#14. MeSH descriptor: [Home Nursing] explode all trees

#15. ((early or earlier or prompt or accelerate* or acute or subacute or supported) near/5
discharg®):ti,ab

#16. (reduce™ near/5 (duration or length) near/5 (stay or hospital)):ti,ab

#17. short term ward:ti,ab

#18. ((organi?ed or multidisciplinary) near/5 discharge near/5 team®):ti,ab

#19. ((early or earlier or prompt or accelerate* or supported) near/5 return* near/2
home™*):ti,ab

#20. (hospital* near/3 home*):ti,ab

#21. hospital rehabilitation unit*:ti,ab

#22. (rehabilitation near/3 home*):ti,ab

#23. (intensive near/2 home near/5 (rehabilitation or support®)):ti,ab

#24. (mobile near/2 team*):ti,ab

#25. organi?ed home care:ti,ab
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#26.

extended stroke unit near/3 (service* or care)) or ESUS):ti,ab

#27.

((
((post-discharge or home rehabilitation) near/5 (support* or care)):ti,ab

#28.

((early or earlier or acute or subacute or post-discharge) near/5 (community or
domiciliary or primary care or home) near/5 (rehabilitation or support* or care)):ti,ab

#29.

(or #10-#28)

#30.

#9 and #29

Epistemon

ikos terms

1.

(title:((title:(Stroke OR strokes OR cva OR poststroke* OR apoplexy OR
"cerebrovascular accident" OR "brain attack") OR abstract:(Stroke OR strokes OR cva
OR poststroke* OR apoplexy OR "cerebrovascular accident" OR "brain attack")) OR
(title:((cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident*)) OR
abstract:((cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR
accident™)))) OR abstract:((title:(Stroke OR strokes OR cva OR poststroke* OR
apoplexy OR "cerebrovascular accident" OR "brain attack") OR abstract:(Stroke OR
strokes OR cva OR poststroke* OR apoplexy OR "cerebrovascular accident" OR "brain
attack")) OR (title:((cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR
accident*)) OR abstract:((cerebro* OR brain OR brainstem OR cerebral*) AND (infarct*
OR accident*)))))

(title:(((early OR earlier OR prompt OR accelerate* OR acute OR subacute OR
supported) AND discharg*)) OR abstract:(((early OR earlier OR prompt OR accelerate*
OR acute OR subacute OR supported) AND discharg*))) OR (title:((reduce* AND
(duration OR length) AND (stay OR hospital))) OR abstract:((reduce* AND (duration
OR length) AND (stay OR hospital)))) OR (title:(short term ward) OR abstract:(short
term ward)) OR (title:(((organised OR organized OR multidisciplinary) AND discharge
AND team*)) OR abstract:(((organised OR organized OR multidisciplinary) AND
discharge AND team™))) OR (title:(((early OR earlier OR prompt OR accelerate* OR
supported) AND return®* AND home*)) OR abstract:(((early OR earlier OR prompt OR
accelerate* OR supported) AND return* AND home*))) OR (title:((hospital* AND
home*)) OR abstract:((hospital* AND home*))) OR (title:(hospital rehabilitation unit*)
OR abstract:(hospital rehabilitation unit*)) OR (title:((rehabilitation AND home*)) OR
abstract:((rehabilitation AND home*))) OR (title:((intensive AND home AND
(rehabilitation OR support*))) OR abstract:((intensive AND home AND (rehabilitation
OR support*)))) OR (title:((mobile AND team*)) OR abstract:((mobile AND team*))) OR
(title:(organized home care OR organized home care) OR abstract:(organized home
care OR organized home care)) OR (title:(((extended stroke unit AND (service* OR
care)) OR ESUS)) OR abstract:(((extended stroke unit AND (service* OR care)) OR
ESUS))) OR (title:(((post-discharge OR home rehabilitation) AND (support* OR care)))
OR abstract:(((post-discharge OR home rehabilitation) AND (support* OR care)))) OR
(title:(((early OR earlier OR acute OR subacute OR post-discharge) AND (community
OR domiciliary OR primary care OR home) AND (rehabilitation OR support* OR care)))
OR abstract:(((early OR earlier OR acute OR subacute OR post-discharge) AND
(community OR domiciliary OR primary care OR home) AND (rehabilitation OR
support* OR care))))

3.

1and 2

PsycINFO search terms

1.

exp Stroke/

exp Cerebral hemorrhage/

w N

(stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti,ab.

((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

"brain attack*".ti,ab.

Cerebrovascular accidents/

N|o | unik

exp Brain damage/
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(brain adj2 injur*).ti.
or/1-8

10. Letter/

11. Case report/

12. exp rodents/

13. or/10-12

14, 9 not 13

15. limit 14 to (human and English language)

16. hospital discharge/

17. health care services/

18. home care/

19. ((early or earlier or prompt or accelerate* or acute or subacute or supported) adj5
discharg®).ti,ab.

20. (reduce* adj5 (duration or length) adj5 (stay or hospital)).ti,ab.

21. short term ward.ti,ab.

22. ((organi?ed or multidisciplinary) adj5 discharge adj5 team®).ti,ab.

23. ((early or earlier or prompt or accelerate* or supported) adj5 return* adj2 home*).ti,ab.

24, (hospital* adj3 home*).ti,ab.

25. hospital rehabilitation unit*.ti,ab.

26. (rehabilitation adj3 home*).ti,ab.

27. (intensive adj2 home adj5 (rehabilitation or support®)).ti,ab.

28. (mobile adj2 team™).ti,ab.

29. organi?ed home care.ti,ab.

30. ((extended stroke unit adj3 (service* or care)) or ESUS).ti,ab.

31. ((post-discharge or home rehabilitation) adj5 (support* or care)).ti,ab.

32. ((early or earlier or acute or subacute or post-discharge) adj5 (community or domiciliary
or primary care or home) adj5 (rehabilitation or support* or care)).ti,ab.

33. or/16-32

34. 15 and 33

CINAHL search terms

S1. MW Stroke or MH Cerebral Hemorrhage

S2. stroke™ or cva or poststroke* or apoplexy or "cerebrovascular accident"

S3. (cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident*)

S4. "brain attack™"

S5, S1 OR S2OR S3 OR S4

S6. (MH "Patient Discharge")

S7. (MH "Progressive Patient Care")

S8. (MH "Home Health Care")

S9. (MH "Home Nursing")

S10. ((early or earlier or prompt or accelerate* or acute or subacute or supported) N5
discharg®)

S11. (reduce* N5 (duration or length) N5 (stay or hospital))

S12. short term ward

S13. ((organi?ed or multidisciplinary) N5 discharge N5 team*)
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S14. ((early or earlier or prompt or accelerate* or supported) N5 return®* N2 home*)

S15. (hospital* N3 home*)

S16. hospital rehabilitation unit*

S17. (rehabilitation N3 home*)

S18. (intensive N2 home N5 (rehabilitation or support*))

S19. (mobile N2 team*)

S20. organi?ed home care

S21. ((extended stroke unit N3 (service* or care)) or ESUS)

S22. ((post-discharge or home rehabilitation) N5 (support® or care))

S23. ((early or earlier or acute or subacute or post-discharge) N5 (community or domiciliary
or primary care or home) N5 (rehabilitation or support* or care))

S24. S6 OR S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 OR S14 OR S15 OR S16
OR S17 OR S18 OR S19 or S20 or S21 or S22 or S23

S25. S5 and S24

B.2 Qualitative literature search strategy

3  Additional searches for patient views were run in Medline (OVID), Embase (OVID), CINAHL,
4  Current Nursing and Allied Health Literature (EBSCO) and PsycINFO (OVID). Search filters
5 were applied to the search where appropriate.

6 Table 3: Database parameters, filters and limits applied
Database Dates searched Search filter used
Medline (OVID) Inception — 08 January 2023 Qualitative studies

Exclusions (animal studies,
letters, comments, editorials,
case studies/reports)

English language
Embase (OVID) Inception — 08 January 2023 Qualitative studies

Exclusions (animal studies,
letters, comments, editorials,
case studies/reports,
conference abstracts)

English language
PsycINFO (OVID) Inception — 08 January 2023 Qualitative studies

Exclusions (animal studies,
letters, case reports)

Human

English language
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Database Dates searched Search filter used
Current Nursing and Allied Inception — 08 January 2023 Qualitative studies
Health Literature - CINAHL

(EBSCO)

Exclusions (Medline records)
Human

English Language

Medline (Ovid) search terms

1. exp Stroke/

2. Stroke Rehabilitation/

3. exp Cerebral Hemorrhage/

4, (stroke or strokes or cva or poststroke™* or apoplexy or "cerebrovascular
accident").ti,ab.

5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

6. "brain attack™".ti,ab.

7. or/1-6

8. letter/

9. editorial/

10. news/

11. exp historical article/

12. Anecdotes as Topic/

13. comment/

14, case report/

15. (letter or comment*).ti.

16. or/8-15

17. randomized controlled trial/ or random®.ti,ab.

18. 16 not 17

19. animals/ not humans/

20. exp Animals, Laboratory/

21. exp Animal Experimentation/

22. exp Models, Animal/

23. exp Rodentia/

24. (rat or rats or mouse or mice or rodent*).ti.

25. or/18-24

26. 7 not 25

27. limit 26 to English language

28. Qualitative research/ or Narration/ or exp Interviews as Topic/ or exp "Surveys and
Questionnaires"/ or Health care surveys/

29. (qualitative or interview™ or focus group* or theme* or questionnaire* or survey*).ti,ab.

30. (metasynthes* or meta-synthes* or metasummar® or meta-summar* or metastud* or
meta-stud* or metathem* or meta-them* or ethno* or emic or etic or phenomenolog* or
grounded theory or constant compar® or (thematic* adj3 analys*) or theoretical sampl*
or purposive sampl* or hermeneutic* or heidegger* or husserl* or colaizzi* or van
kaam™ or van manen* or giorgi* or glaser* or strauss* or ricoeur* or spiegelberg* or
merleau*®).ti,ab.
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31.

or/28-30

32.

27 and 31

33.

"patient acceptance of health care"/ or exp patient satisfaction/ or consumer health
information/ or needs assessment/

34.

Patient Education as Topic/ or exp patients/ or exp family/ or caregivers/ or patient
preference/ or communication barrier/

35.

((educat* or learn* or support* or teach* or train*) adj3 (service* or information* or
material® or virtual* or app or apps or blog* or booklet* or brochure* or dvd* or elearn*
or e-learn* or email* or e-mail* or e mail* or facebook or facetime or face time or forum*
or handout* or hand-out* or hand out* or helpline* or hotline* or internet* or ipad* or
iphone* or leaflet* or online or magazine* or mobile phone* or newsletter* or pamphlet*
or palm pilot* or personal digital assistant* or pocket pc* or podcast* or poster? or
skype* or smartphone* or smart phone* or social media or social network* or sms or
text messag® or twitter or tweet* or video* or web* or wiki* or youtube* or manual* or
publication™ or literature or computer* or interactive or telephone* or phone*)).ti,ab.

36.

((patient* or carer* or client* or user* or consumer* or caregiver* care giver* or famil* or
parent* or father* or mother* or spouse* or wife or wives or husband* or next of kin or
significant other* or patner* or guardian® or inpatient* or outpatient* or in patient* or out
patient* or relative* or sibling* or sister* or brother* or grandparent* or grandfather* or
grandmother*) adj3 (belief* or attitud* or priorit* or perception* or preferen* or
expectation™ or choice* or perspective* or view* or satisfact* or inform* or experience
or experiences or opinion* or preference* or focus group* or service* or information* or
material* or virtual* or app or apps or blog* or booklet* or brochure* or dvd* or elearn*
or e-learn* or email* or e-mail* or e mail* or facebook or facetime or face time or forum*
or handout* or hand-out® or hand out* or helpline* or hotline* or internet* or ipad* or
iphone* or leaflet* or online or magazine* or mobile phone* or newsletter* or pamphlet*
or palm pilot* or personal digital assistant* or pocket pc* or podcast* or poster? or
skype* or smartphone* or smart phone* or social media or social network* or sms or
text messag* or twitter or tweet* or video* or web* or wiki* or youtube* or manual* or
publication® or literature or computer* or interactive or telephone* or phone*)).ti,ab.

37.

(information* adj3 (need* or requirement* or support* or seek* or access* or
disseminat® or barrier* or service*)).ti,ab.

38.

or/33-37

39.

32 and 38

Embase (Ovid) search terms

1. exp Cerebrovascular accident/

2. exp Brain infarction/

3. Stroke Rehabilitation/

4. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti,ab.

5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

6. "brain attack*".ti,ab.

7. Intracerebral hemorrhage/

8. or/1-7

9. letter.pt. or letter/

10. note.pt.

11. editorial.pt.

12. case report/ or case study/

13. (letter or comment*).ti.

14. (conference abstract or conference paper).pt.

15. or/9-14
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16. randomized controlled trial/ or random®.ti,ab.

17. 15 not 16

18. animal/ not human/

19. nonhuman/

20. exp Animal Experiment/

21. exp Experimental Animal/

22. animal model/

23 exp Rodent/

24. (rat or rats or mouse or mice).ti.

25. or/17-24

26. 8 not 25

27. limit 26 to English language

28. health survey/ or exp questionnaire/ or exp interview/ or qualitative research/ or
narrative/

29. (qualitative or interview™ or focus group* or theme* or questionnaire* or survey*).ti,ab.

30. (metasynthes™ or meta-synthes* or metasummar* or meta-summar* or metastud* or
meta-stud* or metathem* or meta-them* or ethno* or emic or etic or phenomenolog* or
grounded theory or constant compar* or (thematic* adj3 analys*) or theoretical sampl*
or purposive sampl* or hermeneutic* or heidegger* or husserl* or colaizzi* or van
kaam* or van manen* or giorgi* or glaser* or strauss™ or ricoeur* or spiegelberg* or
merleau*®).ti,ab.

31. or/28-30

32. 27 and 31

33. patient attitude/ or patient preference/ or patient satisfaction/ or consumer attitude/ or
needs assessment/

34. *patient information/ or *consumer health information/ or *family/ or *caregivers/

35. communication barrier/ or *patient education/

36. ((educat* or learn* or support* or teach* or train*) adj3 (service* or information* or
material® or virtual* or app or apps or blog* or booklet* or brochure* or dvd* or elearn*
or e-learn* or email* or e-mail* or e mail* or facebook or facetime or face time or forum*
or handout* or hand-out* or hand out* or helpline* or hotline* or internet* or ipad* or
iphone™ or leaflet* or online or magazine* or mobile phone* or newsletter* or pamphlet*
or palm pilot* or personal digital assistant* or pocket pc* or podcast* or poster? or
skype* or smartphone* or smart phone* or social media or social network™ or sms or
text messag* or twitter or tweet* or video* or web* or wiki* or youtube* or manual* or
publication™ or literature or computer* or interactive or telephone* or phone*)).ti,ab.

37. ((patient* or carer™ or client* or user* or consumer* or caregiver* care giver* or famil* or
parent® or father* or mother* or spouse* or wife or wives or husband* or next of kin or
significant other* or patner* or guardian* or inpatient* or outpatient* or in patient* or out
patient* or relative™ or sibling* or sister* or brother* or grandparent* or grandfather* or
grandmother*) adj3 (belief* or attitud* or priorit* or perception* or preferen* or
expectation™ or choice* or perspective* or view* or satisfact* or inform* or experience
or experiences or opinion* or preference* or focus group* or service* or information* or
material* or virtual*or app or apps or blog* or booklet* or brochure* or dvd* or elearn*
or e-learn* or email* or e-mail* or e mail* or facebook or facetime or face time or forum*
or handout* or hand-out* or hand out* or helpline* or hotline* or internet* or ipad* or
iphone™ or leaflet* or online or magazine* or mobile phone* or newsletter* or pamphlet*
or palm pilot* or personal digital assistant* or pocket pc* or podcast® or poster? or
skype* or smartphone* or smart phone* or social media or social network* or sms or
text messag* or twitter or tweet* or video* or web* or wiki* or youtube* or manual* or
publication™ or literature or computer* or interactive or telephone* or phone*)).ti,ab.
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38. (information* adj3 (need* or requirement* or support* or seek* or access* or
disseminat® or barrier* or service™)).ti,ab.

39. or/33-38

40. 32 and 39

PsycINFO search terms

1. exp Stroke/

2. exp Cerebral hemorrhage/

3. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti,ab.

4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

5. "brain attack*".ti,ab.

6. Cerebrovascular accidents/

7. exp Brain damage/

8. (brain adj2 injur*).ti.

9. or/1-8

10. Letter/

11. Case report/

12. exp rodents/

13. or/10-12

14. 9 not 13

15. limit 14 to (human and English language)

16. First posting.ps.

17. 15 and 16

18. 15 or 17

19. qualitative methods/ or exp interviews/ or exp questionnaires/

20. (qualitative or interview™ or focus group* or theme* or questionnaire® or survey*).ti,ab.

21, (metasynthes* or meta-synthes* or metasummar* or meta-summar* or metastud* or
meta-stud* or metathem™ or meta-them* or ethno™ or emic or etic or phenomenolog* or
grounded theory or constant compar* or (thematic* adj3 analys*) or theoretical sampl*
or purposive sampl* or hermeneutic* or heidegger* or husserl* or colaizzi* or van
kaam* or van manen* or giorgi* or glaser* or strauss* or ricoeur* or spiegelberg* or
merleau*).ti,ab.

22. or/18-21

23. 18 and 22

24, exp Caregivers/ or Client Satisfaction/ or Health Information/ or exp Needs
Assessment/ or Client Attitudes/ or Client Education/ or communication barriers/

25, ((educat* or learn* or support* or teach* or train*) adj3 (service* or information* or
material* or virtual* or app or apps or blog* or booklet* or brochure* or dvd* or elearn*
or e-learn* or email* or e-mail* or e mail* or facebook or facetime or face time or forum*
or handout* or hand-out* or hand out* or helpline* or hotline* or internet* or ipad* or
iphone* or leaflet* or online or magazine* or mobile phone* or newsletter* or pamphlet*
or palm pilot* or personal digital assistant* or pocket pc* or podcast* or poster? or
skype* or smartphone* or smart phone* or social media or social network* or sms or
text messag* or twitter or tweet* or video* or web* or wiki* or youtube* or manual* or
publication* or literature or computer* or interactive or telephone* or phone*)).ti,ab.

26. ((patient™ or carer™ or client* or user* or consumer* or caregiver* care giver* or famil* or
parent® or father* or mother* or spouse* or wife or wives or husband* or next of kin or
significant other™* or patner* or guardian® or inpatient* or outpatient® or in patient* or out
patient* or relative™ or sibling* or sister* or brother* or grandparent* or grandfather* or
grandmother*) adj3 (belief* or attitud* or priorit* or perception* or preferen* or
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expectation* or choice* or perspective* or view* or satisfact* or inform* or experience
or experiences or opinion* or preference* or focus group* or service* or information* or
material* or virtual* or app or apps or blog* or booklet* or brochure* or dvd* or elearn*
or e-learn* or email* or e-mail* or e mail* or facebook or facetime or face time or forum*
or handout* or hand-out* or hand out* or helpline* or hotline* or internet* or ipad* or
iphone* or leaflet* or online or magazine* or mobile phone* or newsletter* or pamphlet*
or palm pilot* or personal digital assistant* or pocket pc* or podcast* or poster? or
skype* or smartphone* or smart phone* or social media or social network* or sms or
text messag® or twitter or tweet* or video* or web* or wiki* or youtube* or manual* or
publication™ or literature or computer* or interactive or telephone* or phone*)).ti,ab.

27.

or/24-26

28.

23 and 27

CINAHL se

arch terms

S1.

MH Stroke

S2.

MH Stroke rehabilitation

S3.

MH Cerebral Hemorrhage

S4.

(stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident")
AND (rehab*)

S5.

((cerebro* or brain or brainstem or cerebral*) n3 (infarct* or accident*))

S6.

"brain attack*"

S7.

S10OR S2 OR S3 OR S4 OR S5 OR S6

S8.

(MH "Qualitative Studies+")

So.

(MH "Qualitative Validity+")

S10.

(MH "Interviews+") OR (MH "Focus Groups") OR (MH "Surveys") OR (MH
"Questionnaires+")

S11.

(qualitative or interview™ or focus group™ or theme* or questionnaire* or survey*)

S12.

(metasynthes™ or meta-synthes* or metasummar* or meta-summar* or metastud* or
meta-stud* or metathem™ or meta-them* or ethno™ or emic or etic or phenomenolog* or
grounded theory or constant compar* or (thematic* adj3 analys*) or theoretical sampl*
or purposive sampl* or hermeneutic* or heidegger* or husserl* or colaizzi* or van
kaam* or van manen* or giorgi* or glaser* or strauss* or ricoeur* or spiegelberg* or
merleau®)

S13.

S8 OR S9 OR S10 OR S11 OR S12

S14.

S7 AND S13

S15.

( client* or patient* or user* or carer* or consumer™ or customer* or parent* or famil* or
spouse™ ) AND ( attitud* or priorit* or perception* or preferen* or expectation* or
choice* or perspective™ or view* or satisfact* or inform* or experience or experiences or
opinion* or preference* or focus group* )

S16.

( educat* or learn* or support* ) AND ( service* or information* or material* or virtual* or
app or apps or blog* or booklet* or brochure* or dvd* or elearn* or e-learn* or email* or
e-mail* or e mail* or facebook or facetime or face time or forum* or handout* or hand-
out* or hand out* or helpline* or hotline* or internet* or ipad* or iphone* or leaflet* or
online or magazine* or mobile phone* or newsletter* or pamphlet* or palm pilot* or
personal digital assistant* or pocket pc* or podcast* or poster* or skype* or
smartphone* or smart phone* or social media or social network* or sms or text
messag* or twitter or tweet* or video* or web* or wiki* or youtube* or manual* or
publication* or literature or computer* or interactive or telephone* or phone* )

S17.

(patient* or carer* or caregiver* or famil* or parent* or father* or mother* or spouse* or
wife or wives or husband* or next of kin or significant other* or partner* or guardian* or
inpatient* or outpatient® or in patient* or out patient* ) AND ( service* or information* or
material* or virtual*or app or apps or blog* or booklet* or brochure* or dvd* or elearn*
or e-learn* or email* or e-mail* or e mail* or facebook or facetime or face time or forum*

or handout* or hand-out* or hand out* or helpline* or hotline* or internet* or ipad* or
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iphone™ or leaflet* or online or magazine* or mobile phone* or newsletter* or pamphlet*
or palm pilot* or personal digital assistant* or pocket pc* or podcast® or poster* or
skype* or smartphone* or smart phone* or social media or social network* or sms or
text messag* or twitter or tweet* or video* or web* or wiki* or youtube* or manual* or
publication* or literature or computer* or interactive or telephone* or phone* )

S18. S15 OR $16 OR S17

S19. S14 AND S18

Health Economics literature search strategy

Health economic evidence was identified by conducting searches using terms for a broad
Stroke Rehabilitation population. The following databases were searched: NHS Economic
Evaluation Database (NHS EED - this ceased to be updated after 315t March 2015), Health
Technology Assessment database (HTA - this ceased to be updated from 315t March 2018)
and The International Network of Agencies for Health Technology Assessment (INAHTA).
Searches for recent evidence were run on Medline and Embase from 2014 onwards for
health economics, and all years for quality-of-life studies. Additional searches were run in

CINAHL and Psyclinfo looking for health economic evidence.

Table 2: Database parameters, filters and limits applied

Database Dates searched

Medline (OVID) Health Economics
1 January 2014 — 08 January
2023

Quality of Life
1946 — 08 January 2023

Embase (OVID) Health Economics

1 January 2014 — 08 January
2023

Quality of Life
1974 — 08 January 2023

NHS Economic Evaluation Inception —31st March 2015
Database (NHS EED)

(Centre for Research and
Dissemination - CRD)

Health Technology Inception — 31st March 2018
Assessment Database (HTA)

(Centre for Research and
Dissemination — CRD)

The International Network of Inception - 08 January 2023
Agencies for Health

Technology Assessment

(INAHTA)
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Search filters and limits
applied

Health economics studies
Quality of life studies

Exclusions (animal studies,
letters, comments, editorials,
case studies/reports,)

English language

Health economics studies
Quality of life studies

Exclusions (animal studies,
letters, comments, editorials,
case studies/reports,
conference abstracts)

English language

English language
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Search filters and limits

Database Dates searched applied
PsycINFO (OVID) 1 January 2014 — 08 January Health economics studies
2023
Exclusions (animal studies,
letters, case reports)
Human
English language
Current Nursing and Allied 1 January 2014 — 08 January Health economics studies
Health Literature - CINAHL 2023
(EBSCO)

Exclusions (Medline records,
animal studies, letters,
editorials, comments, theses)

Human

English language

Medline (Ovid) search terms

L exp Stroke/

2. exp Cerebral Hemorrhage/

3. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti,ab.

4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

5. "brain attack*" ti,ab.

6. or/1-5

7. letter/

8. editorial/

9. news/

10. exp historical article/

11 Anecdotes as Topic/

12. comment/

13. case report/

14. (letter or comment*).ti.

15. or/7-14

16. randomized controlled trial/ or random*.ti,ab.

17. 15 not 16

18. animals/ not humans/

19. exp Animals, Laboratory/

20. exp Animal Experimentation/

21. exp Models, Animal/

22. exp Rodentia/

23. (rat or rats or mouse or mice or rodent*).ti.
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24. or/17-23

25. 6 not 24

26. Economics/

27. Value of life/

28. exp "Costs and Cost Analysis"/

29. exp Economics, Hospital/

30. exp Economics, Medical/

31 Economics, Nursing/

32. Economics, Pharmaceutical/

33. exp "Fees and Charges"/

34. exp Budgets/

35. budget*.ti,ab.

36. cost* ti.

37. (economic* or pharmaco?economic*).ti.

38. (price* or pricing*).ti,ab.

39. (cost* adj2 (effective® or utilit* or benefit* or minimi* or unit* or estimat* or
variable*)).ab.

40. (financ* or fee or fees).ti,ab.

41. (value adj2 (money or monetary)).ti,ab.

42. or/26-41

43. quality-adjusted life years/

44. sickness impact profile/

45. (quality adj2 (wellbeing or well being)).ti,ab.

46. sickness impact profile.ti,ab.

47. disability adjusted life.ti,ab.

48. (qal* or gtime* or qwb* or daly*).ti,ab.

49. (euroqol* or eq5d* or eq 5*).ti,ab.

50. (qol* or hql* or hqol* or h qol* or hrgol* or hr qol*).ti,ab.

51 (health utility* or utility score* or disutilit* or utility value*).ti,ab.

2. (hui or hui1 or hui2 or hui3).ti,ab.

53. (health* year* equivalent® or hye or hyes).ti,ab.

54. discrete choice*.ti,ab.

55. rosser.ti,ab.

56. (willingness to pay or time tradeoff or time trade off or tto or standard gamble*).ti,ab.

57 (sf36* or sf 36™ or short form 36 or shortform 36* or shortform36*).ti,ab.

>8. (sf20 or sf 20 or short form 20 or shortform 20 or shortform20).ti,ab.

59. (sf12* or sf 12* or short form 12* or shortform 12* or shortform12*).ti,ab.

60. (sf8* or sf 8* or short form 8 or shortform 8* or shortform8*).ti,ab.

61. (sf6* or sf 6* or short form 6 or shortform 6* or shortform6*).ti,ab.

62. or/43-61
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63. 25 and 42
64. 25 and 62
65. limit 63 to English language
66. limit 64 to English language
Embase (Ovid) search terms
1. exp Cerebrovascular accident/
2. exp Brain infarction/
3. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti,ab.
4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.
3. "brain attack*".ti,ab.
6. Intracerebral hemorrhage/
7. or/1-6
8. letter.pt. or letter/
9. note.pt.
10. editorial.pt.
1. case report/ or case study/
12. (letter or comment*).ti.
13. or/8-12
14. randomized controlled trial/ or random*.ti,ab.
15. 13 not 14
16. animal/ not human/
17. nonhuman/
18. exp Animal Experiment/
19. exp Experimental Animal/
20. animal model/
21. exp Rodent/
22. (rat or rats or mouse or mice).ti.
23. or/15-22
24. 7 not 23
25. health economics/
26. exp economic evaluation/
27. exp health care cost/
28. exp fee/
29. budget/
30. funding/
31. budget*.ti,ab.
32. cost* ti.
33. (economic* or pharmaco?economic*).ti.
34. (price* or pricing*).ti,ab.
(cost* adj2 (effective® or utilit* or benefit* or minimi* or unit* or estimat* or
35. variable*)).ab.
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36. (financ* or fee or fees).ti,ab.
37. (value adj2 (money or monetary)).ti,ab.
38. or/25-37
39. quality adjusted life year/
40. "quality of life index"/
41. short form 12/ or short form 20/ or short form 36/ or short form 8/
42. sickness impact profile/
43. (quality adj2 (wellbeing or well being)).ti,ab.
44. sickness impact profile.ti,ab.
45. disability adjusted life.ti,ab.
46. (qal* or gtime* or qwb* or daly*).ti,ab.
47. (euroqol* or eq5d* or eq 5*).ti,ab.
48. (qol* or hql* or hqol* or h qol* or hrqol* or hr qol*).ti,ab.
49. (health utility* or utility score* or disutilit* or utility value*).ti,ab.
50. (hui or hui1 or hui2 or hui3).ti,ab.
51. (health* year* equivalent* or hye or hyes).ti,ab.
52. discrete choice*.ti,ab.
53. rosser.ti,ab.
54. (willingness to pay or time tradeoff or time trade off or tto or standard gamble*).ti,ab.
55. (sf36* or sf 36 or short form 36* or shortform 36 or shortform36*).ti,ab.
56. (sf20 or sf 20 or short form 20 or shortform 20 or shortform20).ti,ab.
57. (sf12* or sf 12* or short form 12* or shortform 12* or shortform12*).ti,ab.
58. (sf8* or sf 8* or short form 8* or shortform 8* or shortform8*).ti,ab.
59. (sf6™ or sf 6* or short form 6 or shortform 6* or shortform6*).ti,ab.
60. or/39-59
61. limit 24 to English language
62. 38 and 61
63. 60 and 61
NHS EED and HTA (CRD) search terms
#1. MeSH DESCRIPTOR Stroke EXPLODE ALL TREES
#2. MeSH DESCRIPTOR Cerebral Hemorrhage EXPLODE ALL TREES
#3. (stroke™ or cva or poststroke* or apoplexy or "cerebrovascular accident")
#4, (((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)))
#5. ("brain attack™)
#6. #1 OR #2 OR #3 OR #4 OR #5
INAHTA search terms
1. (brain attack*) OR (((cerebro* or brain or brainstem or cerebral*) and (infarct* or
accident))) OR ((stroke or strokes or cva or poststroke* or apoplexy or
"cerebrovascular accident")) OR ("Cerebral Hemorrhage"[mhe]) OR ("Stroke"[mhe])
CINAHL search terms
1. MH "Economics+"
2. MH "Financial Management+"
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3. MH "Financial Support+"
4, MH "Financing, Organized+"
5. MH "Business+"
6. S2 OR S3 or S4 OR S5
7. S1 not S6
8. MH "Health Resource Allocation”
9. MH "Health Resource Utilization"
10. S8 OR S9
11. S7 OR S10
(cost or costs or economic* or pharmacoeconomic* or price* or pricing*) OR AB (cost
12. or costs or economic* or pharmacoeconomic* or price* or pricing*)
13. S11 OR S12
14. PT editorial
15. PT letter
16. PT commentary
17. S14 or S15 or S16
18. S13 NOT S17
19. MH "Animal Studies"
20. (ZT "doctoral dissertation") or (ZT "masters thesis")
21. S18 NOT (S19 OR S20)
22. PY 2014-
23. S21 AND S22
24. MW Stroke or MH Cerebral Hemorrhage
25. stroke* or cva or poststroke* or apoplexy or "cerebrovascular accident"
26. (cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident®)
27. "brain attack*"
28. S24 OR S25 OR S26 OR S27
29. S23 AND S28
PsycINFO search terms
1. exp Stroke/
2. exp Cerebral hemorrhage/
(stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti,ab.
4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.
5. "brain attack*".ti,ab.
6. Cerebrovascular accidents/
7. exp Brain damage/
8. (brain adj2 injur®).ti.
9. or/1-8
10. Letter/
1. Case report/
12. exp Rodents/
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13. or/10-12

14. 9 not 13

15. limit 14 to (human and English language)
16. First posting.ps.

17. 15 and 16

18. 15 0r 17

19 "costs and cost analysis"/

20. "Cost Containment"/

21. economic adj2 evaluation$).ti,ab.

22. economic adj2 analy$).ti,ab.

23. economic adj2 (study or studies)).ti,ab.

24. cost adj2 evaluation$).ti,ab.

25. cost adj2 analy$).ti,ab.

26. cost adj2 (study or studies)).ti,ab.

27. cost adj2 effective$).ti,ab.

29. cost adj2 utili$).ti,ab.

30. cost adj2 minimi$).ti,ab.

31. cost adj2 consequence$).ti,ab.

32. cost adj2 comparison$).ti,ab.

33. cost adj2 identificat$).ti,ab.

(
(
(
(
(
(
(
28. (cost adj2 benefit$).ti,ab.
(
(
(
(
(
(

34. pharmacoeconomic$ or pharmaco-economic$).ti,ab.

35. or/19-34

(0003-4819 or 0003-9926 or 0959-8146 or 0098-7484 or 0140-6736 or 0028-4793 or
36. 1469-493X).is.

37. 35 not 36

38. 18 and 37
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Appendix C — Quantitative and qualitative evidence study

selection

Figure 1: Flow chart of quantitative clinical study selection for the review of early

supported discharge

Records identified through
database searching, n=4004

Additional records identified through
other sources, n=1

A 4

Records screened in 1st sift,
n=4005

_ | Records excluded in 1st sift,

\ 4

Records screened in 2™ sift,
n=2995

n=1001 (duplicates)

_ | Records excluded in 2" sift,

\ 4

Full-text papers assessed for
eligibility, n=84

n=2911

\ 4

/Papers included in review, n=1\

Cochrane review, 48
randomised controlled trial
papers (19 studies) and 2
qualitative studies that were
identified and included in the
qualitative portion of the review

\_ J

\ 4

ﬂpers excluded from review, n=33 \

Reasons for exclusion: see Appendix L
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Figure 2: Flow chart of qualitative clinical study selection for the review of early

supported discharge

Records identified through
database searching, n=11517

Additional records identified through
other sources, n=0

v

Records screened in 1st sift,
n=11517

_ | Records excluded in 1st sift,

\ 4

Records screened in 2™ sift,
n=10564

n=953 (duplicates)

_ | Records excluded in 2" sift,

\ 4

Full-text papers assessed for
eligibility, n=311

~1 n=10253

\ 4

(18 studies)

/Papers included in review, n=1m
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Appendix D — Quantitative evidence

Anderson, 2000

Bibliographic Anderson, C; Mhurchu, CN; Rubenach, S; Clark, M; Spencer, C; Winsor, A; Home or hospital for stroke Rehabilitation?
Reference Results of a randomized controlled trial : Il: cost minimization analysis at 6 months; Stroke; 2000; vol. 31 (no. 5); 1032-1037

Study details

Anderson, C, Rubenach, S, Mhurchu, CN et al. (2000) Home or hospital for stroke rehabilitation? results of a randomized

Secondary controlled trial : I: health outcomes at 6 months. Stroke 31(5): 1024-1031
publication of

another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Other studies associated with this study:

Hackett, M, Anderson, C, Vandal, A et al. (2000) One year follow-up of a RCT of accelerated hospital discharge and home-
based stroke rehabilitation. Stroke 31(11): 2817-2818

Hackett, ML, Vandal, AC, Anderson, CS et al. (2002) Long-term outcome in stroke patients and caregivers following
accelerated hospital discharge and home-based rehabilitation. Stroke 33(2): 643-645
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Mhurchu, CN, Anderson, C, Rubenach, S et al. (2000) Home or hospital for stroke rehabilitation? Results of a randomised
controlled trial. Cerebrovascular diseases (Basel, Switzerland) 10 (Suppl 2): 61

Rubenach, S, Anderson, C, Clark, M et al. (1998) Early supportive discharge and rehabilitation trial (ESPRIT) in stroke:
preliminary results. Australian and New Zealand journal of medicine 28: 498

Trial name / Named Adelaide 2000 in the Cochrane review.
registration
number

Anderson, 2000

Bibliographic Anderson, C; Rubenach, S; Mhurchu, CN; Clark, M; Spencer, C; Winsor, A; Home or hospital for stroke rehabilitation?
Reference results of a randomized controlled trial : I: health outcomes at 6 months; Stroke; 2000; vol. 31 (no. 5); 1024-1031

Study details
No additional information.
Secondary
publication of
another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.
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Trial name /
registration
number

Study type
Sources of funding
Inclusion criteria

Exclusion criteria
Intervention(s)

Other studies associated with this study:

Anderson, C, Mhurchu, CN, Rubenach, S et al. (2000) Home or hospital for stroke Rehabilitation? Results of a randomized
controlled trial : II: cost minimization analysis at 6 months. Stroke 31(5): 1032-1037

Hackett, M, Anderson, C, Vandal, A et al. (2000) One year follow-up of a RCT of accelerated hospital discharge and home-
based stroke rehabilitation. Stroke 31(11): 2817-2818

Hackett, ML, Vandal, AC, Anderson, CS et al. (2002) Long-term outcome in stroke patients and caregivers following
accelerated hospital discharge and home-based rehabilitation. Stroke 33(2): 643-645

Mhurchu, CN, Anderson, C, Rubenach, S et al. (2000) Home or hospital for stroke rehabilitation? Results of a randomised
controlled trial. Cerebrovascular diseases (Basel, Switzerland) 10 (Suppl 2): 61

Rubenach, S, Anderson, C, Clark, M et al. (1998) Early supportive discharge and rehabilitation trial (ESPRIT) in stroke:
preliminary results. Australian and New Zealand journal of medicine 28: 498

Named Adelaide 2000 in the Cochrane review.

Randomised controlled trial (RCT)
Supported through a grant from the Federal Government.

People with stroke and residual disability where: their hospital consultant agreed that they were medically stable and
suitable to be discharged early from hospital to a community rehabilitation scheme; had sufficient physical and cognitive
function for "active" participation in the rehabilitation scheme; their home environment was suitable for simple modifications;
the community rehabilitation team was available to provide care; they had a general practitioner who was willing to provide
any necessary medical care; their caregivers (if one was identified) gave consent for participation.

No additional information.
Early supported discharge N=42

Early hospital discharge and home-based rehabilitation. Multidisciplinary community rehabilitation team, comprising
medical, physiotherapy, occupational therapy, speech and language therapy and social work input. Combination of hospital
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of
rehabilitation
provided per week

Subgroup 5 -
Length of
intervention

out-reach and community in-reach services. Input initially intensive and then tapered off to stop when rehabilitation goals
were met. Team had specialist interest in rehabilitation and their activities were co-ordinated through weekly
multidisciplinary meetings. Team co-ordinated and delivered care. A co-ordinator role was present which involved
development of new interdisciplinary communication systems, close liaison with staff on acute medical and rehabilitation
wards to identify potential patients, confirmation of the eligibility of patients, collection of consent and baseline data, setting
of each individual patient's rehabilitation goals, organisations of all necessary modifications to patients' homes and
coordination input from therapists and other staff. Therapy sessions were conducted in the person's home and were
individually tailored, with the aim of achieving a set of mutually agreed-upon goals over several weeks. Emphasis was
placed on self-learning and adjustment to disability, and structured practice sessions were encouraged between visits.

Concomitant therapy: No additional information.
Not stated/unclear

'Needing light/moderate assistance with transfers'

Not stated/unclear

Not stated/unclear

Not stated/unclear

<6 weeks

Median duration - ranged from 1 to 19 weeks
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Population
subgroups

Comparator

Number of
participants
Duration of follow-
up

Indirectness
Elements of the

study relating to
qualitative themes

No additional information.

Usual care N=44

Conventional rehabilitation in a neurological rehabilitation unit with specialist interests in stroke and neurological disability.
Controls received multidisciplinary care co-ordinated through weekly meetings. Care was either on an acute-care
medical/geriatric ward or in a multidisciplinary stroke rehabilitation unit run by specialists in rehabilitation or geriatric
medicine. Concomitant therapy: No additional information.

86
6 months

No additional information.

1) Person-centred care - Goals were specific to the individual, the amount of time therapy was provided for was dependent
on the person's needs

2a) Clear and fair eligibility criteria - Clear eligibility criteria in the protocol
4b) Changing relationships with their partner - 57% of people had partners and 57% had identified caregivers, which might
line up. Also evidences that not all people have partners, when this wasn't mentioned in lots of details in the qualitative

work.

5d) Suitability of home/equipment - The suitability of the home was a consideration in the inclusion criteria - the home
environmental needed to be suitable for simple modification

8a) Collaborative work between different professions and with the stroke survivor - Involvement of a range of healthcare
professionals and social workers.

8b) The need for early supported discharge coordination - A coordinator role was a full-time part of the team.

8c) Who is in the team? Includes a program coordinator (occupational therapist), a consultant in rehabilitation,
physiotherapists, occupational therapists, social workers, speech therapists, rehabilitation nurses. Does not appear to
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involve rehabilitation assistants (however, this was conducted in 1997 and is based in Australia so may be context specific).
A general practitioner who was willing to provide any medical care was an inclusion criteria.

10b) Early supported discharge bridging the gap between inpatient and community services - Less people who had early
supported discharge used community services at 6 months (however, not by much and is around the same proportion of
people in each study arm - this showed that the majority of people in both arms ended up receiving community service
input).

Study arms

Early supported discharge (N = 42)

Early hospital discharge and home-based rehabilitation. Multidisciplinary community rehabilitation team, comprising medical,
physiotherapy, occupational therapy, speech and language therapy and social work input. Combination of hospital out-reach and
community in-reach services. Input initially intensive and then tapered off to stop when rehabilitation goals were met. Team had
specialist interest in rehabilitation and their activities were co-ordinated through weekly multidisciplinary meetings. Team co-ordinated
and delivered care. A co-ordinator role was present which involved development of new interdisciplinary communication systems,
close liaison with staff on acute medical and rehabilitation wards to identify potential patients, confirmation of the eligibility of patients,
collection of consent and baseline data, setting of each individual patient's rehabilitation goals, organisations of all necessary
modifications to patients' homes and coordination input from therapists and other staff. Therapy sessions were conducted in the
person's home and were individually tailored, with the aim of achieving a set of mutually agreed-upon goals over several weeks.
Emphasis was placed on self-learning and adjustment to disability, and structured practice sessions were encouraged between visits.
Concomitant therapy: No additional information.

Usual care (N = 44)
Conventional rehabilitation in a neurological rehabilitation unit with specialist interests in stroke and neurological disability. Controls
received multidisciplinary care co-ordinated through weekly meetings. Care was either on an acute-care medical/geriatric ward or in a
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multidisciplinary stroke rehabilitation unit run by specialists in rehabilitation or geriatric medicine. Concomitant therapy: No additional

information.

Characteristics

Arm-level characteristics

Characteristic
% Female

Sample size
Mean age (SD) (years)

Mean (SD)
Ethnicity

Sample size
Comorbidities

Sample size
Previous stroke

Sample size
History of myocardial infarction

Sample size
History of cardiac failure

Sample size

Early supported discharge (N = 42)
n=16; % =38

72 (11)

n=NR; % =NR

n=NA; %=NA

nN=9; % =21
n=10;% =24
nN=6;%=14
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Usual care (N = 44)

n=22;% =50

71 (11)

n=NR; % =NR

n=NA; %=NA

empty data
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Characteristic Early supported discharge (N = 42) Usual care (N = 44)
History of hypertension n=29; % =69
s ’ n=19;% =43

Sample size
History of diabetes mellitus n=11;% =26

nN=7;%=16
Sample size
Current symptomatic arthritis n=7;%=17

=7;%=16

Sample size
Ability to transfer prior to discharge/study n=NR; % =NR

n=NR; % =NR
Sample size
Severity n=NR; % =NR

n=NR; % =NR
Sample size
Modified Rankin scale NR (NR)

NR (NR)
Mean (SD)
Partnered n=24;% =57

n=26;% =259
Sample size
Lives alone n=17;% =40

n=19; % =43
Sample size
Identified caregiver n=24;% =57

n=25; % =57
Sample size
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Characteristic

Stroke - deficits at randomisation

Sample size
Abnormal language

Sample size
Abnormal speech

Sample size
Abnormal swallow

Sample size
Visual field loss

Sample size
Ataxia/imbalance

Sample size
Arm or leg paresis

Sample size

Outcomes

Study timepoints
« Baseline

e 6 month (End of scheduled follow up)

Early supported discharge (N = 42)
n=NA; % =NA

n=8;%=19
n=12;% =29
n=6;%=14
n=11;% =26
n=5;%=12
n=39; % =92
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Usual care (N = 44)

n=NA; %=NA

n=10; % =23
n=14; % =32
n=8;%=18
n=5;% =11
n=11;%=25
n=35;%=80
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Dichotomous outcomes

Outcome

Mortality

No of events

Physical dependency (death or dependency)
Reported in the Cochrane review. Is used for physical
dependency but will be downgraded for indirectness.

No of events
Falls

No of events

Readmissions to hospital
Taken from the Cochrane review

No of events
Mortality - Polarity - Lower values are better

Early supported Early supported
discharge, Baseline, N = discharge, 6 month, N =
42 42

n:O;%:O n:2;%:5

n=NR; % =NR n=13; % =31

n=NA; % =NA nN=5;%=12
n=NA;%=NA n=15; % =36

Physical dependency (death or dependency) - Polarity - Lower values are better

Falls - Polarity - Lower values are better

Readmissions to hospital - Polarity - Lower values are better

50

Usual care,

Baseline, N =44

nN=0;%=0

n=NR; % =NR
n=NA; % =NA
n=NA;%=NA

Usual care, 6
month, N =44
nN=0;%=0

n=16; % =36

n=7;%=16

n=11;%=25
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Continuous outcomes

Outcome

Person/participant generic health-related
quality of life (SF-36)
Scale range: 0-100. Final values.

Mean (SD)
SF-36 physical component score

Mean (SD)
SF-36 mental component score

Mean (SD)
Activities of daily living (barthel index)

Taken from Cochrane review. Scale range: 0-100.

Final values.

Mean (SD)

Extended activities of daily living (Adelaide

Activities Profile - Domestic chores)

Provided by Cochrane review. Scale range: 0-50.

Final values.

Mean (SD)

Length of hospital stay (length of initial
hospital stay) (days)

Mean (SD)

Early supported
discharge, Baseline, N =
42

NA (NA)

NR (NR)

NR (NR)

NR (NR)

NR (NR)

NA (NA)

51

Early supported
discharge, 6 month, N =
42

NA (NA)

47.4 (10)

46.7 (11.3)

96 (9)

39.7 (32.5)

20.9 (20.55)

Usual care,
Baseline, N = 44

NA (NA)

NR (NR)

NR (NR)

NR (NR)

NR (NR)

NA (NA)

Usual care, 6
month, N =44

NA (NA)

41.6 (10.6)

52.3 (7.8)

98 (10)

36.4 (37.8)

36 (24.04)
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Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N = discharge, 6 month, N= Baseline, N=44 month, N=44
42 42

Caregiver strain index NR (NR) 0.2(0.4) NR (NR) 0.2 (0.4)

Scale range: 0-1. Final values.

Mean (SD)

Psychological distress/mood (General Health NR (NR) 80.5 (17.3) NR (NR) 82.6 (13.6)

Questionnaire)
Scale range: 0-10. Final values.

Mean (SD)

Person/participant generic health-related quality of life (SF-36) - Polarity - Higher values are better

Activities of daily living (barthel index) - Polarity - Higher values are better

Extended activities of daily living (Adelaide Activities Profile - Domestic chores) - Polarity - Higher values are better
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better

Caregiver strain index - Polarity - Lower values are better

Psychological distress/mood (General Health Questionnaire) - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t6

Section Question Answer
: o . : . . Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation (Quote "... contact by telephone for the
process process allocation sequence which was computer
generated”)
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Section Question Answer
Domain 2a: Risk of bias due to deviations from the ) o ) Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from the o o Low
intended interventions (effect of adhering to Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome _ o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness ) o Low
Risk of bias judgement

Overall bias and Directness ) Directly applicable
Overall Directness

1

2  Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t6

Section Question Answer
: o . : . L Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation (Quote "... contact by telephone for the

process process allocation sequence which was computer

generated"”)
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Section Question

Domain 2a: Risk of bias due to deviations from the ) o )

intended interventions (effect of assignment to Risk of bias for deviations from the intended

intervention) interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the o o

intended interventions (effect of adhering to Risk of bias judgement for deviations from the

intervention) intended interventions (effect of adhering to

intervention)

Domain 3. Bias due to missing outcome data ) o o
Risk-of-bias judgement for missing outcome
data

Domain 4. Bias in measurement of the outcome _ L
Risk-of-bias judgement for measurement of the
outcome

Domain 5. Bias in selection of the reported result ) o )
Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness ) o
Risk of bias judgement

Overall bias and Directness )
Overall Directness

1

2  Dichotomousoutcomes-Falls-NoOfEvents-Early supported discharge-Usual care-t6

Section Question
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation
process process
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Answer

Low

Low

Low

Low

Low

Low

Partially applicable
(Outcome includes death or dependency -
not just dependency)

Answer

Low

(Quote "... contact by telephone for the
allocation sequence which was computer
generated”)
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Section Question Answer
Domain 2a: Risk of bias due to deviations from the ) o ) Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from the o o Low
intended interventions (effect of adhering to Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome _ o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness ) o Low
Risk of bias judgement

Overall bias and Directness ) Directly applicable
Overall Directness

1

2  Dichotomousoutcomes-Readmissionstohospital-NoOfEvents-Early supported discharge-Usual care-t6

Section Question Answer
: o . : . L Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation (Quote "... contact by telephone for the

process process allocation sequence which was computer

generated”)
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Section Question Answer
Domain 2a: Risk of bias due to deviations from the ) o ) Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from the o o Low
intended interventions (effect of adhering to Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome _ o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness ) o Low
Risk of bias judgement

Overall bias and Directness ) Directly applicable
Overall Directness

1

2  Continuousoutcomes-Person/participantgenerichealth-relatedqualityoflife(SF-36)-SF-36physicalcomponentscore-MeanSD-Early
3  supported discharge-Usual care-t6

Section Question Answer
: o . : . L Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation (Quote "... contact by telephone for the

process process allocation sequence which was computer

generated”)
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Section Question Answer
Domain 2a: Risk of bias due to deviations from the ) o ) Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from the o o Low
intended interventions (effect of adhering to Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome _ o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness ) o Low
Risk of bias judgement

Overall bias and Directness ) Directly applicable
Overall Directness

1

2  Continuousoutcomes-Person/participantgenerichealth-relatedqualityoflife(SF-36)-SF-36mentalcomponentscore-MeanSD-Early
3  supported discharge-Usual care-t6

Section Question Answer
: o . : . L Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation (Quote "... contact by telephone for the

process process allocation sequence which was computer

generated”)
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Section

Domain 2a: Risk of bias due to deviations from the

intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the

intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to
intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome
data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the
reported result

Risk of bias judgement

Overall Directness

Answer
Low

Low

Low

Low

Low

Low

Directly applicable

Continuousoutcomes-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation
process

Question

Risk of bias judgement for the randomisation
process
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Answer

Low

(Quote "... contact by telephone for the
allocation sequence which was computer
generated”)
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Section Question Answer
Domain 2a: Risk of bias due to deviations from the ) o ) Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from the o o Low
intended interventions (effect of adhering to Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome _ o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness ) o Low
Risk of bias judgement

Overall bias and Directness ) Directly applicable
Overall Directness

Continuousoutcomes-Extendedactivitiesofdailyliving(AdelaideActivitiesProfile-Domesticchores)-MeanSD-Early supported discharge-
Usual care-t6

Section Question Answer
: o . : . L Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation (Quote "... contact by telephone for the

process process allocation sequence which was computer

generated”)
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Section

Domain 2a: Risk of bias due to deviations from the

intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the

intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to
intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome
data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the
reported result

Risk of bias judgement

Overall Directness

Answer
Low

Low

Low

Low

Low

Low

Directly applicable

Continuousoutcomes-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation
process

Question

Risk of bias judgement for the randomisation
process
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Answer

Low

(Quote "... contact by telephone for the
allocation sequence which was computer
generated”)
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Continuousoutcomes-Caregiverstrainindex-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation
process

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to

intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to

intervention)

Risk-of-bias judgement for missing outcome

data

Risk-of-bias judgement for measurement of the

outcome

Risk-of-bias judgement for selection of the

reported result

Risk of bias judgement

Overall Directness

Question

Risk of bias judgement for the randomisation

process
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Answer

Low

Low

Low

Low

Low

Low

Directly applicable

Answer

Low

(Quote "... contact by telephone for the
allocation sequence which was computer
generated”)
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Section

Domain 2a: Risk of bias due to deviations from the

intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the

intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to
intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome
data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the
reported result

Risk of bias judgement

Overall Directness

Answer
Low

Low

Low

Low

Low

Low

Directly applicable

Continuousoutcomes-Psychologicaldistress/mood(GeneralHealthQuestionnaire)-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation
process

Question

Risk of bias judgement for the randomisation
process
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Answer

Low

(Quote "... contact by telephone for the
allocation sequence which was computer
generated”)
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Section Question Answer
Domain 2a: Risk of bias due to deviations from the ) o ) Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from the o o Low
intended interventions (effect of adhering to Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome _ o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness ) o Low
Risk of bias judgement

Overall bias and Directness ) Directly applicable
Overall Directness

2 Askim, 2004

Bibliographic Askim, T; Rohweder, G; Lydersen, S; Indredavik, B; Evaluation of an extended stroke unit service with early supported
Reference discharge for patients living in a rural community. A randomized controlled trial; Clinical rehabilitation; 2004; vol. 18 (no. 3);
238-248
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Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type
Study dates

Sources of funding
Inclusion criteria

Recruitment /
selection of
participants

Intervention(s)

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Named Trondheim 2004 in the Cochrane review.

Randomised controlled trial (RCT)

No additional information.

People who lived within 30-90 minutes driving distance from the hospital; diagnosis of an acute stroke according to the
World Health Organisation definition of stroke; Scandinavian Stroke Scale score greater than 2 points and less than 58
points; living at home before the stroke; inclusion within 72 hours after admission to the stroke unit and within seven days
after the onset of symptoms; able and willing to provide informed consent.

Early supported discharge N=31

Hospital out-reach stroke team (physiotherapy, occupational therapy, nurse and the consulting service of a physician)
based in the stroke unit who made contact with patients in hospital, arranged discharge to home or rehabilitation unit, co-
ordinated rehabilitation and support services and provided follow-up. Team co-ordinated care which was largely delivered
by other agencies. Primary care provider assisted with co-ordination of discharge home for patients living further than 45
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -

Number of days of

rehabilitation

provided per week

minute driving distance from the hospital. ESD co-ordination for 4 to 6 weeks, terminated by outpatient consultation (30 to
45 minutes driving distance) or home visit (> 45 minutes driving distance). The need for further rehabilitation was defined in
a telephone conversation with the mobile team. On the day of discharge, a meeting with organised with the person, their
family, the physician and the mobile stroke team member to define the plans for further follow-up care. For people with
extensive deficits after a stroke who needed help and support 24 hours a day, plans for further inpatient rehabilitation in a
rehabilitation clinic were made following the protocol of the already existing extended service. During the first four weeks
after discharge the mobile team acted as a safety net, and kept in contact both by telephone and at least one other home
visit. The period of close follow-up by the mobile team terminated with an outpatient consultation for people living 30-45
minutes radius from the hospital. A consultation was conducted in the person's home for people living further than this.
When a group of people were identified within the same community, the mobile team invited them and their families to a
local meeting. The aim of this meeting was to give general information about acute and chronic issues of stroke care, as
well as to give the people an opportunity to share their experiences.

Concomitant therapy: No additional information.
Not stated/unclear

Not stated/unclear

>2

Mean 3.7/3.5.
Not stated/unclear
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Subgroup 5 - Not stated/unclear
Length of

intervention

Population No additional information.
subgroups

Comparator Usual care N=31

Conventional procedures with acute care and early rehabilitation in a stroke unit, and discharge home or to a rehabilitation
unit.

Concomitant therapy: No additional information.

Number of 62

participants

Duration of follow- 52 weeks

up

Indirectness No additional information.

Elements of the 1) Person-centred care - The final day of discharge was decided collaboratively by everyone involved. Goals were agreed

study relating to before discharge.
qualitative themes
2a) Clear and fair eligibility criteria - Broadly clear inclusion criteria

8b) The need for early supported discharge coordination - No formal coordinator role in this package. The primary care
provided was involved in the coordination.

8c) Who is in the team? - Physiotherapist, nurse, occupational therapist, physician. No mention of a social worker or
rehabilitation assistants.

Additional
comments
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Study arms

Early supported discharge (N = 31)

Hospital out-reach stroke team (physiotherapy, occupational therapy, nurse and the consulting service of a physician) based in the
stroke unit who made contact with patients in hospital, arranged discharge to home or rehabilitation unit, co-ordinated rehabilitation
and support services and provided follow-up. Team co-ordinated care which was largely delivered by other agencies. Primary care
provider assisted with co-ordination of discharge home for patients living further than 45 minute driving distance from the hospital.

ESD co-ordination for 4 to 6 weeks, terminated by outpatient consultation (30 to 45 minutes driving distance) or home visit (> 45
minutes driving distance). The need for further rehabilitation was defined in a telephone conversation with the mobile team. On the day
of discharge, a meeting with organised with the person, their family, the physician and the mobile stroke team member to define the
plans for further follow-up care. For people with extensive deficits after a stroke who needed help and support 24 hours a day, plans
for further inpatient rehabilitation in a rehabilitation clinic were made following the protocol of the already existing extended service.
During the first four weeks after discharge the mobile team acted as a safety net, and kept in contact both by telephone and at least
one other home visit. The period of close follow-up by the mobile team terminated with an outpatient consultation for people living 30-
45 minutes radius from the hospital. A consultation was conducted in the person's home for people living further than this. When a
group of people were identified within the same community, the mobile team invited them and their families to a local meeting. The aim
of this meeting was to give general information about acute and chronic issues of stroke care, as well as to give the people an
opportunity to share their experiences. Concomitant therapy: No additional information.

Usual care (N = 31)
Conventional procedures with acute care and early rehabilitation in a stroke unit, and discharge home or to a rehabilitation unit
Concomitant therapy: No additional information.
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1 Characteristics

2 Arm-level characteristics

Characteristic
% Female

Sample size
Mean age (SD) (years)

Mean (SD)
Ethnicity

Sample size
Comorbidities

Sample size
Previous transient ischaemic attack

Sample size
Previous stroke

Sample size
Myocardial infarction

Sample size
Atrial fibrillation

Sample size

Early supported discharge (N = 31)
n=15; % =48

76.9 (NR)

n=NR; % =NR

n=NA; %=NA

n=6;%=19.4
n=2;%=6.5
n=5;%=16.1
n=3;%=97

68

Usual care (N = 31)

n=14; % =45

76.3 (NR)

n=NR; % =NR

n=NA; %=NA

nN=2;%=6.5
n=1;%=32
n=7;%=226
n=8;% =258
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Characteristic
Hypertension

Sample size
Diabetes

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Sample size
Modified Rankin scale

Mean (SD)

Outcomes

Study timepoints
« Baseline

e 52 week (End of scheduled follow-up)

Early supported discharge (N = 31)
n=3;%=97

n=1;%=32

n=NR; % =NR

n=NR; % =NR

3.7 (NR)
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Usual care (N = 31)

n=10; % =323

n=5;%=16.1

n=NR; % =NR

n=NR; % =NR

3.5 (NR)
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1 Dichotomous outcomes

Outcome Early supported Early supported Usual care, Usual care, 52
discharge, Baseline, N = discharge, 52 week, N = Baseline, N=31 week, N =31
31 31

Mortality n=0;%=0 n=8; % =31 n=0;%=0 n=5; % =31

Reported in Cochrane review

No of events

Physical dependency (death or dependency) n=NA; %=NA n=19; % =31 N=NA;%=NA n=15;% =31
Reported in Cochrane review. Will be downgraded
for indirectness for included an death in the outcome.

No of events

Mortality - Polarity - Lower values are better
3 Physical dependency (death or dependency) - Polarity - Lower values are better

N

4  Continuous outcomes (1)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 52

Baseline, N = 31 52 week, N = 23 Baseline, N = 31 week, N = 25
Activities of daily living (barthel 57.7 (NR) 71.7 (34.7) 54 (NR) 79 (28.7)
index)

Reported in Cochrane review. Scale
range: 0-100. Final values.

Mean (SD)
5 Activities of daily living (barthel index) - Polarity - Higher values are better
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Continuous outcomes (2)

Outcome Early supported discharge, Early supported discharge, Usual care,

Baseline, N = 31

Length of hospital stay (length of NA (NA)
initial hospital stay) (days)
Reported in Cochrane review.

Mean (SD)

52 week, N = 31 Baseline, N = 31
23.5 (30.5) NA (NA)

Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t52

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome

Risk-of-bias judgement for selection of the reported result
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Usual care, 52
week, N = 31

30.5 (44.8)

Answer
Low

Low

Low

Low
Low

Low
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Section Question Answer

Overall bias and Directness _ o Low
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

1

2  Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t52

Section Question Answer
: : . L : . i Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation
process process
Domain 2a: Risk of bias due to deviations from the . . o . Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from the _ o o Low
intended interventions (effect of adhering to Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data
Domain 4. Bias in measurement of the outcome ) o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness . o Low
Risk of bias judgement
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Section Question Answer

Overall bias and Directness Partially applicable

Overall Directness (Outcome indirectness - reports death
and dependence instead of just
dependence)

Continuousoutcomes(1)-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t52

Section Question Answer
: : . _ : o _ Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended _ _ o _ _ _ Some

interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended . o o . Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ] o o Some
Risk-of-bias judgement for missing outcome data concerns

Domain 4. Bias in measurement of the outcome . o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result . o _ Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness . o High
Risk of bias judgement

Overall bias and Directness . Directly
Overall Directness applicable
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1 Continuousoutcomes(2)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t52

Section Question Answer
: L . : o . Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low

interventions (effect of assignment to intervention) Risk of bias fpr dewahoqs from the intended interventions
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended . o o . Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness ] o Low
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

2
3 Bautz-Holter, 2000
Bibliographic Bautz-Holter, E; Sveen, U; Bruun Wyller, T; Rygh, J; Early supported discharge of patients with acute stroke. A randomised

Reference controlled trial; Cerebrovascular diseases (Basel, Switzerland); 2000; vol. 10 (no. Suppl 2); 61
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Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type
Sources of funding
Inclusion criteria

Exclusion criteria

Intervention(s)

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Bautz-Holter, E, Sveen, U, Rygh, J et al. (2002) Early supported discharge of patients with acute stroke: a randomized
controlled trial. Disability and rehabilitation 24(7): 348-355

Named Oslo 2000 in the Cochrane review.

Randomised controlled trial (RCT)
No additional information.

People with acute stroke (onset less than six days prior to hospitalisation); home-dwelling, not severely disabled prior to
stroke (Oxford Handicap Scale score 0-3); no other medical condition likely to preclude rehabilitation; medically stable with
a Barthel ADL Index score between 5 and 19 at 72 hours after stroke.

People with subarachnoid haemorrhage and people considered unable to consent owing to mental or communication
problems.

Early supported discharge N=42
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity
Subgroup 3 -
Modified Rankin
scale

Multidisciplinary team, experienced in stroke rehabilitation (nurse, physiotherapist, occupational therapist) visited patient in
hospital, prepared discharge and co-ordinated rehabilitation. Rehabilitation at home provided by both the team and
community services. Input as long as required. The early supported discharge team patients were assessed by a hospital-
based multidisciplinary project team consisting of a nurse, an occupational therapist and a physiotherapist. One of the three
team members served as the primary contract for the patients and their relatives throughout the study period. In co-
operation with the ordinary hospital staff, the primary contact started immediate preparations for the discharge and co-
ordination of the continued rehabilitation, which was provided by the general community services organised in 11 different
local areas. Staff caring for this group were encouraged to establish a multidisciplinary team for each stroke patient and
they were offered support and supervision from the project team whenever needed. Four weeks after discharge, they were
seen at the outpatient clinic. They were offered the opportunity to make new contact with the outpatient clinic if they wished
to or to be readmitted to hospital whenever needed.

Concomitant therapy: All people were initially cared for in an acute stroke unit for 3-12 days, and then were either
discharged or transferred to the stroke rehabilitation unit. The unit was a multidisciplinary team (doctor, nurse, occupational
therapist, physiotherapist, speech therapist and social worker). The staff had regular meetings and based their work on an
individual rehabilitation scheme, implying a common strategy for achieving the goals, taking into consideration the wishes of
the stroke patient. Both study groups had access to the same kind and amount of rehabilitation services during their
hospital stay. In principle, the same community rehabilitation services were available. The rehabilitative measures were
able to be continued as long as considered necessary in both rehabilitation groups.

Not stated/unclear

Not stated/unclear

Not stated/unclear
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Subgroup 4 -
Number of days of
rehabilitation
provided per week

Subgroup 5 -
Length of
intervention

Population
subgroups

Comparator

Number of
participants

Duration of follow-
up
Elements of the

study relating to
qualitative themes

Not stated/unclear

Not stated/unclear

No additional information.

Usual care N=40

Acute care and rehabilitation in co-ordinated multidisciplinary stroke units. The control group received conventional
procedures for discharge and continued rehabilitation, which were anticipated to be less well organised.

Concomitant therapy: All people were initially cared for in an acute stroke unit for 3-12 days, and then were either
discharged or transferred to the stroke rehabilitation unit. The unit was a multidisciplinary team (doctor, nurse, occupational
therapist, physiotherapist, speech therapist and social worker). The staff had regular meetings and based their work on an
individual rehabilitation scheme, implying a common strategy for achieving the goals, taking into consideration the wishes of
the stroke patient. Both study groups had access to the same kind and amount of rehabilitation services during their
hospital stay. In principle, the same community rehabilitation services were available. The rehabilitative measures were
able to be continued as long as considered necessary in both rehabilitation groups.

82

6 months

1) Person-centred care - Care was provided for as long as the person needed

2a) Clear and fair eligibility criteria - Inclusion criteria of study: home-dwelling, not severely disabled prior to stroke (Oxford
Handicap Scale score 0-3), no other medical condition likely to preclude rehabilitation, medically stable with a Barthel ADL
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Index score between 5 and 19 at 72 hours after stroke. Not people with subarachnoid haemorrhage and people considered
unable to consent owing to mental or communication problems.

8c) Who is in the team? - Physiotherapist, occupational therapist, nurse. Social workers were available on the stroke ward.
No reference to rehabilitation assistants.

Study arms

Early supported discharge (N = 42)

Multidisciplinary team, experienced in stroke rehabilitation (nurse, physiotherapist, occupational therapist) visited patient in hospital,
prepared discharge and co-ordinated rehabilitation. Rehabilitation at home provided by both the team and community services. Input
as long as required. The early supported discharge team patients were assessed by a hospital-based multidisciplinary project team
consisting of a nurse, an occupational therapist and a physiotherapist. One of the three team members served as the primary contract
for the patients and their relatives throughout the study period. In co-operation with the ordinary hospital staff, the primary contact
started immediate preparations for the discharge and co-ordination of the continued rehabilitation, which was provided by the general
community services organised in 11 different local areas. Staff caring for this group were encouraged to establish a multidisciplinary
team for each stroke patient and they were offered support and supervision from the project team whenever needed. Four weeks after
discharge, they were seen at the outpatient clinic. They were offered the opportunity to make new contact with the outpatient clinic if
they wished to or to be readmitted to hospital whenever needed. Concomitant therapy: All people were initially cared for in an acute
stroke unit for 3-12 days, and then were either discharged or transferred to the stroke rehabilitation unit. The unit was a
multidisciplinary team (doctor, nurse, occupational therapist, physiotherapist, speech therapist and social worker). The staff had
regular meetings and based their work on an individual rehabilitation scheme, implying a common strategy for achieving the goals,
taking into consideration the wishes of the stroke patient. Both study groups had access to the same kind and amount of rehabilitation
services during their hospital stay. In principle, the same community rehabilitation services were available. The rehabilitative measures
were able to be continued as long as considered necessary in both rehabilitation groups.
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Usual care (N = 40)

Acute care and rehabilitation in co-ordinated multidisciplinary stroke units. The control group received conventional procedures for
discharge and continued rehabilitation, which were anticipated to be less well organised. Concomitant therapy: All people were initially
cared for in an acute stroke unit for 3-12 days, and then were either discharged or transferred to the stroke rehabilitation unit. The unit
was a multidisciplinary team (doctor, nurse, occupational therapist, physiotherapist, speech therapist and social worker). The staff had
regular meetings and based their work on an individual rehabilitation scheme, implying a common strategy for achieving the goals,
taking into consideration the wishes of the stroke patient. Both study groups had access to the same kind and amount of rehabilitation
services during their hospital stay. In principle, the same community rehabilitation services were available. The rehabilitative measures
were able to be continued as long as considered necessary in both rehabilitation groups.

Characteristics

Arm-level characteristics

Characteristic Early supported discharge (N = 42) Usual care (N = 40)
% Female n=21;% =50

n=24;% =60
Sample size
Mean age (SD) (years 79.5 (69 to 84

ge (SD) (years) ( ) 78 (74 to 82)

Median (IQR)
Ethnicity n=NR; % =NR

n=NR; % =NR
Sample size
Comorbidities n=NR; % =NR

n=NR; % =NR
Sample size
Ability to transfer prior to discharge/study n=NR; % =NR

n=NR; % =NR
Sample size
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Characteristic
Severity

Sample size
Modified Rankin scale

Sample size

Outcomes

Study timepoints
o Baseline
« 6 month (End of scheduled follow up)

Dichotomous outcomes

Outcome

Mortality
Reported in the Cochrane review.

No of events

Physical dependency (death or dependency)
Reported in the Cochrane review. Will be
downgraded for indirectness as the outcome includes
death in it.

Early supported discharge (N = 42) Usual care (N = 40)

n=NR ;% =NR
n=NR; % =NR

n=NR; % =NR
n=NR ;% =NR

Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N = discharge, 6 month, N = Baseline, N=40 month, N =40
42 42

n=0;%=0 n=2;%=5 nN=0;%=0 n=4;%=10

n=NA; %=NA n=16; % =38 Nn=NA;%=NA n=17;% =43
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Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N = discharge, 6 month, N = Baseline, N=40 month, N =40
42 42

No of events

Falls n=NA;%=NA n=0;%=0 N=NA;%=NA n=0;%=0
"There were no reported accidents or dangerous
situations after discharge in any of the groups."

No of events

Mortality - Polarity - Lower values are better

Physical dependency (death or dependency) - Polarity - Lower values are better
Falls - Polarity - Lower values are better

Continuous outcomes (1)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 6
Baseline, N = 42 6 month, N =42 Baseline, N = 40 month, N =40
Length of hospital stay (length of NA (NA) 26.4 (17.33) NA (NA) 33.8 (21.83)

initial hospital stay) (days)
Reported in the Cochrane review. Final
values.

Mean (SD)
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better

Continuous outcomes (2)

Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N = discharge, 6 month, N= Baseline, N=40 month, N =31
42 34

Extended activities of daily living NR (NR) 35.35 (13.46) NR (NR) 35.81 (16.51)

(Nottingham extended activities of daily
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Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N = discharge, 6 month, N= Baseline, N=40 month, N =31
42 34

living)

Reported in the Cochrane review. Scale range:
0-66. Final values.

Mean (SD)
1 Extended activities of daily living (Nottingham extended activities of daily living) - Polarity - Higher values are better

2  Continuous outcomes (3)

Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N = discharge, 6 month, N= Baseline, N=40 month, N =31
42 33

Psychological distress/mood (Montgommery NR (NR) 2.73 (3.18) NR (NR) 3.42 (3.47)

Asberg Depression rating scale)

Reported in the Cochrane review. Scale range:
0-6. Final values.

Mean (SD)

3 Psychological distress/mood (Montgommery Asberg Depression rating scale) - Polarity - Lower values are better
4

5
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Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t6

Section Question

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Answer
Some concerns

Domain 1: Bias arising from the randomisation Risk of bias judgement for the
process randomisation process
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Some
concerns

Low

Low

Low
Low
Low

Some
concerns

Directly
applicable
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Section Question Answer
Domain 2a: Risk of bias due to deviations from __ ) o ) Low
the intended interventions (effect of Risk of bias for deviations from the intended
assignment to intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from o o Low
the intended interventions (effect of adhering  Risk of bias judgement for deviations from
to intervention) the intended interventions (effect of
adhering to intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the ) o Low
outcome Risk-of-bias judgement for measurement of
the outcome
Domain 5. Bias in selection of the reported ) o ) Low
result Risk-of-bias judgement for selection of the
reported result
Overall bias and Directness . o Some concerns
Risk of bias judgement
Overall bias and Directness ) Partially applicable
Overall Directness (Outcome indirectness - Outcome includes

dependency and death when this outcome should
only include physical dependency)

1

2  Dichotomousoutcomes-Falls-NoOfEvents-Early supported discharge-Usual care-t6

Section Question Answer
: : . _ : o _ Some
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process concerns
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Section

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question Answer
- : : : Low
Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
_ _ Low
Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)
: . . Low
Risk-of-bias judgement for missing outcome data
Low
Risk-of-bias judgement for measurement of the outcome
: Low
Risk-of-bias judgement for selection of the reported result
. . Some
Risk of bias judgement concerns
: Directly
Overall Directness applicable

Continuousoutcomes(1)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Question Answer
. . L Some
Risk of bias judgement for the randomisation process concerns
. . _ Low
Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
Low

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)
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Section Question Answer

Domain 3. Bias due to missing outcome data ] o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ) o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ) o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness . o Some
Risk of bias judgement concerns

Overall bias and Directness . Directly
Overall Directness applicable

Continuousoutcomes(2)-Extendedactivitiesofdailyliving(Nottinghamextendedactivitiesofdailyliving)-MeanSD-Early supported discharge-
Usual care-t6

Section Question Answer
: o . : o . Some

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process concerns

Domain 2a: Risk of bias due to deviations from the intended _ _ o _ _ _ Some

interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions concerns

(effect of assignment to intervention)
Domain 2b: Risk of bias due to deviations from the intended . o o . Low
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended

interventions (effect of adhering to intervention)
Domain 3. Bias due to missing outcome data

Low
Risk-of-bias judgement for missing outcome data
Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the reported result
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Section
Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement

Overall Directness

Answer
High

Directly
applicable

Continuousoutcomes(3)-Psychologicaldistress/mood(MontgommeryAsbergDepressionratingscale)-MeanSD-Early supported discharge-

Usual care-t6

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Some
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Low
Low
Low
High
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Bautz-Holter, 2002

Bibliographic Bautz-Holter, E; Sveen, U; Rygh, J; Rodgers, H; Wyller, TB; Early supported discharge of patients with acute stroke: a
Reference randomized controlled trial; Disability and rehabilitation; 2002; vol. 24 (no. 7); 348-355

Study details

Bautz-Holter, E, Sveen, U, Bruun Wyller, T et al. (2000) Early supported discharge of patients with acute stroke. A

Secondary randomised controlled trial. Cerebrovascular diseases (Basel, Switzerland) 10 (Suppl 2): 61

publication of
another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Trial name / Named Oslo 2000 in the Cochrane review.

registration

number

Beech, 1999

Bibliographic Beech, R; Rudd, AG; Tilling, K; Wolfe, CDA; Economic consequences of early inpatient discharge to community-based
Reference rehabilitation for stroke in an inner-London teaching hospital; Stroke; 1999; vol. 30 (no. 4); 729-735
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Study details

Rudd, AG, Wolfe, CD, Tilling, K et al. (1997) Randomised controlled trial to evaluate early discharge scheme for patients

Secondary with stroke. BMJ (Clinical research ed.) 315(7115): 1039-1044
publication of

another included

study- see primary

study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Trial name / Named London 1997 in the Cochrane review.
registration
number

Dey P, Woodman M, 2001
Bibliographic Reference = Dey P, Woodman M GA; Home team trial (North Manchester General and Stepping Hill Hospitals); 2001

Study details
No additional information.
Secondary
publication of
another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
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this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Trial name / Named Manchester 2001 in the Cochrane review.
registration

number

Intervention(s) Early supported discharge N=12

Community-based, nurse-led, stroke-specific multidisciplinary team (nursing, physiotherapy, occupational therapy, speech
and language therapy). Patients assessed pre-discharge and allocated up to daily input at home for up to 3 months.

Concomitant therapy: No additional information.

Subgroup 1 - Not stated/unclear
Ability to transfer

prior to

discharge/study

(with or without

use of aids)

Subgroup 2 - Not stated/unclear
Severity

Subgroup 3 - Not stated/unclear
Modified Rankin
scale

Subgroup 4 - Not stated/unclear
Number of days of

rehabilitation

provided per week

Subgroup 5 - Not stated/unclear
Length of
intervention
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Population No additional information. As not able to examine the original study it is difficult to gain information about subgroups.
subgroups
Comparator Usual care N=11

Conventional discharge planning by mobile stroke team or hospital stroke unit.

Concomitant therapy: No additional information.

Number of 23

participants

Duration of follow- 12 months

up

Indirectness No additional information.

Elements of the 8b) The need for early supported discharge coordination - Nurse-led program.

study relating to
qualitative themes 8c) Who is in the team? - Nursing, physiotherapy, occupational therapy, speech and language therapy. Nurse-led.

Study arms

Early supported discharge (N = 12)

Community-based, nurse-led, stroke-specific multidisciplinary team (nursing, physiotherapy, occupational therapy, speech and
language therapy). Patients assessed pre-discharge and allocated up to daily input at home for up to 3 months. Concomitant therapy:
No additional information.

Usual care (N = 11)
Conventional discharge planning by mobile stroke team or hospital stroke unit. Concomitant therapy: No additional information.
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1 Characteristics

2  Study-level characteristics

Characteristic
% Female

Sample size
Mean age (SD)

Mean (SD)
3

4 Arm-level characteristics

Characteristic
Ethnicity

Sample size
Comorbidities

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Sample size
Modified Rankin scale

Sample size

Study (N = 23)
n=5;%=23

66 (9)

Early supported discharge (N = 12)
n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

92

Usual care (N = 11)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR
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Outcomes

Study timepoints
o Baseline
e 12 month (End of scheduled follow up)

Dichotomous outcomes

Outcome Early supported Early supported
discharge, Baseline, N = discharge, 12 month, N
12 =12

Mortality nN=0;%=0 nN=1:%=8

Reported in Cochrane review

No of events

Physical dependency (death or dependency) n=NA; % =NA Nn=5;%=42
Reported in Cochrane review. Will be downgraded

for indirectness due to outcome including mortality in

it.

No of events

Mortality - Polarity - Lower values are better
Physical dependency (death or dependency) - Polarity - Lower values are better
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Usual care,
Baseline, N = 11

n=0;%=0

n=NA; % =NA

Usual care, 12

month, N = 11
nN=2;%=18
nN=7;%=64
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Continuous outcomes (1)

Outcome Early supported Early supported Usual care, Usual care, 12
discharge, Baseline, N discharge, 12 month, N Baseline, N=11 month, N=38
=12 =9

Activities of daily living (barthel index) NR (NR) 17 (4) NA (NA) 15 (7)

Reported in Cochrane review. Scale range: Unclear.

Unclear whether final value or change score - assumed

as final value.

Mean (SD)

Extended activities of daily living (Nottingham NR (NR) 12 (6) NR (NR) 9 (6)

extended activities of daily living score)
Reported in Cochrane review. Scale range: Unclear.
Unclear whether final value or change score - assumed

as final value.
Mean (SD)

Activities of daily living (barthel index) - Polarity - Higher values are better
Extended activities of daily living (Nottingham extended activities of daily living score) - Polarity - Higher values are better

Continuous outcomes (2)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 12
Baseline, N =12 12 month, N =10 Baseline, N = 11 month, N = 11
Length of hospital stay (length of NA (NA) 39.8 (35.78) NA (NA) 46.09 (41.17)

initial hospital stay) (days)
Reported in Cochrane review.

Mean (SD)
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better
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Continuous outcomes (3)

Outcome Early supported
discharge, Baseline, N
=12

Psychological distress/mood (HADS) NR (NR)

Reported in Cochrane review. Scale range: Unclear.
Unclear whether final value or change score - assumed
as final value.

Mean (SD)
Psychological distress/mood (HADS) - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Early supported Usual care, Usual care, 12
discharge, 12 month, N Baseline, N=11 month, N=8
=8

15 (5) NR (NR) 12 (5)

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t12

Section Question Answer
: L . : o . Low
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process
Domain 2a: Risk of bias due to deviations from the intended . . o _ . . Low
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
Domain 2b: Risk of bias due to deviations from the intended _ o o _ Some
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended concerns
interventions (effect of adhering to intervention)
Domain 3. Bias due to missing outcome data ) o o Some
Risk-of-bias judgement for missing outcome data concerns
Domain 4. Bias in measurement of the outcome Low

Risk-of-bias judgement for measurement of the outcome
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Section
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Answer

Some
concerns

High

Directly
applicable

Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation
process

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Question

Risk of bias judgement for the randomisation
process

Risk of bias for deviations from the intended
interventions (effect of assignment to
intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the
reported result
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Answer

Low

Low

Some concerns

Some concerns

Low

Some concerns
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Section Question
Overall bias and Directness

Answer
High

Risk of bias judgement

Overall bias and Directness

Overall Directness

Partially applicable

(Outcome indirectness - Outcome

includes death as well as physical

dependency)

Continuousoutcomes(1)-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome

Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness
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Answer
Low

Some
concerns

Some
concerns

Some
concerns

Low

Some
concerns

High

Directly
applicable



DRAFT FOR CONSULTATION

Continuousoutcomes(1)-Extendedactivitiesofdailyliving(Nottinghamextendedactivitiesofdailylivingscore)-MeanSD-Early supported

discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question Answer

. L L Low
Risk of bias judgement for the randomisation process

: : - : : : Some
Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)

: o - : Some
Risk of bias judgement for deviations from the intended concerns
interventions (effect of adhering to intervention)

: o - Some
Risk-of-bias judgement for missing outcome data concerns

. o Low
Risk-of-bias judgement for measurement of the outcome

. L _ Some
Risk-of-bias judgement for selection of the reported result concerns

: o High
Risk of bias judgement

: Directly
Overall Directness applicable

Continuousoutcomes(2)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Question Answer
. . L Low
Risk of bias judgement for the randomisation process
. . - . . . Some
Risk of bias for deviations from the intended interventions concerns

(effect of assignment to intervention)
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Section

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome

Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Continuousoutcomes(3)-Psychologicaldistress/mood(HADS)-MeanSD-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
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Answer

Some
concerns

Some
concerns

Low

Some
concerns

High

Directly
applicable

Answer

Low

Some
concerns

Some
concerns

Some
concerns

Low
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Section Question Answer
Domain 5. Bias in selection of the reported result ] o ) Some
Risk-of-bias judgement for selection of the reported result concerns
Overall bias and Directness ) o High
Risk of bias judgement
Overall bias and Directness ) Directly
Overall Directness applicable

Donnelly, 2004

Bibliographic Donnelly, M; Power, M; Russell, M; Fullerton, K; Randomized controlled trial of an early discharge rehabilitation service: the
Reference Belfast Community Stroke Trial; Stroke; 2004; vol. 35 (no. 1); 127-133

Study details
No additional information.
Secondary
publication of
another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Trial name / Named Belfast 2004 in the Cochrane review.
registration

number

Study type Randomised controlled trial (RCT)
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Inclusion criteria

Exclusion criteria
Intervention(s)

Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity
Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of

Experienced a stroke during the 4 weeks preceding admission; had the potential to benefit from further rehabilitation; was
not a resident in a nursing or residential home; had no preexisting physical or mental disability that was judged to make
further rehabilitation inappropriate.

No additional information.
Early supported discharge N=59

Community rehabilitation in-reach team with specialist interest in rehabilitation. Team consisted of physiotherapy,
occupational therapy, speech and language therapy, support staff and medical input. Work was co-ordinated through
weekly team meetings. Planning often included pre-discharge home visit. Team co-ordinated and delivered care. The
community-based multidisciplinary stroke team service consisted of a team comprising 0.33 coordinator, 1 occupational
therapist, 1.5 physiotherapists, 1 speech and language therapist, 2 rehabilitation assistants. On average the number of
home visits (each lasting 45 minutes) over a 3 month period was 2.5 per week. Multidisciplinary meetings were held to
discuss the assessment of patients and progress toward rehabilitation goals that had been set jointly between therapists
and each person and their closest relative. People randomised to the service were to be discharged as soon as the liaison
therapist had assessed their home and ensured that any necessary aids and equipment were in place.

Concomitant therapy: No additional information.
Not stated/unclear

Not stated/unclear

Not stated/unclear

<5 days
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rehabilitation
provided per week
Subgroup 5 -
Length of
intervention

Population
subgroups

Comparator

Number of
participants
Duration of follow-
up

Indirectness
Elements of the

study relating to
qualitative themes

Not stated/unclear

No additional information.

Usual care N=54

Conventional care comprised medical ward, geriatric medical ward, and stroke unit services. The majority of these patients
were managed by a multidisciplinary team with a specialist interest in stroke and rehabilitation, which was co-ordinated
through weekly multidisciplinary team meetings and often included pre-discharge home visits. Occasional day hospital
follow-up. Discharge and after care for people who were randomised to hospital rehabilitation were arranged in the usual

way by the hospital-based multidisciplinary team. This comprised inpatient rehabilitation in a stroke unit and follow-up
rehabilitation in a day hospital.

Concomitant therapy: No additional information.
113

12 months

No additional information
2a) Clear and fair eligibility criteria - study inclusion criteria

5d) Suitability of home/equipment - The home was assessed and equipment had to be available before discharge.

8b) The need for early supported discharge coordination - Part time coordinator role
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8c) Who is in the team? - A coordinator, occupational therapist, physiotherapists, speech and language therapist and
rehabilitation assistant. No reference to a social worker.

Additional
comments

Study arms

Early supported discharge (N = 59)

Community rehabilitation in-reach team with specialist interest in rehabilitation. Team consisted of physiotherapy, occupational
therapy, speech and language therapy, support staff and medical input. Work was co-ordinated through weekly team meetings.
Planning often included pre-discharge home visit. Team co-ordinated and delivered care. The community-based multidisciplinary
stroke team service consisted of a team comprising 0.33 coordinator, 1 occupational therapist, 1.5 physiotherapists, 1 speech and
language therapist, 2 rehabilitation assistants. On average the number of home visits (each lasting 45 minutes) over a 3 month period
was 2.5 per week. Multidisciplinary meetings were held to discuss the assessment of patients and progress toward rehabilitation goals
that had been set jointly between therapists and each person and their closest relative. People randomised to the service were to be
discharged as soon as the liaison therapist had assessed their home and ensured that any necessary aids and equipment were in
place. Concomitant therapy: No additional information.

Usual care (N = 54)

Conventional care comprised medical ward, geriatric medical ward, and stroke unit services. The majority of these patients were
managed by a multidisciplinary team with a specialist interest in stroke and rehabilitation, which was co-ordinated through weekly
multidisciplinary team meetings and often included pre-discharge home visits. Occasional day hospital follow-up. Discharge and after
care for people who were randomised to hospital rehabilitation were arranged in the usual way by the hospital-based multidisciplinary
team. This comprised inpatient rehabilitation in a stroke unit and follow-up rehabilitation in a day hospital. Concomitant therapy: No
additional information.
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1 Characteristics

2  Study-level characteristics

Characteristic
% Female

Sample size
Mean age (SD) (years)

Mean (SD)
3

4 Arm-level characteristics

Characteristic
Ethnicity

Sample size
Comorbidities

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Sample size
Modified Rankin scale

Sample size

Study (N =113)
n=64;% =57

75 (8.2)

Early supported discharge (N = 59)
n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR
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Usual care (N = 54)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR
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Outcomes

Study timepoints
o Baseline
e 12 month (End of scheduled follow up)

Dichotomous outcomes (1)

Outcome Early supported Early supported
discharge, Baseline, N discharge, 12 month, N
=59 =59

Mortality nN=0;%=0 n=1;%=2

Reported in Cochrane review.

No of events

Physical dependence (death or dependency) n=NA; %=NA n=29; % =49
Reported in the Cochrane review. Will be downgraded

for indirectness due to reporting death included in the

outcome.

No of events

Mortality - Polarity - Lower values are better
Physical dependence (death or dependency) - Polarity - Lower values are better
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Usual care, Usual care, 12
Baseline, N =54 month, N = 54

n=0;%=0 N=3;%=6

Nn=NA;%=NA n=32;%=59
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Continuous outcomes (1)

Outcome

Person/participant generic health-related
quality of life (EuroQol)
Scale range: 0-100. Final values.

Mean (SD)
Activities of daily living (barthel index)
Scale range: 0-20. Final values.

Mean (SD)

Extended activities of daily living
(Nottingham Activities of Daily Living)
Scale range: 0-21. Final values.

Mean (SD)

Length of hospital stay (length of initial
hospital stay) (days)
Reported in Cochrane review.

Mean (SD)

Early supported

discharge, Baseline, N =

59
60.48 (18)

14.14 (3.38)

4.95 (5.39)

NA (NA)

Early supported
discharge, 12 month, N =
59

66.36 (18.45)

17.98 (3.1)

12 (6.34)

41.9 (28.25)

Usual care,
Baseline, N = 54

59.17 (16.15)

13.89 (3.93)

5.77 (4.79)

NA (NA)

Person/participant generic health-related quality of life (EuroQol) - Polarity - Higher values are better
Activities of daily living (barthel index) - Polarity - Higher values are better
Extended activities of daily living (Nottingham Activities of Daily Living) - Polarity - Higher values are better
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better
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Usual care, 12
month, N = 54

68.21 (20.31)

17.15 (3.81)

10.43 (5.92)

49.5 (46.95)
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Continuous outcomes (2)

Outcome Early supported discharge, Early supported discharge, 12 Usual care, Baseline, Usual care, 12
Baseline, N = 27 month, N = 27 N=25 month, N = 25

Carer Strain Index 5.07 (3.1) 5.92 (2.86) 6.55 (3.67) 6 (4.23)

Scale range: 0-13. Final

values.

Mean (SD)

Carer Strain Index - Polarity - Lower values are better
Carer outcomes

Dichotomous outcomes (2)

Outcome Early supported discharge, Early supported discharge, 12  Usual care, Baseline, Usual care, 12
Baseline, N = 59 month, N = 21 N =54 month, N = 22

readmission to hospital n=NA; % = NA n=6;%=29 n=NA;%=NA n=6;%=27

Reported in the Cochrane

review

No of events
readmission to hospital - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes(1)-Mortality-NoOfEvents-Early supported discharge-Usual care-t12
Section Question

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process
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Answer

Low
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Section Question Answer
Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions

(effect of assignment to intervention)
Domain 2b: Risk of bias due to deviations from the intended ] o o ] Low
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended

interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o Low
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

1

2  Dichotomousoutcomes(1)-Physicaldependence(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t12

Section Question Answer

: : - o : . i Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation
process process
Domain 2a: Risk of bias due to deviations from the . o . Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to

intervention)
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Section Question Answer

Domain 2b: Risk of bias due to deviations from the o o Low

intended interventions (effect of adhering to Risk of bias judgement for deviations from the

intervention) intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data

Domain 4. Bias in measurement of the outcome ) o Low
Risk-of-bias judgement for measurement of the
outcome

Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result
Overall bias and Directness _ o Low
Risk of bias judgement
Overall bias and Directness _ Partially applicable
Overall Directness (Outcome indirectness - Due to including

mortality in the outcome as well as physical
dependence)

Continuousoutcomes(1)-Person/participantgenerichealth-relatedqualityoflife(EuroQol)-MeanSD-Early supported discharge-Usual care-
t12

Section Question Answer
: : - o : . L Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended _ _ o _ _ _ Low

interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions

(effect of assignment to intervention)
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Section

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Continuousoutcomes(1)-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
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Answer

Low

Low
Low
Low
Low

Directly
applicable

Answer

Low

Low

Low

Low

Low
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Section
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

1

Question
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Answer

Low
Low

Directly
applicable

2  Continuousoutcomes(1)-Extendedactivitiesofdailyliving(NottinghamActivitiesofDailyLiving)-MeanSD-Early supported discharge-Usual

3 care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Answer

Low

Low

Low

Low
Low
Low
Low

Directly
applicable
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Continuousoutcomes(1)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Continuousoutcomes(2)-CarerStrainindex-MeanSD-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
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Answer

Low

Low

Low

Low
Low
Low
Low

Directly
applicable

Answer

Some
concerns

Low
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Section

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Dichotomousoutcomes(2)-readmissiontohospital-NoOfEvents-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Question

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome

113

Answer

Low

Low
Low
Low

Some
concerns

Directly
applicable

Answer

Low

Some
concerns

Low

Low

Low
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Section Question Answer

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o Some
Risk of bias judgement concerns

Overall bias and Directness ) Directly
Overall Directness applicable

Fjaeroft, 2011

Bibliographic Fjaeroft, H; Rohweder, G; Indredavik, B; Stroke unit care combined with early supported discharge improves 5-year

Reference outcome; Stroke; 2011; vol. 42; 1707-1711

Study details

Indredavik, B, Fjaertoft, H, Ekeberg, G et al. (2000) Benefit of an extended stroke unit service with early supported
Secondary discharge: a randomized, controlled trial. Stroke 31(12): 2989-2994

publication of
another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the

in review Cochrane review.
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Trial name /
registration
number

Fjaertoft, 2000

Bibliographic
Reference

Other studies associated with this study:

Fjaertoft, H, Indredavik, B, Ekeberg, G et al. (2000) Extended stroke unit service with early supported discharge co-
ordinated by a stroke team improves outcome for stroke patients. Proceedings of the consensus conference on stroke
treatment and service delivery, 7-8 november 2000, UK, edinburgh: royal college of physicians of edinburgh: 49abstpb33

Fjaertoft, H, Indredavik, B, Johnsen, R et al. (2004) Acute stroke unit care combined with early supported discharge. Long-
term effects on quality of life. A randomized controlled trial. Clinical rehabilitation 18(5): 580-586

Fjaertoft, H; Indredavik, B; Lydersen, S (2003) Stroke unit care combined with early supported discharge. Long term follow-
up of a randomized controlled trial. Proceedings of the 12th nordic meeting on cerebrovascular diseases, 17-20 september
2003, norway, oslo: 16 (Abst. O-004)

Fjaertoft, H, Indredavik, B, Magnussen, J et al. (2005) Early supported discharge for stroke patients improves clinical
outcome. Does it also reduce use of health services and costs? One-year follow-up of a randomized controlled trial.
Cerebrovascular diseases (Basel, Switzerland) 19(6): 376-383

Named Trondheim 2000 in the Cochrane review.

Fjaertoft, H; Indredavik, B; Ekeberg, G; Loge, AD; Morch, B; Extended stroke unit service with early supported discharge co-
ordinated by a stroke team improves outcome for stroke patients; Proceedings of the consensus conference on stroke
treatment and service delivery, 7-8 november 2000, UK, edinburgh: royal college of physicians of edinburgh; 2000;
49abstpb33
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Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Indredavik, B, Fjaertoft, H, Ekeberg, G et al. (2000) Benefit of an extended stroke unit service with early supported
discharge: a randomized, controlled trial. Stroke 31(12): 2989-2994

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Fjaeroft, H; Rohweder, G; Indredavik, B (2011) Stroke unit care combined with early supported discharge improves 5-year
outcome. Stroke 42: 1707-1711

Fjaertoft, H, Indredavik, B, Johnsen, R et al. (2004) Acute stroke unit care combined with early supported discharge. Long-
term effects on quality of life. A randomized controlled trial. Clinical rehabilitation 18(5): 580-586

Fjaertoft, H; Indredavik, B; Lydersen, S (2003) Stroke unit care combined with early supported discharge. Long term follow-
up of a randomized controlled trial. Proceedings of the 12th nordic meeting on cerebrovascular diseases, 17-20 september
2003, norway, oslo: 16 (Abst. O-004)

Fjaertoft, H, Indredavik, B, Magnussen, J et al. (2005) Early supported discharge for stroke patients improves clinical
outcome. Does it also reduce use of health services and costs? One-year follow-up of a randomized controlled trial.
Cerebrovascular diseases (Basel, Switzerland) 19(6): 376-383

Named Trondheim 2000 in the Cochrane review.

116



N

DRAFT FOR CONSULTATION

Fjaertoft, 2004

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Fjaertoft, H; Indredavik, B; Johnsen, R; Lydersen, S; Acute stroke unit care combined with early supported discharge. Long-
term effects on quality of life. A randomized controlled trial; Clinical rehabilitation; 2004; vol. 18 (no. 5); 580-586

Indredavik, B, Fjaertoft, H, Ekeberg, G et al. (2000) Benefit of an extended stroke unit service with early supported
discharge: a randomized, controlled trial. Stroke 31(12): 2989-2994

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Fjaeroft, H; Rohweder, G; Indredavik, B (2011) Stroke unit care combined with early supported discharge improves 5-year
outcome. Stroke 42: 1707-1711

Fjaertoft, H, Indredavik, B, Ekeberg, G et al. (2000) Extended stroke unit service with early supported discharge co-
ordinated by a stroke team improves outcome for stroke patients. Proceedings of the consensus conference on stroke
treatment and service delivery, 7-8 november 2000, UK, edinburgh: royal college of physicians of edinburgh: 49abstpb33
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Fjaertoft, H; Indredavik, B; Lydersen, S (2003) Stroke unit care combined with early supported discharge. Long term follow-
up of a randomized controlled trial. Proceedings of the 12th nordic meeting on cerebrovascular diseases, 17-20 september
2003, norway, oslo: 16 (Abst. O-004)

Fjaertoft, H, Indredavik, B, Magnussen, J et al. (2005) Early supported discharge for stroke patients improves clinical
outcome. Does it also reduce use of health services and costs? One-year follow-up of a randomized controlled trial.
Cerebrovascular diseases (Basel, Switzerland) 19(6): 376-383

Trial name / Named Trondheim 2000 in the Cochrane review.
registration
number

Fjaertoft, 2003

Bibliographic Fjaertoft, H; Indredavik, B; Lydersen, S; Stroke unit care combined with early supported discharge. Long term follow-up of a
Reference randomized controlled trial; Proceedings of the 12th nordic meeting on cerebrovascular diseases, 17-20 september 2003,
norway, oslo; 2003; 16 (Abst. O-004)

Study details

Indredavik, B, Fjaertoft, H, Ekeberg, G et al. (2000) Benefit of an extended stroke unit service with early supported

Secondary discharge: a randomized, controlled trial. Stroke 31(12): 2989-2994
publication of

another included

study- see primary

study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:

this study included
in review
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CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Fjaeroft, H; Rohweder, G; Indredavik, B (2011) Stroke unit care combined with early supported discharge improves 5-year
outcome. Stroke 42: 1707-1711

Fjaertoft, H, Indredavik, B, Ekeberg, G et al. (2000) Extended stroke unit service with early supported discharge co-
ordinated by a stroke team improves outcome for stroke patients. Proceedings of the consensus conference on stroke
treatment and service delivery, 7-8 november 2000, UK, edinburgh: royal college of physicians of edinburgh: 49abstpb33

Fjaertoft, H, Indredavik, B, Johnsen, R et al. (2004) Acute stroke unit care combined with early supported discharge. Long-
term effects on quality of life. A randomized controlled trial. Clinical rehabilitation 18(5): 580-586

Fjaertoft, H, Indredavik, B, Magnussen, J et al. (2005) Early supported discharge for stroke patients improves clinical
outcome. Does it also reduce use of health services and costs? One-year follow-up of a randomized controlled trial.
Cerebrovascular diseases (Basel, Switzerland) 19(6): 376-383

Trial name / Named Trondheim 2000 in the Cochrane review.
registration
number

Fjaertoft, 2005
Bibliographic Fjaertoft, H; Indredavik, B; Magnussen, J; Johnsen, R; Early supported discharge for stroke patients improves clinical

Reference outcome. Does it also reduce use of health services and costs? One-year follow-up of a randomized controlled trial;
Cerebrovascular diseases (Basel, Switzerland); 2005; vol. 19 (no. 6); 376-383
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Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Indredavik, B, Fjaertoft, H, Ekeberg, G et al. (2000) Benefit of an extended stroke unit service with early supported
discharge: a randomized, controlled trial. Stroke 31(12): 2989-2994

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Fjaeroft, H; Rohweder, G; Indredavik, B (2011) Stroke unit care combined with early supported discharge improves 5-year
outcome. Stroke 42: 1707-1711

Fjaertoft, H, Indredavik, B, Ekeberg, G et al. (2000) Extended stroke unit service with early supported discharge co-
ordinated by a stroke team improves outcome for stroke patients. Proceedings of the consensus conference on stroke
treatment and service delivery, 7-8 november 2000, UK, edinburgh: royal college of physicians of edinburgh: 49abstpb33

Fjaertoft, H, Indredavik, B, Johnsen, R et al. (2004) Acute stroke unit care combined with early supported discharge. Long-
term effects on quality of life. A randomized controlled trial. Clinical rehabilitation 18(5): 580-586

Fjaertoft, H; Indredavik, B; Lydersen, S (2003) Stroke unit care combined with early supported discharge. Long term follow-
up of a randomized controlled trial. Proceedings of the 12th nordic meeting on cerebrovascular diseases, 17-20 september
2003, norway, oslo: 16 (Abst. O-004)
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Trial name / Named Trondheim 2000 in the Cochrane review.
registration
number

Gjelsvik, 2013

Bibliographic Gjelsvik, BEB; Smedal, T; Hofstad, H; Eide, GE; Skouen, JS; Frisk, B; Balance and walking outcome after stroke rehabilitation
Reference - a randomised controlled trial comparing two early discharge models with treatment as usual; Cerebrovascular diseases
(Basel, Switzerland); 2013; vol. 35 (no. suppl3); 95

Study details

Hofstad, H, Gjelsvik, BE, Naess, H et al. (2014) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
Secondary three and six months results of a randomised controlled trial comparing two early supported discharge schemes with

publication of treatment as usual. BMC neurology 14: 239
another included

study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Other studies associated with this study:
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Trial name /
registration
number

Gjelsvik, BEB, Smedal, T, Hofstad, H et al. (2013) Balance and walking outcome after stroke rehabilitation - a randomised
controlled trial comparing two early discharge models with treatment as usual. Cerebrovascular diseases (Basel,
Switzerland) 35(suppl3): 95

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2013) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
a randomized controlled trial comparing rehabilitation in a day unit or in the patients' homes with conventional treatment.
International journal of stroke 8(7): 582-587

Hofstad, H, Gjelsvik, BE, Neess, H et al. (2014) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
three and six months results of a randomised controlled trial comparing two early supported discharge schemes with
treatment as usual. BMC neurology 14: 239

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2012) ESD Stroke Bergen - an RCT comparing two different schemes of early
supported discharge after stroke with ordinary treatment: results from 3 months follow-up. Neurorehabilitation and neural
repair 26(6): 748

Taule, T; Skouen, JS; Raheim, M (2013) Life changed existentially. A qualitative study of experiences 6 months post stroke.
Cerebrovascular diseases (Basel, Switzerland) 35suppl3: 764

Taule, T, Strand, LI, Assmus, J et al. (2015) Ability in daily activities after early supported discharge models of stroke
rehabilitation. Scandinavian journal of occupational therapy 22(5): 355-365

Taule, Tina, Strand, Liv Inger, Skouen, Jan Sture et al. (2015) Striving for a life worth living: stroke survivors' experiences of
home rehabilitation. Scandinavian journal of caring sciences 29(4): 651-61

Named Bergen 2014 in the Cochrane review.
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Hackett, 2000

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Hackett, M; Anderson, C; Vandal, A; Rubenach, S; One year follow-up of a RCT of accelerated hospital discharge and
home-based stroke rehabilitation; Stroke; 2000; vol. 31 (no. 11); 2817-2818

Anderson, C, Rubenach, S, Mhurchu, CN et al. (2000) Home or hospital for stroke rehabilitation? results of a randomized
controlled trial : I: health outcomes at 6 months. Stroke 31(5): 1024-1031

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Anderson, C, Mhurchu, CN, Rubenach, S et al. (2000) Home or hospital for stroke Rehabilitation? Results of a randomized
controlled trial : II: cost minimization analysis at 6 months. Stroke 31(5): 1032-1037

Hackett, ML, Vandal, AC, Anderson, CS et al. (2002) Long-term outcome in stroke patients and caregivers following
accelerated hospital discharge and home-based rehabilitation. Stroke 33(2): 643-645

Mhurchu, CN, Anderson, C, Rubenach, S et al. (2000) Home or hospital for stroke rehabilitation? Results of a randomised
controlled trial. Cerebrovascular diseases (Basel, Switzerland) 10 (Suppl 2): 61

Rubenach, S, Anderson, C, Clark, M et al. (1998) Early supportive discharge and rehabilitation trial (ESPRIT) in stroke:
preliminary results. Australian and New Zealand journal of medicine 28: 498
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Trial name / Named Adelaide 2000 in the Cochrane review.
registration
number

Hackett, 2002

Bibliographic Hackett, ML; Vandal, AC; Anderson, CS; Rubenach, SE; Long-term outcome in stroke patients and caregivers following
Reference accelerated hospital discharge and home-based rehabilitation; Stroke; 2002; vol. 33 (no. 2); 643-645

Study details

Anderson, C, Rubenach, S, Mhurchu, CN et al. (2000) Home or hospital for stroke rehabilitation? results of a randomized

Secondary controlled trial : I: health outcomes at 6 months. Stroke 31(5): 1024-1031

publication of
another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Other studies associated with this study:

Anderson, C, Mhurchu, CN, Rubenach, S et al. (2000) Home or hospital for stroke Rehabilitation? Results of a randomized
controlled trial : ll: cost minimization analysis at 6 months. Stroke 31(5): 1032-1037
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Hackett, M, Anderson, C, Vandal, A et al. (2000) One year follow-up of a RCT of accelerated hospital discharge and home-
based stroke rehabilitation. Stroke 31(11): 2817-2818

Mhurchu, CN, Anderson, C, Rubenach, S et al. (2000) Home or hospital for stroke rehabilitation? Results of a randomised
controlled trial. Cerebrovascular diseases (Basel, Switzerland) 10 (Suppl 2): 61

Rubenach, S, Anderson, C, Clark, M et al. (1998) Early supportive discharge and rehabilitation trial (ESPRIT) in stroke:
preliminary results. Australian and New Zealand journal of medicine 28: 498

Trial name / Named Adelaide 2000 in the Cochrane review.
registration
number

Hofstad, 2014

Bibliographic Hofstad, H; Gjelsvik, BE; Naess, H; Eide, GE; Skouen, JS; Early supported discharge after stroke in Bergen (ESD Stroke
Reference Bergen): three and six months results of a randomised controlled trial comparing two early supported discharge schemes with
treatment as usual; BMC neurology; 2014; vol. 14; 239

Study details
No additional information.
Secondary
publication of
another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
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this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the

in review

Trial name /
registration
number

Study type
Study location

Cochrane review.

Other studies associated with this study:

Gjelsvik, BEB, Smedal, T, Hofstad, H et al. (2013) Balance and walking outcome after stroke rehabilitation - a randomised
controlled trial comparing two early discharge models with treatment as usual. Cerebrovascular diseases (Basel,
Switzerland) 35(suppl3): 95

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2013) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
a randomized controlled trial comparing rehabilitation in a day unit or in the patients' homes with conventional treatment.
International journal of stroke 8(7): 582-587

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2012) ESD Stroke Bergen - an RCT comparing two different schemes of early
supported discharge after stroke with ordinary treatment: results from 3 months follow-up. Neurorehabilitation and neural
repair 26(6): 748

Taule, T; Skouen, JS; Raheim, M (2013) Life changed existentially. A qualitative study of experiences 6 months post stroke.
Cerebrovascular diseases (Basel, Switzerland) 35suppl3: 764

Taule, T, Strand, LI, Assmus, J et al. (2015) Ability in daily activities after early supported discharge models of stroke
rehabilitation. Scandinavian journal of occupational therapy 22(5): 355-365

Taule, Tina, Strand, Liv Inger, Skouen, Jan Sture et al. (2015) Striving for a life worth living: stroke survivors' experiences of
home rehabilitation. Scandinavian journal of caring sciences 29(4): 651-61

Named Bergen 2014 in the Cochrane review.

Randomised controlled trial (RCT)
Noway
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Sources of funding The study has been supported by grants from the Norwegian Research Council, the Western Norway Regional Health

Inclusion criteria

Exclusion criteria

Intervention(s)

Subgroup 1 -
Ability to transfer
prior to
discharge/study

Trust, the Ministry of Health and the Sophies Minde Foundation

Living at home in the Municipality of Bergen prior to having a stroke; stroke within the previous seven days; being admitted
to the stroke unit within the previous five days; a National Institutes of Health Stroke Scale score of 2-26; NIHSS score <2
but modified Rankin Scale score at least 2; awake; able to agree to participate in the study by signing an informed consent,
either themselves or by their relatives.

Serious psychiatric disorders; alcohol or substance abuse; other serious conditions of importance to the cerebral disorder or
subsequent rehabilitation process; poor knowledge of the Norwegian language.

Early supported discharge N=207

Patients in 2 of the 3 study arms were treated according to the ESD concept. They were followed-up by a designated multi-
disciplinary ambulatory team consisting of a nurse, a physiotherapist, and an occupational therapist from soon after
admission to the stroke unit until shortly after discharge to home. This team originated from the rehabilitation department
and served as a co-ordinating link between the patient, relatives, hospital personnel, and the personnel in primary health
care. The team was particularly important in the discharge process and co-operated closely with the municipal health care
in the planning and implementation of further treatment after discharge. The two ESD arms differed by the location of
treatment: - ESD 1 group received their treatment in a community day unit; whereas - ESD 2 group patients stayed in their
homes with home visits from the community health team The patients in the two ESD arms were discharged to their homes
as soon as possible. Patients in need of a longer in-patient treatment period than offered by the stroke unit were discharged
to a municipal institution or rehabilitation department for a period before going home. All patients in the ESD arms were
offered rehabilitative treatment by a multi-disciplinary community health team, consisting of a nurse, a physiotherapist, and
an occupational therapist. The scheduled treatment period was 5 weeks and maximally 4 hours per day 5 days a week, but
many patients did not comply with this.

Concomitant therapy: No additional information.
Not stated/unclear
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(with or without

use of aids)
Subgroup 2 - Mild (or NIHSS 1-5)
Severity

Median 3 (IQR 4).
Subgroup 3 - >2
Modified Rankin
scale Mean (SD) = 2.59 (1.22).
Subgroup 4 - 5 days

Number of days of
rehabilitation
provided per week

Subgroup 5 - <6 weeks
Length of

intervention 5 weeks
Comparator Usual care N=99

Patients in the third study arm constituted a control group and were treated as usual without any intervention from the
study, except outpatient appointments for testing. Treatment 'as usual' mainly comprised institutional stay if necessary
and/or physiotherapy as needed in the municipality (0 to 2 hours per week). Patients in all 3 study arms received language
therapy as needed, regardless of allocated arm.

Concomitant therapy: No additional information.

Number of 306

participants

Duration of follow- 6 months

up

Indirectness No additional information.
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Elements of the 1) Person-centred care - More protocolised. People were offered care for 5 weeks with a maximum of 4 hours of treatment
study relating to per day, that most people did not do due to tiredness, low capacity, lack of motivation, or being only minimally neurological
qualitative themes affected and therefore not needing therapy.

2a) Clear and fair eligibility criteria - See inclusion criteria.

8b) The need for early supported discharge coordination - Coordination achieved through the ambulatory team, no named
coordinator.

8c) Who is in the team? - A nurse, a physiotherapist and an occupational therapist

10a) Providing therapy for as long as needed - Therapy was provided for up to 5 weeks with the amount of therapy per day
being dependent on the person.

Study arms

Early supported discharge (N = 207)

Patients in 2 of the 3 study arms were treated according to the ESD concept. They were followed-up by a designated multi-disciplinary
ambulatory team consisting of a nurse, a physiotherapist, and an occupational therapist from soon after admission to the stroke unit
until shortly after discharge to home. This team originated from the rehabilitation department and served as a co-ordinating link
between the patient, relatives, hospital personnel, and the personnel in primary health care. The team was particularly important in the
discharge process and co-operated closely with the municipal health care in the planning and implementation of further treatment after
discharge. The two ESD arms differed by the location of treatment: - ESD 1 group received their treatment in a community day unit;
whereas - ESD 2 group patients stayed in their homes with home visits from the community health team The patients in the two ESD
arms were discharged to their homes as soon as possible. Patients in need of a longer in-patient treatment period than offered by the
stroke unit were discharged to a municipal institution or rehabilitation department for a period before going home. All patients in the
ESD arms were offered rehabilitative treatment by a multi-disciplinary community health team, consisting of a nurse, a physiotherapist,
and an occupational therapist. The scheduled treatment period was 5 weeks and maximally 4 hours per day 5 days a week, but many
patients did not comply with this. Concomitant therapy: No additional information.
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Usual care (N = 99)

Patients in the third study arm constituted a control group and were treated as usual without any intervention from the study, except
outpatient appointments for testing. Treatment 'as usual' mainly comprised institutional stay if necessary and/or physiotherapy as
needed in the municipality (0 to 2 hours per week). Patients in all 3 study arms received language therapy as needed, regardless of
allocated arm Concomitant therapy: No additional information.

O OO, WN -

~

Characteristics

Arm-level characteristics

Characteristic

Early supported discharge (N = 207)

Usual care (N = 99)

% Female n=90;% =44

nN=47;% =48
Sample size
Mean age (SD) (years) 27 to0 92 AT
Range
Mean age (SD) (years) 71.31 (NR) 74.19 (NR)
Mean (SD)
Ethnicity n=NR; % =NR

n=NR; % =NR
Sample size
Comorbidities n=NR; % =NR

n=NR; % =NR
Sample size
Ability to transfer prior to discharge/study n=NR; % =NR

Sample size
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Characteristic Early supported discharge (N = 207) Usual care (N = 99)

Severity 4
NIHSS 4

IQR
Severity 2
NIHSS 2

Median

Modified Rankin scale 2.56 (1.22)
2.66 (1.23)

Mean (SD)

Outcomes

Study timepoints
o Baseline
e 6 month (End of scheduled follow-up)

Dichotomous outcomes

Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N = discharge, 6 month, N= Baseline, N=99 month, N=99
207 207

Physical dependency (death or dependency) n=NA; % =NA n=73;%=35 N=NA;%=NA n=37;%=37

Reported in the Cochrane review. Will be included
in this outcome but downgraded for indirectness.
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Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N = discharge, 6 month, N= Baseline, N=99 month, N=99
207 207

No of events
Physical dependency (death or dependency) - Polarity - Lower values are better

Continuous outcomes (1)

Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, discharge, 6 month, Baseline, N= month,N =
N = 207 N =153 929 60

Activities of daily living (barthel index) NR (NR) 100 (8.6) NR (NR) 100 (10.7)

Reported in Cochrane review, however the two early supported
discharge arms were separated and are recombined in this
outcome. Scale range: 0-100. Final values.

Mean (SD)
Activities of daily living (barthel index) - Polarity - Higher values are better

Continuous outcomes (2)

Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N discharge, 6 month, N Baseline, N =99 month, N =99
=207 =207

Length of hospital stay (length of initial hospital stay) NA (NA) 36.7 (49.4) NA (NA) 42.2 (39.9)

(days)

Reported in Cochrane review, however the two early
supported discharge arms were separated and are
recombined in this outcome.

Mean (SD)
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better
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Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t6

Section Question Answer
: L L : . Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the
process randomisation process
Domain 2a: Risk of bias due to deviations from . o . Some concerns
the intended interventions (effect of Risk of bias for deviations from the intended
assignment to intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from o o Low
the intended interventions (effect of adhering ~ Risk of bias judgement for deviations from
to intervention) the intended interventions (effect of
adhering to intervention)
Domain 3. Bias due to missing outcome data ] o o Some concerns
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the ) o Low
outcome Risk-of-bias judgement for measurement of
the outcome
Domain 5. Bias in selection of the reported . o _ Low
result Risk-of-bias judgement for selection of the
reported result
Overall bias and Directness . o High
Risk of bias judgement
Overall bias and Directness . Partially applicable
Overall Directness (Outcome indirectness - due to the outcome
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Section Question Answer

including death and dependency when the outcome
should include only dependency)

Continuousoutcomes(1)-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t6

Section Question Answer
: : . L : . o Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended . . o . . . Some

interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended . o o . Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data _ o o Some
Risk-of-bias judgement for missing outcome data concerns

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o High
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable
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1 Continuousoutcomes(2)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t6

Section Question Answer
: L . : o . Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Some

interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended . o o . Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Some
Risk-of-bias judgement for missing outcome data concerns

Domain 4. Bias in measurement of the outcome _ o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result _ o _ Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o High
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

2

3 Hofstad, 2012

Bibliographic Hofstad, H; Naess, H; Moe-Nilssen, R; Skouen, JS; ESD Stroke Bergen - an RCT comparing two different schemes of early
Reference supported discharge after stroke with ordinary treatment: results from 3 months follow-up; Neurorehabilitation and neural
repair; 2012; vol. 26 (no. 6); 748
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Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Hofstad, H, Gjelsvik, BE, Naess, H et al. (2014) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
three and six months results of a randomised controlled trial comparing two early supported discharge schemes with
treatment as usual. BMC neurology 14: 239

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Gjelsvik, BEB, Smedal, T, Hofstad, H et al. (2013) Balance and walking outcome after stroke rehabilitation - a randomised
controlled trial comparing two early discharge models with treatment as usual. Cerebrovascular diseases (Basel,
Switzerland) 35(suppl3): 95

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2013) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
a randomized controlled trial comparing rehabilitation in a day unit or in the patients' homes with conventional treatment.
International journal of stroke 8(7): 582-587

Taule, T; Skouen, JS; Raheim, M (2013) Life changed existentially. A qualitative study of experiences 6 months post stroke.
Cerebrovascular diseases (Basel, Switzerland) 35suppl3: 764

Taule, T, Strand, LI, Assmus, J et al. (2015) Ability in daily activities after early supported discharge models of stroke
rehabilitation. Scandinavian journal of occupational therapy 22(5): 355-365

Taule, Tina, Strand, Liv Inger, Skouen, Jan Sture et al. (2015) Striving for a life worth living: stroke survivors' experiences of
home rehabilitation. Scandinavian journal of caring sciences 29(4): 651-61
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Trial name /
registration
number

Hofstad, 2013

Bibliographic
Reference

Study details

Secondary
publication of

another included

Named Bergen 2014 in the Cochrane review.

Hofstad, H; Naess, H; Moe-Nilssen, R; Skouen, JS; Early supported discharge after stroke in Bergen (ESD Stroke Bergen): a
randomized controlled trial comparing rehabilitation in a day unit or in the patients' homes with conventional treatment;
International journal of stroke; 2013; vol. 8 (no. 7); 582-587

Hofstad, H, Gjelsvik, BE, Naess, H et al. (2014) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
three and six months results of a randomised controlled trial comparing two early supported discharge schemes with
treatment as usual. BMC neurology 14: 239

study- see primary

study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported

associated with

discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:

this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the

in review

Cochrane review.

Other studies associated with this study:
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Trial name /
registration
number

Indredavik, 2000

Bibliographic
Reference

Gjelsvik, BEB, Smedal, T, Hofstad, H et al. (2013) Balance and walking outcome after stroke rehabilitation - a randomised
controlled trial comparing two early discharge models with treatment as usual. Cerebrovascular diseases (Basel,
Switzerland) 35(suppl3): 95

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2012) ESD Stroke Bergen - an RCT comparing two different schemes of early
supported discharge after stroke with ordinary treatment: results from 3 months follow-up. Neurorehabilitation and neural
repair 26(6): 748

Taule, T; Skouen, JS; Raheim, M (2013) Life changed existentially. A qualitative study of experiences 6 months post stroke.
Cerebrovascular diseases (Basel, Switzerland) 35suppl3: 764

Taule, T, Strand, LI, Assmus, J et al. (2015) Ability in daily activities after early supported discharge models of stroke
rehabilitation. Scandinavian journal of occupational therapy 22(5): 355-365

Taule, Tina, Strand, Liv Inger, Skouen, Jan Sture et al. (2015) Striving for a life worth living: stroke survivors' experiences of
home rehabilitation. Scandinavian journal of caring sciences 29(4): 651-61

Named Bergen 2014 in the Cochrane review.

Indredavik, B; Fjaertoft, H; Ekeberg, G; Lage, AD; March, B; Benefit of an extended stroke unit service with early supported
discharge: a randomized, controlled trial; Stroke; 2000; vol. 31 (no. 12); 2989-2994
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Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Fjaeroft, H; Rohweder, G; Indredavik, B (2011) Stroke unit care combined with early supported discharge improves 5-year
outcome. Stroke 42: 1707-1711

Fjaertoft, H, Indredavik, B, Ekeberg, G et al. (2000) Extended stroke unit service with early supported discharge co-
ordinated by a stroke team improves outcome for stroke patients. Proceedings of the consensus conference on stroke
treatment and service delivery, 7-8 november 2000, UK, edinburgh: royal college of physicians of edinburgh: 49abstpb33

Fjaertoft, H, Indredavik, B, Johnsen, R et al. (2004) Acute stroke unit care combined with early supported discharge. Long-
term effects on quality of life. A randomized controlled trial. Clinical rehabilitation 18(5): 580-586

Fjaertoft, H; Indredavik, B; Lydersen, S (2003) Stroke unit care combined with early supported discharge. Long term follow-
up of a randomized controlled trial. Proceedings of the 12th nordic meeting on cerebrovascular diseases, 17-20 september
2003, norway, oslo: 16 (Abst. O-004)

Fjaertoft, H, Indredavik, B, Magnussen, J et al. (2005) Early supported discharge for stroke patients improves clinical

outcome. Does it also reduce use of health services and costs? One-year follow-up of a randomized controlled trial.
Cerebrovascular diseases (Basel, Switzerland) 19(6): 376-383
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Trial name /
registration
number

Study type
Inclusion criteria

Exclusion criteria

Intervention(s)

Named Trondheim 2000 in the Cochrane review.

Randomised controlled trial (RCT)

Signs and symptoms of acute stroke from the city of Trondheim, Norway, who were admitted to the stroke unit; signs and
symptoms of an acute stroke according to the World Health Organisation definition of stroke; Scandinavian Stroke Scale
score between 2 and 57 points; living at home before the stroke; included within 72 hours after admission to the stroke unit
and within 7 days after the onset of symptoms; lack of participation in other trials; provision of informed consent.

No additional information.
Early supported discharge N=160

Hospital out-reach stroke team (nurse, physiotherapy, occupational therapy) based in the stroke unit who made contact with
patients in hospital, arranged discharge to home or rehabilitation unit, co-ordinated rehabilitation and support services and
provided follow-up. Variable duration of input. Team co-ordinated care which was largely delivered by other agencies. The
mobile team was based in the stroke unit but was designed to cooperate with the primary healthcare system and to offer
support during the first period after discharge. A member of the team collected basic information about the person and their
medical condition, comorbidity, the situation at home before the stroke and existing support from family, friends and
eventually the healthcare system. Together with the staff in the stroke unit, a preliminary evaluation of the needs of the
patient during the recovery phase was stable. The person, the family if possible, and representatives from the primary
healthcare system and the mobile stroke team participated. During the visit, a plan for further follow-up for necessary
nursing, support and rehabilitation was made. Furthermore, the different tasks necessary for the follow-up program were
delegated to dedicated members of the service system. The mobile stroke team was responsible for coordination of the
different agencies and activities. The team tried to establish a service and support system that allowed the patient to live at
home as soon as possible after the stroke and to continue necessary training and rehabilitation at home, in a day clinic, or
by a combination of those two alternatives. In most cases the primary role of the team was coordination, but for some
patients with more extensive needs, the team also offered training and support at home in addition to service from other
agencies. However, most of the service and support was offered by trained staff in the community healthcare system, which
played an important role in the support system. On the day of discharge, a dedicated discharge meeting was organised in
which all plans were again checked, and the person and family were informed in detail about further plans for treatment,
rehabilitation, support, help and follow-up. For people with very extensive deficits after the stroke who needed continuous
help and support 24 hours a day, a plan for further inpatient rehabilitation in a rehabilitation clinic were made in close
cooperation between the mobile team, the stroke unit and the rehabilitation clinics. Similar to the case for people who were
discharged directly to home, early discharge and further treatment/rehabilitation while the patient stayed at home were
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -

Number of days of

emphasised. Hence, the stay in rehabilitation clinics was kept as short as possible. The close follow-up by the mobile team
was present for the first month after discharge to home and was terminated with an outpatient consultation. The physician
who had treated the patient during the acute stage in the hospital (ie, the stroke unit), a member of the mobile team, the
person and eventually the family participated during this outpatient consultation. An evaluation and summary of the period
from stroke onset through the acute stage to the establishment at home were made. During this evaluation the patient and
the family were invited to present their view about plans that did not work, plans and goals that had to be changed, and
needs, hopes and worries they had for the future. An evaluation of the treatment program for secondary prophylaxis was
also made, and improvements and changes were introduced if necessary. A final report was sent to the family physician
with advice for further follow-up. The home nursing personnel and therapists or other members of the primary healthcare
system, when indicated, were also informed about the present condition of the patient, the treatment and rehabilitation thus
far, and further plans. After care by the outpatient clinic 1 month after discharge, the primary healthcare system was
responsible for all further follow-up but could immediately contact members of the stroke team if problems occurred that
were difficult to solve by the primary healthcare system alone. Three months after discharge, the person and their families
were invited to a meeting for a larger group of stroke patients. There they were generally informed about stroke and the
problems and possibilities for stroke victims.

Concomitant therapy: No additional information.
Not stated/unclear

Not stated/unclear

>2

Not stated/unclear
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rehabilitation
provided per week

Subgroup 5 - >6 weeks

Length of

intervention

Population No additional information.
subgroups

Comparator Usual care N=160

Conventional procedures with acute care and early rehabilitation in a stroke unit, and discharge home or to a rehabilitation
unit.

Concomitant therapy: No additional information.

Number of 320

participants

Indirectness No additional information.

Elements of the 1) Person-centred care - The person was involved in the process from the start.

study relating to
qualitative themes 2a) Clear and fair eligibility criteria - See inclusion criteria.

4b) Changing relationships with their partner - Family member involvement was emphasised in this study.
8b) The need for early supported discharge coordination - The team coordinated the process

8c) Who is in the team? - A nurse, a physiotherapist, an occupational therapist and the part-time services of a physician.

Additional
comments

142



DRAFT FOR CONSULTATION

Study arms

Early supported discharge (N = 160)

Hospital out-reach stroke team (nurse, physiotherapy, occupational therapy) based in the stroke unit who made contact with patients
in hospital, arranged discharge to home or rehabilitation unit, co-ordinated rehabilitation and support services and provided follow-up.
Variable duration of input. Team co-ordinated care which was largely delivered by other agencies. The mobile team was based in the
stroke unit but was designed to cooperate with the primary healthcare system and to offer support during the first period after
discharge. A member of the team collected basic information about the person and their medical condition, comorbidity, the situation
at home before the stroke and existing support from family, friends and eventually the healthcare system. Together with the staff in the
stroke unit, a preliminary evaluation of the needs of the patient during the recovery phase was stable. The person, the family if
possible, and representatives from the primary healthcare system and the mobile stroke team participated. During the visit, a plan for
further follow-up for necessary nursing, support and rehabilitation was made. Furthermore, the different tasks necessary for the follow-
up program were delegated to dedicated members of the service system. The mobile stroke team was responsible for coordination of
the different agencies and activities. The team tried to establish a service and support system that allowed the patient to live at home
as soon as possible after the stroke and to continue necessary training and rehabilitation at home, in a day clinic, or by a combination
of those two alternatives. In most cases the primary role of the team was coordination, but for some patients with more extensive
needs, the team also offered training and support at home in addition to service from other agencies. However, most of the service
and support was offered by trained staff in the community healthcare system, which played an important role in the support system.
On the day of discharge, a dedicated discharge meeting was organised in which all plans were again checked, and the person and
family were informed in detail about further plans for treatment, rehabilitation, support, help and follow-up. For people with very
extensive deficits after the stroke who needed continuous help and support 24 hours a day, a plan for further inpatient rehabilitation in
a rehabilitation clinic were made in close cooperation between the mobile team, the stroke unit and the rehabilitation clinics. Similar to
the case for people who were discharged directly to home, early discharge and further treatment/rehabilitation while the patient stayed
at home were emphasised. Hence, the stay in rehabilitation clinics was kept as short as possible. The close follow-up by the mobile
team was present for the first month after discharge to home and was terminated with an outpatient consultation. The physician who
had treated the patient during the acute stage in the hospital (ie, the stroke unit), a member of the mobile team, the person and
eventually the family participated during this outpatient consultation. An evaluation and summary of the period from stroke onset
through the acute stage to the establishment at home were made. During this evaluation the patient and the family were invited to
present their view about plans that did not work, plans and goals that had to be changed, and needs, hopes and worries they had for
the future. An evaluation of the treatment program for secondary prophylaxis was also made, and improvements and changes were
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introduced if necessary. A final report was sent to the family physician with advice for further follow-up. The home nursing personnel
and therapists or other members of the primary healthcare system, when indicated, were also informed about the present condition of
the patient, the treatment and rehabilitation thus far, and further plans. After care by the outpatient clinic 1 month after discharge, the
primary healthcare system was responsible for all further follow-up but could immediately contact members of the stroke team if
problems occurred that were difficult to solve by the primary healthcare system alone. Three months after discharge, the person and
their families were invited to a meeting for a larger group of stroke patients. There they were generally informed about stroke and the
problems and possibilities for stroke victims. Concomitant therapy: No additional information.

Usual care (N = 160)

Conventional procedures with acute care and early rehabilitation in a stroke unit, and discharge home or to a rehabilitation unit.

Concomitant therapy: No additional information.

Characteristics

Arm-level characteristics

Characteristic
% Female

Sample size
Mean age (SD) (years)

Mean (SD)
Ethnicity

Sample size
Comorbidities

Sample size

Early supported discharge (N = 160)
n=74;% =46

74 (NR)

n=NR; % =NR

n=NA; %=NA

144

Usual care (N = 160)

n=90; % =56

73.8 (NR)

n=NR; % =NR

n=NA ;% =NA
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Characteristic
Previous transient ischaemic attack

Sample size
Previous stroke

Sample size
Hypertension

Sample size
Myocardial infarction

Sample size
Atrial fibrillation

Sample size
Diabetes

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Mean (SD)
Modified Rankin scale

Mean (SD)

Early supported discharge (N = 160)

n=21;%=13

n=19; % =12

n=53; % =33

n=30;%=19

n=27;%=17

n=24;%=15

n=NR; % =NR

NR (NR)

3.3 (NR)
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Usual care (N = 160)

n=22;%=14

n=26;%=16

n=56; % =35

n=26;%=16

n=24;%=15

n=19;%=12

n=NR; % =NR

NR (NR)

3.4 (NR)
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Outcomes

Study timepoints
o Baseline
e 12 month (End of scheduled follow-up)

Dichotomous outcomes

Outcome Early supported Early supported Usual care, Usual care, 12
discharge, Baseline, N discharge, 12 month, N Baseline, N = month, N =160
=160 =160 160

Mortality n=0;%=0 n=13;%=8 n=0;%=0 n=15;%=9

Reported in the Cochrane review.

No of events

Physical dependency (death and dependency) n=NA; % =NA n=64;% =40 N=NA;%=NA n=81;%=51
Reported in the Cochrane review. Will be downgraded

for indirectness as the outcome includes mortality as

well as dependency.

No of events

Mortality - Polarity - Lower values are better
Physical dependency (death and dependency) - Polarity - Lower values are better
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Continuous outcomes (1)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 12
Baseline, N = 160 12 month, N =133 Baseline, N=160 month, N =124
Extended activities of daily living NR (NR) 32.2 (11.1) NR (NR) 31.1 (11.1)
(Frenchay Activity Index)
Reported in the Cochrane review.
Scale range: 0-45. Final values.
Mean (SD)
Extended activities of daily living (Frenchay Activity Index) - Polarity - Higher values are better
Continuous outcomes (2)
Outcome Early supported Early supported discharge, Usual care, Usual care, 12
discharge, Baseline, N= 12 month, N =134 Baseline, N=160 month, N =125
160
Psychological distress/mood NA (NA) 5.52 (5.83) NA (NA) 5.82 (6.34)
(Montgomery-Asberg Depression Scale?)

Reported in the Cochrane review. Scale
range: Unclear. Final values.

Mean (SD)
Psychological distress/mood (Montgomery-Asberg Depression Scale?) - Polarity - Lower values are better

Continuous outcomes (3)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 12

Baseline, N = 128 12 month, N = 128 Baseline, N=121 month, N =121
Carer Strain Index NR (NR) 23.39 (2.7) NR (NR) 22.58 (3.12)
Reported in the Cochrane review.

Scale range: 0-26. Final values.
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Outcome Early supported discharge, Early supported discharge, Usual care,
Baseline, N = 128 12 month, N = 128 Baseline, N = 121
Mean (SD)

Carer Strain Index - Polarity - Lower values are better
Carer outcomes

Continuous outcomes (4)

Outcome Early supported discharge, Early supported discharge, Usual care,
Baseline, N = 160 12 month, N = 160 Baseline, N = 160
Length of hospital stay (length of NA (NA) 18.6 (30) NA (NA)

initial hospital stay) (days)
Reported in the Cochrane review.

Mean (SD)

Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t12

Section Question

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended . . o . . .
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

148

Usual care, 12
month, N =121

Usual care, 12
month, N = 160

31.1 (30)

Answer

Some
concerns

Low
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Section Question
Domain 2b: Risk of bias due to deviations from the intended

Answer

Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Low

Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome

Low

Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result

Low

Risk-of-bias judgement for selection of the reported result

Overall bias and Directness ] o
Risk of bias judgement

Overall bias and Directness )
Overall Directness

1

Some
concerns

Directly
applicable

2  Dichotomousoutcomes-Physicaldependency(deathanddependency)-NoOfEvents-Early supported discharge-Usual care-t12

Section Question

Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation

process process

Domain 2a: Risk of bias due to deviations from the _ o _

intended interventions (effect of assignment to Risk of bias for deviations from the intended

intervention) interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the o o

intervention) intended interventions (effect of adhering to
intervention)
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Answer

Some concerns

Low

Low
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Section Question Answer
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome ) o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness . o Some concerns
Risk of bias judgement

Overall bias and Directness ] Partially applicable
Overall Directness (Outcome indirectness - includes death in
the outcome instead of just physical
dependency)

Continuousoutcomes(1)-Extendedactivitiesofdailyliving(FrenchayActivitylndex)-MeanSD-Early supported discharge-Usual care-t12

Section Question Answer
: : - L : . L Some
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process concerns
Domain 2a: Risk of bias due to deviations from the intended ] ] o ) ) ) Some
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)
Domain 2b: Risk of bias due to deviations from the intended _ o o . Low
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)
Domain 3. Bias due to missing outcome data Low

Risk-of-bias judgement for missing outcome data
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Section Question Answer

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness ) o High
Risk of bias judgement

Overall bias and Directness ) Directly
Overall Directness applicable

1

2  Continuousoutcomes(2)-Psychologicaldistress/mood(Montgomery-AsbergDepressionScale?)-MeanSD-Early supported discharge-Usual
3 care-t12

Section Question Answer
: o . : o . Some

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process concerns

Domain 2a: Risk of bias due to deviations from the intended . . o . . . Some

interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended _ o o _ Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ] o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness High

Risk of bias judgement
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Section
Overall bias and Directness

Question

Overall Directness

Continuousoutcomes(3)-CarerStrainindex-MeanSD-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Answer

Directly
applicable

Answer

Some
concerns

Some
concerns

Low

Low
Low
Low
High

Directly
applicable
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1 Continuousoutcomes(4)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t12

Section Question Answer
: : . o : o o Some

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process concerns

Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low

interventions (effect of assignment to intervention) Risk of bias f_or dewatlon_s from the intended interventions
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended ] o o ] Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome _ o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result _ o _ Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o Some
Risk of bias judgement concerns

Overall bias and Directness _ Directly
Overall Directness applicable

2
3 Kjaer, 2009
Bibliographic Kjaer, P; Skerris, A; Ostergaard, A; Skou, C; Christoffersen, J; Seest, LS; Multidisciplinary hometraining of stroke patients.

Reference A randomised control intervention; Gentofte Hospital Report; 2009
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Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type
Inclusion criteria

Exclusion criteria

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Rasmussen, R.S., Ostergaard, A., Kjaer, P. et al. (2016) Stroke rehabilitation at home before and after discharge reduced
disability and improved quality of life: a randomised controlled trial. Clinical rehabilitation 30(3): 225-236

Named Copenhagen 2009 in the Cochrane review.

Randomised controlled trial (RCT)

Acute stroke patients at least 18 years of age; premorbid Modified Rankin Score of 0-3; premorbid ability to live in own
home; patients hospitalised in our stroke unit for more than three days with focal neurological deficits; patients or caretakers
providing informed consent.

If they were terminal; premobidly unable to understand or speak the Danish language; previously included in this
investigation; living in or discharged to nursing homes; unable to take care of themselves in their own home with or without
assistance; relocated to other hospital departments after being admitted to the stroke unit; unable to participate in home-
based rehabilitation; had severe memory impairments causing them to fail to understand and act upon instructions; or a
baseline modified Barthel-100 ADL Index score of 91 or better.
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Recruitment /
selection of
participants

Intervention(s)

Early supported discharge N=38

Hospital out-reach multidisciplinary team, based within stroke unit. Co-ordinated and delivered low intensity (1 to 3 times
per week) home based rehabilitation for a period of 1 month. All staff were skilled in stroke care and co-ordinated via
weekly multidisciplinary meetings. The multidisciplinary team included a nurse, physiotherapists, occupational therapists
and physicians experienced in stroke treatment. Prior to home-based training a physician evaluated each intervention
inpatient to secure that the inpatient was able and fit to participate. As soon as an inpatient was able to train at home,
representatives of the team drove the inpatient home one to three times per week, where physician exercises and activities
of daily living were performed before the inpatient was returned to the hospital. For each inpatient, home training was based
upon the inpatient's needs and rehabilitation goals. The nurse participated in the home training if nursing intervention was
needed. During the first home visit, the team assessed if it was realistic for an inpatient to be directly discharged to the
home after further training. The inpatient's physical and cognitive abilities were observed and assessed in conjunction with
the inpatient's usual surroundings, and needs for aids and housing changes were considered. Subsequently, temporary
aids were provided from the hospital and installed by the team. The following home training was focused on the inpatient's
problems in performing relevant activities of daily living. At home, inpatients were tested and trained in difficult activities with
or without assistive devices. For example, inpatients were trained in transfers in their own beds and in personal hygiene in
their own bathrooms. Relatives were offered to participate in the inpatient's rehabilitation and training. During the home
visits, the patient's needs for functional training and for municipal services were constantly evaluated. Prior to a person's
discharge, team members participated in conferences together with municipality health care professionals to ensure that
patients would be able to live safely at home. after being discharged to their homes, intervention patients were given written
plans for training sessions, received help to perform activities of daily living and continued rehabilitation training at home
one to five days per week by the multidisciplinary team. Individual training sessions focused on the patient's occupational
problems and were performed either mono- or multi-disciplinary, but with an ongoing multidisciplinary evaluation of the
rehabilitation program. The training was tailored to the individual person's goals and targets, both in terms of content and
scope, and could take place at home or in public spaces; for example as traffic training, use of public transportation or
shopping. These ongoing therapeutic interventions were continued for up to four weeks according to the ability and needs
of the person. At least once in the home training period a follow-up visit by the team's nurse was done giving advice and
information to the person and/or relatives about subjects like stroke sequelae, lifestyle (smoking, alcohol, diet, hypertension
and more), medication, fatigue, dperession, incontinence, etc. The nurse helped people contacting their general practitioner
to facilitate follow-up and control visits when needed. About three weeks after hospital discharge, and before the end of
home training course, the multidisciplinary team's therapists made a rehabilitation plan for the patient in order to inform the
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municipality health care professionals of ongoing and future goals. Furthermore, the patient was offered to have one of the
multidisciplinary team's therapists participating in the first outpatient training in the municipality to facilitate the transition.
Thus, four weeks after hospital discharge, patients still in need of rehabilitation were provided treatments after standard
community guidelines.

Concomitant therapy: No additional information.

Subgroup 1 - Not stated/unclear
Ability to transfer

prior to

discharge/study

(with or without

use of aids)

Subgroup 2 - Not stated/unclear
Severity

Subgroup 3 - >2
Modified Rankin
scale

Subgroup 4 - <5 days
Number of days of
rehabilitation

provided per week

Subgroup 5 - <6 weeks

Length of

intervention

Population No additional information.
subgroups

Comparator Usual care N=33
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Number of
participants
Duration of follow-
up

Indirectness
Elements of the

study relating to
qualitative themes

Conventional discharge planning from combined acute/rehabilitation stroke unit and conventional after discharge care.
Control patients were treated following standard care procedures in the Stroke Unit. In order not to risk changing standard
procedures, members of the multidisciplinary team and other investigators did not interfere with standard procedures
besides testing control patients at baseline. After hospital discharge, all control patients were treated according to standard
procedures by municipality health care professionals. In order not to risk changing standard procedures, members of the
multidisciplinary team or other investigators did not interfere with standard procedures besides testing control patients at 90
days post-stroke.

Concomitant therapy: No additional information.
71

3 months (continuous outcomes), 5 months (dichotomous outcomes)

No additional information.

1) Person-centred care - The training is tailored to the individual person's goals and targets. The amount of therapy
depends on the needs of the person.

2a) Clear and fair eligibility criteria - See inclusion criteria.

5d) Suitability of home/equipment - The person's activities in the house and the needs for aids and housing changes were
considered.

7¢) Lack of training for carers - The stroke survivor received training for how they would work at home. Partners were also
offered to be involved in the training.

8c) Who is in the team? - A nurse, physiotherapists, occupational therapists and physicians.
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Study arms

Early supported discharge (N = 38)

Hospital out-reach multidisciplinary team, based within stroke unit. Co-ordinated and delivered low intensity (1 to 3 times per week)
home based rehabilitation for a period of 1 month. All staff were skilled in stroke care and co-ordinated via weekly multidisciplinary
meetings. The multidisciplinary team included a nurse, physiotherapists, occupational therapists and physicians experienced in stroke
treatment. Prior to home-based training a physician evaluated each intervention inpatient to secure that the inpatient was able and fit
to participate. As soon as an inpatient was able to train at home, representatives of the team drove the inpatient home one to three
times per week, where physician exercises and activities of daily living were performed before the inpatient was returned to the
hospital. For each inpatient, home training was based upon the inpatient's needs and rehabilitation goals. The nurse participated in the
home training if nursing intervention was needed. During the first home visit, the team assessed if it was realistic for an inpatient to be
directly discharged to the home after further training. The inpatient's physical and cognitive abilities were observed and assessed in
conjunction with the inpatient's usual surroundings, and needs for aids and housing changes were considered. Subsequently,
temporary aids were provided from the hospital and installed by the team. The following home training was focused on the inpatient's
problems in performing relevant activities of daily living. At home, inpatients were tested and trained in difficult activities with or without
assistive devices. For example, inpatients were trained in transfers in their own beds and in personal hygiene in their own bathrooms.
Relatives were offered to participate in the inpatient's rehabilitation and training. During the home visits, the patient's needs for
functional training and for municipal services were constantly evaluated. Prior to a person's discharge, team members participated in
conferences together with municipality health care professionals to ensure that patients would be able to live safely at home. after
being discharged to their homes, intervention patients were given written plans for training sessions, received help to perform activities
of daily living and continued rehabilitation training at home one to five days per week by the multidisciplinary team. Individual training
sessions focused on the patient's occupational problems and were performed either mono- or multi-disciplinary, but with an ongoing
multidisciplinary evaluation of the rehabilitation program. The training was tailored to the individual person's goals and targets, both in
terms of content and scope, and could take place at home or in public spaces; for example as traffic training, use of public
transportation or shopping. These ongoing therapeutic interventions were continued for up to four weeks according to the ability and
needs of the person. At least once in the home training period a follow-up visit by the team's nurse was done giving advice and
information to the person and/or relatives about subjects like stroke sequelae, lifestyle (smoking, alcohol, diet, hypertension and
more), medication, fatigue, dperession, incontinence, etc. The nurse helped people contacting their general practitioner to facilitate
follow-up and control visits when needed. About three weeks after hospital discharge, and before the end of home training course, the
multidisciplinary team's therapists made a rehabilitation plan for the patient in order to inform the municipality health care professionals
of ongoing and future goals. Furthermore, the patient was offered to have one of the multidisciplinary team's therapists participating in
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the first outpatient training in the municipality to facilitate the transition. Thus, four weeks after hospital discharge, patients still in need
of rehabilitation were provided treatments after standard community guidelines. Concomitant therapy: No additional information.

Usual care (N = 33)

Conventional discharge planning from combined acute/rehabilitation stroke unit and conventional after discharge care. Control patients
were treated following standard care procedures in the Stroke Unit. In order not to risk changing standard procedures, members of the
multidisciplinary team and other investigators did not interfere with standard procedures besides testing control patients at baseline.
After hospital discharge, all control patients were treated according to standard procedures by municipality health care professionals.
In order not to risk changing standard procedures, members of the multidisciplinary team or other investigators did not interfere with
standard procedures besides testing control patients at 90 days post-stroke. Concomitant therapy: No additional information.

Characteristics

Arm-level characteristics

Characteristic Early supported discharge (N = 38) Usual care (N = 33)
% Female n=22;% =58

n=19; % =58
Sample size
Mean age (SD) (years 78 (7210 84

ge (SD) (years) ( ) 79 (71 to 85)

Median (IQR)
Ethnicity n=NR; % =NR

n=NR; % =NR
Sample size
Comorbidities n=NR; % =NR

n=NR
Sample size
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Characteristic Early supported discharge (N = 38) Usual care (N = 33)
Ability to transfer prior to discharge/study n=NR; % =NR
n=NR; % =NR
Sample size
Severity NR (NR)
NR (NR)
Mean (SD)
Modified Rankin scale 4 (4t04)
4 (4t04)
Median (IQR)
Outcomes
Study timepoints
o Baseline
e 3 month (End of scheduled follow-up for continuous outcomes)
« 5 month (End of scheduled follow-up for dichotomous outcomes)
Dichotomous outcomes (1)
Outcome Early supported Early supported Early supported Usual care, Usual care, Usual care,
discharge, discharge, 3 discharge, 5 Baseline, N= 3 month, N 5 month, N
Baseline, N =50 month, N=50 month, N = 50 50 =50 =50
Mortality nN=0;%=0 N=NA;%=NA n=0;%=50 N=0;%=0 n=NA;% n=3;%=
Reported in the Cochrane review =NA 6

No of events
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Outcome Early supported Early supported Early supported Usual care, Usual care, Usual care,
discharge, discharge, 3 discharge, 5 Baseline, N = 3 month, N 5 month, N
Baseline, N=50 month, N=50 month, N = 50 50 =50 =50

Physical dependency (death or N=NA;%=NA n=NA;%=NA n=17;%=34 N=NA;%= n=NA;% n=25;%-=

dependency) NA =NA 50

Reported in the Cochrane review. Will be
downgraded for indirectness due to
including death in the outcome rather than
just physical dependency.

No of events

1 Mortality - Polarity - Lower values are better
2  Physical dependency (death or dependency) - Polarity - Lower values are better
3 Number of participants gathered from the Cochrane review, which included non-published data
4  Continuous outcomes (1)
Outcome Early supported Early supported Early supported Usual care,
discharge, Baseline, discharge, 3 month, discharge, 5 month, Baseline, N =
N =50 N =43 N =43 50
Activities of daily living  NA (NA) 19.5 (5) NA (NA) NA (NA)

(barthel index)

Reported in the Cochrane
review. Scale range:
unclear. Final values.

Mean (SD)

5 Activities of daily living (barthel index) - Polarity - Higher values are better
6 Number of participants gathered from the Cochrane review, which included non-published data
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1 Continuous outcomes (2)

Outcome Early supported Early supported Early supported Usual care, Usual care, 3 Usual care, 5
discharge, Baseline, discharge, 3 month, discharge, 5 month, Baseline, N= month, N= month,N=
N =50 N =50 N =50 50 50 50

Length of hospital stay NA (NA) NA (NA) 16.5 (10) NA (NA) NA (NA) 15 (16)

(length of initial hospital
stay) (days)

Reported in the Cochrane
review.

Mean (SD)

2 Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better
3 Number of participants gathered from the Cochrane review, which included non-published data

4  Dichotomous outcomes (2)

Outcome Early supported Early supported Early supported Usual care, Usual care, 3 Usual care, 5
discharge, Baseline, discharge, 3 month, N discharge, 5 month, N Baseline, N = month, N =44 month, N =44
N =50 =43 =43 50

Readmission to n=NA; % =NA n=NA; % =NA n=12; % =28 N=NA;%=NAn=NA;%= n=13;%=

hospital NA 30

Reported in the
Cochrane review.

No of events

5 Readmission to hospital - Polarity - Lower values are better

6 Number of participants gathered from the Cochrane review, which included non-published data
7

8
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1 Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

2  Dichotomousoutcomes(1)-Mortality-NoOfEvents-Early supported discharge-Usual care-t5

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

3

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Answer

Low

Some
concerns

Low

Low
Low
Low

Some
concerns

Directly
applicable

4  Dichotomousoutcomes(1)-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t5

Section Question Answer
: : . L : . o Low

Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation

process process
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the
reported result

Risk of bias judgement

Overall Directness

Answer

Some concerns

Low

Low

Low

Low

Some concerns

Partially applicable

(Outcome indirectness - outcome
includes death as well as physical
dependency)

Continuousoutcomes(1)-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t3

Section

Domain 1: Bias arising from the randomisation process

Question

Domain 2a: Risk of bias due to deviations from the intended

interventions (effect of assignment to intervention)

Risk of bias for deviations from the intended interventions

(effect of assignment to intervention)
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Section

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question Answer
i _ Low
Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)
. Low
Risk-of-bias judgement for missing outcome data
. . Some
Risk-of-bias judgement for measurement of the outcome concerns
. o . Low
Risk-of-bias judgement for selection of the reported result
: . High
Risk of bias judgement
. Directly
Overall Directness applicable

Continuousoutcomes(2)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t5

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Question Answer
_ Low
Risk of bias judgement for the randomisation process
: : - : : : Some
Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)
: . - : Low
Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)
: o . Low
Risk-of-bias judgement for missing outcome data
Low

Risk-of-bias judgement for measurement of the outcome
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Section
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

1

Question
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

2  Dichotomousoutcomes(2)-Readmissiontohospital-NoOfEvents-Early supported discharge-Usual care-t5

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness
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Mayo, 1998

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Mayo, N; Wood-Dauphinee, S; Tamblyn, R; Cote, R; Gayton, D; Carlton, J; Buttery, J; There's no place like home: a trial of
early discharge and intensive home rehabilitation post stroke; Cerebrovascular diseases (Basel, Switzerland); 1998; vol. 8
(no. Suppl 4); 94

Mayo, NE, Wood-Dauphinee, S, Coteé, R et al. (2000) There's no place like home : an evaluation of early supported
discharge for stroke. Stroke 31(5): 1016-1023

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Teng, J, Mayo, NE, Latimer, E et al. (2003) Costs and caregiver consequences of early supported discharge for stroke
patients. Stroke 34(2): 528-536

Named Montreal 2000 in the Cochrane review.
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Mayo, 2000

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type

Mayo, NE; Wood-Dauphinee, S; Cote, R; Gayton, D; Carlton, J; Buttery, J; Tamblyn, R; There's no place like home : an
evaluation of early supported discharge for stroke; Stroke; 2000; vol. 31 (no. 5); 1016-1023

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Mayo, N, Wood-Dauphinee, S, Tamblyn, R et al. (1998) There's no place like home: a trial of early discharge and intensive
home rehabilitation post stroke. Cerebrovascular diseases (Basel, Switzerland) 8 (Suppl 4): 94

Teng, J, Mayo, NE, Latimer, E et al. (2003) Costs and caregiver consequences of early supported discharge for stroke
patients. Stroke 34(2): 528-536

Named Montreal 2000 in the Cochrane review.

Randomised controlled trial (RCT)
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Inclusion criteria

Exclusion criteria

Recruitment /
selection of
participants

Intervention(s)

Subgroup 1 -
Ability to transfer
prior to
discharge/study

Acute stroke; persistent motor deficits after stroke; who had caregivers willing and able to provide live-in care for the person
over a 4-week period after discharge from hospital.

People who, by 28 days after stroke, still required the assistance of more than 1 person to walk; were people with cognitive
impairment (>5 errors on the Short Portable Mental Status Questionnaire); with important coexisting conditions that affected
their ability to function independently (eg, dialysis requirement, paraplegia).

Early supported discharge N=58

Community rehabilitation team providing intensive home rehabilitation. Team comprised nursing, physiotherapy,
occupational therapy, speech therapy and dietitian input. Intervention was co-ordinated and individualised. Intervention
lasted 4 weeks with further care as required. Team co-ordinated and delivered care. The home intervention consisted of
prompt discharge from hospital with the immediate provision of follow-up services by a multidisciplinary team offering
nursing, physical therapy, occupational therapy, speech therapy and dietary consultation. The duration of the intervention
was 4 weeks for all participants. Medical follow-up was arranged at discharge and was not a direct part of the intervention,
although project nurses were easily able to contact treating physicians when the need arose. Intervention, which was
individualised to the person's needs, was coordinated by the team member who had the most contact with the person; this
was usually the nurse or the physical therapist. Rehabilitation care was provided at home, and all people received at least 1
home visit from nursing personnel. Subsequent home visits were arranged as needed and supplemented with telephone
monitoring. The amount of therapy received by people was set by the therapist on the basis of assessment of need. People
were not scheduled to have >1 active treatment session per day, although a nursing visit was sometimes scheduled on the
same day as therapy. Arrangements for further care after intervention was also made as needed.

Concomitant therapy: No additional information.
Before study able to transfer with assistance of one from bed to chair

People were excluded if they required the assistance of more than one person to walk
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(with or without
use of aids)

Subgroup 2 - Not stated/unclear
Severity

Subgroup 3 - Not stated/unclear
Modified Rankin
scale

Subgroup 4 - Not stated/unclear
Number of days of

rehabilitation

provided per week

Subgroup 5 - <6 weeks

Length of

intervention 4 weeks

Population No additional information.
subgroups

Comparator Usual care N=56

Conventional care incorporated a variety of inpatient services (owing to health care cutbacks, only 27% of control patients
received home care or rehabilitation center care). The current practices for discharge planning and referral for follow-up
services. These comprised a range of services, including physiotherapy, occupational therapy and speech and language
therapy, as requested by the person's care provider and offered through extended acute-care hospital stay; inpatient or
outpatient rehabilitation; or home care via local community health clinics. People could also arrange for private care for
which they themselves paid (rehabilitation services are covered by the government only if offered through a designated
hospital or community center).

Concomitant therapy: No additional information.

Number of 114
participants

170



DRAFT FOR CONSULTATION

Indirectness No additional information.

Elements of the 1) Person-centred care - The intervention was individualised to the person's needs
study relating to
qualitative themes 2a) Clear and fair eligibility criteria - See inclusion criteria

4b) Changing relationship with their partner - Required a caregiver for inclusion
8b) The need for early supported discharge coordination - Coordinated by the team

8c) Who is in the team? - Nursing, physical therapy, occupational therapy, speech therapy and dietary consultation.
Treating physician available if they need it.

Study arms

Early supported discharge (N = 58)

Community rehabilitation team providing intensive home rehabilitation. Team comprised nursing, physiotherapy, occupational therapy,
speech therapy and dietitian input. Intervention was co-ordinated and individualised. Intervention lasted 4 weeks with further care as
required. Team co-ordinated and delivered care. The home intervention consisted of prompt discharge from hospital with the
immediate provision of follow-up services by a multidisciplinary team offering nursing, physical therapy, occupational therapy, speech
therapy and dietary consultation. The duration of the intervention was 4 weeks for all participants. Medical follow-up was arranged at
discharge and was not a direct part of the intervention, although project nurses were easily able to contact treating physicians when
the need arose. Intervention, which was indiviualised to the person's needs, was coordinated by the team member who had the most
contact with the person; this was usually the nurse or the physical therapist. Rehabilitation care was provided at home, and all people
received at least 1 home visit from nursing personnel. Subsequent home visits were arranged as needed and supplemented with
telephone monitoring. The amount of therapy received by people was set by the therapist on the basis of assessment of need. People
were not scheduled to have >1 active treatment session per day, although a nursing visit was sometimes scheduled on the same day
as therapy. Arrangements for further care after intervention was also made as needed. Concomitant therapy: No additional
information.
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Usual care (N = 56)

Conventional care incorporated a variety of inpatient services (owing to health care cutbacks, only 27% of control patients received
home care or rehabilitation center care). The current practices for discharge planning and referral for follow-up services. These
comprised a range of services, including physiotherapy, occupational therapy and speech and language therapy, as requested by the
person's care provider and offered through extended acute-care hospital stay; inpatient or outpatient rehabilitation; or home care via
local community health clinics. People could also arrange for private care for which they themselves paid (rehabilitation services are
covered by the government only if offered through a designated hospital or community center). Concomitant therapy: No additional

information.

Characteristics

Arm-level characteristics

Characteristic
% Female

Sample size
Mean age (SD) (years)

Mean (SD)
Ethnicity

Sample size
Comorbidities

Sample size
Ability to transfer prior to discharge/study

Early supported discharge (N = 58)
n=21;%=36.2

70.3 (12.7)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR
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n=16; % =28.6

69.6 (12.7)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR
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Characteristic
Sample size

Severity

Sample size
Modified Rankin scale

Mean (SD)

Outcomes

Study timepoints
o Baseline
e 3 month (End of scheduled follow-up)

Dichotomous outcomes

Outcome

Mortality
Reported in the Cochrane review.

No of events

Physical dependency (death or dependency)
Reported in the Cochrane review. Will be downgraded for

Early supported discharge (N = 58) Usual care (N = 56)

n=NR; % =NR
n=NR; % =NR

NR (NR) o

Early supported Early supported Usual care, Usual care, 3
discharge, Baseline, N discharge, 3 month, N Baseline, N = 56 month, N = 56

=58 =58
n=0;%=0 nN=2;%=3 n=0;%=0 n=0;%=0
n=NA;%=NA n=17;% =29 N=NA;%=NA n=24;% =43
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Outcome Early supported Early supported Usual care,

Usual care, 3

discharge, Baseline, N discharge, 3 month, N Baseline, N = 56 month, N = 56

= 58 =58

indirectness due to including mortality in the outcome rather
than just dependency.

No of events

Mortality - Polarity - Lower values are better
Physical dependency (death or dependency) - Polarity - Lower values are better

N =

3 Continuous outcomes (1)

Outcome Early supported discharge, Early supported discharge, Usual care,
Baseline, N = 56 3 month, N = 51 Baseline, N = 47
Person/participant generic health-related NA (NA) NA (NA) NA (NA)

quality of life (SF-36)
Scale range: 0-100. Final values.

Mean (SD)

SF-36 physical health 39.5 (9.6) 42.9 (10.1) 37.2 (8.4)
Mean (SD)

SF-36 Mental Health 45.8 (empty data) 46.5 (11.7) 45.7 (12.3)
Mean (SD)

4  Person/participant generic health-related quality of life (SF-36) - Polarity - Higher values are better
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Usual care, 3
month, N =44

NA (NA)

37.9 (10.6)

46.7 (10.8)
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Continuous outcomes (2)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 3
Baseline, N = 58 3 month, N =48 Baseline, N = 56 month, N =43
Activities of daily living (barthel 84.6 (14.4) 97.1 (6.9) 82.7 (13.9) 95.1 (10.6)
index)
Reported in the Cochrane review. Scale
range: 0-100. Final values.
Mean (SD)
Activities of daily living (barthel index) - Polarity - Higher values are better
Continuous outcomes (3)
Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 3
Baseline, N = 58 3 month, N = 51 Baseline, N = 56 month, N =44
Extended activities of daily living NR (NR) 11 (3.5) NR (NR) 9.5(3.9)
(OARS)

Reported in the Cochrane review. Scale
range: 0-14. Final values.

Mean (SD)
Extended activities of daily living (OARS) - Polarity - Higher values are better

Continuous outcomes (4)

Outcome Early supported discharge, Early supported discharge, 3 Usual care,
Baseline, N = 58 month, N = 58
Length of hospital stay (length of NA (NA)
initial hospital stay)

Usual care, 3
Baseline, N = 56 month, N = 56

9.8 (5.3) NA (NA) 12 (7.07)

Mean (SD)

Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better
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Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t3

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Answer

Low

Low

Low

Low
Low
Low
Low

Directly
applicable
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1  Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t3

Section Question Answer
: L . : o . Low
Domain 1: Bias arising from the randomisation  Risk of bias judgement for the randomisation
process process
Domain 2a: Risk of bias due to deviations from . . o . Low
the intended interventions (effect of assignment  Risk of bias for deviations from the intended
to intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from ] o o Low
the intended interventions (effect of adheringto  Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ] o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome Low

Risk-of-bias judgement for measurement of
the outcome
Domain 5. Bias in selection of the reported result o _ Low
Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness Low
Risk of bias judgement
Overall bias and Directness . Partially applicable
Overall Directness (Outcome indirectness - Includes death and
dependency when the outcome is asking about
dependency only)
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1 Continuousoutcomes(1)-Person/participantgenerichealth-relatedqualityoflife(SF-36)-SF-36physicalhealth-MeanSD-Early supported

2  discharge-Usual care-t3

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

3

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Answer

Low

Some
concerns

Low

Low
Low
Low

Some
concerns

Directly
applicable

4  Continuousoutcomes(1)-Person/participantgenerichealth-relatedqualityoflife(SF-36)-SF-36MentalHealth-MeanSD-Early supported

5 discharge-Usual care-t3

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
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Answer

Low

Some
concerns
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Section

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Continuousoutcomes(2)-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t3

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Question

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
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Answer
Low

Low
Low
Low

Some
concerns

Directly
applicable

Answer

Low

Some
concerns

Low

Low

Low
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Section
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Continuousoutcomes(3)-Extendedactivitiesofdailyliving(OARS)-MeanSD-Early supported discharge-Usual care-t3

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness
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Answer
Low

Some
concerns

Directly
applicable

Answer
Low

Some
concerns

Low

Low
Low
Low

Some
concerns

Directly
applicable
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1 Continuousoutcomes(4)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t3

Section Question Answer
: L . : o . Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low

interventions (effect of assignment to intervention) Risk of bias fpr dewahoqs from the intended interventions
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended . o o . Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness ] o Low
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

2
3 McNamee, 1998
Bibliographic McNamee, P; Christensen, J; Soutter, J; Rodgers, H; Craig, N; Pearson, P; Bond, J; Cost analysis of early supported

Reference hospital discharge for stroke; Age and ageing; 1998; vol. 27 (no. 3); 345-351
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1 Study details

Rodgers, H, Soutter, J, Kaiser, W et al. (1997) Early supported hospital discharge following acute stroke: pilot study results.

Secondary Clinical rehabilitation 11(4): 280-287
publication of

another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported

associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Other studies associated with this study:

Soutter, J, Rodgers, H, Pearson, P et al. (1998) Qualitatively: why an early supported discharge service for stroke
patients?. Clinical rehabilitation 12: 165

Trial name / Named Newcastle 1997 in the Cochrane review.
registration
number

2

3

4  Mhurchu, 2000

Bibliographic Mhurchu, CN; Anderson, C; Rubenach, S; Clark, M; Spencer, C; Home or hospital for stroke rehabilitation? Results of a
Reference randomised controlled trial; Cerebrovascular diseases (Basel, Switzerland); 2000; vol. 10 (no. Suppl 2); 61
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Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Anderson, C, Rubenach, S, Mhurchu, CN et al. (2000) Home or hospital for stroke rehabilitation? results of a randomized
controlled trial : I: health outcomes at 6 months. Stroke 31(5): 1024-1031

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CDO000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Anderson, C, Mhurchu, CN, Rubenach, S et al. (2000) Home or hospital for stroke Rehabilitation? Results of a randomized
controlled trial : II: cost minimization analysis at 6 months. Stroke 31(5): 1032-1037

Hackett, M, Anderson, C, Vandal, A et al. (2000) One year follow-up of a RCT of accelerated hospital discharge and home-
based stroke rehabilitation. Stroke 31(11): 2817-2818

Hackett, ML, Vandal, AC, Anderson, CS et al. (2002) Long-term outcome in stroke patients and caregivers following
accelerated hospital discharge and home-based rehabilitation. Stroke 33(2): 643-645

Rubenach, S, Anderson, C, Clark, M et al. (1998) Early supportive discharge and rehabilitation trial (ESPRIT) in stroke:
preliminary results. Australian and New Zealand journal of medicine 28: 498

Named Adelaide 2000 in the Cochrane review.
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Pandian, 2015

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details
Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type
Study location
Sources of funding

Inclusion criteria

Exclusion criteria

Intervention(s)

Pandian, JD; Felix, C; Kaur, P; Sharma, D; Julia, L; Toor, G; Arora, R; Gandhi, DB; Verma, SJ; Anderson, CS; et, al.; FAmily-
Led RehabiliTaTion aftEr Stroke in INDia: the ATTEND pilot study; International journal of stroke; 2015; vol. 10 (no. 4); 609-
614

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Named ATTEND pilot 2015 in the Cochrane review.

Randomised controlled trial (RCT)
India

At least 18 years of age with residual disability (defined as requiring help from another person for everyday activities); within
1 month of a clinically definite acute stroke of any pathological type except subarachnoid haemorrhage.

Assessed as being at a high probability of death within the next 6 months; were unable to identify a suitable family-
nominated caregiver for training and subsequent delivery of care.

Early supported discharge N=50
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

People with their family-nominated caregiver trained by a trial physiotherapist, using a structured assessment (cognition,
language, function, and mobility) and recommended rehabilitation package. "The evidence-based intervention package
included:

1. information on stroke recovery trajectory, risk, identification and management of low mood, and the importance of
repeated practice of task-specific activities;

2. joint goal setting with patient, nominated family caregiver, and therapist (reviewed with the therapist as patient
progresses and new goals set);

3. positioning, transfers, and mobility;
4. task-orientated training (particularly walking, upper-limb, and self-care tasks);
and 5. discharge planning

The local team developed a culturally appropriate, simple, pictorial 'manual’ covering key exercises relevant to ADL. In
addition to the manual, training exercises were also chosen from the website http://www.physiotherapyexercises.com or as
determined best for the patient by the therapist, all adhering to the intervention package". The caregiver training advised
commencing in the hospital for approximately 60 min per day for about 3 days (with the intention of accelerating the
patient's hospital discharge when safe). The caregiver would then continue the intervention when the patient was
discharged home. The trial therapist could be contacted through telephone for support and guidance over the next 3
months.

Concomitant therapy: No additional information.
Not stated/unclear
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Subgroup 2 - Not stated/unclear
Severity

Subgroup 3 - Not stated/unclear
Modified Rankin

scale

Subgroup 4 - Not stated/unclear

Number of days of
rehabilitation
provided per week

Subgroup 5 - Not stated/unclear
Length of

intervention

Population No additional information.
subgroups

Comparator Usual care N=54

Patients were free to access rehabilitation services provided on an in or outpatient basis after discharge from hospital but
caregivers were not provided with trial-specific training.

Concomitant therapy: No additional information.

Number of 104

participants

Duration of follow- 6 months

up

Indirectness No additional information.

Elements of the 2a) Clear and fair eligibility criteria - See inclusion criteria.

study relating to
qualitative themes
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4b) Changing relationships with their partner - The intervention is teaching the carer to provide rehabilitation, and so this is
a large element.

7c¢) Lack of training for carers - The intervention is about training the carer
7d) Limited support for carers - The intervention leads to the healthcare professionals providing more care to carers

8c) Who is in the team? - The input includes physiotherapy and the carer

Study arms

Early supported discharge (N = 50)

People with their family-nominated caregiver trained by a trial physiotherapist, using a structured assessment (cognition, language,
function, and mobility) and recommended rehabilitation package. "The evidence-based intervention package included: 1. information
on stroke recovery trajectory, risk, identification and management of low mood, and the importance of repeated practice of task-
specific activities; 2. joint goal setting with patient, nominated family caregiver, and therapist (reviewed with the therapist as patient
progresses and new goals set); 3. positioning, transfers, and mobility; 4. task-orientated training (particularly walking, upper-limb, and
self-care tasks); and 5. discharge planning The local team developed a culturally appropriate, simple, pictorial 'manual' covering key
exercises relevant to ADL. In addition to the manual, training exercises were also chosen from the website
http://www.physiotherapyexercises.com or as determined best for the patient by the therapist, all adhering to the intervention
package". The caregiver training advised commencing in the hospital for approximately 60 min per day for about 3 days (with the
intention of accelerating the patient's hospital discharge when safe). The caregiver would then continue the intervention when the
patient was discharged home. The trial therapist could be contacted through telephone for support and guidance over the next 3
months. Concomitant therapy: No additional information.

Usual care (N = 54)
Patients were free to access rehabilitation services provided on an in or outpatient basis after discharge from hospital but caregivers
were not provided with trial-specific training. Concomitant therapy: No additional information.
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1 Characteristics

2  Study-level characteristics

Characteristic
% Female

Sample size
Mean age (SD) (years)

Mean (SD)
Ethnicity

Sample size
Comorbidities

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Sample size
Modified Rankin scale

Sample size

188

Study (N = 104)
n=43; % =41

60 (13)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR
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Outcomes

Study timepoints
o Baseline
e 6 month (End of scheduled follow-up)

Dichotomous outcomes

Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, discharge, 6 month, N Baseline, N = month, N = 54
N =50 =50 54

Mortality n=0;%=0 n=13;% =26 n=0;%=0 n=7;%=13

Reported in the Cochrane review.

No of events

Physical dependency (death or dependency) n=NA; % =NA n=25;% =50 N=NA;%=NA n=30; % =56
Reported in the Cochrane review. Will be downgraded for

indirectness due to including mortality in the outcome instead

of just physical dependency.

No of events

Mortality - Polarity - Lower values are better
Physical dependency (death or dependency) - Polarity - Lower values are better

Continuous outcomes (1)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 6
Baseline, N = 50 6 month, N = 34 Baseline, N = 54 month, N = 41
Activities of daily living (barthel index) NR (NR) 18 (3.4) NR (NR) 16.5 (8.8)

Reported in the Cochrane review. Scale
range unclear. Final values.

189



N oo o A W

DRAFT FOR CONSULTATION

Outcome Early supported discharge, Early supported discharge, Usual care,
Baseline, N = 50 6 month, N = 34 Baseline, N = 54
Mean (SD)

Activities of daily living (barthel index) - Polarity - Lower values are better

Continuous outcomes (2)

Outcome Early supported discharge, Early supported discharge, Usual care,
Baseline, N = 50 6 month, N = 50 Baseline, N = 54
Length of hospital stay (length of NA (NA) 10 (7.1) NA (NA)

initial hospital stay) (day)
Reported in the Cochrane review.

Mean (SD)
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT
Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t6

Section

Question
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process
Domain 2a: Risk of bias due to deviations from the intended ] ] o ) ) )
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions

(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended ] o o )
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

190

Usual care, 6
month, N = 41

Usual care, 6
month, N = 54

11.5 (7.9)

Answer

Some
concerns

Some
concerns

Low
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Section
Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Answer
Low

Risk-of-bias judgement for missing outcome data

Low

Risk-of-bias judgement for measurement of the outcome

Low

Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Some
concerns

Directly
applicable

Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation
process

Domain 2a: Risk of bias due to deviations from
the intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from
the intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Question

Risk of bias judgement for the randomisation

process

Risk of bias for deviations from the intended

interventions (effect of assignment to

intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to

intervention)

Risk-of-bias judgement for missing outcome

data
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Answer

Some concerns

Some concerns

Low

Low
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Section Question Answer
Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the
outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness . o Some concerns
Risk of bias judgement

Overall bias and Directness Partially applicable

Overall Directness (Outcome indirectness - Includes mortality in
the outcome instead of just being physical
dependency)

Continuousoutcomes(1)-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t6

Section Question Answer
: o . : o . Some
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process concerns
Domain 2a: Risk of bias due to deviations from the intended . . o _ . . Some
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)
Domain 2b: Risk of bias due to deviations from the intended _ o o . Low
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)
Domain 3. Bias due to missing outcome data ] o o Low
Risk-of-bias judgement for missing outcome data
Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome
Domain 5. Bias in selection of the reported result Low

Risk-of-bias judgement for selection of the reported result
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Section
Overall bias and Directness

Overall bias and Directness

Question Answer
. L Some
Risk of bias judgement concerns
i Directly
Overall Directness applicable

Continuousoutcomes(2)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question Answer

: . L Some
Risk of bias judgement for the randomisation process concerns

: : - : : : Some
Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)

: . - : Low
Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

: o - Low
Risk-of-bias judgement for missing outcome data

. L Low
Risk-of-bias judgement for measurement of the outcome

: o : Low
Risk-of-bias judgement for selection of the reported result

. L Some
Risk of bias judgement concerns

: Directly

Overall Directness applicable
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Rafsten, 2019

Bibliographic Rafsten, Lena; Danielsson, Anna; Nordin, Asa; Bjorkdahl, Ann; Lundgren-Nilsson, Asa; Larsson, Maria E H; Sunnerhagen,
Reference Katharina S; Gothenburg Very Early Supported Discharge study (GOTVED): a randomised controlled trial investigating anxiety
and overall disability in the first year after stroke.; BMC neurology; 2019; vol. 19 (no. 1); 277

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type

Study location
Study setting
Study dates
Sources of funding

No additional information.

Rafsten, Lena; Danielsson, Anna; Sunnerhagen, Katharina S (2020) Self-perceived postural balance correlates with
postural balance and anxiety during the first year after stroke: a part of the randomized controlled GOTVED study. BMC
neurology 20(1): 410

NCT01622205

Randomised controlled trial (RCT)

Sweden (Gothenburg).

Initially inpatient to home-based (early supported discharge).
September 2011 to April 2016.

Supported in part by grants from The Swedish Research Council (VR 2012-70X-22122-01-3VR2017-00946) and the Health
Medical Care Committee of the Regional Executive Board, Region Vastra Gotaland, the Gothenburg Centre for Person-
Centred Care, King Gustaf V's and Queen Victoria's Freemasons Foundation, the Swedish National Stroke Association,
Local Research and Development Board for Gothenburg and South Bohuslan, Felix Neubergh's Foundation, Hjalmar
Svensson's Research Foundation, Greta and Einar Asker's Foundation, Swedish Heart and Lung Foundation, Agneta
Prytz-Folkes and Gosta Folkes foundation, FRF foundation and Sahlgrenska University Hospital funds.
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Inclusion criteria

Exclusion criteria

Recruitment /
selection of
participants

Intervention(s)

Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Ischaemic or haemorrhagic stroke confirmed according to World Health Organisation criteria; age 18 years or older;
residence within 30 minutes by car of the stroke unit; a National Institute of Health Stroke Scale (NIHSS) score of 0-16
points, which corresponds to mild-to-moderate stroke; a Barthel Index score of 50 points or more on day 2; a Montreal
Cognitive Assessment index of 26 points or less if Barthel Index = 100.

People with a life expectancy <1 year (e.g., with severe malignancy) or who could neither speak nor communicate in
Swedish prior to stroke.

People from a stroke unit at the Sahlgrenska University Hospital were consecutively included in the study.

Early supported discharge N=69

Very early supported discharge. Continued rehabilitation in their homes from a rehabilitation team consisting of a
physiotherapist, an occupational therapist, and a stroke nurse from the stroke care unit. To plan the rehabilitation, the
person was asked to formulate their goals at a goal-setting meeting prior to discharge, and after that, an individual
rehabilitation programme was designed. Common goals were to be able to go out and buy food, take care of the laundry,
travel by bus or tram, and manage the bills. The people who received very early supported discharge received 2-4 visits per
week by the physiotherapist and/or occupational therapist and if necessary 1-2 visits by the stroke nurse, with a maximum
length of 4 weeks. In addition to training, the intervention also included tips on various activities to learn how to handle and
adapt to different everyday activities and situations. If needed, the person could be referred to the outpatient rehabilitation
team who would carry on the rehabilitation when discharged from the very early supported discharge.

Concomitant therapy: No additional information.
Not stated/unclear

Mild (or NIHSS 1-5)
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Mild to moderate (and early severe) (0-16) allowed in the study. Median value 3 (1-5).

Subgroup 3 - Mixed

Modified Rankin

scale Median 2 (IQR 2-3)
Subgroup 4 - <5 days

Number of days of

rehabilitation Assumed from the number of contacts with professionals that can be had.
provided per week

Subgroup 5 - <6 weeks

Length of

intervention 4 weeks

Population No additional information.
subgroups

Comparator Usual care N=71

People were discharged when they were medically stable and no longer in need of stroke unit care. In accordance with the
stroke unit's usual discharge routines, the people had neither a goal-setting meeting nor a follow up by the stroke team, but
they could, if necessary, be referred to continued outpatient rehabilitation.

Concomitant therapy: No additional information.

Number of 140

participants

Duration of follow- 12 months

up

Indirectness No additional information.

Elements of the 1) Person-centred care - Based on goal setting that is individual to the person. The number of visits are dependent on the

study relating to person's needs. There is a maximal duration for care, but if people require more care they can be seen as outpatients.
qualitative themes
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2a) Clear and fair eligibility criteria - See inclusion criteria.
8b) The need for early supported discharge coordination - No mention of coordination.

8c) Who is in the team? - Physiotherapist, occupational therapist, stroke nurse.

Additional No additional information. Appears to be available case analysis.
comments

Study arms

Early supported discharge (N = 69)

Very early supported discharge. Continued rehabilitation in their homes from a rehabilitation team consisting of a physiotherapist, an
occupational therapist, and a stroke nurse from the stroke care unit. To plan the rehabilitation, the person was asked to formulate their
goals at a goal-setting meeting prior to discharge, and after that, an individual rehabilitation programme was designed. Common goals
were to be able to go out and buy food, take care of the laundry, travel by bus or tram, and manage the bills. The people who received
very early supported discharge received 2-4 visits per week by the physiotherapist and/or occupational therapist and if necessary 1-2
visits by the stroke nurse, with a maximum length of 4 weeks. In addition to training, the intervention also included tips on various
activities to learn how to handle and adapt to different everyday activities and situations. If needed, the person could be referred to the
outpatient rehabilitation team who would carry on the rehabilitation when discharged from the very early supported discharge.
Concomitant therapy: No additional information.

Usual care (N=71)

People were discharged when they were medically stable and no longer in need of stroke unit care. In accordance with the stroke
unit's usual discharge routines, the people had neither a goal-setting meeting nor a follow up by the stroke team, but they could, if
necessary, be referred to continued outpatient rehabilitation. Concomitant therapy: No additional information.
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1 Characteristics

2 Arm-level characteristics

Characteristic Early supported discharge (N = 69) Usual care (N = 71)
% Female n=27;% =39

n=27;% =38
Sample size
Mean age (SD) (years 75 (11

ge (SD) (years) (11) 73 (12)

Mean (SD)
Ethnicity n=NR; % =NR

n=NR; % =NR
Sample size
Comorbidities n=NR; % =NR

n=NR; % =NR
Sample size
Ability to transfer prior to discharge/study n=NR; % =NR

n=NR; % =NR
Sample size
Severit 3(1to5

g ( ) 2 (1to5)

Median (IQR)
Modified Rankin scale 2 (210 3)

2 (210 3)
Median (IQR)
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Outcomes

Study timepoints
o Baseline
e 12 month (End of scheduled follow-up)

Dichotomous outcome

Outcome Early supported discharge, Early supported discharge, 12 Usual care, Usual care, 12
Baseline, N = 69 month, N = 69 Baseline, N = 71 month, N = 71

Mortality n=NA; % =NA n=1;%=2 n=NA;%=NA n=1;%=1

From PRISMA diagram - 1 in

each group

No of events
Mortality - Polarity - Lower values are better

Continuous outcome

Outcome Early supported discharge, Early supported discharge, 12
Baseline, N = 69 month, N = 69

Length of hospital NA (NA) 11.8 (6.7)

stay (day)

Mean (SD)

Length of hospital stay - Polarity - Lower values are better
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1 Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

2  Dichotomousoutcome-Mortality-NoOfEvents-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Continuousoutcome-Lengthofhospitalstay-MeanSD-Early supported discharge-Usual care-t12

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
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Answer

Low

Low

Low

Low
Low
Low
Low

Directly
applicable

Answer

Low

Low
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Section Question Answer
Domain 2b: Risk of bias due to deviations from the intended ] o o ] Low
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)
Domain 3. Bias due to missing outcome data ] o o Low
Risk-of-bias judgement for missing outcome data
Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome
Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result
Overall bias and Directness _ o Low
Risk of bias judgement
Overall bias and Directness _ Directly
Overall Directness applicable
Rafsten, 2020
Bibliographic Rafsten, Lena; Danielsson, Anna; Sunnerhagen, Katharina S; Self-perceived postural balance correlates with postural
Reference balance and anxiety during the first year after stroke: a part of the randomized controlled GOTVED study.; BMC neurology;

2020; vol. 20 (no. 1); 410

Study details

Rafsten, Lena, Danielsson, Anna, Nordin, Asa et al. (2019) Gothenburg Very Early Supported Discharge study (GOTVED):
Secondary a randomised controlled trial investigating anxiety and overall disability in the first year after stroke. BMC neurology 19(1):

publication of
another included
study- see primary
study for details
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Other publications No additional information.
associated with

this study included

in review

Rasmussen, 2016

Bibliographic Rasmussen, R.S.; Ostergaard, A.; Kjaer, P.; Skerris, A.; Skou, C.; Christoffersen, J.; Seest, L.S.; Poulsen, M.B.; Ronholt, F.;
Reference Overgaard, K.; Stroke rehabilitation at home before and after discharge reduced disability and improved quality of life: a
randomised controlled trial; Clinical rehabilitation; 2016; vol. 30 (no. 3); 225-236

Study details
Kjaer, P, Skerris, A, Ostergaard, A et al. (2009) Multidisciplinary hometraining of stroke patients. A randomised control

Secondary intervention. Gentofte Hospital Report
publication of

another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Other studies associated with this study:
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Rasmussen, R.S., Ostergaard, A., Kjaer, P. et al. (2016) Stroke rehabilitation at home before and after discharge reduced
disability and improved quality of life: a randomised controlled trial. Clinical rehabilitation 30(3): 225-236

Trial name / Named Copenhagen 2009 in the Cochrane review.
registration
number

Rodgers, 1997

Bibliographic Rodgers, H; Soutter, J; Kaiser, W; Pearson, P; Dobson, R; Skilbeck, C; Bond, J; Early supported hospital discharge
Reference following acute stroke: pilot study results; Clinical rehabilitation; 1997; vol. 11 (no. 4); 280-287

Study details
No additional information.
Secondary
publication of
another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Other studies associated with this study:
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Trial name /
registration
number

Study type
Sources of funding
Inclusion criteria

Exclusion criteria

Recruitment /
selection of
participants

Intervention(s)

McNamee, P, Christensen, J, Soutter, J et al. (1998) Cost analysis of early supported hospital discharge for stroke. Age
and ageing 27(3): 345-351

Soutter, J, Rodgers, H, Pearson, P et al. (1998) Qualitatively: why an early supported discharge service for stroke
patients?. Clinical rehabilitation 12: 165

Named Newcastle 1997 in the Cochrane review.

Randomised controlled trial (RCT)
Funded by National CVD & Stroke R & D Programme, and by Newcastle Health Authority Primary Care Development Fund.

Their home address was in Newcastle; they were not living in residential or nursing home care prior to the incident stroke;
they were not severely handicapped prior to the incident stroke (Oxford Handicap Scale 0-3); medically stable with a
Barthel Activities of Daily Living Index between 5 and 19 at the 72 hours post stroke.

Other condition likely to preclude rehabilitation.

Early supported discharge N=46

Community in-reach multidisciplinary rehabilitation team with a specialist interest in stroke and co-ordinated through weekly
multidisciplinary meetings. Medical support by general practitioner and stroke physician. Rehabilitation team contacted
patients and carers and carried out assessment of home circumstances prior to discharge. Following discharge, daily
therapy and home care could be provided if required. Median duration of input was 9 weeks (range 1 to 44 weeks). Team
co-ordinated and delivered care. The structure of the team was a pragmatic decision, based upon the anticipated workload,
the available resources and views of the leaders of local services. The team consisted of a service coordinator (a job share
between an occupational therapist and physiotherapist); 1.25 whole time equivalent (wte) senior occupational therapists;
0.75 wte senior physiotherapist; 0.5 wte speech and language therapist; 0.5 wte social worker; 0.3 wte occupational therapy
technician; 1.0 wte secretary. Nursing posts were not established as the district nursing service preferred that nursing care
for stroke patients was provided by the primary care team. Postdischarge medical care was provided by the person's
general practitioner with support as required from a consultant with an interest in stroke medicine. Home care services,
when required, were provided to people randomised to early supported discharge by Newcastle City Health Trust. Home
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

care workers were given specific training in the needs and care of stroke patients. Prior to implementing the new service
there was an opportunity for the Stroke Discharge Team to develop methods of interdisciplinary working and
communication systems with patients and carers, within the team and with other professionals in health and social services.
These included weekly interdisciplinary team meetings; a key worker approach; multiprofessional case notes; a patient-held
record which remained with the person and to which the person and carer were encouraged to contribute; information
sheets for the person and their family; review meetings involving the person and carers in their own homes. The team
aimed to establish a relationship with referred stroke survivors and their families early during their hospital stay and
members liaised closely with ward and rehabilitation staff, attended ward multidisciplinary meetings, and on occasion
carried out joint assessments. In partnership with the person and carer, and the ward and community staff, the team
attempted to plan and provide a smooth organised discharge and to identify continuing rehabilitation and social needs.
Home visits were carried out by a member of the team without the person. This allowed carers an opportunity to express
concerns and worries away from the clinical setting. On the day of discharge a member of the team brought the person
home, providing encouragement and support at what was a stressful time for many people and carers. In addition, this was
an opportunity to reassure the person and carer that plans for rehabilitation and social support were in place. The stroke
discharge rehabilitation service was available five days per week but the home care component of the service was available
24 hours per day and seven days per week if required. There was no time limit as to how long members of the team
continued to be involved with individual people. Carers as a whole felt able to take continued responsibility for the
rehabilitation after some time. There was a small group of people who required continued social support which was
provided through social services. The stroke discharge service was withdrawn gradually and a contact name and number
was provided to people in case of subsequent queries or problems.

Concomitant therapy: No additional information.
Not stated/unclear

Not stated/unclear

205



DRAFT FOR CONSULTATION

Subgroup 3 - Not stated/unclear
Modified Rankin

scale

Subgroup 4 - 7 days

Number of days of

rehabilitation Up to 7 days per week
provided per week

Subgroup 5 - Other

Length of

intervention As long as required
Population No additional information.
subgroups

Comparator Usual care N=46

These patients received conventional hospital care, usually provided in general medical wards (less than half the patients
received organised multidisciplinary stroke unit care).

Concomitant therapy: No additional information.

Number of 92

participants

Duration of follow- 12 months

up

Indirectness No additional information.

Elements of the 1) Person-centred care - Care was provided for as long as the person needed. Care planning was agreed with the person.

study relating to Collaborative process.
qualitative themes

2a) Clear and fair eligibility criteria - See inclusion criteria.
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4b) Changing relationship with their partner - Carer involvement is emphasised throughout and ultimately the carer was
expected to take over at the end of the process.

5d) Suitability of home/equipment - A home visit is taken to address concerns

7b) Not involved in decision making - Steps taken to include the person and the carer in the decision making processes
7d) Limited support for carers - Additional support was added in to discuss carer concerns while at a home visit

8f) Access to professionals when you need them - Professionals available 24 hours a day, 7 days a week

10a) Providing therapy for as long as it is needed - Therapy is provided for as long as necessary

10b) Early supported discharge bridging the gap between inpatient and community services - Some parts of the package
were delivered by community care, whiles others were by the ESD team and so helps with transition of care.

Additional No additional information.
comments

Study arms

Early supported discharge (N = 46)

Community in-reach multidisciplinary rehabilitation team with a specialist interest in stroke and co-ordinated through weekly
multidisciplinary meetings. Medical support by general practitioner and stroke physician. Rehabilitation team contacted patients and
carers and carried out assessment of home circumstances prior to discharge. Following discharge, daily therapy and home care could
be provided if required. Median duration of input was 9 weeks (range 1 to 44 weeks). Team co-ordinated and delivered care. The
structure of the team was a pragmatic decision, based upon the anticipated workload, the available resources and views of the leaders
of local services. The team consisted of a service coordinator (a job share between an occupational therapist and physiotherapist);
1.25 whole time equivalent (wte) senior occupational therapists; 0.75 wte senior physiotherapist; 0.5 wte speech and language
therapist; 0.5 wte social worker; 0.3 wte occupational therapy technician; 1.0 wte secretary. Nursing posts were not established as the
district nursing service preferred that nursing care for stroke patients was provided by the primary care team. Postdischarge medical
care was provided by the person's general practitioner with support as required from a consultant with an interest in stroke medicine.
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Home care services, when required, were provided to people randomised to early supported discharge by Newcastle City Health
Trust. Home care workers were given specific training in the needs and care of stroke patients. Prior to implementing the new service
there was an opportunity for the Stroke Discharge Team to develop methods of interdisciplinary working and communication systems
with patients and carers, within the team and with other professionals in health and social services. These included weekly
interdisciplinary team meetings; a key worker approach; multiprofessional case notes; a patient-held record which remained with the
person and to which the person and carer were encouraged to contribute; information sheets for the person and their family; review
meetings involving the person and carers in their own homes. The team aimed to establish a relationship with referred stroke survivors
and their families early during their hospital stay and members liaised closely with ward and rehabilitation staff, attended ward
multidisciplinary meetings, and on occasion carried out joint assessments. In partnership with the person and carer, and the ward and
community staff, the team attempted to plan and provide a smooth organised discharge and to identify continuing rehabilitation and
social needs. Home visits were carried out by a member of the team without the person. This allowed carers an opportunity to express
concerns and worries away from the clinical setting. On the day of discharge a member of the team brought the person home,
providing encouragement and support at what was a stressful time for many people and carers. In addition, this was an opportunity to
reassure the person and carer that plans for rehabilitation and social support were in place. The stroke discharge rehabilitation service
was available five days per week but the home care component of the service was available 24 hours per day and seven days per
week if required. There was no time limit as to how long members of the team continued to be involved with individual people. Carers
as a whole felt able to take continued responsibility for the rehabilitation after some time. There was a small group of people who
required continued social support which was provided through social services. The stroke discharge service was withdrawn gradually
and a contact name and number was provided to people in case of subsequent queries or problems. Concomitant therapy: No
additional information.

Usual care (N = 46)
These patients received conventional hospital care, usually provided in general medical wards (less than half the patients received
organised multidisciplinary stroke unit care). Concomitant therapy: No additional information.
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1 Characteristics

2 Arm-level characteristics

Characteristic
% Female

Sample size
Mean age (SD) (years)

Median (IQR)
Ethnicity

Sample size
Comorbidities

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Sample size
Modified Rankin scale

Mean (SD)

Early supported discharge (N = 46)
n=20;% =43

73 (47 to 93)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR

NR (NR)

209

Usual care (N = 46)

n=22;% =48

73 (44 to 91)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

NR (NR)
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Outcomes

Study timepoints
o Baseline
e 12 month (End of scheduled follow-up)

Dichotomous outcomes

Outcome Early supported
discharge, Baseline, N
= 46

Mortality n=NA; % =NA

Reported in the Cochrane review.

No of events

Physical dependency (death or dependency) n=NA; %=NA

Reported in the Cochrane review. Will be downgraded

for indirectness due to including death as well as

physical dependency.

No of events

Readmission to hospital n=NA; %=NA

Reported in the Cochrane review.

No of events
Mortality - Polarity - Lower values are better

Early supported
discharge, 12 month, N
=46

nN=2;%=4
n=22;% =48
n=5;%=11

Physical dependency (death or dependency) - Polarity - Lower values are better

Readmission to hospital - Polarity - Lower values are better

210

Usual care, Usual care, 12
Baseline, N =46 month, N = 46

N=NA;%=NA n=4;%=9

n=NA;%=NA n=28; % =61

N=NA;%=NA n=5;%=11
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Continuous outcomes (1)

Outcome Early supported Early supported Usual care, Usual care, 12
discharge, Baseline, N = discharge, 12 month, N= Baseline, N=46 month, N =42
46 45

Extended activities of daily living NR (NR) 10 (13) NR (NR) 7 (15)

(Nottingham extended activities of daily

living)

Reported in the Cochrane review. Scale range:
unclear. Final values.
Mean (SD)

Psychological distress/mood (Wakefield NR (NR) 3(2.9) NR (NR) 3(2.9)
depression inventory)

Reported in the Cochrane review. Scale range:

Unclear. Final values.

Mean (SD)

Extended activities of daily living (Nottingham extended activities of daily living) - Polarity - Higher values are better
Psychological distress/mood (Wakefield depression inventory) - Polarity - Lower values are better

Continuous outcomes (2)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 12
Baseline, N = 46 12 month, N = 44 Baseline, N = 46 month, N = 42
Length of hospital stay (length of NA (NA) 21.6 (24.59) NA (NA) 33.8 (35.22)

initial hospital stay) (days)
Reported in the Cochrane review.

Mean (SD)
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better
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Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Continuousoutcomes(1)-Extendedactivitiesofdailyliving(Nottinghamextendedactivitiesofdailyliving)-MeanSD-Early supported discharge-

Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome

Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Question

Risk of bias judgement for the randomisation process

212

Answer

Low

Some
concerns

Low

Low

Some
concerns

Low
High

Directly
applicable

Answer

Low
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Section

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result

Risk of bias judgement

Overall Directness

Dichotomousoutcomes-Readmissiontohospital-NoOfEvents-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
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Answer

Some
concerns

Low

Low
Low
Low

Some
concerns

Directly
applicable

Answer
Low

Some
concerns

Low

Low
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Section Question Answer

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness . o Some
Risk of bias judgement concerns

Overall bias and Directness ) Directly
Overall Directness applicable

Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t12

Section Question Answer
: L . : o L Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation
process process
Domain 2a: Risk of bias due to deviations from . . o . Some concerns
the intended interventions (effect of assignment ~ Risk of bias for deviations from the intended
to intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from . o o Low
the intended interventions (effect of adhering to ~ Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data

Domain 4. Bias in measurement of the outcome ) o
Risk-of-bias judgement for measurement of the

outcome
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Section Question

Domain 5. Bias in selection of the reported result o _
Risk-of-bias judgement for selection of the
reported result

Overall bias and Directness ) o
Risk of bias judgement

Overall bias and Directness )
Overall Directness

Answer

Low

Some concerns

Partially applicable

(Outcome indirectness - Downgraded for
including death and dependency rather than
just dependency)

Continuousoutcomes(1)-Psychologicaldistress/mood(Wakefielddepressioninventory)-MeanSD-Early supported discharge-Usual care-

t12
Section Question Answer
: : . . : . o Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended . . o _ . . Some

interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended _ o o . Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data . o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome . o Some
Risk-of-bias judgement for measurement of the outcome concerns

Domain 5. Bias in selection of the reported result ) o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness High

Risk of bias judgement
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Section
Overall bias and Directness

Question

Overall Directness

Answer

Directly
applicable

Continuousoutcomes(2)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome

Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Answer

Low

Some
concerns

Low

Low

Some
concerns

Low
High

Directly
applicable
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Ronning, 1998

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type
Sources of funding
Inclusion criteria

Exclusion criteria

Intervention(s)

Renning, OM; Guldvog, B; Outcome of subacute stroke rehabilitation: a randomized controlled trial; Stroke; 1998; vol.
29 (no. 4); 779-784

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Named Akershus 1998 in the Cochrane review.

Randomised controlled trial (RCT)
Supported by grants from the National Association for Heart and Vascular Diseases.

Acute stroke patients 60 years of age or older; a Scandinavian Stroke Scale score between 12 and 52; conscious on
admission; could cooperate in the rehabilitation program (scored at least 4 points on the subject orientation section of the
Scandinavian Stroke Scale). People with recurrent strokes and malignant diseases not in the terminal stages were
included.

People who were comatose or somnolent on admission (even if they showed improvement in consciousness during the first
few days after hospitalisation); people admitted from nursing homes.

Early supported discharge N=124
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of
rehabilitation
provided per week

Subgroup 5 -
Length of
intervention

Community rehabilitation provided by a variety of municipality-based rehabilitation services (41% admitted to nursing
homes for rehabilitation, 25% received ambulatory physiotherapy, 4% speech therapy, 30% no treatment). Community
rehabilitation services did not specialise in stroke and were not consistently co-ordinated through regular multidisciplinary
team meetings. Medical input from primary care physician with variable degree of nursing input. The rehabilitation services
offered to stroke survivors consisted of nursing home rehabilitation, on either an inpatient or day-patient basis and further
ambulatory rehabilitation by a visiting physical therapist, speech therapist and/or nurse. There was thorough communication
between the hospital and the primary health care provider before transfer of the person to the community. For stroke
survivors with speech disorders, the speech therapist in the hospital obtained information about follow-up in the

community.

Concomitant therapy: No additional information.
Not stated/unclear

Not stated/unclear

Not stated/unclear

Not stated/unclear

Not stated/unclear

218



oO~NO O~ W N

DRAFT FOR CONSULTATION

Population No additional information.
subgroups
Comparator Usual care N=127

Control patients received conventional inpatient rehabilitation in a 6-bed bay of a rehabilitation unit. This comprised
multidisciplinary rehabilitation provided by staff with a specialist interest in stroke rehabilitation and co-ordinated through
weekly team meetings.

Concomitant therapy: No additional information.

Number of 251

participants

Duration of follow- 7 months.

up

Indirectness No additional information.

Elements of the 8b) The need for early supported discharge coordination - No information about coordination.

study relating to
qualitative themes 8c) Who is in the team? - Physiotherapist, speech therapist and nurse

Additional No additional information.
comments

Study arms

Early supported discharge (N = 124)

Community rehabilitation provided by a variety of municipality-based rehabilitation services (41% admitted to nursing homes for
rehabilitation, 25% received ambulatory physiotherapy, 4% speech therapy, 30% no treatment). Community rehabilitation services did
not specialise in stroke and were not consistently co-ordinated through regular multidisciplinary team meetings. Medical input from
primary care physician with variable degree of nursing input. The rehabilitation services offered to stroke survivors consisted of nursing
home rehabilitation, on either an inpatient or day-patient basis and further ambulatory rehabilitation by a visiting physical therapist,
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speech therapist and/or nurse. There was thorough communication between the hospital and the primary health care provider before
transfer of the person to the community. For stroke survivors with speech disorders, the speech therapist in the hospital obtained
information about follow-up in the community. Concomitant therapy: No additional information.

Usual care (N = 127)

Control patients received conventional inpatient rehabilitation in a 6-bed bay of a rehabilitation unit. This comprised multidisciplinary
rehabilitation provided by staff with a specialist interest in stroke rehabilitation and co-ordinated through weekly team meetings.
Concomitant therapy: No additional information.

Characteristics

Arm-level characteristics

Characteristic Early supported discharge (N = 124) Usual care (N = 127)
% Female n=60;%=48.4

n=60; % =47.2
Sample size
Mean age (SD) (years) 76.5 (6.4) 75.5 (6.7)
Mean (SD)
Ethnicity n=NR; % =NR

n=NR; % =NR
Sample size
Comorbidities n=NA; %=NA

n=NA;%=NA
Sample size
Previous stroke n=30;%=23.6

Nn=30;%=24.2
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Characteristic
Sample size
Heart infarction

Sample size
Atrial fibrillation

Sample size
Hypertension

Sample size
Diabetes

Sample size
Malignancy

Sample size

Ability to transfer prior to discharge/study

Sample size
Severity

Mean (SD)
Modified Rankin scale

Mean (SD)

Early supported discharge (N = 124)

n=17;%=13.4

n=18; % =14.2

n=53;%=41.7

n=19;%=15

n=15;%=11.8

n=NR; % =NR

NR (NR)

NR (NR)
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Usual care (N = 127)

Nn=29;%=234

n=20;%=16.1

n=63; %=50.8

n=15;%=12.1

n=8;%=6.5

n=NR; % =NR

NR (NR)

NR (NR)
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Outcomes

Study timepoints
o Baseline
e 7 month (End of scheduled follow-up)

Dichotomous outcomes (1)

Outcome Early supported discharge, Early supported discharge, 7 Usual care, Baseline, Usual care, 7 month,
Baseline, N = 124 month, N =124 N =127 N =127

Mortality n=NA;%=NA n=20;%=16 n=NA; % =NA n=12;% =10

Reported in the

Cochrane review.

No of events

Mortality - Polarity - Lower values are better

Continuous outcomes

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 7

Baseline, N =124 7 month, N =124 Baseline, N =127 month, N =127

Person/participant generic health- NA (NA) NA (NA) NA (NA) NA (NA)

related quality of life (SF-36)

Scale range: 0-100. Final values.

Mean (SD)

SF-36 physical health summary NR (NR) 48 (19) NR (NR) 47 (20)

Mean (SD)

SF-36 mental health summary NR (NR) 70 (17) NR (NR) 70 (19)
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Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 7
Baseline, N = 124 7 month, N =124 Baseline, N =127 month, N =127

Mean (SD)

Activities of daily living (barthel index) NR (NR) 95 (20) NR (NR) 95 (20)

Reported in the Cochrane review. Scale
range: 0-100. Final values.

Mean (SD)

Person/participant generic health-related quality of life (SF-36) - Polarity - Higher values are better
Activities of daily living (barthel index) - Polarity - Higher values are better

Dichotomous outcomes (2)

Outcome Early supported Early supported Usual care, Usual care, 7
discharge, Baseline, N = discharge, 7 month, N = Baseline, N = 127 month, N = 108
124 92

Physical dependency (death or dependency) n=NA; %=NA n=23;%=25 N=NA;%=NA n=16;%=15

Taken from the study (rather than the combined
outcome in the Cochrane review). Defined as Barthel
Index <75.

No of events
Physical dependency (death or dependency) - Polarity - Lower values are better
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1 Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

2  Dichotomousoutcomes(1)-Mortality-NoOfEvents-Early supported discharge-Usual care-t7

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

3

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Answer

Some
concerns

Low

Low

Some
concerns

Low
Low
High

Directly
applicable

4  Continuousoutcomes-Person/participantgenerichealth-relatedqualityoflife(SF-36)-SF-36physicalhealthsummary-MeanSD-Early

5  supported discharge-Usual care-t7

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation process
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Answer

Some
concerns
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Section Question Answer

Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low

interventions (effect of assignment to intervention) Risk of bias f_or dewatlon_s from the intended interventions
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended ] o o ] Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Some
Risk-of-bias judgement for missing outcome data concerns

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result _ o _ Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o High
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

1

2  Continuousoutcomes-Person/participantgenerichealth-relatedqualityoflife(SF-36)-SF-36mentalhealthsummary-MeanSD-Early supported
3 discharge-Usual care-t7

Section Question Answer
: : - L : . L Some
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process concerns
Domain 2a: Risk of bias due to deviations from the intended ] ] o ) ) ) Low
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
Domain 2b: Risk of bias due to deviations from the intended _ o o _ Low

interventions (effect of adhering to intervention)
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Section
Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Continuousoutcomes-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t7

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome

Risk-of-bias judgement for selection of the reported result
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Answer

Some
concerns

Low
Low
High

Directly
applicable

Answer

Some
concerns

Low

Low

Some
concerns

Low

Low
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Section
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement

Overall Directness

Answer
High

Directly
applicable

Dichotomousoutcomes(2)-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t7

Section

Domain 1: Bias arising from the randomisation
process

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for the randomisation
process

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the
reported result

Risk of bias judgement

Overall Directness
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Answer

Some concerns

Some concerns

Low

Some concerns

Low

Low

High

Partially applicable
(Outcome indirectness - includes
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Section Question Answer
mortality instead of just physical
dependency)
Rubenach, 1998
Bibliographic Rubenach, S; Anderson, C; Clark, M; Russell, M; Spencer, CM; Winsor, A; Early supportive discharge and rehabilitation trial
Reference (ESPRIT) in stroke: preliminary results; Australian and New Zealand journal of medicine; 1998; vol. 28; 498

Study details

Anderson, C, Rubenach, S, Mhurchu, CN et al. (2000) Home or hospital for stroke rehabilitation? results of a randomized

Secondary controlled trial : I: health outcomes at 6 months. Stroke 31(5): 1024-1031
publication of

another included
study- see primary
study for details

Other publications This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
associated with discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Other studies associated with this study:

Anderson, C, Mhurchu, CN, Rubenach, S et al. (2000) Home or hospital for stroke Rehabilitation? Results of a randomized
controlled trial : ll: cost minimization analysis at 6 months. Stroke 31(5): 1032-1037
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Trial name /
registration
number

Rudd, 1997

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Hackett, M, Anderson, C, Vandal, A et al. (2000) One year follow-up of a RCT of accelerated hospital discharge and home-
based stroke rehabilitation. Stroke 31(11): 2817-2818

Hackett, ML, Vandal, AC, Anderson, CS et al. (2002) Long-term outcome in stroke patients and caregivers following
accelerated hospital discharge and home-based rehabilitation. Stroke 33(2): 643-645

Mhurchu, CN, Anderson, C, Rubenach, S et al. (2000) Home or hospital for stroke rehabilitation? Results of a randomised
controlled trial. Cerebrovascular diseases (Basel, Switzerland) 10 (Suppl 2): 61

Named Adelaide 2000 in the Cochrane review.

Rudd, AG; Wolfe, CD; Tilling, K; Beech, R; Randomised controlled trial to evaluate early discharge scheme for patients with
stroke; BMJ (Clinical research ed.); 1997; vol. 315 (no. 7115); 1039-1044

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
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Trial name /
registration
number

Study type
Sources of funding

Inclusion criteria

Exclusion criteria
Intervention(s)

CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Beech, R, Rudd, AG, Tilling, K et al. (1999) Economic consequences of early inpatient discharge to community-based
rehabilitation for stroke in an inner-London teaching hospital. Stroke 30(4): 729-735

Named London 1997 in the Cochrane review.

Randomised controlled trial (RCT)

The Stroke Association, Lambeth, Southwark and Lewisham Health Authority, the Special Trustees of St Thomas's
Hospital, the Nuffield Provincial Hospitals Trust, Wandsworth Health Gain Fund.

People fulfilling the World Health Organisation's definition of stroke; if people lived alone they needed to be able to perform
functional independent transfer, and if they lived with a willing carer they needed to be able to perform transfer with
assistance.

If they lived too far away for the team to visit.
Early supported discharge N=167

Multidisciplinary community therapy team comprising physiotherapy, occupational therapy, speech and language therapy
and medical input. The team had a special interest in neurology and stroke and were co-ordinated through weekly
multidisciplinary meetings. The community team liaised with hospital-based rehabilitation staff and then provided a package
of care after discharge. The maximum duration of the intervention was 3 months. Team co-ordinated and delivered care.
People remained in hospital until the required package of social services care could be organised and any home
adaptations undertaken. A store of commodes, high chairs and toiler frames were kept by the team to expedite discharge.
The people were assessed for rehabilitation needs before discharge in conjunction with the hospital based therapists to set
initial objectives and to ensure continuity of care. After discharge, people were given a planned course of domiciliary
physiotherapy, occupational therapy and speech therapy, with visits as frequently as considered appropriate (maximum one
daily visit from each therapist). Each person had an individual care plan which was reviewed at a weekly team meeting.

230



DRAFT FOR CONSULTATION

Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of
rehabilitation
provided per week

Subgroup 5 -
Length of
intervention

Population
subgroups

People received care from the team for a maximum of three months. On discharge people were referred to conventional
services when appropriate. All other services apart from therapy were described for the conventional group. There was no
augmentation of social services resources. The community therapy team comprised a senior physiotherapist grade 1 with
neurological training, a senior occupational therapist grade 1, a half time speech and language therapist with adult
neurological training and a full time therapy aide. A consultant physician coordinated the team and chaired the weekly
clinical meeting.

Concomitant therapy: No additional information.
Mixed

Either independent (if alone) or with assistance of one (if they have a carer)

Not stated/unclear

Not stated/unclear

Not stated/unclear

>6 weeks

No additional information.
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Comparator

Number of
participants
Duration of follow-
up

Indirectness
Elements of the

study relating to
qualitative themes

Usual care N=164

These patients received conventional care (less than 50% managed in co-ordinated multidisciplinary stroke units) with
conventional discharge planning and post discharge support. People allocated to conventional care continued with their
treatment, discharge planning and outpatient care in the normal way. Stroke care at both hospitals is similar and well
coordinated. About half of the people who are admitted receive treatment in a stroke unit, with the remainder being treated
in general medical or elderly care wards. Outpatient resources available to them included a hospital based stroke clinic,
geriatric day hospital, generic domiciliary physiotherapy and speech and language therapy, hospital outpatient
physiotherapy and the usual community resources. The maximum level of home care available in the study area to all
people was three one hour visits daily by a home help for personal care, meals on wheels and community nurse visits for
specific tasks.

Concomitant therapy: No additional therapy.
331

12 months.

No additional information.
1) Person-centred care - Everyone had a personalised care plan. Care was provided for as long as required.

2a) Clear and fair eligibility - See inclusion criteria.

4b) Changing relationships with their partner - Partners became carers in some cases. However, it allowed partners to not
want to be carers and alternative approaches in that scenario.

5d) Suitability of home/equipment - Suitability was assessed early and people were not discharged until equipment was
available.

8b) The need for early supported discharge coordination - Coordination by a consultant physician.
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8c) Who is in the team? - Senior physiotherapist grade 1 with neurological training, a senior occupational therapist grade 1,
a half time speech and language therapist with adult neurological training, a full time therapy aide, a consultant physician.

10a) Providing therapy for as long as it is needed - Therapy was provided for up to 1 month.

Additional No additional information.
comments

Study arms

Early supported discharge (N = 167)

Multidisciplinary community therapy team comprising physiotherapy, occupational therapy, speech and language therapy and medical
input. The team had a special interest in neurology and stroke and were co-ordinated through weekly multidisciplinary meetings. The
community team liaised with hospital-based rehabilitation staff and then provided a package of care after discharge. The maximum
duration of the intervention was 3 months. Team co-ordinated and delivered care. Peeple remained in hospital until the required
package of social services care could be organised and any home adaptations undertaken. A store of commodes, high chairs and
toiler frames were kept by the team to expedite discharge. The people were assessed for rehabilitation needs before discharge in
conjunction with the hospital based therapists to set initial objectives and to ensure continuity of care. After discharge, people were
given a planned course of domiciliary physiotherapy, occupational therapy and speech therapy, with visits as frequently as considered
appropriate (maximum one daily visit from each therapist). Each person had an individual care plan which was reviewed at a weekly
team meeting. People received care from the team for a maximum of three months. On discharge people were referred to
conventional services when appropriate. All other services apart from therapy were described for the conventional group. There was
no augmentation of social services resources. The community therapy team comprised a senior physiotherapist grade 1 with
neurological training, a senior occupational therapist grade 1, a half time speech and language therapist with adult neurological
training and a full time therapy aide. A consultant physician coordinated the team and chaired the weekly clinical meeting.
Concomitant therapy: No additional information.

Usual care (N = 164)

These patients received conventional care (less than 50% managed in co-ordinated multidisciplinary stroke units) with conventional
discharge planning and post discharge support. People allocated to conventional care continued with their treatment, discharge
planning and outpatient care in the normal way. Stroke care at both hospitals is similar and well coordinated. About half of the people
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who are admitted receive treatment in a stroke unit, with the remainder being treated in general medical or elderly care wards.
Outpatient resources available to them included a hospital based stroke clinic, geriatric day hospital, generic domiciliary physiotherapy
and speech and language therapy, hospital outpatient physiotherapy and the usual community resources. The maximum level of home
care available in the study area to all people was three one hour visits daily by a home help for personal care, meals on wheels and
community nurse visits for specific tasks. Concomitant therapy: No additional therapy.

Characteristics

Arm-level characteristics

Characteristic Early supported discharge (N = 167) Usual care (N = 164)
% Female n=75;% =45

n=71;%=43
Sample size
Mean age (SD) (years 70 (11

ge (SD) (years) (11) 72 (12)

Mean (SD)
Ethnicity n=NA; %=NA

n=NA; % =NA
Sample size
White n=124 ;% =74

n=122;% =74
Sample size
Black Caribbean n=26;%=16

n=28;%=17
Sample size
Black African nN=10;%=6

nN=4;%=2
Sample size

234



DRAFT FOR CONSULTATION

Characteristic
Other

Sample size
Comorbidities

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Sample size
Modified Rankin scale

Sample size
Living conditions before stroke

Sample size

Living alone

Sample size
Living with another person

Sample size
Institution/other

Sample size

Early supported discharge (N = 167)

n=7;%=4

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NA; %=NA

n=51;%=31
n=104; % =62
n=12;%=8
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Usual care (N = 164)

n=10;%=6

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NA; %=NA

n=62;% =38
n=87;% =53
nN=15;%=9
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Characteristic
Dysphasia

Sample size
Incontinence

Sample size

Outcomes

Study timepoints
o Baseline
e 1 year (End of scheduled follow-up)

Dichotomous outcomes

Outcome

Mortality
Reported in the Cochrane review.

No of events

Physical dependency (death or dependency)
Reported in the Cochrane review. Shall be
downgraded for indirectness for including mortality and
dependency.

Early supported discharge (N = 167)

N=68;%=42

Nn=47 ; % =29
Early supported Early supported
discharge, Baseline, N = discharge, 1 year, N =
167 167
n=NA;%=NA n=26;%=16
n=NA; % =NA n=105; % =63

236

Usual care (N = 164)

n=57;%=35
n=46; % =29
Usual care, Usual care, 1

Baseline, N = 164 year, N =164

N=NA;%=NA n=34;%=21

N=NA;%=NA n=109; % =
67
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Usual care, 1

Outcome Early supported Early supported Usual care,
discharge, Baseline, N = discharge, 1 year, N= Baseline, N =164 year, N =164
167 167

No of events

Readmission to hospital n=NA;%=NA n=44; % = 26 n=NA;%=NA

Reported in the Cochrane review.

No of events

Mortality - Polarity - Lower values are better

Physical dependency (death or dependency) - Polarity - Lower values are better
Readmission to hospital - Polarity - Lower values are better

Continuous outcomes (1)

Outcome Early supported discharge, Early supported Usual care,
Baseline, N = 167 discharge, 1 year, N =136 Baseline, N =164

Activities of daily living (barthel index) 15 (4) 16 (4) 15 (4)

Scale range: 0-20. Final values.

Mean (SD)

Extended activities of daily living NR (NR) 27 (12) NR (NR)

(Rivermead activities of daily living)
Scale range: unclear. Final values.

Mean (SD)

Activities of daily living (barthel index) - Polarity - Higher values are better
Extended activities of daily living (Rivermead activities of daily living) - Polarity - Higher values are better
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n=42; % = 26

Usual care, 1
year, N = 126

16 (4)

27 (11)
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Continuous outcomes (2)

Outcome Early supported discharge, Early supported discharge, 1 Usual care, Baseline, Usual care, 1 year,
Baseline, N = 136 year, N =75 N =126 N =59

Caregiver strain index NR (NR) 5 (4) NR (NR) 4 (3)

Scale range: 0-13. Final

values.

Mean (SD)

Caregiver strain index - Polarity - Lower values are better
Carer outcomes

Continuous outcomes (3)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 1
Baseline, N = 167 1 year, N = 165 Baseline, N = 164 year, N =163
Length of hospital stay (length of NA (NA) 32.8 (33.05) NA (NA) 41.3 (40.09)

initial hospital stay) (days)
Reported in the Cochrane review.

Mean (SD)
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT
Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t1
Section Question Answer

Low
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process
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Section Question Answer

Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low

interventions (effect of assignment to intervention) Risk of bias f_or dewatlon_s from the intended interventions
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended ] o o ] Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o Low
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

1

2  Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t1

Section Question Answer
: : - o : . .. Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation
process process
Domain 2a: Risk of bias due to deviations from . . o . Low
the intended interventions (effect of assignment Risk of bias for deviations from the intended
to intervention) interventions (effect of assignment to
intervention)
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Section Question
Domain 2b: Risk of bias due to deviations from

Answer

Low

the intended interventions (effect of adhering to  Risk of bias judgement for deviations from
intervention) the intended interventions (effect of adhering

to intervention)
Domain 3. Bias due to missing outcome data

Low

Risk-of-bias judgement for missing outcome

data
Domain 4. Bias in measurement of the outcome

Low

Risk-of-bias judgement for measurement of

the outcome
Domain 5. Bias in selection of the reported

Low

result Risk-of-bias judgement for selection of the

reported result
Overall bias and Directness

Low

Risk of bias judgement

Overall bias and Directness

Overall Directness

1

Partially applicable

(Outcome indirectness - downgraded due to
including death and dependency, rather than just
physical dependency)

2  Dichotomousoutcomes-Readmissiontohospital-NoOfEvents-Early supported discharge-Usual care-t1

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Question Answer
: o . Low
Risk of bias judgement for the randomisation process
Low

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
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Section

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Continuousoutcomes(1)-Activitiesofdailyliving(barthelindex)-MeanSD-Early supported discharge-Usual care-t1

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Question

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
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Answer
Low

Low
Low
Low
Low

Directly
applicable

Answer

Low

Some
concerns

Low

Some
concerns

Low
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Section
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

1

Question
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Answer

Low
High

Directly
applicable

2  Continuousoutcomes(1)-Extendedactivitiesofdailyliving(Rivermeadactivitiesofdailyliving)-MeanSD-Early supported discharge-Usual

3 care-t1

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Answer

Low

Some
concerns

Low

Some
concerns

Low
Low
High

Directly
applicable
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Continuousoutcomes(2)-Caregiverstrainindex-MeanSD-Early supported discharge-Usual care-t1

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question Answer

: . L Low
Risk of bias judgement for the randomisation process

: : - : : : Some
Risk of bias for deviations from the intended interventions concerns
(effect of assignment to intervention)

: . - : Low
Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

: o . Some
Risk-of-bias judgement for missing outcome data concerns

Low

Risk-of-bias judgement for measurement of the outcome

: o : Low
Risk-of-bias judgement for selection of the reported result

: o High
Risk of bias judgement

: Directly

Overall Directness applicable

Continuousoutcomes(3)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t1

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Question Answer
: . . Low
Risk of bias judgement for the randomisation process
Low

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)
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Section Question Answer
Domain 2b: Risk of bias due to deviations from the intended ] o o ] Low
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)
Domain 3. Bias due to missing outcome data ] o o Low
Risk-of-bias judgement for missing outcome data
Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome
Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result
Overall bias and Directness _ o Low
Risk of bias judgement
Overall bias and Directness _ Directly
Overall Directness applicable
Santana, 2017
Bibliographic Santana, Silvina; Rente, Jose; Neves, Conceicao; Redondo, Patricia; Szczygiel, Nina; Larsen, Torben; Jepsen, Birgitte;
Reference Langhorne, Peter; Early home-supported discharge for patients with stroke in Portugal: a randomised controlled trial.; Clinical

rehabilitation; 2017; vol. 31 (no. 2); 197-206

Study details
No additional information.
Secondary
publication of
another included
study- see primary
study for details
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Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type
Sources of funding

Inclusion criteria

Exclusion criteria

Intervention(s)

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Named Aveiro 2016 in the Cochrane review.

Randomised controlled trial (RCT)

The European Commission (FP7-Homecare 222954). NS was partially supported by FCT - the Portuguese Foundation for
Science and Technology PhD (grant number SFRH/BD/69892/2010).

People after stroke aged between 25 and 85 years admitted to the stroke unit who had some residual disability in the form
of an initial Functional Independence Measure of up to 100; no significant previous neurological disability; who resided
within the district of Aveiro.

Major speech and language problems preventing participation in the study; major psychological illness or dementia (such
as psychotic disorders and Alzheimer's disease); other severe comorbidity; pregnancy; transfer to another acute care
hospital for more than five days.

Early supported discharge N=95

The intervention started in the stroke unit. The team co-ordinator at the hospital identified potential patients for the study.
After obtaining the informed consent, the patient would be randomised and the case manager contacted to schedule a visit
to the patient. Community-based multidisciplinary team comprising physiotherapist, occupational therapist, gerontologist
(case manager), and psychologist - all staff with previous experience in stroke care but no specialised training in stroke
rehabilitation stroke care. Team co-ordinate and deliver care. Team are co-ordinated via weekly multidisciplinary meetings.
The EHSD intervention started in the stroke unit, where the patient and informal caregiver were met by their assigned
EHSD case manager. The assigned case manager was 1 of 2 gerontologists who were included to help negotiate the
fragmented nature of the Portuguese health and social care systems. Input from the EHSD team of therapists (2
physiotherapists, 2 occupational therapists, and a psychologist) was selected according to the needs of a particular patient.
For patients discharged to their homes, the intervention continued directly after discharge to provide a seamless transfer
from the hospital to home (individual rehabilitation plan, provision of aids and modifications, providing information and
tailored training to the patient and family). Rehabilitation was focused on daily activities valued by the patient. Caregivers
were trained and made aware of the ability of the patient and were encouraged to follow their progress. The EHSD team
worked with patients to provide approximately 8 home-based training sessions for a maximum of 1 month. For patients
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

discharged to an inpatient rehabilitation setting, contact with the EHSD team was reinitiated when discharge home was
planned. For those patients discharged home while waiting for a place in a rehabilitation unit, the team provided
rehabilitation at home to prevent loss of rehabilitation capability. The case manager met the person in the stroke unit and
scheduled a meeting with the main carer. The case manager was also responsible for the administration of the early
supported discharge team, providing back office help for the therapists and the stroke survivors. For people discharged to
their homes, the intervention continued directly after discharge to provide a seamless transfer from the hospital to home.
This included an individual rehabilitation plan with provision of aids and modifications at home, where economically feasible.
For people discharged to an inpatient rehabilitation plan with provision of aids and modifications at home, where
economically feasible. For people discharged to an inpatient rehabilitation setting for further inpatient rehabilitation, contact
with the team was reinitiated when discharge home was planned. Each early supported discharge team intervention was
planned taking into consideration the particular person's needs and expectations. The team worked with people to provide
approximately eight home-based training sessions for a maximum of one month. In the group, people received education
on healthy behaviours and information about stroke, its consequences, how to best participate in rehabilitation and how to
find help within their communities. The team provided information and training tailored to the person's needs; the mix of
physiotherapy, occupational therapy and psychology sessions was also adapted to the specific condition of each person.
Rehabilitation was focused on daily activities valued by the person in their usual context. This was done in order to improve
adherence, transfer of effort and adaptation to daily life. The content could include personally meaningful activities (e.g. 'to
pain my nails again', 'to ride my bike again'), personal care, outdoor walking, shopping or leisure activities. Caregivers were
trained and made aware of the competencies and ability of the person and were encouraged to follow their progress.

Concomitant therapy: No additional information.
Not stated/unclear

Not stated/unclear
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Subgroup 3 - Not stated/unclear
Modified Rankin

scale

Subgroup 4 - <5 days

Number of days of
rehabilitation
provided per week

Subgroup 5 - >6 weeks

Length of

intervention

Population No additional information.
subgroups

Comparator Usual care N=95

Patients in the usual care group were contacted in the stroke unit, introduced to the study, and assigned a case manager.
They began their rehabilitation as part of standard care in the stroke unit and then accessed the standard rehabilitation
available in the region following discharge They received information about services available in the community, but no
further specific input was provided.

Concomitant therapy: No additional information.

Number of 190

participants

Duration of follow- 6 months

up

Indirectness No additional information.

Elements of the 1) Person-centred care - The information provided was based on the needs of the person. Care was provided for a set

study relating to period of time.
qualitative themes
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2a) Clear and fair eligibility criteria - See inclusion criteria.

4b) Changing relationships with their partner - Carers were involved in the conversations for this intervention.

7c) Lack of training for carers - Carers were involved in the training for this intervention.

8b) The need for early supported discharge coordination - Coordination from two gerontologists

8c) Who is in the team? - A physiotherapist, occupational therapist, gerontologist (case manager), and psychologist.

10a) Providing therapy for as long as it is needed - Provided over 8 weeks

Study arms

Early supported discharge (N = 95)

The intervention started in the stroke unit. The team co-ordinator at the hospital identified potential patients for the study. After
obtaining the informed consent, the patient would be randomised and the case manager contacted to schedule a visit to the patient.
Community-based multidisciplinary team comprising physiotherapist, occupational therapist, gerontologist (case manager), and
psychologist - all staff with previous experience in stroke care but no specialised training in stroke rehabilitation stroke care. Team co-
ordinate and deliver care. Team are co-ordinated via weekly multidisciplinary meetings. The EHSD intervention started in the stroke
unit, where the patient and informal caregiver were met by their assigned EHSD case manager. The assigned case manager was 1 of
2 gerontologists who were included to help negotiate the fragmented nature of the Portuguese health and social care systems. Input
from the EHSD team of therapists (2 physiotherapists, 2 occupational therapists, and a psychologist) was selected according to the
needs of a particular patient. For patients discharged to their homes, the intervention continued directly after discharge to provide a
seamless transfer from the hospital to home (individual rehabilitation plan, provision of aids and modifications, providing information
and tailored training to the patient and family). Rehabilitation was focused on daily activities valued by the patient. Caregivers were
trained and made aware of the ability of the patient and were encouraged to follow their progress. The EHSD team worked with
patients to provide approximately 8 home-based training sessions for a maximum of 1 month. For patients discharged to an inpatient
rehabilitation setting, contact with the EHSD team was reinitiated when discharge home was planned. For those patients discharged
home while waiting for a place in a rehabilitation unit, the team provided rehabilitation at home to prevent loss of rehabilitation
capability. The case manager met the person in the stroke unit and scheduled a meeting with the main carer. The case manager was
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also responsible for the administration of the early supported discharge team, providing back office help for the therapists and the
stroke survivors. For people discharged to their homes, the intervention continued directly after discharge to provide a seamless
transfer from the hospital to home. This included an individual rehabilitation plan with provision of aids and modifications at home,
where economically feasible. For people discharged to an inpatient rehabilitation plan with provision of aids and modifications at home,
where economically feasible. For people discharged to an inpatient rehabilitation setting for further inpatient rehabilitation, contact with
the team was reinitiated when discharge home was planned. Each early supported discharge team intervention was planned taking
into consideration the particular person's needs and expectations. The team worked with people to provide approximately eight home-
based training sessions for a maximum of one month. In the group, people received education on healthy behaviours and information
about stroke, its consequences, how to best participate in rehabilitation and how to find help within their communities. The team
provided information and training tailored to the person's needs; the mix of physiotherapy, occupational therapy and psychology
sessions was also adapted to the specific condition of each person. Rehabilitation was focused on daily activities valued by the person
in their usual context. This was done in order to improve adherence, transfer of effort and adaptation to daily life. The content could
include personally meaningful activities (e.g. 'to pain my nails again', 'to ride my bike again'), personal care, outdoor walking, shopping
or leisure activities. Caregivers were trained and made aware of the competencies and ability of the person and were encouraged to
follow their progress. Concomitant therapy: No additional information.

Usual care (N = 95)

Patients in the usual care group were contacted in the stroke unit, introduced to the study, and assigned a case manager. They began
their rehabilitation as part of standard care in the stroke unit and then accessed the standard rehabilitation available in the region
following discharge They received information about services available in the community, but no further specific input was provided.
Concomitant therapy: No additional information.

Characteristics

Arm-level characteristics

Characteristic Early supported discharge (N = 95) Usual care (N = 95)

% Female n=48; % = 51
n=41;% =43
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Characteristic
Sample size
Mean age (SD) (years)

Range
Mean age (SD) (years)

Mean (SD)
Ethnicity

Sample size
Comorbidities

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Sample size
Modified Rankin scale

Sample size

Outcomes

Study timepoints
o Baseline

Early supported discharge (N = 95)

40 to 84

67.5 (NR)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

250

Usual care (N = 95)

35 to 84

66.5 (NR)

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR

n=NR; % =NR
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1 e 6 month (End of scheduled follow-up)
2

3 Dichotomous outcomes

Outcome Early supported Early supported Usual care, Usual care, 6
discharge, Baseline, N discharge, 6 month, N Baseline, N = month, N =95
=95 =95 95

Mortality n=0;%=0 N=2;%=2 n=0;%=0 n=1;%=1

Reported in the Cochrane review.

No of events

Physical dependency (death or dependency) n=NA; % =NA N=2;%=2 N=NA;%=NA n=5;%=5
Reported in the Cochrane review. Will be downgraded for

indirectness due to the outcome including mortality instead of

just physical dependency.

No of events

Mortality - Polarity - Lower values are better
Physical dependency (death or dependency) - Polarity - Lower values are better

[0 >N

6 Continuous outcomes (1)

Outcome Early supported discharge, Early supported discharge, Usual care, Usual care, 6
Baseline, N = 92 6 month, N =74 Baseline, N =93 month, N =78
Activities of daily living (functional 69 (21.3) 107.4 (19.9) 70.5(18.7) 106.6 (25.5)

independence measure)
Reported in the Cochrane review. Scale
range: 18-126. Final values.

Mean (SD)
7  Activities of daily living (functional independence measure) - Polarity - Higher values are better
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Continuous outcomes (2)

Outcome Early supported discharge, Early supported discharge, Usual care,
Baseline, N = 91 6 month, N=73 Baseline, N =93

Extended activities of daily living 43.4 (19.1) 34.6 (17.6) 42.9 (17)

(Frenchay Activities Index)

Included in the Cochrane review. Scale

range: Unclear. Final values.

Mean (SD)

Extended activities of daily living (Frenchay Activities Index) - Polarity - Lower values are better

Continuous outcomes (3)

Outcome Early supported discharge, Early supported discharge, Usual care,
Baseline, N =95 6 month, N =95 Baseline, N =95

Length of hospital stay (length of NA (NA) 9.8 (5.3) NA (NA)

initial hospital stay) (days)
Reported in the Cochrane review.

Mean (SD)
Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t6

Section Question

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process
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Usual care, 6
month, N =74

32.2 (11.4)

Usual care, 6

month, N =95

10 (5.3)
Answer
Low
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Section Question Answer

Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low

interventions (effect of assignment to intervention) Risk of bias f_or dewatlon_s from the intended interventions
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended ] o o ] Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o Low
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

1

2  Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t6

Section Question Answer
: : - o : . .. Low
Domain 1: Bias arising from the randomisation Risk of bias judgement for the randomisation
process process
Domain 2a: Risk of bias due to deviations from . . o . Low
the intended interventions (effect of assignment Risk of bias for deviations from the intended
to intervention) interventions (effect of assignment to
intervention)
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Section Question Answer
Domain 2b: Risk of bias due to deviations from ) o o Low
the intended interventions (effect of adhering to  Risk of bias judgement for deviations from
intervention) the intended interventions (effect of adhering
to intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome Low

Risk-of-bias judgement for measurement of
the outcome
Domain 5. Bias in selection of the reported ) o ) Low
result Risk-of-bias judgement for selection of the
reported result
Overall bias and Directness _ o Low
Risk of bias judgement
Overall bias and Directness _ Partially applicable
Overall Directness (Outcome indirectness - due to the outcome
including death and physical dependency, rather
than just dependency)

Continuousoutcomes(1)-Activitiesofdailyliving(functionalindependencemeasure)-MeanSD-Early supported discharge-Usual care-t6

Section Question Answer
L : o L Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended . . o . . . Some

(effect of assignment to intervention)
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Section

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome

Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Answer

Low

Low

Some
concerns

Low
High

Directly
applicable

Continuousoutcomes(2)-Extendedactivitiesofdailyliving(FrenchayActivitiesIndex)-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
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Answer

Low

Some
concerns

Low

Low

Some
concerns
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Section
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question Answer
. . : Low
Risk-of-bias judgement for selection of the reported result
: . High
Risk of bias judgement
) Directly
Overall Directness applicable

Continuousoutcomes(3)-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question Answer

: . . Low
Risk of bias judgement for the randomisation process

: : - : : : Low
Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

: . - : Low
Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

: o . Low
Risk-of-bias judgement for missing outcome data

. L Low
Risk-of-bias judgement for measurement of the outcome

: o : Low
Risk-of-bias judgement for selection of the reported result

_ o Low
Risk of bias judgement

_ Directly

Overall Directness applicable
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Soutter, 1998

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Soutter, J; Rodgers, H; Pearson, P; Kaiser, W; Skilbeck, C; Bond, J; Qualitatively: why an early supported discharge
service for stroke patients?; Clinical rehabilitation; 1998; vol. 12; 165

Rodgers, H, Soutter, J, Kaiser, W et al. (1997) Early supported hospital discharge following acute stroke: pilot study results.
Clinical rehabilitation 11(4): 280-287

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

McNamee, P, Christensen, J, Soutter, J et al. (1998) Cost analysis of early supported hospital discharge for stroke. Age
and ageing 27(3): 345-351

Named Newcastle 1997 in the Cochrane review.
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Suwanwela, 2002

Bibliographic Suwanwela, NC; Phanthumchinda, K; Limtongkul, S; Suvanprakorn, P; Comparison of short (3-day) hospitalization followed
Reference by home care treatment and conventional (10-day) hospitalization for acute ischemic stroke; Cerebrovascular diseases
(Basel, Switzerland); 2002; vol. 13 (no. 4); 267-271

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

Study type
Sources of funding
Inclusion criteria
Exclusion criteria

Intervention(s)

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Named Bangkok 2002 in the Cochrane review.

Randomised controlled trial (RCT)
Supported by the Research program, Faculty of Medicine, Chulalongkorn University.
Aged between 18 and 80; ischaemic stroke diagnosed by emergency brain CT scan.

People with alteration of consciousness; NIHSS more than 20; large infarct by clinical and CT scan; people who had a
known embolic source such as cardiogenic embolism or significant carotid stenosis; people with a moderate degree of
aphasia.

Early supported discharge N=52

Discharge on 4th day to home care programme managed by Red Cross volunteers team in cooperation with the medical
and nursing staff. Visit on day 3 then alternate day visits for 1 week, then visits on week 2, month 1, 3 and 6. Volunteers

258



DRAFT FOR CONSULTATION

Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of
rehabilitation
provided per week

Subgroup 5 -
Length of
intervention

Population
subgroups

trained in stroke, simple rehabilitation and detection of complications. Volunteers reported back to nursing staff. To ensure a
friendly environment and a close relationship between the stroke survivor, their relatives and the Red Cross volunteer, the
first volunteer visit to the person was started during admission. The same group of volunteers, usually consisting of 3-4
people, subsequently followed each person at home. During the home visits the volunteer completed a preprinted
worksheet including: check list of stroke and treatment complications, NIH stroke scale, Barthel index, modified Rankin
scale and person satisfaction form. During the home visit, the Red Cross volunteers were always able to reach medical
advice and emergency assistance by telephone contact to the nursing staff and study neurologists. After each visit, the Red
Cross volunteers reported to the nursing staff and discussed the person's condition.

Concomitant therapy: No additional information.
Not stated/unclear

Moderate (or NIHSS 5-14)

Not stated/unclear

<5 days

>6 weeks

No additional information.
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Comparator Usual care N=50

Managed in neurological or medical department for up to 10 days.

Concomitant therapy: No additional information.

Number of 102

participants

Duration of follow- 6 months

up

Indirectness No additional information.

Elements of the 1) Person-centred care - Appears to be a fixed program rather than person-specific

study relating to
qualitative themes 2a) Clear and fair eligibility criteria - See inclusion criteria.

8c) Who is in the team? - Volunteers from the Red Cross, supported by nursing staff and physicians.

10a) Providing therapy for as long as it is needed - Appears to be a fixed program rather than person-specific

Additional No additional information.
comments

Study arms

Early supported discharge (N = 52)

Discharge on 4th day to home care programme managed by Red Cross volunteers team in cooperation with the medical and nursing
staff. Visit on day 3 then alternate day visits for 1 week, then visits on week 2, month 1, 3 and 6. Volunteers trained in stroke, simple
rehabilitation and detection of complications. Volunteers reported back to nursing staff. To ensure a friendly environment and a close
relationship between the stroke survivor, their relatives and the Red Cross volunteer, the first volunteer visit to the person was started
during admission. The same group of volunteers, usually consisting of 3-4 people, subsequently followed each person at home. During
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the home visits the volunteer completed a preprinted worksheet including: check list of stroke and treatment complications, NIH stroke
scale, Barthel index, modified Rankin scale and person satisfaction form. During the home visit, the Red Cross volunteers were always
able to reach medical advice and emergency assistance by telephone contact to the nursing staff and study neurologists. After each
visit, the Red Cross volunteers reported to the nursing staff and discussed the person's condition. Concomitant therapy: No additional
information.

Usual care (N = 50)
Managed in neurological or medical department for up to 10 days. Concomitant therapy: No additional information.

Characteristics

Arm-level characteristics

Characteristic Early supported discharge (N = 52) Usual care (N = 50)
% Female n=21;%=40

n=28; % =56
Sample size
Mean age (SD) (years) 58.4 (9.6) 59.8 (9.9)
Mean (SD)
Ethnicity n=NR; % =NR

n=NR; % =NR
Sample size
Comorbidities n=NA; % =NA

n=NA;%=NA
Sample size
Hypertension n=32; % =62

n=29; % =58
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Characteristic
Sample size
Diabetes mellitus

Sample size
Ischaemic heart disease

Sample size
Old cardiovascular disease

Sample size
Dyslipidaemia

Sample size
Smoking

Sample size
Alcohol consumption

Sample size
Ability to transfer prior to discharge/study

Sample size
Severity

Mean (SD)
Modified Rankin scale

Sample size

Early supported discharge (N = 52)

n=15;% =29
n=4;%=8
n=3;%=6
n=12; % =23
n=17; % = 33
N=6;%=12

n=NR; % =NR

6.03 (3.6)

n=NR; % =NR
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Usual care (N = 50)

n=10; % =20
nN=2;%=4
nN=3;%=6
n=9;%=18
n=12;% =24
n=4;%=8

n=NR; % =NR

6.18 (3.4)

n=NR; % =NR
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Outcomes

Study timepoints
o Baseline
e 6 month (End of scheduled follow-up)

Dichotomous outcomes

Outcome Early supported Early supported
discharge, Baseline, N discharge, 6 month, N
=52 =52

Mortality nN=0;%=0 n=1;%=2

Reported in the Cochrane review.

No of events

Physical dependency (death or dependency) n=NA; %=NA n=9;%=17
Reported in the Cochrane review. Will be downgraded for

indirectness due to including mortality as well as physical

dependency.

No of events

Mortality - Polarity - Lower values are better
Physical dependency (death or dependency) - Polarity - Lower values are better
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Usual care,

Usual care, 6

Baseline, N =50 month, N =50

n=0;%=0

n=NA; % =NA

nN=0;%=0

n=11;%=22
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Continuous outcome

Outcome Early supported discharge, Early supported discharge, Usual care,

Baseline, N = 52

Length of hospital stay (length of NA (NA)
initial hospital stay) (days)
Reported in the Cochrane review.

Mean (SD)

6 month, N = 52 Baseline, N = 50
3(3) NA (NA)

Length of hospital stay (length of initial hospital stay) - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

Dichotomousoutcomes-Mortality-NoOfEvents-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome

Risk-of-bias judgement for selection of the reported result
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Usual care, 6
month, N = 50

10 (5)

Answer

Some
concerns

Low

Low

Some
concerns

Low

Low
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Section
Overall bias and Directness

Overall bias and Directness

Continuousoutcome-Lengthofhospitalstay(lengthofinitialhospitalstay)-MeanSD-Early supported discharge-Usual care-t6

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement

Overall Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Answer
High

Directly
applicable

Answer

Some
concerns

Low

Low

Some
concerns

Low
Low
High

Directly
applicable
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1  Dichotomousoutcomes-Physicaldependency(deathordependency)-NoOfEvents-Early supported discharge-Usual care-t6

Section Question Answer

. . . L . L o Some concerns
Domain 1: Bias arising from the randomisation  Risk of bias judgement for the randomisation

process process
Domain 2a: Risk of bias due to deviations from . . o . Low
the intended interventions (effect of assignment Risk of bias for deviations from the intended
to intervention) interventions (effect of assignment to
intervention)
Domain 2b: Risk of bias due to deviations from ] o o Low
the intended interventions (effect of adhering to ~ Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to
intervention)
Domain 3. Bias due to missing outcome data ] o o Some concerns
Risk-of-bias judgement for missing outcome
data
Domain 4. Bias in measurement of the outcome Low

Risk-of-bias judgement for measurement of
the outcome

Domain 5. Bias in selection of the reported _ o _ Low
result Risk-of-bias judgement for selection of the
reported result
Overall bias and Directness . o High
Risk of bias judgement
Overall bias and Directness . Partially applicable
Overall Directness (Outcome indirectness - downgraded for

including mortality in the outcome rather than
only physical dependency)
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Taule, 2013

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Taule, T; Skouen, JS; Raheim, M; Life changed existentially. A qualitative study of experiences 6 months post stroke;
Cerebrovascular diseases (Basel, Switzerland); 2013; vol. 35suppl3; 764

Hofstad, H, Gjelsvik, BE, Naess, H et al. (2014) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
three and six months results of a randomised controlled trial comparing two early supported discharge schemes with
treatment as usual. BMC neurology 14: 239

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Gjelsvik, BEB, Smedal, T, Hofstad, H et al. (2013) Balance and walking outcome after stroke rehabilitation - a randomised
controlled trial comparing two early discharge models with treatment as usual. Cerebrovascular diseases (Basel,
Switzerland) 35(suppl3): 95

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2013) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):

a randomized controlled trial comparing rehabilitation in a day unit or in the patients' homes with conventional treatment.
International journal of stroke 8(7): 582-587
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Trial name /
registration
number

Taule, 2015

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2012) ESD Stroke Bergen - an RCT comparing two different schemes of early
supported discharge after stroke with ordinary treatment: results from 3 months follow-up. Neurorehabilitation and neural
repair 26(6): 748

Taule, T, Strand, LI, Assmus, J et al. (2015) Ability in daily activities after early supported discharge models of stroke
rehabilitation. Scandinavian journal of occupational therapy 22(5): 355-365

Taule, Tina, Strand, Liv Inger, Skouen, Jan Sture et al. (2015) Striving for a life worth living: stroke survivors' experiences of
home rehabilitation. Scandinavian journal of caring sciences 29(4): 651-61

Named Bergen 2014 in the Cochrane review.

Taule, T; Strand, LI; Assmus, J; Skouen, JS; Ability in daily activities after early supported discharge models of stroke
rehabilitation; Scandinavian journal of occupational therapy; 2015; vol. 22 (no. 5); 355-365

Hofstad, H, Gjelsvik, BE, Naess, H et al. (2014) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
three and six months results of a randomised controlled trial comparing two early supported discharge schemes with
treatment as usual. BMC neurology 14: 239

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
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this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.

Other studies associated with this study:

Gjelsvik, BEB, Smedal, T, Hofstad, H et al. (2013) Balance and walking outcome after stroke rehabilitation - a randomised
controlled trial comparing two early discharge models with treatment as usual. Cerebrovascular diseases (Basel,
Switzerland) 35(suppl3): 95

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2013) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
a randomized controlled trial comparing rehabilitation in a day unit or in the patients' homes with conventional treatment.
International journal of stroke 8(7): 582-587

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2012) ESD Stroke Bergen - an RCT comparing two different schemes of early
supported discharge after stroke with ordinary treatment: results from 3 months follow-up. Neurorehabilitation and neural
repair 26(6): 748

Taule, T; Skouen, JS; Raheim, M (2013) Life changed existentially. A qualitative study of experiences 6 months post stroke.
Cerebrovascular diseases (Basel, Switzerland) 35suppl3: 764

Taule, Tina, Strand, Liv Inger, Skouen, Jan Sture et al. (2015) Striving for a life worth living: stroke survivors' experiences of
home rehabilitation. Scandinavian journal of caring sciences 29(4): 651-61

Trial name / Named Bergen 2014 in the Cochrane review.
registration
number
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Taule, 2015

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Taule, Tina; Strand, Liv Inger; Skouen, Jan Sture; Raheim, Malfrid; Striving for a life worth living: stroke survivors'
experiences of home rehabilitation.; Scandinavian journal of caring sciences; 2015; vol. 29 (no. 4); 651-61

Hofstad, H, Gjelsvik, BE, Naess, H et al. (2014) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
three and six months results of a randomised controlled trial comparing two early supported discharge schemes with
treatment as usual. BMC neurology 14: 239

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Gjelsvik, BEB, Smedal, T, Hofstad, H et al. (2013) Balance and walking outcome after stroke rehabilitation - a randomised
controlled trial comparing two early discharge models with treatment as usual. Cerebrovascular diseases (Basel,
Switzerland) 35(suppl3): 95

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2013) Early supported discharge after stroke in Bergen (ESD Stroke Bergen):
a randomized controlled trial comparing rehabilitation in a day unit or in the patients' homes with conventional treatment.
International journal of stroke 8(7): 582-587
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Trial name /
registration
number

Teng, 2003

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with

Hofstad, H, Naess, H, Moe-Nilssen, R et al. (2012) ESD Stroke Bergen - an RCT comparing two different schemes of early
supported discharge after stroke with ordinary treatment: results from 3 months follow-up. Neurorehabilitation and neural
repair 26(6): 748

Taule, T; Skouen, JS; Raheim, M (2013) Life changed existentially. A qualitative study of experiences 6 months post stroke.
Cerebrovascular diseases (Basel, Switzerland) 35suppl3: 764

Taule, T, Strand, LI, Assmus, J et al. (2015) Ability in daily activities after early supported discharge models of stroke
rehabilitation. Scandinavian journal of occupational therapy 22(5): 355-365

Named Bergen 2014 in the Cochrane review.

Teng, J; Mayo, NE; Latimer, E; Hanley, J; Wood-Dauphinee, S; Cété, R; Scott, S; Costs and caregiver consequences of
early supported discharge for stroke patients; Stroke; 2003; vol. 34 (no. 2); 528-536

Mayo, NE, Wood-Dauphinee, S, Coté, R et al. (2000) There's no place like home : an evaluation of early supported
discharge for stroke. Stroke 31(5): 1016-1023

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
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this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the

in review

Trial name /
registration
number

Thorsén, 2005

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Cochrane review.

Other studies associated with this study:

Mayo, N, Wood-Dauphinee, S, Tamblyn, R et al. (1998) There's no place like home: a trial of early discharge and intensive
home rehabilitation post stroke. Cerebrovascular diseases (Basel, Switzerland) 8 (Suppl 4): 94

Named Montreal 2000 in the Cochrane review.

Thorsén, AM; Holmgqyvist, LW; de Pedro-Cuesta, J; von Koch, L; A randomized controlled trial of early supported discharge
and continued rehabilitation at home after stroke: five-year follow-up of patient outcome; Stroke; a journal of cerebral
circulation; 2005; vol. 36 (no. 2); 297-303

Widen Holmqvist, L, von Koch, L, Kostulas, V et al. (1998) A randomised controlled trial of rehabilitation at home after
stroke in southwest Stockholm. Stroke 29: 591-597
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Other publications
associated with
this study included
in review

Trial name /
registration
number

Study location
Study setting

Study dates

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Thorsen, A-M; Widen Holmaqyvist, L; von Koch, L (2006) Early Supported Discharge and Continued Rehabilitation at Home
After Stroke: 5-Year Follow-up of Resource Use. Journal of stroke and cerebrovascular diseases 15(4): 139-143

von Koch, L, de Pedro-Cuesta, J, Kostulas, V et al. (2001) Randomized controlled trial of rehabilitation at home after stroke:
one-year follow-up of patient outcome, resource use and cost. Cerebrovascular diseases (Basel, Switzerland) 12(2): 131-
138

Widen Holmgvist, L; von Koch, L; de Pedro-Cuesta, J (2000) Use of health care, impact on family caregivers and patient
satisfaction of rehabilitation at home after stroke in southwest Sweden. Scandinavian journal of rehabilitation medicine 32:
173-179

Ytterberg, C, Thorsén, AM, Liljedahl, M et al. (2010) Changes in perceived health between one and five years after stroke:
a randomized controlled trial of early supported discharge with continued rehabilitation at home versus conventional
rehabilitation. Journal of the neurological sciences 294(12): 86-88

Named Stockholm 1998 in the Cochrane review.

Sweden, Stockholm

During the study period, residents in the Huddinge Hospital catchment area with suspected transient ischemic attack or
acute stroke were admitted to the Emergency Department at Huddinge Hospital and, in general, transferred that same day
or the following day to the stroke unit at the Department of Neurology.

The patients in this study were recruited during the period from September 1993 through March 1996
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Sources of funding This study was supported by the Swedish Medical Research Council (K91-27A-09764—-02); by grants from The Swedish
Society for Multiple Sclerosis (NHR), 1987-Foundation for Stroke Research, The Swedish Stroke Association, Clas
Groschinsky’s Foundation, National Board of Health and Welfare, and Foundation Solstickan; and by funds from the
Karolinska Institute and the Carlos Il Institute of Health in Madrid.

Inclusion criteria  Inclusion criteria
Acute stroke
Independence in feeding and continence according to Katz index of ADL14
Mini-Mental State Examination score16 of >23
Impaired motor capacity according to the Lindmark scale17 18 and/or
Dysphasia according to the Reinvang Aphasia Test19
Exclusion criteria
Discharged before 5 days of hospitalization
Progressive stroke
Subdural hematoma
Subarachnoid hemorrhage
Clinical sign of massive perceptual deficit
Renal, heart, or respiratory failure

Nonstroke epilepsy

274



DRAFT FOR CONSULTATION

Recruitment /
selection of
participants

Intervention(s)

Subgroup 1 -
Ability to transfer
prior to
discharge/study

Alcoholism
Psychiatric disease

Other comorbidity likely to shorten length of life dramatically

83 patients recruited from the neurology department of a city hospital. The patients in this study were recruited during the
period from September 1993 through March 1996, from the group of patients who, according to the Katz ADL index (grades
A-E),14 were continent and independent in feeding 1 week after a first or recurrent acute stroke and had an expected
average hospitalization time of 4 weeks in routine care.

Two physical therapists, two occupational therapists, and one speech therapist associated with the stroke unit formed the
team of the home rehabilitation outreach service. A social worker was attached to the team on a consulting basis. One of
the therapists was assigned as a case manager for the patient, which implied that she coped with a wider domain of
function than is currently in vogue and that she constituted the link between hospital and outpatient care. In each case, the
case manager was responsible for coordination of the discharge procedure, most of the at-home therapy, coordination
between therapists in the home rehabilitation team, and contact with the neurologist responsible. A program approximately
3 to 4 months in duration was tailored for each patient. The frequency of therapy contacts for the patients receiving
rehabilitation at home was decided by the providing therapist in consultation with the patient and his or her family. The
frequency of home visits was gradually reduced until the therapist discharged the patient. Two half-hour meetings per week
were scheduled for coordination purposes by the home rehabilitation team. If continued rehabilitation was required after
such a period, the patient was referred to routine outpatient rehabilitation.

The intervention strategy was based on prior experience. The home rehabilitation program emphasized a task- and context-
oriented approach, which implies that the patient performs guided, supervised, or self-directed activities in a functional and
familiar context. The choice of activities was based on patients’ personal interests, and adherence to structured training
between therapy sessions was promoted. The spouse, when available, was encouraged to be an active participant in the
rehabilitation process. Individual counseling, which focused on education, applying information learned in practical
situations, and solving problems occurring in the home, was offered to the spouse if needed. The duration and type of
therapy were recorded in a protocol by the therapists. Patients were asked to keep diaries between therapy sessions on
time and type of training.

Not stated/unclear
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(with or without
use of aids)

Subgroup 2 - Not stated/unclear
Severity

Subgroup 3 - Not stated/unclear
Modified Rankin
scale

Subgroup 4 - Not stated/unclear
Number of days of

rehabilitation

provided per week

Subgroup 5 - >6 weeks

Length of

intervention

Population NR

subgroups

Comparator The control group consisted of the stroke patients who received routine rehabilitation service. All patients in this group were

also admitted to the Department of Neurology. If required (and after evaluation by specialists from geriatric or rehabilitation
clinics) the patients were transferred for continued inpatient rehabilitation and/or day care. In this context, routine
rehabilitation denotes a heterogeneous set of interventions ranging from the best established in the hospital, day care,
and/or outpatient care, to others introduced during the study period, such as daily afferent sensory stimulation by low-
frequency transcutaneous electrical nerve stimulation and home-based rehabilitation initiated by the Department of

Geriatrics.
Number of 83
participants
Duration of follow- 5 years
up
Indirectness NR
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Elements of the referral criteria
study relating to
qualitative themes

Who is in the team? Staff requirements

Additional
comments

Study arms

Early supported discharge (N = 30)

Multidisciplinary hospital out-reach early supported discharge team, with special inter-est in rehabilitation and co-ordinated through
weekly meetings. This was a therapist-based service (no nursing input) based in the hospital stroke unit. Pre-discharge home visit
carried out with the patient. Intervention provided on a less than daily basis for 3 to 4 months after discharge. Team co-ordinated and
delivered care

usual care (N = 24)
Patients received conventional hospital care involving co- ordinated multidisciplinary stroke unit care in a hospital stroke unit and
conventional discharge procedures

Characteristics

Study-level characteristics

Characteristic Study (N = 54)
Ethnicity NR
Nominal
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Characteristic Study (N = 54)
Ability to transfer prior to discharge/study NR

Nominal

Severity NR to NR
Range

Modified Rankin scale NR

Nominal

1

2  Arm-level characteristics

Characteristic Early supported discharge (N = 30) usual care (N = 24)
% Female 50

41.7
Nominal
Mean age (SD) 71 (NR) 71 (NR)
Mean (SD)
Comorbidities NR

NR
Nominal
Stroke 6 :
Nominal
TIA 8
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Characteristic
Nominal
Ischemic heart disease

Nominal
cardiac insfficiency

Nominal
Hypertension

Nominal
Diabetes

Nominal
MSK

Nominal

Respiratory disorder

Nominal
CT abnormal on admission

Nominal

Early supported discharge (N = 30)

14

16

22

279

usual care (N = 24)

10

10
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Thorsen, 2006

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Thorsen, A-M; Widen Holmqvist, L; von Koch, L; Early Supported Discharge and Continued Rehabilitation at Home After
Stroke: 5-Year Follow-up of Resource Use; Journal of stroke and cerebrovascular diseases; 2006; vol. 15 (no. 4); 139-143

Widen Holmagvist, L, von Koch, L, Kostulas, V et al. (1998) A randomised controlled trial of rehabilitation at home after
stroke in southwest Stockholm. Stroke 29: 591-597

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Thorsén, AM, Holmqyvist, LW, de Pedro-Cuesta, J et al. (2005) A randomized controlled trial of early supported discharge
and continued rehabilitation at home after stroke: five-year follow-up of patient outcome. Stroke; a journal of cerebral
circulation 36(2): 297-303

von Koch, L, de Pedro-Cuesta, J, Kostulas, V et al. (2001) Randomized controlled trial of rehabilitation at home after stroke:
one-year follow-up of patient outcome, resource use and cost. Cerebrovascular diseases (Basel, Switzerland) 12(2): 131-
138
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Widen Holmaqyvist, L; von Koch, L; de Pedro-Cuesta, J (2000) Use of health care, impact on family caregivers and patient
satisfaction of rehabilitation at home after stroke in southwest Sweden. Scandinavian journal of rehabilitation medicine 32:
173-179

Ytterberg, C, Thorsén, AM, Liljedahl, M et al. (2010) Changes in perceived health between one and five years after stroke:
a randomized controlled trial of early supported discharge with continued rehabilitation at home versus conventional
rehabilitation. Journal of the neurological sciences 294(12): 86-88

Trial name / Named Stockholm 1998 in the Cochrane review.
registration
number

van den Berg, 2016

Bibliographic van den Berg, Maayken; Crotty, Maria Prof; Liu, Enwu; Killington, Maggie; Kwakkel, Gert Prof; van Wegen, Erwin; Early
Reference Supported Discharge by Caregiver-Mediated Exercises and e-Health Support After Stroke: A Proof-of-Concept Trial.; Stroke;
2016; vol. 47 (no. 7); 1885-92

Study details
No additional information.
Secondary
publication of
another included
study- see primary
study for details
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this study included CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
in review Cochrane review.
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Trial name /
registration
number

Study type

Study location
Study setting
Study dates
Sources of funding
Inclusion criteria

Exclusion criteria

Recruitment /
selection of
participants

Named Adelaide 2016 in the Cochrane review.

Randomised controlled trial (RCT)

Adelaide, Australia

2 hospitals and a rehabilitation unit

July 2013-June 2014

The equipment for this study was partially funded by the Commonwealth Department of Health.

Patients were eligible if they were able to understand English; still in the early rehabilitation phase (24 hours to 3 months
post stroke); able to appoint a caregiver who was willing to participate in the program; able to follow instructions;
experienced mobility problems because of stroke (Functional Ambulation Category score<5); had sufficient cognition to take
part (defined as a Mini Mental State Examination score >23 points); and did not have depression (Hospital Anxiety and
Depression Scale score <11).

Caregivers (partner, family member, or volunteer) were eligible if they were able to understand English; agreed to provide
support to the patient; did not have significant symptoms of depression (Hospital Anxiety and Depression Scale score <11);
and were physically able to perform the exercises with the patient.

Five months into the trial, inclusion criteria were adjusted because it was felt that potential patients were excluded because
of too restrictive inclusion criteria. The Mini Mental State Examination cut off score was lowered to 18 points (proxy consent
was sought when necessary). In addition, the Hospital Anxiety and Depression Scale was removed as a screening tool. A
significant proportion of individuals first approached experienced anxiety in response to the acute medical situation, and this
appeared to be restricting the inclusion of participants who were keen, willing, and able to safely engage in the trial.

Patient and caregivers reporting serious disabling comorbidity, which might interfere with participation, were excluded.

Patients were recruited from the stroke units of 2 hospitals and the rehabilitation unit of another hospital, all in metropolitan
Adelaide, Australia. Stroke was defined according to the WHO criteria.
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Intervention(s)

Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of
rehabilitation
provided per week

Subgroup 5 -
Length of
intervention

8-week caregiver-mediated training programme with support using a customized exercise app loaded onto a tablet. while in
hospital, the patient and carer were provided with an iPad which was loaded with the CME application with 37 standardized
exercises aimed to improve gait and gait-related mobility, such as standing, turning, or making transfers. The patient and
their caregiver were asked to perform a selective set of exercises for 8 weeks, at least 5 times a week for 30 minutes, and
had a weekly evaluation session with the physiotherapist. In case discharge occurred earlier than the end date of the
intervention period, the program continued at home with ongoing use of the exercise app, tele-rehabilitation services
through a secure videoconferencing app using 3 and 4G (Vidyo) to provide access to the treating therapists, and weekly
home visits. The decision to discharge patients from the wards to their homes was made at the twice weekly
multidisciplinary case conferences attended by medical, nursing, and allied health staff and made on the basis of clinical
and psychosocial factors. Research clinicians did not attend these meetings. Additionally, participants in the intervention
group wore an activity monitor the Fitbit Zip (Fitbit, Inc, San Francisco, CA) for the 8-week intervention period. The Fitbit is a
portable lightweight clip-on activity monitor with the size of USB pendrive that monitors physical activity, and it was used to
motivate participants to increase physical activity through real-time feedback. Data were not collected for the purpose of
analysis.

Not stated/unclear

Not stated/unclear

Not stated/unclear

5 days

>6 weeks
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Comparator

Duration of follow-
up
Elements of the

study relating to
qualitative themes

Participants allocated to usual rehabilitation care received interdisciplinary rehabilitation following the standards outlined by
the Australian clinical guidelines for stroke management (addressing mobility impairment, dysphagia or communication
difficulties, upper limb activity, sensorimotor impairment, activities of daily living, cognition, etc).10 Physiotherapists who
delivered usual care did not provide the caregiver-mediated training program, and physiotherapists who delivered the
caregiver-mediated training program did not provide usual care to participants.

12 weeks

Referral - Clear and fair eligibility - strict inclusion criteria - 'Five months into the trial, inclusion criteria were adjusted
because it was felt that potential patients were excluded because of too restrictive inclusion criteria. The Mini Mental State
Examination cut off score was lowered to 18 points (proxy consent was sought when necessary). In addition, the Hospital
Anxiety and Depression Scale was removed as a screening tool. A significant proportion of individuals first approached
experienced anxiety in response to the acute medical situation, and this appeared to be restricting the inclusion of
participants who were keen, willing, and able to safely engage in the trial.'

Team work: Early supported discharge team and collaboration with the stroke survivor and carers - who is in the
team - The decision to discharge patients from the wards to their homes was made at the twice weekly multidisciplinary
case conferences attended by medical, nursing, and allied health staff and made on the basis of clinical and psychosocial
factors.

Family member to carer: increased responsibility - from family member to carer - Our work suggests that it is
important to already involve caregivers in the inpatient phase, but that the intervention takes some time to impact
caregiver’s outcomes. Galvin et al previously found favorable effects of family-mediated exercises on functional outcome in
stroke patients and on perceived strain by caregivers. Both patients and caregivers showed physical and psychological
benefits as a result of the program. Other work has suggested that the involvement of family members and caregivers in
rehabilitation can reduce fears that caregivers may have about their ability to cope at home. Increased pleasure, mood, and
self-esteem have also been reported in a previous trial examining dyadic exercise for people with dementia living at home,
suggesting that the impact of structured patient—carer interactions extends beyond patient benefits alone.
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Study arms

Caregiver-mediated exercises (N = 31)

8-week caregiver-mediated training programme with support using a customized exercise app loaded onto a tablet. while in hospital,
the patient and carer were provided with an iPad which was loaded with the CME application with 37 standardized exercises aimed to
improve gait and gait-related mobility, such as standing, turning, or making transfers. The patient and their caregiver were asked to
perform a selective set of exercises for 8 weeks, at least 5 times a week for 30 minutes, and had a weekly evaluation session with the
physiotherapist. In case discharge occurred earlier than the end date of the intervention period, the program continued at home with
ongoing use of the exercise app, tele-rehabilitation services through a secure videoconferencing app using 3 and 4G (Vidyo) to
provide access to the treating therapists, and weekly home visits. The decision to discharge patients from the wards to their homes
was made at the twice weekly multidisciplinary case conferences attended by medical, nursing, and allied health staff and made on
the basis of clinical and psychosocial factors. Research clinicians did not attend these meetings. Additionally, participants in the
intervention group wore an activity monitor the Fitbit Zip (Fitbit, Inc, San Francisco, CA) for the 8-week intervention period. The Fitbit is
a portable lightweight clip-on activity monitor with the size of USB pendrive that monitors physical activity, and it was used to motivate
participants to increase physical activity through real-time feedback. Data were not collected for the purpose of analysis.

usual care (N = 32)

Participants allocated to usual rehabilitation care received interdisciplinary rehabilitation following the standards outlined by the
Australian clinical guidelines for stroke management (addressing mobility impairment, dysphagia or communication difficulties, upper
limb activity, sensorimotor impairment, activities of daily living, cognition, etc).10 Physiotherapists who delivered usual care did not
provide the caregiver-mediated training program, and physiotherapists who delivered the caregiver-mediated training program did not
provide usual care to participants.

Characteristics

Study-level characteristics

Characteristic Study (N = 63)
Ethnicity NR
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Characteristic Study (N = 63)
Nominal

Comorbidities NR

Nominal

Ability to transfer prior to discharge/study NR

Nominal

Severity NR

Nominal

Modified Rankin scale NR

Nominal

1

2  Arm-level characteristics

Characteristic Caregiver-mediated exercises (N = 31) usual care (N = 32)
% Female 38.7
34.4
Nominal
Mean age (SD) 65.5 (18.5) 70.1 (12.4)
Mean (SD)
living arrangement % NR
NR
Nominal
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Characteristic
Alone

Nominal
with partner/spouse only

Nominal
with partner/spouse and others

Nominal
with child only

Nominal
with parents

Nominal
with siblings

Nominal

Outcomes

Study timepoints
o Baseline
e 12 week

Caregiver-mediated exercises (N = 31)

13.3

66.7

10

3.3

3.3

3.3

287

usual care (N = 32)

18.8

59.4

15.6

6.3
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1 Continuous outcomes (1)

Outcome Caregiver-mediated Caregiver-mediated usual care, usual care, 12
exercises, Baseline, N = 31 exercises, 12 week, N = 31 Baseline, N = 32 week, N = 32

Length of hospital stay NR (NR) 25.6 (26.1) NR (NR) 24.7 (28.7)

Reported in the Cochrane review.

Mean (SD)

Activities of daily living (barthel NR (NR) 84.8 (18.5) NR (NR) 87.3(17.9)

index)

Reported in the Cochrane review. Scale
range unclear. Final values.

Mean (SD)
2 Activities of daily living (barthel index) - Polarity - Higher values are better

3 Dichotomous outcomes

Outcome Caregiver-mediated exercises, Caregiver-mediated exercises, usual care, usual care, 12

Baseline, N = 31 12 week, N = 31 Baseline, N = 32 week, N = 32
Readmissions to hospital n =NA; % =NA N=7;%=23 n=NA; %=NA n=8;%=25
in 1 year

No of events

Mortality n=0;%=0 N=2;%=6 n=0;%=0 n=0;%=0
Reported in the Cochrane
review.

No of events
4  Mortality - Polarity - Lower values are better
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Continuous outcomes (2)

Outcome

carer QOL
unclear scale

Mean (95% ClI)

Psychological distress/mood - patient
(HADS depression)

0-42

Mean (95% ClI)

Psychological distress/mood - carer
(HADS depression)

0-42

Mean (95% ClI)

SIS - mobility
0-100

Mean (95% CI)

SIS - Strength
0-100

Mean (95% CI)
SIS - hand function

Mean (95% Cl)

Caregiver-mediated exercises vs usual care,

Baseline, N2 = 32, N1 = 31

0 (NR to NR)

0.6 (-2.3 to 3.5)

0 (-2.5 to 2.5)

1.6 (-7.7 to 10.8)

1.3 (-8.510 5.9)

-0.3 (-12.3t0 11.7)

289

Caregiver-mediated exercises vs usual care,
12 week, N2 = 32, N1 = 31

-0.2 (-1.1 to -0.07)

0.2 (-2.7t0 3.2)

2 (-0.6 to 4.6)

-4 (-13.5 to 5.5)

8.2 (0.8 to 15.5)

2.1 (-14.4 t0 10.2)
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Outcome

SIS - activities of daily living
0-100

Mean (95% ClI)

SIS - Emotion

0-100

Mean (95% CI)

SIS - Memory

0-100

Mean (95% CI)

SIS - Communication
0-100

Mean (95% ClI)

SIS - social participation
0-100

Mean (95% CI)

SIS - recovery

0-100

Mean (95% CI)

Caregiver-mediated exercises vs usual care,
Baseline, N2 = 32, N1 = 31

0.7 (-7.2 to 8.6)

1.1 (-7 t0 4.7)

4.9 (-1.9to0 11.7)

2.3(-3t07.7)

1.6 (-10.1 to 13.3)

1.2 (-7.4 0 9.8)

Caregiver-mediated exercises vs usual care,
12 week, N2 = 32, N1 = 31

0.2 (-8.210 7.9)

1.4 (-7.4 t0 4.6)

-11.2 (-18.2 to -4.3)

-5.2 (-10.7 to 0.3)

5.2 (-16.8t0 17.2)

1.2 (-10 t0 7.6)

Psychological distress/mood - patient (HADS depression) - Polarity - Lower values are better
Psychological distress/mood - carer (HADS depression) - Polarity - Lower values are better
SIS - mobility - Polarity - Higher values are better
SIS - Strength - Polarity - Higher values are better
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SIS - hand function - Polarity - Higher values are better

SIS - activities of daily living - Polarity - Higher values are better
SIS - Emotion - Polarity - Higher values are better

SIS - Memory - Polarity - Higher values are better

SIS - Communication - Polarity - Higher values are better

SIS - social participation - Polarity - Higher values are better
SIS - recovery - Polarity - Higher values are better

Continuous outcomes (3)

Outcome Caregiver-mediated
exercises, Baseline, N = 31
Caregiver strain index NR (NR)

Reported in the Cochrane review.
Scale range: 0-13. Final values.

Mean (SD)

Caregiver strain index - Polarity - Lower values are better
Carer outcomes

Caregiver-mediated
exercises, 12 week, N = 31

7.6 (2.8)

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT

usual care,
Baseline, N = 33

NR (NR)

Continuousoutcomes-carerQOL-MeanNineFivePercentCI-Caregiver-mediated exercises-usual care-t12

Section Question

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation

process
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Answer
Low

usual care, 12
week, N = 33

8.7 (2.9)
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-SIS-Memory-MeanNineFivePercentCl-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Answer

Low
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-SIS-Emotion-MeanNineFivePercentCl-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Answer

Low
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-SIS-activitiesofdailyliving-MeanNineFivePercentCl-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Low
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-SIS-handfunction-MeanNineFivePercentCl-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-SIS-Strength-MeanNineFivePercentCl-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Low
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-SIS-mobility-MeanNineFivePercentCl-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Answer

Low
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-Psychologicaldistress/mood-carer(HADSdepression)-MeanNineFivePercentCI-Caregiver-mediated exercises-

usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-Psychologicaldistress/mood-patient(HADSdepression)-MeanNineFivePercentCl-Caregiver-mediated exercises-

usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-SIS-Communication-MeanNineFivePercentCl-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Continuousoutcomes-SIS-recovery-MeanNineFivePercentCl-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Risk of bias judgement for the randomisation
process
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Answer

Low
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Section

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Dichotomousoutcomes-Readmissionstohospitalin1year-NoOfEvents-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Answer
Low

Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the intended

interventions (effect of assignment to intervention)

Low

Risk of bias for deviations from the intended interventions

(effect of assignment to intervention)
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Section

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Dichotomousoutcomes-Mortality-NoOfEvents-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the outcome
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Answer

Low

Low
Low
Low
Low

Directly
applicable

Answer

Low

Low

Low

Low

Low
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Section
Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Continuousoutcomes-Activitiesofdailyliving(barthelindex)-MeanSD-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Answer

Low
Low

Directly
applicable

Answer

Low

Low

Low

Low
Low
Low
Low

Directly
applicable
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Continuousoutcomes(3)-CarerStrainindex-MeanSD-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to
intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for the randomisation
process

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Continuousoutcomes(1)-Lengthofhospitalstay-MeanSD-Caregiver-mediated exercises-usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Answer

Low

Low

Low

Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Answer

Low

Risk of bias judgement for the randomisation process
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Section Question Answer
Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions

(effect of assignment to intervention)
Domain 2b: Risk of bias due to deviations from the intended ] o o ] Low
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended

interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o Low
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

Continuousoutcomes(2)-SIS-socialparticipation-MeanNineFivePercentCI-Caregiver-mediated exercises-usual care-t12

Section Question Answer

: : - o : . i Low
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation

process

Domain 2a: Risk of bias due to deviations from the . . o . Low
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to intervention)
Domain 2b: Risk of bias due to deviations from the . o o Low
intended interventions (effect of adhering to Risk of bias judgement for deviations from the
intervention) intended interventions (effect of adhering to

intervention)
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Section
Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Vloothuis, 2019

Question
Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Answer
Low

Some concerns
(Due to subjective self reported
outcome and unblinded pts)

Low

Some concerns
(Due to bias in the measurement
of the outcome)

Directly applicable

Bibliographic Vloothuis, Judith D M; Mulder, Marijn; Nijland, Rinske H M; Goedhart, Quirine S; Konijnenbelt, Manin; Mulder, Henry; Hertogh,
Reference Cees M P M; van Tulder, Maurits; van Wegen, Erwin E H; Kwakkel, Gert; Caregiver-mediated exercises with e-health support
for early supported discharge after stroke (CARE4STROKE): A randomized controlled trial.; PloS one; 2019; vol. 14 (no. 4);

e0214241

Study details

NR
Secondary
publication of
another included
study- see primary
study for details
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Other publications
associated with
this study included
in review

Trial name /
registration
number

Study location
Study setting
Study dates
Sources of funding
Inclusion criteria

Exclusion criteria

NR

CARE4STROKE

Amsterdam

Stroke units, rehabilitation centers and nursing homes.

NR

ZonMW (grant number 837001408 and 606300098012) for providing financial support for this project.

Patients were eligible if they (1) had a stroke according the WHO definition [18]; (2) had lived independently before the
stroke; (3) were planned to be discharged home; (4) were able to follow instructions (MMSE score > 18 points) (5) had a
Functional Ambulation Score (FAC) < 5 and (6) were willing and able to appoint a caregiver who wanted to participate in the
program (with a maximum of two caregivers).

A caregiver was defined as someone close to the patient who was willing and able to do exercises together with the patient,
for example a partner, family member or friend. This caregiver was not a professional and was not paid for his/her efforts.
Patients were asked to appoint one or two preferred caregivers, thereafter inclusion criteria for the caregivers were
checked. These inclusion criteria for the caregiver were: (1) being medically stable and (2) being physically able to perform
the exercises together with the patient. Inclusion criteria for both patients and caregivers were (1) aged 18 years or older;
(2) written informed consent; (3) ability to understand Dutch or English (at a sufficient level to understand instructions); (4)
sufficiently motivated to participate in the caregiver-mediated exercise program; and (5) a score of <11 on the ‘depression’
domain of the Hospital Anxiety and Depression Scale (HADS).

An exclusion criterion for both patients and caregivers was a serious comorbidity that interfered with mobility training, for
example a severe cardiopulmonary illness or a disabling orthopedic comorbidity of the lower extremity. To finally determine
the suitability of patients and caregivers, an intake exercise session with a trained physical therapist was scheduled prior to
inclusion. During this session the therapist judged if the patient-caregiver couple was able to exercise adequately and safely
together. A short checklist, evaluating these criteria, was used by the physical therapist.
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Recruitment /
selection of
participants

Intervention(s)

Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of
rehabilitation
provided per week

Patients were recruited in the participating hospitals (N = 4), rehabilitation centers (N = 2) and geriatric rehabilitation
departments of nursing homes (N = 7). All patients admitted were screened by participating physiotherapists and
physicians. When patient and caregiver seemed to be eligible, they received a participant information letter explaining the
study and the consequences of participating. During a subsequent session with one of the research assistants (MM and
QG), the research assistant checked the following in- and exclusion criteria and obtained informed consent.

The program consisted of 8 weeks of exercise therapy, executed with a caregiver, in addition to usual care following the
current guidelines in the Netherlands. The exercise program was composed by a trained physical therapist during weekly
sessions. The therapist could choose from 37 standardized exercises aimed at improving mobility, presented in an e-health
application (‘app’). For each patient, exercises were combined into a patient-tailored, progressive training regimen, related
to the patient goals. Patient-caregiver couples were encouraged to contact the coordinating therapist using tele-
rehabilitation services like telephone, video conferencing or email when appropriate in between the weekly exercise
sessions. The patients and their caregivers were instructed to perform the selected set of exercises at least five times a
week for 30 minutes. This meant that patients received 20 hours of caregiver-mediated exercises in addition to usual care
during the 8-week intervention period. When the patient’s discharge date fell before the anticipated end date of the
CARE4STROKE intervention, the program was continued at home. All physical therapists were thoroughly trained in a
training course, prior to delivering the CARE4STROKE program.

Not stated/unclear

Not stated/unclear

Not stated/unclear

5 days
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Subgroup 5 -
Length of
intervention

Population
subgroups

Comparator

Number of
participants
Duration of follow-
up

Indirectness
Elements of the

study relating to
qualitative themes

>6 weeks

The participants in the control group received usual care according to the guidelines for physical therapy for patients with
stroke of the Royal Dutch Society for Physical Therapy (KNGF). Therapy sessions are designed according to patient goals.
Therefore, there were no restrictions with respect to content, time or duration of the physical therapy. Task and context
specificity are important aspects of physical therapy after stroke. With that, in current guidelines, exercises are
recommended to improve functional outcomes such as standing balance, physical condition, and walking competence.

66
8 and 12 weeks

NR

Family member to caregiver - 'A significant difference in favor of the intervention group was observed, in terms of
decreased patient anxiety and caregiver depression. These significant treatment effects might be explained by the
significant difference in exercise time with a caregiver. In contrast to exercise therapy supported by health professionals or
exercising alone, practicing together with a partner, family member or friend seems to have a positive effect on
psychosocial functioning of both patients and caregivers. The incidence of anxiety in stroke patients and depression in their
caregivers is significantly higher than in healthy age-matched controls. In addition, depressive as well as anxiety symptoms
are predictors of lower quality of life of patients, and of long-term burden and emotional problems of caregivers. [30] So,
interventions that target anxiety and depression symptoms are important.'

The need for psychological support
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Referral - Clear and fair eligibility criteria

Additional NR
comments

Study arms

CARE4STROKE (N = 32)

8-week caregiver-mediated exercise program with e-health support after stroke (CARE4STROKE) in addition to usual care with the
aim to improve functional outcome and to facilitate early supported discharge by increasing the intensity of task specific training.
CARE4STROKE programme, CME therapy and e-health support are combined to promote a smoother transition from the inpatient
setting to the home environment, with active rehabilitation continuing in the community. C4S prescribes an additional exercise dose of
1,200 min and may be a promising novel and effective method to augment the pallet of therapeutic options for stroke rehabilitation.

Usual care (N = 34)

The participants in the control group received usual care according to the guidelines for physical therapy for patients with stroke of the
Royal Dutch Society for Physical Therapy (KNGF). Therapy sessions are designed according to patient goals. Therefore, there were
no restrictions with respect to content, time or duration of the physical therapy. Task and context specificity are important aspects of
physical therapy after stroke. With that, in current guidelines, exercises are recommended to improve functional outcomes such as
standing balance, physical condition, and walking competence.
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Characteristics
Study-level characteristics

Characteristic
Ethnicity

Nominal

Comorbidities

Nominal

Ability to transfer prior to discharge/study

Nominal
Severity

Nominal

Arm-level characteristics

Characteristic
% Female

Nominal
Mean age (SD)

Mean (SD)
Modified Rankin scale

Nominal

CARE4STROKE (N = 32)
34.4

60.53 (14.82)

NR

312

Study (N = 66)
NR

NR

NR

NR

Usual care (N = 34)

41.2

59.26 (15.01)

NR
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Characteristic
Modified Rankin scale

Mean (SD)
Functional ambulation catergory

Median (IQR)
caregiver relation

Nominal
Partner

Nominal
Child

Nominal
Friend

Nominal

Parent

Nominal
Sibling

Nominal
Volunteer

Nominal

CARE4STROKE (N = 32)
3.78 (0.61)

2 (0to0 3)

NR

62.5

21.9

3.1

3.1

6.3

313

Usual care (N = 34)

3.68 (0.77)

1.5 (0 to 3)

NR

55.9

20.6

2.9

5.9

11.8

2.9
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Characteristic
other family member

Nominal

Outcomes

Study timepoints
o Baseline
e 12 week

Continuous outcomes

Outcome

CARE4STROKE,
Baseline, N = 32

Carer quality of life scale (unclear scale) 11.69 (1.75)

0-14 (FU intervention N= 29, control N= 23)

Mean (SD)

Activities of daily living (barthel index)

0-20

Mean (SD)
Length of stay (days)

Mean (SD)

13.22 (3.97)

0 (0)

CARE4STROKE (N = 32) Usual care (N = 34)

3.1
0

CAREA4STROKE, 12 week, Usual care,

N =32 Baseline, N = 34
10.52 (2.03) 12 (1.87)

17.63 (3.49) 13.18 (3.96)

117 (50) 0 (0)

314

Usual care, 12
week, N = 29

10.96 (2.16)

16.89 (3.47)

117 (54)
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Outcome CAREA4STROKE, CAREA4STROKE, 12 week, Usual care,
Baseline, N = 32 N =32 Baseline, N = 34

Carer Strain Index final values 5.42 (2.66) 5.72 (3.14) 4.53 (2.11)
0-13 (FU intervention N = 29, control N =
23)

Mean (SD)

Psychological distress/mood (HADS 4.22 (2.67) 3.69 (3.7) 4.65 (3.41)
depression) final value
0-21

Mean (SD)

Psychological distress/mood (HADS 5.38 (3.6) 3.22 (3.05) 5.35 (3.57)
anxiety) final value
0-21

Mean (SD)

Stroke impact scale (composite physical 45.68 (15.28) 63.03 (19.28) 42.86 (17.57)
scale)
0-100

Mean (SD)

Activities of daily living (barthel index) - Polarity - Higher values are better

Length of stay - Polarity - Lower values are better

Carer Strain Index final values - Polarity - Lower values are better

Psychological distress/mood (HADS depression) final value - Polarity - Lower values are better
Psychological distress/mood (HADS anxiety) final value - Polarity - Lower values are better
Stroke impact scale (composite physical scale) - Polarity - Higher values are better
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Usual care, 12
week, N = 29

5.35 (2.95)

4.52 (3.66)

5.07 (4.7)

61.42 (20.82)
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Dichotomous outcomes

Outcome CARE4STROKE, Baseline, N = CARE4STROKE, 12 week, N = Usual care, Baseline, N = Usual care, 12 week, N =

32 32 34
Mortality nN=0;%=0 n=0;%=0 n=0;%=0
No of
events

Mortality - Polarity - Lower values are better

Critical appraisal - Cochrane Risk of Bias tool (RoB 2.0) Normal RCT
Continuousoutcomes-Carerqualityoflifescale(unclearscale)-MeanSD-CARE4STROKE-Usual care-t12

Section Question

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the _ ) o )
intended interventions (effect of assignment to Risk of bias for deviations from the intended
intervention) interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the . o o
intended interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the
intended interventions (effect of adhering to

intervention)

Domain 3. Bias due to missing outcome data ) o o
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ) o
Risk-of-bias judgement for measurement of the

outcome

316

29
n=1;%=34

Answer

Low

Low

Low

Low

Some concerns
(due to unblinded participants
and subjective outcome)
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Section Question Answer
Domain 5. Bias in selection of the reported result ) o ] Low
Risk-of-bias judgement for selection of the reported
result
Overall bias and Directness Some concerns

Risk of bias judgement (due to bias in the measurement

of the reported outcome)

Overall bias and Directness ) Directly applicable
Overall Directness

Continuousoutcomes-CarerStrainindexfinalvalues-MeanSD-CARE4STROKE-Usual care-t12

Section Question Answer
: L . : o L Low

Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process

Domain 2a: Risk of bias due to deviations from the _ _ o _ Low

intended interventions (effect of assignment to Risk of bias for deviations from the intended

intervention) interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the Low

intended interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the
intended interventions (effect of adhering to

intervention)
Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data
Domain 4. Bias in measurement of the outcome ) o Some concerns
Risk-of-bias judgement for measurement of the (due to unblinded participants
outcome and subjective outcome)
Domain 5. Bias in selection of the reported result ) o ) Low
Risk-of-bias judgement for selection of the reported
result
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Section
Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement

Overall Directness

Answer

Some concerns
(due to bias in the measurement
of the reported outcome)

Directly applicable

Continuousoutcomes-Psychologicaldistress/mood(HADSdepression)finalvalue-MeanSD-CARE4STROKE-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to

intervention)

Domain 2b: Risk of bias due to deviations from the
intended interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to

intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported

result

Risk of bias judgement
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Answer

Low

Low

Low

Low

Some concerns
(due to unblinded participants
and subjective outcome)

Low

Some concerns
(due to bias in the measurement
of the reported outcome)
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Section
Overall bias and Directness

Question

Overall Directness

Answer
Directly applicable

Continuousoutcomes-Psychologicaldistress/mood(HADSanxiety)finalvalue-MeanSD-CARE4STROKE-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the

intended interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness
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Answer

Low

Low

Low

Low

Some concerns
(due to unblinded participants
and subjective outcome)

Low

Some concerns
(due to bias in the measurement
of the reported outcome)

Directly applicable
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Continuousoutcomes-Strokeimpactscale(compositephysicalscale)-MeanSD-CARE4STROKE-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the
intended interventions (effect of assignment to
intervention)

Domain 2b: Risk of bias due to deviations from the

intended interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data

Domain 4. Bias in measurement of the outcome

Domain 5. Bias in selection of the reported result

Overall bias and Directness

Overall bias and Directness

Question

Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended
interventions (effect of assignment to intervention)

Risk of bias judgement for deviations from the
intended interventions (effect of adhering to
intervention)

Risk-of-bias judgement for missing outcome data

Risk-of-bias judgement for measurement of the
outcome

Risk-of-bias judgement for selection of the reported
result

Risk of bias judgement

Overall Directness

Continuousoutcomes-Activitiesofdailyliving(barthelindex)-MeanSD-CARE4STROKE-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Question

Answer

Low

Low

Low

Low

Some concerns
(due to unblinded participants
and subjective outcome)

Low

Some concerns
(due to bias in the measurement
of the reported outcome)

Directly applicable

Answer

Low

Risk of bias judgement for the randomisation process
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Section Question Answer

Domain 2a: Risk of bias due to deviations from the intended ] ] o ] ) ) Low

interventions (effect of assignment to intervention) Risk of bias f_or dewatlon_s from the intended interventions
(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended ] o o ) Low

interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ) o o Low
Risk-of-bias judgement for missing outcome data

Domain 4. Bias in measurement of the outcome ] o Low
Risk-of-bias judgement for measurement of the outcome

Domain 5. Bias in selection of the reported result ] o ) Low
Risk-of-bias judgement for selection of the reported result

Overall bias and Directness _ o Low
Risk of bias judgement

Overall bias and Directness _ Directly
Overall Directness applicable

1
2  Dichotomousoutcomes-Mortality-NoOfEvents-CARE4STROKE-Usual care-t12

Section Question Answer

: : - o : . L Low
Domain 1: Bias arising from the randomisation process Risk of bias judgement for the randomisation process
Domain 2a: Risk of bias due to deviations from the intended ] ] o ) ) ) Low
interventions (effect of assignment to intervention) Risk of bias for deviations from the intended interventions

(effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended . o o . Low
interventions (effect of adhering to intervention) Risk of bias judgement for deviations from the intended

interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data ] o o Low
Risk-of-bias judgement for missing outcome data

321



DRAFT FOR CONSULTATION

Section

Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question

Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness

Continuousoutcomes-Lengthofstay-MeanSD-CARE4STROKE-Usual care-t12

Section

Domain 1: Bias arising from the randomisation process

Domain 2a: Risk of bias due to deviations from the intended
interventions (effect of assignment to intervention)

Domain 2b: Risk of bias due to deviations from the intended
interventions (effect of adhering to intervention)

Domain 3. Bias due to missing outcome data
Domain 4. Bias in measurement of the outcome
Domain 5. Bias in selection of the reported result
Overall bias and Directness

Overall bias and Directness

Question
Risk of bias judgement for the randomisation process

Risk of bias for deviations from the intended interventions
(effect of assignment to intervention)

Risk of bias judgement for deviations from the intended
interventions (effect of adhering to intervention)

Risk-of-bias judgement for missing outcome data
Risk-of-bias judgement for measurement of the outcome
Risk-of-bias judgement for selection of the reported result
Risk of bias judgement

Overall Directness
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Answer

Low
Low
Low

Directly
applicable

Answer

Low

Low

Low

Low
Low
Low
Low

Directly
applicable
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von Koch, 2001

Bibliographic von Koch, L; de Pedro-Cuesta, J; Kostulas, V; Almazan, J; Widén Holmquvist, L; Randomized controlled trial of rehabilitation at

Reference home after stroke: one-year follow-up of patient outcome, resource use and cost; Cerebrovascular diseases (Basel,
Switzerland); 2001; vol. 12 (no. 2); 131-138

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Widen Holmaqvist, L, von Koch, L, Kostulas, V et al. (1998) A randomised controlled trial of rehabilitation at home after
stroke in southwest Stockholm. Stroke 29: 591-597

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Thorsen, A-M; Widen Holmqyvist, L; von Koch, L (2006) Early Supported Discharge and Continued Rehabilitation at Home
After Stroke: 5-Year Follow-up of Resource Use. Journal of stroke and cerebrovascular diseases 15(4): 139-143

Thorsén, AM, Holmqyvist, LW, de Pedro-Cuesta, J et al. (2005) A randomized controlled trial of early supported discharge

and continued rehabilitation at home after stroke: five-year follow-up of patient outcome. Stroke; a journal of cerebral
circulation 36(2): 297-303
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Trial name /
registration
number

Study setting
Inclusion criteria

von Koch, L, de Pedro-Cuesta, J, Kostulas, V et al. (2001) Randomized controlled trial of rehabilitation at home after stroke:

one-year follow-up of patient outcome, resource use and cost. Cerebrovascular diseases (Basel, Switzerland) 12(2): 131-
138

Widen Holmgvist, L; von Koch, L; de Pedro-Cuesta, J (2000) Use of health care, impact on family caregivers and patient
satisfaction of rehabilitation at home after stroke in southwest Sweden. Scandinavian journal of rehabilitation medicine 32:
173-179

Ytterberg, C, Thorsén, AM, Liljedahl, M et al. (2010) Changes in perceived health between one and five years after stroke:
a randomized controlled trial of early supported discharge with continued rehabilitation at home versus conventional
rehabilitation. Journal of the neurological sciences 294(12): 86-88

Named Stockholm 1998 in the Cochrane review.

Stockholm, Sweden
Inclusion criteria

Acute stroke

Independence in feeding and continence according to Katz index of ADL14
Mini-Mental State Examination score16 of >23

Impaired motor capacity according to the Lindmark scale17 18 and/or
Dysphasia according to the Reinvang Aphasia Test19

Exclusion criteria

Discharged before 5 days of hospitalization
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Exclusion criteria

Recruitment /
selection of
participants

Intervention(s)

Progressive stroke

Subdural hematoma

Subarachnoid hemorrhage

Clinical sign of massive perceptual deficit
Renal, heart, or respiratory failure
Nonstroke epilepsy

Alcoholism

Psychiatric disease

Other comorbidity likely to shorten length of life dramatically
NR

Two physical therapists, two occupational therapists, and one speech therapist associated with the stroke unit formed the
team of the home rehabilitation outreach service. A social worker was attached to the team on a consulting basis. One of
the therapists was assigned as a case manager for the patient, which implied that she coped with a wider domain of
function than is currently in vogue and that she constituted the link between hospital and outpatient care. In each case, the
case manager was responsible for coordination of the discharge procedure, most of the at-home therapy, coordination
between therapists in the home rehabilitation team, and contact with the neurologist responsible. A program approximately
3 to 4 months in duration was tailored for each patient. The frequency of therapy contacts for the patients receiving
rehabilitation at home was decided by the providing therapist in consultation with the patient and his or her family. The
frequency of home visits was gradually reduced until the therapist discharged the patient. Two half-hour meetings per week
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of
rehabilitation
provided per week

Subgroup 5 -
Length of
intervention

Population
subgroups

were scheduled for coordination purposes by the home rehabilitation team. If continued rehabilitation was required after
such a period, the patient was referred to routine outpatient rehabilitation.

The intervention strategy was based on prior experience. The home rehabilitation program emphasized a task- and context-
oriented approach, which implies that the patient performs guided, supervised, or self-directed activities in a functional and
familiar context. The choice of activities was based on patients’ personal interests, and adherence to structured training
between therapy sessions was promoted. The spouse, when available, was encouraged to be an active participant in the
rehabilitation process. Individual counseling, which focused on education, applying information learned in practical
situations, and solving problems occurring in the home, was offered to the spouse if needed. The duration and type of
therapy were recorded in a protocol by the therapists. Patients were asked to keep diaries between therapy sessions on
time and type of training.

Not stated/unclear

Not stated/unclear

Not stated/unclear

Not stated/unclear

>6 weeks

NR
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Comparator

Number of
participants

Duration of follow-
up
Indirectness

Elements of the
study relating to
qualitative themes

Additional
comments

Study arms

The control group consisted of the stroke patients who received routine rehabilitation service. All patients in this group were
also admitted to the Department of Neurology. If required (and after evaluation by specialists from geriatric or rehabilitation
clinics) the patients were transferred for continued inpatient rehabilitation and/or day care. In this context, routine
rehabilitation denotes a heterogeneous set of interventions ranging from the best established in the hospital, day care,
and/or outpatient care, to others introduced during the study period, such as daily afferent sensory stimulation by low-
frequency transcutaneous electrical nerve stimulation and home-based rehabilitation initiated by the Department of
Geriatrics.

83

3, 6 and 12 months

NR
Who is in the team? Staff requirements - outreach team of occupational, physical and speech and language therapists.

NR

Early supported discharge (N = 42)
Multidisciplinary hospital out-reach early supported discharge team, with special inter-est in rehabilitation and co-ordinated through

weekly meetings. This was a therapist-based service (no nursing input) based in the hospital stroke unit. Pre-discharge home visit

carried out with the patient. Intervention provided on a less than daily basis for 3 to 4 months after discharge. Team co-ordinated and

delivered care
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Usual care (N = 41)
Patients received conventional hospital care involving co- ordinated multidisciplinary stroke unit care in a hospital stroke unit and
conventional discharge procedures

Outcomes

Study timepoints
« Baseline
e 12 month

Dichotomous outcomes

Outcome Early supported discharge, Baseline, Early supported discharge, 12 Usual care, Baseline, N Usual care, 12 month, N
N =42 month, N = 42 =41 =41

Widen Holmqvist, 2000

Bibliographic Widen Holmqvist, L; von Koch, L; de Pedro-Cuesta, J; Use of health care, impact on family caregivers and patient
Reference satisfaction of rehabilitation at home after stroke in southwest Sweden; Scandinavian journal of rehabilitation medicine; 2000;
vol. 32; 173-179

Study details

Widen Holmqvist, L, von Koch, L, Kostulas, V et al. (1998) A randomised controlled trial of rehabilitation at home after

Secondary stroke in southwest Stockholm. Stroke 29: 591-597
publication of
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another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Trial name /
registration
number

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Thorsen, A-M; Widen Holmqyvist, L; von Koch, L (2006) Early Supported Discharge and Continued Rehabilitation at Home
After Stroke: 5-Year Follow-up of Resource Use. Journal of stroke and cerebrovascular diseases 15(4): 139-143

Thorsén, AM, Holmqyvist, LW, de Pedro-Cuesta, J et al. (2005) A randomized controlled trial of early supported discharge
and continued rehabilitation at home after stroke: five-year follow-up of patient outcome. Stroke; a journal of cerebral
circulation 36(2): 297-303

von Koch, L, de Pedro-Cuesta, J, Kostulas, V et al. (2001) Randomized controlled trial of rehabilitation at home after stroke:
one-year follow-up of patient outcome, resource use and cost. Cerebrovascular diseases (Basel, Switzerland) 12(2): 131-
138

Ytterberg, C, Thorsén, AM, Liljedahl, M et al. (2010) Changes in perceived health between one and five years after stroke:
a randomized controlled trial of early supported discharge with continued rehabilitation at home versus conventional
rehabilitation. Journal of the neurological sciences 294(12): 86-88

Named Stockholm 1998 in the Cochrane review.

329



1

2

3

DRAFT FOR CONSULTATION

Widen Holmqvist, 1998

Bibliographic
Reference

Study details

Secondary
publication of
another included
study- see primary
study for details

Other publications
associated with
this study included
in review

Widen Holmaqvist, L; von Koch, L; Kostulas, V; Holm, M; Widsell, G; Tegler, H; A randomised controlled trial of rehabilitation
at home after stroke in southwest Stockholm; Stroke; 1998; vol. 29; 591-597

No additional information.

This study was included in the Cochrane review that this review was based on: Langhorne P, Baylan S. Early supported
discharge services for people with acute stroke. Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.:
CD000443. DOI: 10.1002/14651858.CD000443.pub4. For further information about the data extraction please see the
Cochrane review.

Other studies associated with this study:

Thorsen, A-M; Widen Holmqvist, L; von Koch, L (2006) Early Supported Discharge and Continued Rehabilitation at Home
After Stroke: 5-Year Follow-up of Resource Use. Journal of stroke and cerebrovascular diseases 15(4): 139-143

Thorsén, AM, Holmqyvist, LW, de Pedro-Cuesta, J et al. (2005) A randomized controlled trial of early supported discharge
and continued rehabilitation at home after stroke: five-year follow-up of patient outcome. Stroke; a journal of cerebral
circulation 36(2): 297-303

von Koch, L, de Pedro-Cuesta, J, Kostulas, V et al. (2001) Randomized controlled trial of rehabilitation at home after stroke:

one-year follow-up of patient outcome, resource use and cost. Cerebrovascular diseases (Basel, Switzerland) 12(2): 131-
138
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Trial name /
registration
number

Study type
Study location
Study setting

Study dates
Sources of funding

Inclusion criteria

Widen Holmaqyvist, L; von Koch, L; de Pedro-Cuesta, J (2000) Use of health care, impact on family caregivers and patient
satisfaction of rehabilitation at home after stroke in southwest Sweden. Scandinavian journal of rehabilitation medicine 32:
173-179

Ytterberg, C, Thorsén, AM, Liljedahl, M et al. (2010) Changes in perceived health between one and five years after stroke:
a randomized controlled trial of early supported discharge with continued rehabilitation at home versus conventional
rehabilitation. Journal of the neurological sciences 294(12): 86-88

Named Stockholm 1998 in the Cochrane review.

Randomised controlled trial (RCT)
Stockholm, sweden

During the study period, residents in the Huddinge Hospital catchment area with suspected transient ischemic attack or
acute stroke were admitted to the Emergency Department at Huddinge Hospital and, in general, transferred that same day
or the following day to the stroke unit at the Department of Neurology.

The patients in this study were recruited during the period from September 1993 through March 1996

This study was supported by the Swedish Medical Research Council (K91-27A-09764-02); by grants from The Swedish
Society for Multiple Sclerosis (NHR), 1987-Foundation for Stroke Research, The Swedish Stroke Association, Clas
Groschinsky’s Foundation, National Board of Health and Welfare, and Foundation Solstickan; and by funds from the
Karolinska Institute and the Carlos Ill Institute of Health in Madrid.

Inclusion criteria

Acute stroke

Independence in feeding and continence according to Katz index of ADL14
Mini-Mental State Examination score16 of >23

Impaired motor capacity according to the Lindmark scale17 18 and/or
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Exclusion criteria

Recruitment /
selection of
participants

Intervention(s)

Dysphasia according to the Reinvang Aphasia Test19
Exclusion criteria

Discharged before 5 days of hospitalization
Progressive stroke

Subdural hematoma

Subarachnoid hemorrhage

Clinical sign of massive perceptual deficit

Renal, heart, or respiratory failure

Nonstroke epilepsy

Alcoholism

Psychiatric disease

Other comorbidity likely to shorten length of life dramatically

NR

The patients in this study were recruited during the period from September 1993 through March 1996, from the group of
patients who, according to the Katz ADL index (grades A-E),14 were continent and independent in feeding 1 week after a
first or recurrent acute stroke and had an expected average hospitalization time of 4 weeks in routine care.

Two physical therapists, two occupational therapists, and one speech therapist associated with the stroke unit formed the
team of the home rehabilitation outreach service. A social worker was attached to the team on a consulting basis. One of
the therapists was assigned as a case manager for the patient, which implied that she coped with a wider domain of
function than is currently in vogue and that she constituted the link between hospital and outpatient care. In each case, the
case manager was responsible for coordination of the discharge procedure, most of the at-home therapy, coordination
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Subgroup 1 -
Ability to transfer
prior to
discharge/study
(with or without
use of aids)

Subgroup 2 -
Severity

Subgroup 3 -
Modified Rankin
scale

Subgroup 4 -
Number of days of
rehabilitation
provided per week

between therapists in the home rehabilitation team, and contact with the neurologist responsible. A program approximately
3 to 4 months in duration was tailored for each patient. The frequency of therapy contacts for the patients receiving
rehabilitation at home was decided by the providing therapist in consultation with the patient and his or her family. The
frequency of home visits was gradually reduced until the therapist discharged the patient. Two half-hour meetings per week
were scheduled for coordination purposes by the home rehabilitation team. If continued rehabilitation was required after
such a period, the patient was referred to routine outpatient rehabilitation.

The intervention strategy was based on prior experience. The home rehabilitation program emphasized a task- and context-
oriented approach, which implies that the patient performs guided, supervised, or self-directed activities in a functional and
familiar context. The choice of activities was based on patients’ personal interests, and adherence to structured training
between therapy sessions was promoted. The spouse, when available, was encouraged to be an active participant in the
rehabilitation process. Individual counseling, which focused on education, applying information learned in practical
situations, and solving problems occurring in the home, was offered to the spouse if needed. The duration and type of
therapy were recorded in a protocol by the therapists. Patients were asked to keep diaries between therapy sessions on
time and type of training.

Mixed

Not stated/unclear

Not stated/unclear

Not stated/unclear
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Subgroup 5 - >6 weeks

Length of

intervention

Population NR

subgroups

Comparator The control group consisted of the stroke patients who received routine rehabilita