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Bakgrunn: Kunnskapssenteret fikk i oppdrag av Diakonhjemmet sykehus a opp-
summere tilgjengelig forskning om effekt av ulike former for samhandling mel-
lom sykehus og kommunehelsetjenesten ved utskrivning av pasienter med kro-
nisk sykdom. Denne oversikten er tenkt som et dokumentasjonsgrunnlag for
en diskusjon om, og en vurdering av utformingen av samhandlingstiltak. Vare
hovedfunn: ¢ Vi inkluderte 45 studier av effekt av samhandlingstiltak, gjennom-
fort bade med og uten andre samtidige tiltak. Antallet studier viser at det er et
stor interesse for temaet. Studiene viser ogsa et stort antall forskjellige mater a
operasjonalisere samhandling pa. « Uavhengig av om samhandlingstiltaket ble
studert sammen med andre tiltak eller alene, var det ikke signifikante forskjel-
ler mellom intervensjons- og kontrollgruppe for reinnleggelser og dod. « Av fire
studier gjennomfprt uten andre samtidige tiltak, var bare en av slik kvalitet at
vi har tillit til dokumentasjonen for effekt av tiltaket: - A invitere fastlegen til
sykehuset for utskrivningen vil muligens gke andelen geriatriske
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pasienter som mottar kommunale tjenester etter seks maneder,
sammenliknet med om legen ikke inviteres. » To av de resterende studiene som
hadde studert samhandling samtidig med andre tiltak viste: - Spesialoppleerte
koordinatorer med mer tid enn vanlig til & koordinere tjenester, tilrettelegge og
fplge opp geriatriske pasienter over telefon i stedet for vanlig utskrivningsprak-
sis, vil muligens gi bedre livskvalitet, gkt andel hjemmeboende etter en maned,
stprre bruk av hjemmesykepleie, personlig pleie og hgyere kostnader etter seks
maneder. - En omfattende geriatrisk vurdering av medisinske, sosiale og helse-
messige problemer ved innleggelse i akuttavdeling og paskyndelse av hjemme-
tjeneste, vil muligens bidra til lavere bruk av sykehjem etter 30 dager, men gir
ingen statistisk signifikante forskjeller i kostnader etter 30 dager og etter seks
maneder, heller ikke i bruk av sykehjem etter seks maneder. ¢ Vi vurderte kvalite-
ten pa dokumentasjonen for alle de rapporterte utfallene til enten lav eller sveert
lav. Det betyr at vi forventer at videre forskning vil pavirke vare konklusjoner.
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Hovedfunn

Kunnskapssenteret fikk i oppdrag av Diakonhjemmet sykehus 4 oppsummere til-

gjengelig forskning om effekt av ulike former for samhandling mellom sykehus og

kommunehelsetjenesten ved utskrivning av pasienter med kronisk sykdom. Denne

oversikten er tenkt som et dokumentasjonsgrunnlag for en diskusjon om, og en vurde-

ring av utformingen av samhandlingstiltak.

Vare hovedfunn

Vi inkluderte 45 studier av effekt av samhandlingstiltak, gjennomfert bide med
og uten andre samtidige tiltak. Antallet studier viser at det er et stor interesse for
temaet. Studiene viser ogsé et stort antall forskjellige méter & operasjonalisere
samhandling p&.

Uavhengig av om samhandlingstiltaket ble studert ssmmen med andre tiltak eller

alene, var det ikke signifikante forskjeller mellom intervensjons- og

kontrollgruppe for reinnleggelser og dad.

Av fire studier gjennomfort uten andre samtidige tiltak, var bare en av slik

kvalitet at vi har tillit til dokumentasjonen for effekt av tiltaket:

- Ainvitere fastlegen til sykehuset for utskrivningen vil muligens gke andelen
geriatriske pasienter som mottar kommunale tjenester etter seks méneder,
sammenliknet med om legen ikke inviteres.

To av de resterende studiene som hadde studert samhandling samtidig med

andre tiltak viste:

- Spesialopplerte koordinatorer med mer tid enn vanlig til & koordinere tjenes-
ter, tilrettelegge og folge opp geriatriske pasienter over telefon i stedet for
vanlig utskrivningspraksis, vil muligens gi bedre livskvalitet, okt andel
hjemmeboende etter en méned, storre bruk av hjemmesykepleie, personlig
pleie og hgyere kostnader etter seks maneder.

- En omfattende geriatrisk vurdering av medisinske, sosiale og helsemessige
problemer ved innleggelse i akuttavdeling og paskyndelse av hjemmetjeneste,
vil muligens bidra til lavere bruk av sykehjem etter 30 dager, men gir ingen
statistisk signifikante forskjeller i kostnader etter 30 dager og etter seks

maneder, heller ikke i bruk av sykehjem etter seks méaneder.

Vi vurderte kvaliteten pd dokumentasjonen for alle de rapporterte utfallene til enten

lav eller sveert lav. Det betyr at vi forventer at videre forskning vil pavirke vére konklu-

sjoner.
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Sammendrag

Bakgrunn

Kunnskapssenteret mottok en bestilling fra Diakonhjemmet sykehus i Oslo om en
systematisk oversikt over effekt av samhandlingstiltak mellom sykehus og kommu-
nehelsetjenesten brukt ved utskrivning av pasienter med kronisk sykdom. De gnsket
et kunnskapsgrunnlag til diskusjoner om hvordan de kunne velge mellom ulike til-
tak. De gnsket ogsé 4 vite om det finnes forskningsdokumentasjon som viser at et
samhandlingstiltak brukt ved utskrivelse for pasienter med kronisk sykdom farte til
positive resultater for pasient, sykehus eller kommunehelsetjenesten.

Utfallene kunne vare pasientrelaterte, som helse, livskvalitet, opplevelse av behand-
lingskvalitet, eller de kunne veere knyttet til sykehuset eller kommunehelsetjenesten,
som ressurser, samhandlingskvalitet, kompetanse og reinnleggelser. For & bli klassi-
fisert som et samhandlingstiltak i dette prosjektet matte studien dokumentere hvor-
dan samhandling fant sted. Vi inkluderte studier hvor minst én representant for sy-
kehuset samhandlet med minst én representant for kommunehelsetjenesteten.

Metode

Det systematiske sgket ble giennomfert 16. august 2011, oppdateringssgk ble gjen-
nomfert 9.-10. august 2012. Det ble sgkt i folgende databaser: Medline, EMBASE,
Cinahl, Cochrane Database of Systematic Reviews, Cochrane Central Register of
Controlled Trials (CENTRAL), DARE, HTA

Inklusjonskriterier:

Popula- | Pasienter med kronisk sykdom, herunder ogsa psykiske lidelser, barn og
sjon voksne med medfgdte skader som trenger medisinsk behandling,.

Inter- Alle konkrete tiltak hvor sykehus og kommunehelsetjenesten samhandlet
vensjon | knyttet til utskrivning av pasienter med kronisk sykdom.

Sam- Utskrivning fra sykehus hvor ikke bade sykehuset og kommunehelsetje-
men- nesten deltok i konkrete samhandlingstiltak. Standard utskrivning hvor

ligning | samhandling ikke var beskrevet. Annen type samhandling enn interven-
sjonen.

Utfalls- | Pasientutfall: funksjonsniva, behandlingsutfall, livskvalitet, ugnskede
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maél hendelser, tilfredshet, hvor ogsa forutsigbarhet kan inngé, men ogsa
mortalitet og sykdomsspesifikke indikatorer. Organisatoriske utfall: Lig-
getid i sykehus, reinnleggelser, ressursbruk, mal pa samarbeid, effektivi-
tet og arbeidsmiljg, kompetanseutvikling

Studie- | Systematiske oversikter av hgy kvalitet, randomiserte kontrollerte studier
design (RCT), klinisk kontrollerte studier (CCT), kontrollerte for- og etter studi-
er (CBA), avbrutte tidsserieanalyser (ITS)

To personer valgte uavhengig av hverandre ut artikler og vurderte risiko for syste-
matiske feil i alle inkluderte artikler etter publiserte sjekklister, samt kvaliteten pa
dokumentasjonen med verktoyet GRADE.

Resultat

Vi identifiserte 11304 potensielt relevante referanser, innhentet 504 artikler, og
inkluderte 45 studier presentert i 51 artikler.

Fire studier omfattet kun ett samhandlingstiltak: brev fra sykehuset med ulike til-
leggsdokumenter; en invitasjon til fastlegen om besgk pa sykehuset; kontakt mellom
sykehusets farmaseyt og kommunens apotek. For a forenkle presentasjonen av de 41
sammensatte intervensjonene, sorterte vi dem i tre grupper: koordinering, planleg-
ging og oversendelse. Da kunne vi lettere ha sett eventuelle likhetstrekk mellom til-
takene. Det syntes som om noen elementer i intervensjonene var mer vanlig i enkel-
te pasientgrupper, slik som at opplaering av pasienter som ble studert langt oftere for
andre pasientgrupper enn geriatriske pasienter. Vi vurderte likevel at intervensjone-
ne var for ulike til at vi kunne sl& dem sammen i metaanalyser.

Syv av de 45 inkluderte studiene var gjennomfert med metoder som gjor at vi har
starre tillit til disse effektestimatene enn vi har til effektestimatene fra de ovrige 38
andre studiene. Likevel antar vi at senere forskning vil kunne endre konklusjonene
for alle utfallene. En av de syv studiene hadde kun ett samhandlingstiltak i interven-
sjonen, og er den eneste studien som kan vise effekt av et samhandlingstiltak: Muli-
gens vil det 4 invitere fastlegen til sykehuset for utskrivelse gke andelen geriatriske
pasienter som mottar kommunale tjenester seks méneder etter utskrivelsen, men
tiltaket vil muligens ikke pavirke andelen som blir reinnlagt innen seks méneder.

I tre av de seks studiene hvor et samhandlingstiltak var et av flere tiltak, ble det ikke
funnet signifikante forskjeller mellom intervensjons- og kontrollgruppe med hensyn
pa andelen pasienter som ble reinnlagt eller dede. For andre utfall varierte effektes-
timatene mellom studiene.

Studiene med hgyest kvalitet pd dokumentasjonen viste at:
Bruk av spesialopplerte koordinatorer med mer tid enn vanlig til & koordinere tjenester, til-

rettelegge og folge opp geriatriske pasienter over telefon i stedet for vanlig utskrivningsprak-
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sis, kan muligens gi bedre livskvalitet og gkt andel hjemmeboende etter en méaned, storre
bruk av hjemmesykepleie, personlig pleie og hayere kostnader etter seks maneder, men ing-

en endring i bruk av hjemmetjenester.

En omfattende geriatrisk vurdering av medisinske, sosiale og helsemessige problemer ved
innleggelse pa akuttavdeling og & fakse vurderingen til kommunens administrasjon for & pa-
skynde hjemmetjeneste, kan muligens bidra til lavere bruk av sykehjem etter 30 dager, men
alt dette vil muligens ikke gi endring i kostnader etter 30 dager og etter seks méneder, eller

bruk av sykehjem etter seks maneder.

Veiledning fra en dedikert farmasgyt, hjemmebesgk av farmasgyten etter 1-2 uker og at far-
masgyten kontakter pasientens apotek i tillegg til vanlig pleie, kan muligens bidra til at pasi-
enter med koronar arteriesykdom tar beta-blokker i trdd med retningslinjene etter seks mé-

neder nér dette méles med apotekets registrering, og ikke ved pasientens selvrapportering.

Diskusjon

Syv studier brukte egnede metoder for a studere effekt av tiltak og hadde lav risiko for syste-
matiske skjevheter, mens resten hadde uklar eller hgy risiko. Seks av disse syv studiene eva-
luerte sammensatte intervensjoner, der det er effekten av det sammensatte tiltaket som mé-
les. Alle inkluderte studier i denne rapporten er enkeltstudier. Vi mener at vi skal vaere for-
siktige med & stole pa effektestimatene fra enkeltstudier fordi det kan ha veert kontekstuelle
forhold som bidro til resultatene. Ved & gjenta studiene vil det vaere mulig & sla sammen stu-

dier med samme tiltak og finne ut om resultatene er generaliserbare.

Konklusjon

Det finnes mange studier som omhandler ulike samhandlingstiltak ved utskrivning av pasi-
enter med kronisk sykdom fra sykehus til kommunehelsetjenesten, men det har veart vanske-
lig 4 identifisere en effekt av disse tiltakene. Samhandlingstiltakene varierte, bade i innhold
og i forhold til hvilke andre tiltak de ble kombinert med. En studie med lav kvalitet pa doku-
mentasjonen har studert et samhandlingstiltak. Den fant at muligens vil det & invitere fastle-
gen til besgk pé sykehuset gke geriatriske pasienters bruk av kommunale tjenester ved ut-

skrivning etter seks méneder.

Oppdateringssoket viste at det gjennomferes et stort antall studier med dette temaet hvert
ar. Vi haper at det i fremtiden vil veere flere studier med samme samhandlingstiltak slik at vi
kan ha et forskningsmessig mer solid dokumentasjonsgrunnlag. Med det store fokuset som
er pa samhandling i det norske helsevesenet, vil det vare viktig & folge opp problemstillingen
og de allerede eksisterende norske studiene med flere gode studier som evaluerer effekt av

tiltak som igangsettes.
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Key messages (English)

The Norwegian Knowledge Center for Health Services was asked by Diakonhjemmet
Hospital, Oslo, to review available research on effect of various forms of coordination
between hospital and the community health service when discharging patients with
chronic illnesses. This review is thought to inform about choices of interventions and

consideration of how to design a coordination intervention.

The key results

e Weincluded 45 studies about coordination interventions, performed both with and
without other interventions at the same time. This is a subject of substantial inter-
est, and the studies also imply a large number of different way of operationalisating
the concept.

e Regardless of whether the coordination was studied as the only element in an in-
tervention, or alongside other interventions, there were no sigificant differences
between the intervention and control group for the outcomes readmissions and
deaths.

e Of four studies performed without other simultaneous interventions, only one was
of such quality that we trust the documentation of effect of the intervention:

o0 Inviting the GP to the hospital before discharge may possibly increase the
proportion of geriatric patients receiving community services after 6 months,
than if the GP is not invited.

¢ Inthe remaining studies, the coordination was a part of a multifaceted intervention
where also other interventions were performed simultaneously. It is possible that:
o  Coordinators provided with considerably more time than usually available, to

provide case management, including telephone follow-up, liason with local
councils and nursing agencies, coordination of service provision instead of
usual hospital discharge planning may result in a higher proportion living at
home after one month, a more extensive use of community services, personal
care and higher costs within 6 months.

0  Comprehensive geriatric assessment in addition to the usual emergency de-
partment care, and a referral faxed from the emergency department to the
community agency to expedite home care services may result in lower use of
nursing home after 30 days, but no significant differences in costs after 30

days and 6 months or in use of nursing home after 6 months.

Title:

Discharing patients with chro-
nic disease: effect of various
forms of cooperation between
hospital and the community
health service

Type of publication:
Systematic review

A review of a clearly formulated
question that uses systematic
and explicit methods to identify,
select, and critically appraise
relevant research, and to col-
lect and analyse data from the
studies that are included in the
review. Statistical methods
(meta-analysis) may or may not
be used to analyse and sum-
marise the results of the in-
cluded studies.

Doesn’t answer everything:

- Excludes studies that fall
outside of the inclusion
criteria

- No health economic
evaluation

- No recommendations

Publisher:

Norwegian Knowledge Centre
for the Health Services

Updated:

Last search for studies:
august 2012.

Peer review:

Mona S. Sgndend, Sar-
Varanger community, Kari
Skredsvig og Bente Thorsen,
Oslo University hospital

We evaluated the quality of the documentation for all the reported outcomes as low or very low. This

means that we expect futher research to influence our conclusions.
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Executive summary (English)

Background

The Norwegian Knowledge Center for the Health Services was asked by Diakon-
hjemmet Hospital in Oslo to review the effect of coordination between hospital and
the community health services while discharging patients with chronic illnesses.
They wanted a contribution to the discussion on how to choose between various in-
terventions and to know if there was any documention that one coordination at dis-
charge lead to better and safer treatment of patient, less days in hospital and less use
of various resourses for either the hospital or the community health service.

The outcomes of interest were patient related such as quality of life, quality of treat-
ment or health related outcomes. The outcomes could also be related to the hospital
or community health service like use of resources, quality of coordination, develop-
ment of skills or readmissions. To be classified as a coordination intervention in this
project, the study had to describe how the coordination took place. We included
studies where at least one representative from the hospital cooperated with at least
one person from the community health services.

Methods

The systematic literature search was conducted August 16, 2011, and updated Au-
gust 9t and 10t 2012. We searched in these databases: Medline, EMBASE, Cinahl,
Cochrane Database of Systematic Reviews, Cochrane Central Register of Controlled
Trials (CENTRAL), DARE and HTA.

Inclusion criteria:

Population | People with chronic diseases, including psychiatric diseases, children
and adults with congential injury that need medical treatment

Intervention | All specific interventions involving both the hospital and the commu-
nity health services cooperating in relatation the discharge of patients
with chronic desease

Comparison | Discharge without specific coordination between the hospital and the
community health services. Standard discharge where coordination is

not described. Other types of coordination than the intervention
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Outcomes Patient outcomes: functional level, treatment outcomes, undesired
events, satisfaction, quality of life, mortality and discease specific in-
dicators. Organizational outcomes: length of stay, readmissions, re-
sourses used, quality of coordination, efficiency, work environment,
improvement of skills, and knowledge.

Design Systematic reviews of high quality. Primary studies of the following
designs: randomized controlled trials, clinical controlled trials, con-

trolled before and after studies, and interrupted time series.

The results from the search for literature were evaluated by two persons inde-
pendently. Risk of bias in the studies was assessed by checklists. The quality of the
documentation for each outcome was evaluated with GRADE.

Results

The literature search resulted in 11304 references. A total of 504 articles were read
in full text and we finally included 51 articles from 45 studies.

Four studies included a coordination intervention without other elements. These
comprised letters from the hospital together with various documents, an invitation
to the GP to visit the hospital before discharge, and contact between the pharmacist
at the hospital and the pharmacy in the community. We sorted the 41 complex inter-
ventions into three groups: coordination; planning; and transmission. We looked for
similarities between the interventions. However, none were similar enough that we
could combine them in a metaanalysis. Some elements in the interventions appeared
more often in some groups of patients, i.e. patient education was more often studied
for other groups of patients than geriatric patients.

Seven of the 45 inluded studies were performed with methodology that reduce risk
of bias, thus we have greater confidence in these effect estimates than we have for
the estimates from the other 38 studies. One of these studies included just a coordi-
nation intervention, and is the only study that we have some confidence in the esti-
mate the effect of cooperation: Inviting the GP to the hospital before discharge may
possibly increase the proportion of geriatric patients receiving community services
after 6 months, than if the GP is not invited.

The other six studies that evaluated a coordination intervention as part of a multi-
faceted intervention, found no significant differences between the intervention and
control group with regard to the proportion of readmissions or deaths. For other
outcomes the effect estimates varied.

The studies with the highest quality of the documation show that:

Coordinators with considerably more time than usually available, providing case
management, including telephone follow-up, liason with local councils and nursing
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agencies, coordination of service provision instead of usual hospital discharge plan-
ning may possibly result in a higher proportion living at home after one month, a
more extensive use of community services, personal care and costs after 6 months.

Comprehensive geriatric assessment in addition to the usual emergency department
care, and a referral was faxed from the emergency department to the community
agency to expedite home care services may possibly result in lower use of nursing
home after 30 days, but possibly no significant differences in costs after 30 days and
6 months or in use of nursing home after 6 months.

In addition to usual care guidance from the study pharmacist, home visists by the
pharmacist after 1-2 weeks and that the hospital pharmacist contacted the pharmacy
of the patient, may possibly contribute to patients with coronary artery diseases tak-
ing beta-blockers according to guidelines after six months when this was measured
by the pharmacy, not selfreported by the patient.

Discussion

Seven studies were performed with methods that implie low risk of bias, while the
other 38 had unclear or high risk of bias. Six of these seven studies were multifac-
eted interventions, where the authors have reported the effect of the multifaceted
intervention. All studies have different interventions, and we should be careful of
trusting the effect estimates from single studies as the context of the study could be
essential for the result. By studying the intervention in other settings it may be pos-
sible to do a metaanalysis and increase confidence in the results.

Conclusion

There are many studies evaluating coordination when discharging patients with
chronic illness from the hospital to the community health service, however, identify-
ing an effect was difficult. There were several coordination interventions and they
differed, both in terms of content and in terms of which interventions they were
combined with. One study with low quality of the documentation studied one coor-
dination intervention without other elements. Inviting the GP to the hospital before
discharge, may possibly increase the proportion of geriatric patients receiving com-
munity services after 6 months, than if the GP was not invited.

A large number of studies on this topic are published every year. Hopefully, in the
future, it will be possible to have a more solid documentation then at present. With
the great attention on coordination in all parts of the Norwegian health system, it is
a unique opportunity to conduct good and important studies to evaluate the effect of
such interventions.
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Forord

Nasjonalt kunnskapssenter for helsetjenesten fikk i oppdrag fra Diakonhjemmet sy-
kehus 4 oppsummere tilgjengelig forskning om effekt av ulike former for samhand-
ling mellom sykehus og kommunehelsetjenesten ved utskrivning av pasienter med
kronisk sykdom. Denne oversikten er tenkt som et dokumentasjonsgrunnlag for en
diskusjon om utforming av samhandlingstiltak basert pa samhandlingstiltak som er
studert. Den er ogsa tenkt 4 kunne belyse hvilke av de studerte samhandlingstiltak
ved utskrivelse fra sykehus som kan fare til bedre og sikrere pasientbehandling, fer-
re liggedagn i sykehus og mindre ressursbruk.

Prosjektgruppen har bestétt av:

e Hilde H. Holte, seniorforsker, prosjektleder, Kunnskapssenteret
¢ Ingeborg B. Lidal, seniorradgiver, Kunnskapssenteret

e Malene W. Gundersen, forskningsbibliotekar, Helsedirektoratet

Denne oversikten er ment & hjelpe beslutningstakere i helsetjenesten til a fatte
velinformerte beslutninger som kan forbedre kvaliteten i helsetjenestene. I mgtet
med den enkelte pasient ma forskningsbasert dokumentasjon ses i ssmmenheng
med andre relevante forhold, pasientenes behov og egne kliniske erfaringer.

Gro Jamtvedt Gunn E. Vist Hilde H. Holte
Avdelingsdirektar Seksjonsleder Prosjektleder
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Problemstilling

Vi skulle identifisere og oppsummere systematiske oversikter og primaerstudier som
undersgkte effekt av ulike former for samhandling mellom sykehus og kommune-
helsetjenesten i forbindelse med utskriving av pasienter med kronisk sykdom. Hva
som skjer mellom sykehus og kommunehelsetjenesten i disse studiene skulle vaere
sé konkret beskrevet at det skulle kunne gjentas. Studier av pasienter med alle typer
kroniske sykdommer var aktuelle & inkludere.
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Innledning

Bakgrunn

Kunnskapssenteret mottok en bestilling fra Diakonhjemmet sykehus i Oslo om en
systematisk oversikt av effekteten av ulike samhandlingstiltak mellom sykehus og
kommunehelsetjenesten ved utskrivning av pasienter med kronisk sykdom. De gns-
ket et kunnskapsgrunnlag til diskusjonen om hvordan de skulle kunne velge mellom
ulike tiltak. De gnsket ogsa & vite om det kunne dokumenteres at noen studerte for-
mer for samhandling ved utskrivelse forte til bedre og sikrere pasientbehandling,
faerre liggedagn i sykehus og mindre ressursbruk. Slik kunnskap kan ha betydning
for utforming av norske samhandlingstiltak.

Omtrent 600.000 personer er innlagt pa sykehus i Norge i lgpet av et ar, og da er
ikke pasienter som behandles poliklinisk eller ved dagbehandling tatt med (1). De
aller fleste pasientene, 92 %, skrives ut til hjemmet, mens 1 % skrives ut til sykehjem
(2). Resten skrives ut til andre institusjoner, eller de der. For alle som utskrives til
sykehjem samt en del av dem som skrives ut til hjemmet, vil det veere nedvendig
med en oppfelging fra kommunehelsetjenesten.

I 2010 fikk vel 265.000 personer minst én pleie- eller omsorgstjeneste fra kommu-
nen (3). Mottakere av slike tjenester var ikke jevnt fordelt i befolkningen, variasjo-
nen med alder var betydelig. Mens nesten 9o % av personer over 90 &r fikk minst én
pleie- og omsorgstjeneste fra kommunen, var det kun 2 % av 18-49 dringene. Av alle
som fikk minst én pleie- og omsorgstjeneste fikk 65 % en eller annen helserelatert
tjeneste, som hjemmesykepleie eller institusjonsopphold (3). Ogsa behovet for disse
tjenestene varierte med alder. Mens 2 % av 18-49 dringene som mottok denne typen
bistand fikk institusjonsopphold, var andelen 37 % blant dem som var 9o ar eller
eldre. Ca 0,4 % i den yngste aldersgruppen trengte bade hjemmesykepleie og prak-
tisk bistand, mens det var 50 % i den eldste (3).

Personer i de eldste aldersgruppene legges oftere inn pé sykehus sammenlignet med
yngre aldersgrupper, og de har ogsa de lengste sykehusoppholdene. Det var 215 inn-
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leggelser pr 1000 innbyggere for personer mellom 18 og 66 ar, mot 845 innleggelser
pr 1000 for 80-89 aringene i 2010 (1).

Fremskrivninger av folkemengden i Norge har lagt vekt pa at andelen eldre vil gke i
lang tid fremover (4). I tillegg er andelen som er innlagt pa sykehus stigende, fra 144
sykehusopphold pr 1000 innbyggere i 1990 til 171 pr 1000 i 2008 (5). Med en gken-
de andel eldre og derved en gkende andel mennesker med flere kroniske sykdom-
mer, vil en systematisk oversikt over studerte tiltak som kan bidra til starre effektivi-
tet, bedre kvalitet for sykehus og kommunehelsetjenesteten, bedre behandling og
helseutfall for pasient og pargrende, vere viktig.

Malet med dette prosjektet var a identifisere studier som har evaluert konkrete sam-
handlingstiltak med tanke péa effektivitet og kvalitet pa tjenester som ytes av sykehu-
set og/eller kommunehelsetjenesten ved utskrivning av pasienter med kronisk syk-
dom. Ved at de studerte tiltakene ogsa skal vaere konkret beskrevet, vil sykehus
og/eller kommunehelsetjenesten kunne vurdere om dette er tiltak de vil eller kan
sette i verk.

Helsevesenets plikter, pasientrettigheter

Ifelge Forskrift om prioritering av helsetjenester (6) har pasienten rett til ngdvendig
helsehjelp fra spesialisthelsetjenesten nar pasienten har et visst prognosetap med
hensyn til livslengde eller ikke ubetydelig nedsatt livskvalitet dersom helsehjelpen
utsettes. Begrepet “"ikke ubetydelig nedsatt livskvalitet” omfatter smerte eller lidelse,
problemer i forbindelse med vitale livsfunksjoner som f eks naringsinntak, eller
nedsatt fysisk eller psykisk funksjonsniva.

Pasienten har etter pasientrettighetsloven rett til nedvendig helsehjelp fra spesialist-
helsetjenesten nar pasienten kan forvente nytte av helsehjelpen og at kostnadene
star i rimelig forhold til tiltakets effekt. Sykehusene blir av spesialisthelsetjeneste-
loven utpekt som akterer som i seerlig grad skal ivareta bl.a. pasientbehandling. Selv
om spesialisthelsetjenesten ogsa bestér av andre aktgrer enn sykehusene, som priva-
te leger med spesialistkompetanse, vil disse i liten grad veere involvert ved utskriv-
ning av pasienter.

De regionale helseforetakene har ansvaret for & oppfylle malsettingene som er ned-
felt i spesialisthelsetjenesteloven og pasientrettighetsloven gjennom & planlegge og &
organisere spesialisthelsetjenesten. Helseforetakenes formal er 4 yte gode og like-
verdige spesialisthelsetjenester til alle som trenger det, nar de trenger det. Helsetje-
nester som tilbys eller ytes skal vere forsvarlige.

Kommunene skal etter helse- og omsorgstjenesteloven (7) sgrge for nedvendige hel-
se- og omsorgstjenester for alle som oppholder seg i kommunen. Kommunens helse-
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tjeneste har mange oppgaver. Tjenestene omfatter bl.a. helsetjeneste i skoler, lege-
vakt, utredning, diagnostisering og behandling, herunder fastlegeordning, medisinsk
habilitering og rehabilitering, helsetjenester i hjemmet, og plass i institusjon, her-
under sykehjem.

Lovverket gir i dag lite konkret anbefaling for hvordan de ulike akterene skal samar-
beide eller bidra til bedre utnyttelse av ressurser og forbedret kvalitet pa tjenestene.
En grunn til dette har vert at det er viktig & opprettholde kommunenes frihet til 4
organisere tjenestetiltbudet ut fra lokale behov og forutsetninger (8).

Samhandlingsreformen

Stortingsmelding 47 (2008-2009), Samhandlingsreformen (9), la opp til bedre sam-
ordning av tilbudet til pasienter som trenger tjenester bade fra spesialisthelsetjenes-
ten og fra kommunehelsetjenesten, og til at kommunene skal ha ansvar for flere
oppgaver i fremtiden enn tidligere. Her ble samhandling definert som et uttrykk for
helse- og omsorgstjenestenes evne til oppgavefordeling seg imellom for & na et felles,
omforent mal, samt evnen til & gjennomfere oppgavene pa en koordinert og rasjonell
mate (9). Samhandlingsreformen omfattet i praksis alle typer samhandling mellom
aktarer i helsevesenet, med et mal om bedre samhandling. Heller ikke den ga konk-
rete anbefalinger eller beskrivelser av hvordan samhandling skal skje i de enkelte
tilfellene.

P& grunnlag av bl.a. Samhandlingsreformen, ble lovverket endret i 2011. Helse- og
omsorgstjenesteloven inneholder krav om at kommunene skal samarbeide med fyl-
keskommune, regional helseforetak og stat (7). Formalet er at helse- og omsorgstje-
nesten i landet skal virke best mulig som en helhet. Tilsvarende formulering er inn-
arbeidet i spesialisthelsetjenesteloven (10).

Aktagrer innenfor sykehus og kommunehelsetjeneste

Bade lovverket og den statistikken som vi har referert til bruker generelle begreper
om hvem som samhandler i sykehus og kommunehelsetjenesten. Hver av disse or-
ganisasjonene rommer mange aktorer, bide personer og institusjoner, som kan
samhandle med en eller flere aktarer fra den andre organisasjonen (10). Lovverket
er ikke konkret pa hvilken profesjon eller rolle i en institusjon som skal ivareta en
konkret oppgave. Antagelig er det heller ikke mulig, da det er sannsynlig at oppgaver
er organisert ulikt pa ulike sykehus og i ulike kommuner. Samhandlingsaktarer pa et
sykehus kan eksempelvis veere administrativt personell, behandlende lege eller fy-
sioterapeut, men ogsé en avdeling eller hele sykehuset. En enkelt ansatt ved syke-
huset kan samhandle med kommunehelsetjenesten, f eks en behandlende lege, en
administrativt ansatt person eller en institusjon som et sykehjem eller hjemmetje-
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nesten. Ulike samhandlingstiltak vil kunne inkludere forskjellige aktgrer, bade i sy-
kehus og i kommunehelsetjenesten.

Aktorene omfatter ogsé pasientene, som er en sveert sammensatt gruppe. Bestilling-
en for prosjektet var avgrenset til kronisk syke, som heller ikke er en velavgrenset

gruppe.

Pasienter med kronisk sykdom

WHO definerer kronisk sykdom slik: "Chronic diseases are diseases of long duration
and generally slow progression” (11). I en norsk studie ble kronisk sykdom definert
slik: Kronisk sykdom er en irreversibel konstant, tiltagende eller latent sykdoms-
tilstand eller svakhet som virker inn pa hele mennesket og dets omgivelser, og som
fordrer omsorg, egenomsorg, opprettholdelse av funksjon og forebygging av vide-
re funksjonssvikt (12). Pasienter med kronisk sykdom er en svert heterogen gruppe,
bade med hensyn pa arsaker til lidelsen og symptomer. Kroniske sykdommer omfat-
ter bl.a. diabetes, KOLS, hjertesvikt, revmatisme, kreft, kroniske infeksjonssykdom-
mer, nevrologiske og psykiske lidelser, samt demens.

Siden symptomene er sa ulike, trenger ikke kronisk sykdom bety varig nedsatt funk-
sjonsevne. Funksjonsevnen kan veere upavirket av sykdom i lange perioder, med lite
behov for oppfolging og tilpasning, eller den kan veksle mellom & vare hgy og lav.
Ytterligere andre grupper av pasienter med kronisk sykdom kan ha en kontinuerlig
og gradvis reduksjon i funksjonsniva. Utviklingen av behandlingstilbudet for mange
av disse sykdommene bidrar til at stadig flere med kronisk sykdom ikke far like om-
fattende funksjonstap som tidligere.

Andelen med kronisk sykdom blant alle voksne i Norge er ansltt til 58 % (13). An-
delen gker med alder, 46 % blant 25-44-aringene og 82 % blant personer pa 75 ar
eller eldre har kronisk sykdom. Definisjonen som er brukt her kan ogsa omfatte syk-
dom som er av langvarig karakter, lenger enn tre eller seks méneder.

A ha en kronisk sykdom betyr ikke ngdvendigvis at personen opplever & ha dérlig
helse. En stor del av personer med kronisk sykdom opplever & ha god helse (13).
Ifolge Norgeshelsa oppga 81 % av alle voksne oppga & ha god helse, 88 % av 25-44
aringene og 62 % av personer 75 ar eller eldre (13).

Kroniske lidelser gir ulike sykdomsbilder, har ulike symptomer, og pasientene vil
derfor ha ulike behov for behandling, oppfelging og tilrettelegging. Utfordringene
for ulike pasientgrupper vil dermed vere forskjellige med hensyn til bade sykehus og
kommunehelsetjenesten hver for seg, men ogsé for hvordan samarbeidet mellom
dem er organisert og fungerer.

17 Innledning



Samhandlingstiltak, konkrete tiltak hvor sykehus og kommune-
helsetjeneste samhandler

I dette prosjektet har vi definert samhandlingstiltak som tiltak hvor det er konkret
beskrevet hvordan sykehus og kommunehelsetjenesten samhandler. Kunnskapssen-
teret har utarbeidet flere notater/rapporter om tiltak som kan vaere samhandlings-
tiltak mellom sykehus og kommunehelsetjenesten, som ambulante tjenester (14) og
“hjemmesykehus”(15). "Hjemmesykehus” innebzeerer at pasienten behandles i hjem-
met av kvalifisert helsepersonell. Disse rapportene/notatene svarer imidlertid ikke
pa var problemstilling. Verken ambulante team eller "hjemmesykehus” trenger a in-
nebere at sykehus og kommunehelsetjenesten arbeider sammen, det kan veere tiltak
som er lgst internt i sykehus eller i kommunehelsetjenesten. Beskrivelsen kan ogsé
ha et sé stort fokus pa en del av prosessen og at hva den andre parten bidrar med
ikke er beskrevet. I denne kunnskapsoppsummeringen skal vi se pd samhandling i
forhold til utskrivning av pasienter, og de tidligere publiserte rappportene var ikke
avgrenset til utskrivning av pasienter. "Hjemmesykehus” kan f eks gnske a8 unnga
sykehusinnleggelser.

Kunnskapssenteret laget i 2008 et notat, et "policy brief”, i forbindelse med planleg-
gingen av Samhandlingsreformen (16). Notatet inneholder en oversikt over effekt av
ulike tiltak som vil kunne omfattes av reformen. Fa av de tiltakene man fant hadde
en mulig positiv effekt omfattet konkret samhandling mellom sykehuset og kommu-
nehelsetjenesten. Effektive tiltak omfattet opplaring av pasienter og helsepersonell,
motiverende rddgivning, tilbakemelding, pAminnere og tverrfaglig teamarbeid. De
tiltakene som forfatterne av notatet pidpekte hadde usikker effekt var for eksempel
behandlingslinjer, pasientkoordinatorer og delt behandlingsansvar. Dette er tiltak
som i storre grad kan vaere samhandlingstiltak hvor bade sykehus og kommunehel-
setjenesten deltar. Notatet var ikke avgrenset til utskrivning av pasienter med kro-
nisk sykdom.

Noen av de effektive tiltakene nevnt i policy briefet kan innebzere samhandling mel-
lom sykehus og kommunehelsetjenesten, men ikke nadvendigvis. Et eksempel er
opplearing av helsepersonell. Hvis sykehusets medarbeidere laerer opp kommune-
helsepersonell eller omvendst, vil det veere et samhandlingstiltak slik vi har definert
det i denne rapporten. Derimot hvis en hggskole eller et universitet leerer opp ansat-
te ved sykehus og kommune vil det ikke inkluderes som samhandlingstiltak i denne
rapporten.
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Avgrensninger i dette prosjektet

For & avgrense prosjektet og sikre oss at vi gjennomferte prosjektet mest mulig i trad
med bestillingen, hadde vi flere mater med bestiller. Vi ble enige om a ga bredt ut og
ikke spesifisere hvilke typer tiltak vi ville inkludere, da ville vi bare finne tiltak som
allerede var kjent. Vi ble enige om at vi skulle sgke etter studier hvor minst én repre-
sentant for sykehuset samhandlet med minst én representant for kommunehelsetje-
nesten om utskrivning av pasienter med kronisk sykdom. Tiltaket skulle ogsa veere
sa godt og konkret beskrevet at det skulle vaere mulig for andre 4 implementere det,
og ikke avgrenset til om samhandling hadde effekt eller ikke. Etter at kriteriene for
hvilke studier vi skulle inkludere var avklart, har vi giennomfgrt prosjektet i trad
med beskrivelsen av arbeidsprosessen i Kunnskapssenterets hdndbok "Slik opp-
summerer vi forskning” (17). For mer informasjons om prosessen, se metodekapit-
let.

Inkluderte studier ville kunne omfatte samhandlingstiltak som inneholdt administ-
rativ samhandling, men ogsa behandling av pasienter eller opplaring av ansatte.
Bade sykehus og kommunehelsetjenesten skulle kunne initiere samhandling og beg-
ge kunne vere stedet hvor samhandling fant sted. Aktuelle studier métte konkretise-
re hvordan samhandlingen hadde funnet sted og hvordan den ble malt. Innenfor
prosjektet har vi inkludert alle begrep for samhandling. Dermed vil studier som har
brukt begreper som samordning, samarbeid og koordinering bli inkludert, uavheng-
ig av om Samhandlingsreformens definisjon av samhandling er oppfylt.

Effekten av samhandling skulle kunne males med utfall knyttet til pasienten og/eller
med utfall knyttet til sykehus og kommunehelsetjenesten. For noen pasientgrupper
ville ogsa parerendes erfaring veere relevante utfallsmal. Utfallsméal knyttet til pasi-
enten kunne vaere behandlingsutfall, erfaringer og livskvalitet. Utfall knyttet til sy-
kehus og kommunehelsetjenesten kunne veere ressursbruk, mél pa effektivitet,
kompetanseutvikling, omfang av samhandling og kvalitet pa behandlingstilbudet, f
eks ugnskede hendelser og reinnleggelser.

Endringen i lovverket i 2011 bergrer ogsa kommunal medfinansiering av spesialist-
helsetjenesten og kommunalt finansieringansvar for utskrivningsklare pasienter (7).
Vi vil avgrense prosjektet til tiltak hvor samhandling er konkret beskrevet, og vil der-
for ikke bergre disse finansielle forholdene.

Vi har ikke bare vurdert tiltak knyttet til selve utskrivningsgyeblikket, men alle tiltak
som bergrer utskrivningsprosessen. Mange akterer innad i sykehuset vil ha et behov
for & samarbeide med hverandre bade for, under og etter en utskrivningsprosess.
Studier om samhandling internt i sykehuset eller internt i kommunehelsetjenesten
vil falle utenfor dette prosjektet, selv om det skulle vaere ulike enheter som samar-
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beider. Likedan vil samhandling som ikke bergrer en utskrivningsprosess falle uten-
for vart oppdrag, selv om det er sykehus og kommunehelsetjeneste som samhandler.

Begrepet “kronisk” brukes ogsa ofte om langvarige tilstander, f eks. om sykdommer
som varer lenger enn tre méneder. I dette prosjektet gnsket vi 4 ha en lengre periode
pa sykdomsforlgpet enn tre méneder. Noen sykdommer og skader, f eks brudd, er
dermed ekskludert, selv om behandling av dem i noen tilfeller kan vaere langvarig.
For noen sykdommer kan man ikke utelukke at pasienten vil trenge behandling se-
nere, selv om behandlingsbehovet i perioden etter et sykehushopphold vil kunne
vaere sveert lavt. For mange pasienter vil det ogsé veere en utfordring at en tilleggs-
sykdom og/eller pasientens livssituasjon vil kunne endre behovet for behandling og
samhandling mellom sykehus og kommunehelsetjenesten betraktelig, derfor har
akuttinnleggelser av andre arsaker enn den kroniske lidelsen blitt inkludert. I dette
prosjektet vil kronisk sykdom og kronisk lidelse bli brukt som synonymer.

Nar vi gnsket & se pa effekt av samhandling mellom sykehus og kommunehelsetje-
neste, vil det veere ngdvendig at studien er utfert med en tiltaksgruppe og en kont-
rollgruppe eller med en tidsserieanalyse hvor man har minst tre malepunkter for og
etter en organisatorisk endring. Siden det er effekt av et samhandlingstiltak vi gns-
ket & identifisere, ma kontrollgruppen enten ikke ha en konkret beskrivelse av sam-
handlingen eller & ha samhandlet pa en annen méte. I mange studier vil kontroll-
gruppen antagelig besta av "vanlig praksis”, uten neermere beskrivelse. Det er vans-
kelig & tenke seg at det ikke forekommer samhandling mellom sykehus og kommu-
nehelsetjeneste i disse kontrollgruppene. Eksempler fra virkeligheten som trekkes
fram er ofte eksempler pa darlig samarbeid, men ikke ikke-eksisterende samarbeid
(18). Samhandlingen kan ha veart darlig av mange ulike grunner, f eks feil mengde,
feil type, feil tidspunkt, feil kompetanse hos personen som deltar.

En oversikt over hvilke samhandlingstiltak som brukes og utvikles for utskrivning av
pasienter med kronisk sykdom i Norge i dag faller utenfor prosjektet, da vi kun vil
oppsummere resultater fra publiserte effektstudier.

Det har veert naturlig & nevne samhandlingsreformen i forbindelse med dette pro-
sjektet. Det er imidlertid viktig & presisere at reformen omfatter betydelig mer enn
de elementene vi skal studere, slik at store deler av reformen faller utenfor véart pro-
sjekt. Sentralt i reformen stér et gnske om & lgfte fram forebyggende arbeid, men her
er det lite sannsynlig at samhandling om utskrivning av kronisk syke pasienter inn-
gar. Reformen omfatter ogsa utskrivningsklare pasienter og pasienter med komplek-
se sykdomstilstander som krever innsats fra mange akterer i det norske helsevesen,
men overfgring av pasienter fra sykehus til kommunehelsetjeneste uten et konkreti-
sert samarbeid, vil falle utenfor prosjektet.

Samhandlingsreformen omfatter ogsa hvordan oppgaver skal fordeles mellom aktg-
rene og reformen kan oppfattes som ogsd 4 omhandle rammene for samhandling
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gjennom juridiske vedtak og gkonomiske beslutninger. Behandling og gjennomfe-
ring av slike juridiske og finansielle rammer og beslutninger vil falle utenfor pro-
sjektet, da vart oppdrag forutsetter at samhandlingen skal dreie seg om utskrivning
av pasienter med kronisk sykdom. Vi har heller ikke tolket oppdraget som test av
effekten av samhandling slik den er skissert i reformen, eller om samhandling har
effekt. Vi har tolket vart oppdrag som & gi en oversikt over samhandlingstiltak som
er studert i effektstudier og som kan gi informasjon om hvilke tiltak aktorer i det
norske helsevesen kan gnske & diskutere i sin utforming av samhandlingstiltak.

Oppsummering

Malet med dette prosjektet var a identifisere og oppsummere resultater fra systema-
tiske oversikter og primarstudier som har undersgkt effekt av tiltak som inneholder
samhandling mellom sykehus og kommunehelsetjenesten i forbindelse med utskri-
ving av pasienter med kronisk sykdom. Studier av pasienter med alle typer kroniske
sykdommer var aktuelle. Samhandlingstiltakene kunne vare av administrativ art,
knyttet til behandling eller opplaering. Utfallsmélene kunne veere knyttet til pasien-
ten som for eksempel livskvalitet, opplevelse av behandlingskvalitet samt helserela-
terte utfall, men ogsa til sykehuset eller kommunehelsetjenesten, som f eks bruk av
ressurser, samhandlingskvalitet, kompetanseutvikling eller reinnleggelser. Det var et
krav at samhandling i de inkluderte studiene var tydelig beskrevet, slik at det skulle
veere mulig & gjenta hvordan samhandling fant sted. Vi inkluderte studier hvor minst
én representant for sykehuset samhandlet med minst én representant for kommune-
helsetjenesten, men det kunne ogsé veere avdelinger eller stgrre enheter som deltok i
samhandlingstiltaket. Vi noterte om bruker/pasient/pargrende var part i samhand-
lingen.
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Metode

Litteratursgking

En spkestrategi som omfattet inklusjonskriteriene ble utviklet i samarbeid med bib-
liotekar Malene W. Gundersen i Helsedirektoratet. Det systematiske sgket ble gjen-
nomfert 16. august 2011, oppdateringssgk ble gjennomfert 9.-10. august 2012. Fol-
gende databaser ble sgkt i:

e Medline
e EMBASE
e Cinahl

e Cochrane Database of Systematic Reviews

e Cochrane Central Register of Controlled Trials (CENTRAL)
¢ DARE

e HTA

I tillegg gikk vi gjennom et stort antall referanselister fra bade inkluderte og eksklu-
derte studier og oversikter.

Inklusjonskriterier

Utgangspunktet var at studiene vi skulle inkludere skulle veere gjennomfort slik at de
omfattet bade sykehus, kommunehelsetjenesten, et samhandlingstiltak mellom disse
aktorene, utskrivelse og kronisk syke. Nér vi gjorde testsgk med alle begrepene,
identifiserte vi svaert fa studier, og ikke de studiene vi kjente til pa forhand og som vi
mente skulle inkluderes.

Problemet med & vaere uttemmende i forhold til alle kroniske sykdommer gjorde at
vi gjennomfarte sgket uten begrensning i forhold til diagnoser. Testsgket inneholdt
da noen diagnoser det var enkelt & se at ikke omfattet kronisk syke, serlig premature
barn. Utskrivning viste seg i all hovedsak ogsa & dekke begrepet sykehus. Det endeli-
ge sgket omfattet dermed kun to begreper, utskrivning og kommunehelsetjenesten.
Sekestrategiene er vist i vedlegg 1. Forfatterne av denne oversikten har handtert en
stor mengde referanser for 4 miste feerrest mulige studier.
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Popula- | Pasienter med kronisk sykdom, herunder ogsa psykiske lidelser, barn og
sjon voksne med medfadte skader som trenger medisinsk behandling.

Inter- Alle konkrete tiltak hvor sykehus og kommunehelsetjenesten samhandlet
vensjon | knyttet til utskrivning av pasienter med kronisk sykdom. Slike interven-
sjoner kunne omfatte administrasjon, pasientbehandling, opplaering av
personell giennom samarbeidsmgter, informasjon, individuell plan,
elektronisk epikrise osv. Det skulle vaere dokumentert at samhandling
skjedde mellom minst én representant for sykehuset og minst én repre-
sentant for kommunehelsetjenesten.

Sam- Utskrivning fra sykehus hvor ikke bade sykehuset og kommunehelsetje-
men- nesten deltok i konkrete samhandlingstiltak.

ligning | Standard utskrivning hvor samhandling ikke var beskrevet.

Annen type samhandling enn intervensjonen.

Utfalls- | Pasientutfall: funksjonsniva, behandlingsutfall, uenskede hendelser, til-
mal fredshet hvor ogsa forutsigbarhet kan inngé, samt livskvalitet, men ogsa
mortalitet og sykdomsspesifikke indikatorer. For noen grupper pasienter
ville pararendes tilfredshet og forutsigbarhet vere sentral, og det ville
veere pargrende som rapporterte om pasientenes funksjonsnivé etc.
Organisatoriske utfall: Liggetid i sykehus, reinnleggelser, ressursbruk.
Mal pa samarbeid, effektivitet og arbeidsmilje. Kompetanseutvikling/lze-
ring bade i kommunehelsetjenesten og pa sykehuset.

Studie- | Systematiske oversikter av hgy kvalitet, randomiserte kontrollerte studi-
design er (RCT), Kklinisk kontrollerte studier (CCT), kontrollerte for- og etter
studier (CBA), avbrutte tidsserieanalyser (ITS)

Sprak Ingen begrensninger i sgket.

Eksklu- | Studier vedrerende behandling i poliklinikk, eller annen dagbehandling,
sjon da er pasienten ikke innskrevet ved sykehuset. Studier vedrgrende be-
handling hos leger ansatt i andre deler av spesialisthelsetjenesten enn
sykehus. Private institusjoner ble ikke oppfattet som en del av kommune-
helsetjenesten, hvis de kun fikk kommunale tilskudd og ellers ikke falt
inn under kommunal administrasjon. Samhandling med pasienten, fami-
lie/pargrende og med frivillige uten samhandling med sykehus og kom-
munehelsetjenesten. Utskrivning fra opptreningsinstitusjoner, dette ble
oppfattet ved prosjektets start som en del av kommunehelsetjenestens
oppgaver. Tiltak som tilrettela for samhandling, f eks utarbeidelse av re-
gelverk og avtaler for samhandling.

Utvelgelse og kvalitetsvurdering

To personer Hilde H. Holte (HHH) og Ingeborg B. Lidal (IBL) valgte ut og kvalitets-
vurderte tilgjengelig litteratur uavhengig av hverandre. Ved uenighet diskuterte vi
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oss fram til enighet. Vi valgte ut mulige relevante oversikter fra tittel og sammen-
drag, leste disse i fulltekst, og vurderte relevans etter inklusjonskriteriene. Utvalgte
oversikter ville blitt vurdert med hensyn pa kvalitet ved hjelp av Kunnskapssenterets
sjekkliste for systematiske oversikter. Primerstudier ble kvalitetsvurdert for risiko
for systematiske skjevheter etter Risk of Bias-tabellen i Cochrane Handbook
(http://www.cochrane.org/training/cochrane-handbook). Vurderingen av Risk of
Bias for hver enkelt artikkel er gitt i tilknytning til dataekstraksjonstabellene i ved-
legg 2.

Datauthenting

Vi hentet ut folgende opplysninger fra de inkluderte studiene: referanse, landet hvor
studien var gjennomfert, studiedesign, hvilken populasjon som var studert, hvordan
populasjonen ble valgt, utvalgsstorrelse, oppfelgingstid, en beskrivelse av innholdet i
intervensjonen og tiltakene gitt til kontrollgruppen, hvilke akterer som deltok fra
sykehus og kommunehelsetjeneste, hva det konkrete samhandlingstiltaket var, ut-
fallsmélene samt intensjonen med studien. En oversikt over disse opplysningene for
alle de inkluderte artiklene er gitt i vedlegg 2, sammen med en vurdering av risiko
for systematiske feil og skjevheter. Effektestimatene fra studiene sammen med en
vurdering av var grad av tillit til dokumentasjonen ved bruk av GRADE (se under),
er gitt i vedlegg 3.

Dataanalyse

Ved gjennomgang av de inkluderte studiene viste det seg at kun fire studier evaluer-
te ett samhandlingstiltak, mens de 41 andre studiene evaluerte sammensatte inter-
vensjoner, hvor samhandlingstiltaket kun var et av flere elementer i intervensjonen.
Ingen av de fire studiene omfattet det samme samhandlingstiltaket, og ingen av de
sammensatte intervensjonene hadde de samme elementene i intervensjon og sam-
menligning. En sammenstilling av resultatene i en metaanalyse var dermed ikke
hensiktsmessig. Resultatene er presentert deskriptivt. De sammensatte intervensjo-
nene er delt i to grupper etter innhold, oversendelse av tilleggsdokumenter, og sam-
handling rundt behandling og tildeling av tjenester. Den siste gruppen er igjen delt i
to grupper etter nér i behandlingsforlgpet intervensjonene er gjennomfort. De tre
gruppene har vi gitt overskriftene koordinering nar fokuset er pa samarbeid om til-
deling av tjenester etter utskrivning, planlegging nér intervensjonen i tillegg omfat-
ter tiltak som pavirker behandlingen pé sykehuset.

I presentasjonen av resultatene i resultatkapitlet er oppfelgingstider som tilsvarte

samme tidsperiode, f eks 12 uker og 3 maneder, presentert samlet der hvor det var
hensiktsmessig, samt en tilneermet lik periode f eks 3-6 méneder.
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Gradering av kvaliteten pa dokumentasjonen

To forfattere, HHH og IBL, vurderte kvaliteten pa dokumentasjonen for hvert enkelt
utfall i de inkluderte studiene. Som hjelpemiddel for & vurdere kvaliteten av doku-
mentasjonen benyttet vi graderingsverktayet GRADE (Grading of Recommenda-
tions, Assessment, Development and Evaluation: www.gradeworkinggroup.org).
Forsteforfatter graderte og annenforfatter kontrollerte. Ved uenighet konfererte vi
med en tredje person. Denne kvalitetsvurderingen av dokumentasjonen er gitt i ved-
legg 3 for hvert enkelt utfall i hver sammenligning.

I GRADE vurderes kvaliteten pa dokumentasjonen for hvert utfall etter fem kriteri-
er: risiko for systematisk skjevhet (bias), konsistens (samsvar mellom studiene),
presisjonen av resultatet, direkthet (hvor like studiedeltakerne, intervensjon og ut-
fallsmal i oversiktens inkluderte studier var i forhold til de personer, tiltak og utfall
vi egentlig gnsket & studere) og publiseringsskjevhet. Det ble vurdert i hvilken grad
hvert kriterium var oppfylt og eventuelle mangler forte til trekk i kvalitet. Hvis vi for
eksempel mener at resultatene ikke var overfagrbare til norske forhold, ville vi grade-
re ned for direkthet. Graderingen av kvaliteten innebzrer en vurdering av tilliten vi
totalt sett har til effektestimatet for hvert utfall. En observasjonsstudie vil starte pa
et lavere kvalitetsnivd av dokumentasjonen enn en randomisert kontrollert studie. I
visse tilfeller kan man ogsa oppgradere med tre kriterier; stor effekt, dose/respons
gradient, pavirkning av andre kjente forklaringsfaktorer som ville ha redusert ef-
fekten. Det er viktig a4 veere klar over at vurderingen av kvaliteten av dokumentasjo-
nen for hvert utfallsmal ikke er det samme som vurdering av den metodologiske kva-
liteten av de enkelte studiene, som vurderes gjennom risiko for systematiske skjev-
heter.

Den helhetlige kvalitetsbedemmelsen av hvert utfall klassifiseres til én av kvalitets-
kategoriene hgy, middels, lav eller sveert lav:

Hgay kvalitet: Vi har stor tillit til at effektestimatet ligger naer den sanne effekten.
Middels kvalitet: Vi har middels tillit til effektestimatet: effektestimatet ligger
sannsynligvis ner den sanne effekten, men effektestimatet kan ogsa veere vesentlig
ulik den sanne effekten.

Lav kvalitet: Vi har begrenset tillit til effektestimatet: den sanne effekten kan vaere
vesentlig ulik effektestimatet.

Sveert lav kvalitet: Vi har sveert liten tillit til at effektestimatet ligger neer den san-
ne effekten.

I oppsummering av resultatene vil forskjellen mellom lav og sveaert lav kvalitet pre-
senteres gjennom forskjellig bruk av ordene muligens og kanskje. Muligens vil gjen-
speile lav kvalitet pd dokumentasjonen, mens kanskje vil gjenspeile sveert lav kvali-
tet. Ved middels kvalitet ville ordet trolig blitt brukt.
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For en detaljert beskrivelse av Kunnskapssenterets arbeidsform henviser vi til var

metodebok som finnes pé vare nettsider: http://www.kunnskapssenteret.no.
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Begrep Forklaring

Avbrutte Et studiedesign hvor det samles inn data og/eller observeres ved flere tids-

tidsserier punkt for og etter en intervensjon. Slik sgker man & beregne effekten av et

(Interrupted | tiltak og samtidig estimere den underliggende tidstrenden.

time series)

Blinding En studie er blindet nér deltakere, helsepersonell og/eller de som vurderer
utfallene ikke vet om den aktuelle pasient er i intervensjons- eller kontroll-
gruppen. Blinding beskytter mot utfarelses bias (gruppene vil veere sam-
menliknbare nar man bedemmer innslaget av tilleggsbehadnling) og maéle-
bias (det introduseres ikke systematiske skjevheter i bedemmelsen av resul-
tatene). Men hvilken gruppe pasientene er i kan ikke alltid skjules.

Effektesti- Mal for effekt, f.eks. gjennomsnitt, frekvens, prosent, relativ risiko, odds ra-

mat tio, "numbers needed to treat to benefit," standardisert gjennomsnittlig for-
skjell eller vektet gjennomsnittlig forskjell.

Epikrise En standardrapport til henvisende lege etter et sykehusopphold. I uten-
landske studier har man ogsa brukt ord som utskrivningssammendrag.

Fastlege Omfatter bide allmenleger som etter norsk lov har avtale med kommunen,
andre leger som er pasientens lege, men ogsa pa leger hvor utenlandske stu-
dier kan ha brukt begreper som GP (general practitioner), PCP (primary
care physician), family physician etc

Geriatri Pasienter som i studien er betegnet som geriatriske, eller en gruppe pasien-
ter som er minst 65 ar gamle.

Hjemmesy- | I flere tilfeller omfatter dette studier hvor man har brukt begreper som

kepleier community nurse, eller district nurse.

Ikke-rando- | Et studiedesign hvor deltakerne er fordelt til en tiltaks- og kontrollgruppe.

miserte kon- | Resultatene blir vurdert ved & sammenlikne utfall i behandlings-/tiltaksgru-

trollerte stu- | ppen og kontrollgruppen. Deltakerne er ikke fordelt tilfeldig slik som i en
dier/klinisk | RCT (se under). Men kontrollgruppen skal vere lik tiltaksgruppen med hen-
kontrollerte | syn til demografiske og sykdomsspesifikke variabler samt konfundervariab-
studier ler.

Kontrollerte
for-og-etter

Et ikke-randomisert forsgk der en kontrollgruppe og en tiltaksgruppe med
like karakteristika og ensartet atferd forsgkes identifisert. Data blir innhen-

studier tet i kontroll- og tiltaksgruppen bade for og etter et tiltak.

Kvalitet pa En rangering av kvaliteten pa kunnskapsgrunnlaget som uttrykker i hvilken

dokumenta- | grad en kan stole pa konklusjonene. Vi bruker instrumentet GRADE for det-

Sjonen te fOI‘mﬁlet.

Meta- Statistisk teknikk for & summere resultatene av enkeltstudier. Ved a kombi-

analyse nere informasjon fra alle relevante studier, kan meta-analyser gi mer presise
effektestimat.

Metodisk Vurdering av den helhetlige kvaliteten (interne validiteten) av en studie.

kvalitet Dette gjores ved & vurdere studiens design, instrumenter, resultater osv.

Sjekklister benyttes ofte til dette formalet.
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Randomise-
ring

En prosess som tilfeldig fordeler deltakere til en av armene i en kontrollert
studie. Det er to komponenter i randomisering: generering av en tilfeldig
sekvens, og dens implementering, ideelt pa en méte slik at de som inklude-
rer deltakere i en studie, ikke er klar over sekvensen (skjult allokering). En
god randomiseringsmaéte er typisk en metode hvor deltakere allokeres til en
gruppe fra et sentralt senter (for eksempel via telefon eller e-post), og sek-
vensen genereres av en tilfeldighetsgenerator pa en datamaskin.

Randomisert

kontrollert
studie (RCT)

Et studiedesign hvor deltakerne er randomisert (tilfeldig fordelt) til en til-
taks- og kontrollgruppe. Resultatene blir vurdert ved & sammenlikne utfall i
behandlings-/tiltaksgruppen og kontrollgruppen. En fordel ved en RCT er at
den tilfeldige fordeling av deltakere til de to (eller flere) gruppene i teorien
sikrer at gruppene er like med hensyn til demografiske og sykdomsspesifik-
ke variabler samt konfundervariabler.

Relativ risi-
ko

Forholdet mellom risikoen i to grupper. I tiltaksstudier er dette risikoen i
tiltaksgruppen delt pa risikoen i kontrollgruppen. En relativ risiko pa 1 indi-
kerer at det ikke er forskjell pa de to gruppene. For ugnskede utfall indikerer
en relativ risiko < 1 at tiltaket er effektivt for a redusere risikoen for dette
utfallet.

Risk of bias

Risiko for systematiske feil og skjevheter som 1) seleksjonsskjevheter, dvs
systematiske forskjeller i hvordan gruppene som skal sammenlignes ble
sammensatt, 2) utfarelsesskjevheter, dvs systematiske forskjeller i hvordan
gruppene ble behandlet i tillegg til den aktuelle intervensjon som skal vurde-
res, 3) maleskjevheter, dvs systematiske forskjeller mellom gruppene i hvor-
dan utfallene ble mélt, og 4) eksklusjonsskjevheter, systematiske forskjeller i
hvor mange som falt fra eller ble ekskludert i gruppene som sammenlignes.

Samhand-
lingstiltak

Enhver form for samhandling hvor minst en akter fra sykehus samhandler
med minst en akter fra kommunehelsetjenesten og hvor innholdet i sam-
handlingen er konkret beskrevet.

Statistisk
signifikans

Et resultat som det er usannsynlig er fremkommet ved tilfeldigheter. Den
sedvanlige grense for denne vurderingen er at resultatet, eller mer ekstreme
resultater, ville forekomme med en sannsynlighet mindre enn 5 % hvis null-
hypotesen var sann. Statistiske tester gir en p-verdi som brukes for 4 uttryk-
ke dette.

Systematisk

En oversikt som sgker & fange opp all empirisk forskning for & svare pa et

oversikt spesifikt forskningsspersmal. En systematisk oversikt skal ha klare for-
héndsdefinerte inklusjonskriterier, en eksplisitt og reproduserbar metodo-
logi, et systematisk litteratursgk, evaluering av validitet av inkluderte studier
og en systematisk presentasjon av resultater.

Sgkestrategi | Metode brukt i en oversikt for & identifisere relevante studier. Er en kombi-

nasjon av sgkeord, sgkefilter, tidsrom og elektroniske databaser benyttet for
a identifisere studier. Metoden kan suppleres med & hdndsgke relevante
tidsskrifter, kontakte farmasgytiske bedrifter eller eksperter, andre former
for personlig kontakt og sjekke referanselister.
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Resultat

Litteratursgk

Vi sgkte etter systematiske oversikter og primarstudier som hadde evaluert effekt av
samhandling mellom sykehus og kommunehelsetjeneste ved utskrivning av kronisk
syke. Figur 1 viser hdndteringen av sgkeresultatet. En tabell over de ekskluderte ar-
tiklene og eksklusjonsgrunn finnes i vedlegg 4.

Figur 1. Resultatet av sgket etter studier og handtering av identifiserte
referanser.

9.855 + 1.433 identifiserte unike
referanser fra henholdvis farste sgket
0g oppdateringsseket

16 referanser fra 10.800 referanser ekskludert
referanselister og pa bakgrunn av tittel og abstrakt
ekskluderte
oversikter

A 4

\

485+19 artikler vurdert i fulltekst

453 artikler ekskludert
pa bakgrunn av
studiedesign/problemstiling

A 4

51 artikler inkludert
(45 studier)
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Tabell 1 inneholder en oversikt over alle inkluderte artikler. Vi fant ingen systema-

tiske oversikter som tilfredsstilte inklusjonskravene. I tabell 1 presenteres landet

studien var gjennomfert i, antall pasienter og en kategorisering av intervensjonene, i

tillegg til konklusjonen pa kvalitetsvurderingen av studiene og dokumentasjonen.

Tabell 1. Inkluderte artikler, etter land, design, risk of bias, antall pasienter, type inter-
vensjon og kvalitet p4 dokumentasjon (GRADE).

Referanse Land Design Risk of | Antall Type intervensjon/ Kvalitet
bias pasien- | enkel/sammensatt p& doku-
ter menta-
sjonen
Allen 2004 (19) USA CCT Hoy 96 Koordinering/sammensatt | Sveert lav
Anderson 2005 (20) USA CCT Hoy 121 Koordinering/sammensatt | Sveert lav
Askim 20042 (21) Norge RCT Lav 62 Koordinering/sammensatt | Svert lav
Avlund 2002 (22) Danmark Cluster Hoy 149 Koordinering/sammensatt | Sveert lav
RCT
Balaban 2008 (23) USA RCT Hoy 96 Oversending/sammensatt | Sveert lav
Bautz-Holter 2002 (24) Norge RCT Uklar 88 Koordinering/sammensatt | Sveert lav
Beauchesne 2007 (25) Canada CCT Hay 22 Oversendelse/sammensatt | Sveert lav
Calvert 2012(26) USA RCT Lav 143 Oversendelse/sammensatt | Lav
Casas 2006 (27) Spania og RCT Uklar 155 Koordinering/sammensatt | Sveart lav
Belgia
D'Souza 2002 (28) Australia CCT Hay 51 Koordinering/sammensatt | Sveert lav
Eggink 2010 (29) Nederland RCT Uklar 85 Oversendelse/sammensatt | Sveert lav
Finn 2011 (30) USA RCT UKklar 872 Oversendelse/sammensatt | Lav
Fjaertoft 20032 (31) Norge RCT Lav 320 Koordinering/sammensatt | Svart lav
Fjaertoft 20042(32) Norge RCT Lav 320 Koordinering/sammensatt | Sveert lav
Fjaertoft 20052 (33) Norge RCT Lav 320 Koordinering/sammensatt | Svert lav
Fjaertoft 20112(34) Norge RCT Lav 320 Koordinering/sammensatt | Svart lav
Forchuk 2005 (35) Canada RCT Hoy 390 Planlegging/sammensatt Sveert lav
Gardsen 2007 (36) Norge RCT Uklar 142 Planlegging/sammensatt Svert lav
Gilbertson 2000 (37) Skottland RCT Uklar 138 Koordinering/sammensatt | Sveert lav
Graumlich 2009 (38) USA Cluster Uklar 631 Oversendelse/sammensatt | Sveert lav
RCT
Grunfeld 2011 (39) Canada RCT Lav 408 Oversendelse/sammensatt | Lav
Guadagnoli 2004 (40) USA RCT Uklar 509 Oversendelse/enkel Sveert lav
Haggmark 1997 (41) Sverige CCT Hoy 56 Planlegging/sammensatt Sveert lav
Hansen FR 1994 (42) Danmark RCT Hoay 344 Koordinering/sammensatt | Svert lav
Hansen R 1990 (43) Danmark CCT Uklar 100 Koordinering/sammensatt | Sveert lav
Harrison 2002 (44) Canada RCT Uklar 192 Koordinering/sammensatt | Sveert lav
Hendriksen, Stromgard Danmark RCT Hoy 273 Planlegging/sammensatt Svart lav
Sorensen 1989" (45)
Hendriksen, Stromgard Danmark RCT Hoy 250 Planlegging/sammensatt Sveert lav
1989°(46)
Indredavik 20002 (47) Norge RCT Lav 320 Koordinering/sammensatt | Svart lav
Jack 2009 (48) USA RCT Hoy 749 Koordinering/sammensatt | Sveert lav
Lampen-Smith 2012 New Zealand RCT Hoy 51 Oversendelse/enkel Sveert lav
(49)
Laramee 2003 (50) USA RCT Uklar 287 Planlegging/sammensatt Sveert lav
Legrain 2011 (51) Frankrike RCT Lav 665 Planlegging /sammensatt Lav
Lim 2003 (52) Australia RCT Lav 598 Koordinering/sammensatt | Lav
Marks 1999 (53) Australia RCT Hoay 60 Oversendelse/sammensatt | Sveert lav
Martin 1994 (54) Storbritannia RCT Hoy 54 Koordinering/sammensatt | Sveert lav
McCusker 2001 (55) Canada RCT Hoy 357 Planlegging/sammensatt Sveert lav
Mclnnes 1999 (56) Australia RCT Uklar 364 Planlegging/enkel Svert lav
Mion 2003 (57) USA RCT Lav 650 Planlegging/sammensatt Lav
Naji 1999 (58) Skottland RCT Hoay 343 Oversendelse/sammensatt | Sveert lav
Naunton 2003 (59) Australia RCT Lav 121 Koordinering/sammensatt | Sveert lav
Nazareth 2001 (60) Storbritannia RCT Hay 362 Oversendelse/sammensatt | Sveert lav
Paquette-Lamontagne Canada CCT Hoy 89 Oversendelse/enkel Sveert lav
2001 (61)
Preen 2005 (62) Australia RCT Hay 189 Planlegging/sammensatt Sveert lav
Reynolds 2004 (63) Skottland RCT Uklar 19 Koordinering/sammensatt | Sveert lav
Rutherford 2001 (64) Australia RCT Hoy 200 Planlegging /sammensatt Sveert lav
Shaw 2000 (65) Skottland RCT Hoy 97 Oversendelse/sammensatt | Sveert lav
Styrborn 1995 (66) Sverige CCT Hoy 536 Planlegging/sammensatt Svert lav
Vuong 2008 (67) Australia RCT Hoy 316 Oversendelse/sammensatt | Sveert lav
Ward 2008 (68) USA CCT Hoy 20 Oversendelse/sammensatt | Sveert lav
Weinberger 1996 (69) USA RCT Hoay 1396 Planlegging/sammensatt Svert lav

a) vurdert som samme studie og presentert som Indredavik 2000 i de videre tabellene

b) vurdert som samme studie
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I alt har vi inkludert 45 studier presentert i 51 artikler (Tabell 1). Tre av studiene
(atte av artiklene) var gjennomfert i Norge, en ved Ullevél sykehus i Oslo, en ved St.
Olavs Hospital i Trondheim og en ved St. Olavs Hospital sammen med Sgbstad Sy-
kehjem. Ellers var studiene i hovedsak gjennomfert i USA, Australia, Canada, Stor-
britannia og Skandinavia.

De fleste av de inkluderte studiene, 36 i alt, var randomiserte kontrollerte studier
(RCT). For definisjon av RCT, se begrepsliste i metodekapitlet. Vi vurderte at syv
studier brukte egnede metoder for a studere effekt, og de var godt gjennomfaert slik
at resultatene har lav risiko for systematiske feil og skjevheter.

Gjennomgaende var det fa deltakere i de inkluderte studiene. Kun syv studier hadde
flere enn 500 deltakende pasienter, 13 studier hadde under 100 pasienter (Tabell 1).

Ingen av studiene var sé like med hensyn péa innhold i intervensjonen at vi kunne sl
dem sammen og gjennomfgre en metaanalyse. Av de 45 inkluderte studiene hadde
41 undersgkt effekten av sammensatte intervensjoner. En definisjon av en sammen-
satt intervensjon er: flere separate elementer som fremstar som avgjerende for at
intervensjonen skal gjennomfares riktig, selv om “den aktive ingrediensen” i inter-
vensjonen som har effekt, er vanskelig a spesifisere (70). I de identifiserte studiene
har forskerne ofte hatt som formaél a evaluere slike sammensatte intervensjoner, ikke
de enkelte elementene. For oss ble det derfor ikke mulig & isolere effekten av et spe-
sifisert ssamhandlingstiltak, slik som malsettingen var for prosjektet. Vi vil allikevel
presentere disse studiene og deres resultater. En oversikt over hvilke sammensatte
intervensjoner som er studert og hvordan et samhandlingstiltak er satt sammen med
andre tiltak vil trolig veere nyttig informasjon, i tillegg til eventuell effekt av de sam-
mensatte intervensjonene.

Kun fire studier dreiet seg om effekt av enkle intervensjoner. Disse studiene hadde
kun studert ett tiltak, og dette var et samhandlingstiltak. Bare disse fire studiene
kunne direkte ha identifisert en mulig effekt av et konkret samhandlingstiltak.

Studiene presenteres samlet nedenfor, alfabetisk etter navnet pa forsteforfatter i stu-
dien. Intervensjonene og resultatene fra studiene presenteres i separate tabeller. Ved
at alle opplysninger i begge tabellene og at all annen omtale av den enkelte studien
presenteres etter forsteforfatter, blir det enklere & folge en og samme studie gjennom
rapporten.

Intervensjoner med ett samhandlingstiltak, enkle intervensjoner

I tabell 2a presenterer vi de fire studiene som har studert ett samhandlingstiltak
uten andre tiltak samtidig. I tabellen beskrives samhandlingen mellom sykehuset og
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kommunen, tiltakene gitt til kontrollgruppen, pasientgruppen som deltok og num-

meret pa tabellen i vedlegg 2 som gir en omfattende beskrivelse av studien.

Tabell 2a. Samhandlingstiltak, etter tiltak i intervensjonsgruppe og kontrollgruppe, samt
pasientgruppe.

Referanse, | Samhandlingstiltaket | Tiltak i kontroll- Pasientgruppe | Utfyllende
land i intervensjonsgrup- gruppen (antall pasien- | beskrivelse

pen ter) i vedlegg 2
Guadagnoli | Etbrev ble sendt til fast- Legene mottok ikke Pasienter med Tabell 22
2004 (40) legen og inneholdt anbe- dokumentene som ble | hjerteinfarkt
USA falt behandling, klinisk sendt som interven- eller hjertesvikt

begrunnelse og referan- sjon. (N=509)

ser.
Lampen- Utskrivningsbrev til fast- | Vanlig utskrivnings- Pasienter med Tabell 31
Smith 2012 | legen med instruksjoneri | prosedyre uten spesi- | mavesarsrela-
(49) New trdd med retningslinjer ell informasjon. terte lidelser
Zealand (N=51)
McInnes Fastlegen ble invitert av Standard utskriv- Geriatriske pasi- | Tabell 38
1999 (56) geriater til & besgke syke- | ningsplanlegging enter (N=364)
Australia huset for utskrivning
Paquette- Teamets farmasgyt kon- Vanlig medisinfor- Pasienter som i Tabell 43
Lamontagne | taktet kommunens apotek | skrivning ved utskriv- | gjennomsnitt
2001 (61) over telefon for a {4 in- ning. brukte 5,7 medi-
Canada formasjon om pasienten. siner ved innleg-

gelse (N=89)

De fire studiene som har evaluert et samhandlingstiltak var svaert ulike. Ulikheten

gjaldt bade med hensyn til innhold i intervensjonen (invitasjon, telefonisk kontakt

med apotek, brev med ulike anbefalinger sendt til fastlegen), antall deltagere (fra 51
til 509) og pasientgruppe (geriatriske pasienter, pasienter med hjertesykdom, mage-
sarserelaterte sykdommer og hayt forbruk av legemidler) (Tabell 2a). I tillegg fore-
gikk samhandlingen mellom ulike aktgrer i de fire studiene. Fra sykehusets side del-
tok geriater, farmasoyt og avdeling, mens det var fastlege og apotek som deltok fra
kommunens side.

I tabell 2b presentes resultatene fra de fire studiene pé en forenklet méate. Her frem-
gér ogsa at valg av utfall varierte mellom studiene. Positive resultater i studiene kan
innebere bade gkning og reduksjon, f eks gkning i andel hjemmeboende eller reduk-
sjon i antall dede. I tabellen vil begge disse resultatene beskrives som det mest posi-
tive resultatet. Det vil veere situasjoner hvor ssmmenhengen mellom utfall gjor dette
uklart, f eks mellom kostnader og andel hjemmeboende. I studiene vil det kunne
vaere at gkte kostnader er en gnsket utvikling for at pasienten kan bli boende hjem-
me, men i tabellen vil det mest positive resultat for det konkrete utfallet bli presen-
tert. Jkte kostnader vil ikke bli notert som det mest positive resultatet, selv om det
skulle innebzre gkt andel hjemmeboende. I hvilken grad kostnadene omfatter alle
utgifter fra bade sykehus og kommunehelsetjeneste, er ogsa uklart. I tabellen i ved-
legg 3 som det refereres til, presenteres de konkrete resultatene sammen med en
vurdering av kvaliteten for hvert utfall.
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Tabell 2b. Resultater av samhandlingstiltak.

Utfall, oppfelgingstid, (mest positive re- Referanse
sultat)

Guadag- |Lampen- | McInnes | Paquette-
noli Smith 1999 Lamon-
2004 2012 (56) tagne
(40) (49) 2001 (61)

Reinnleggelser

Reinnleggelser, 6 mnd (lavest andel reinnleg- 5a
gelser)

Bruk av tjenester

En eller flere tjenester fra kommunen ved ut- Ja
skrivning, ved utskrivning og 6 mnd (lavest
andel som mottar kommunale tjenester)

i

Behandling i trdd med retningslinje, 3-6 mnd
(starst andel hatt behandling kontrollert i trad
med retningslinjene)

Holdninger

Pasienttilfredshet, ved utskrivning (flest til- )
fredse)

Annet

Ta medisin i trdd med anbefaling, 10 dager 0
(andel som i sterst grad tatt medisin i trdd med
anbefaling)

Ta medisin i trdd med anbefaling, 6 mnd (flest by
som tar medisin i trdd med anbefaling)

Tabnrivedl 3 Tabell 17 | Tabell 25 | Tabell 32 | Tabell 37

Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen
Intervensjonsgruppen statistisk bedre enn kontrollgruppen

Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

Kvaliteten pa dokumentasjonen for dette resultatet er av lav kvalitet. For utfall uten note er kvaliteten pa
dokumentasjonen svart lav.

R

Hva sier dokumentasjonen?

Kvaliteten pa dokumentasjonene for utfallene reinnleggelser og bruk av tjenester fra
kommunen seks maneder etter utskrivning i McInnes 1999 (56) er etter var vurde-
ring lav, dvs vi antar at konklusjonene kan endres nér mer forskning foreligger. For
utfallet pasienttilfredshet i McInnes 1999 (56) og utfallene i Guadagnoli 2004 (40),
Lampen-Smith 2012 (49) og Paquette-Lamontagne 2001 (61) vurderte vi at kvalite-
ten pd dokumentasjonen er svaert lav. Nar kvaliteten pd dokumentasjonen, dvs. hvor
stor tillit vi har til effektestimatene, er sveaert lav, betyr det at vi ikke kan trekke en
konklusjon om eventuell effekt av tiltaket. Vi vurderte at alle studiene hadde uklar
eller stor risiko for systematiske skjevheter. Dette skyldes at det var problemer med
utfarelsen av selve randomiseringsprosessen. Maten man skjuler tilordning til inter-
vensjons- eller kontrollgruppe for bade pasienter og behandlere vil pavirke resulta-
tene fra subjektive utfall, slik som pasienttilfredshet, og dette var ikke alltid tilfreds-
stillende last. Tilliten til effektesimatene ble ogsa redusert ved at det er kun én liten
studie som har rapportert hvert utfall.
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Muligens kunne det & invitere fastlegen til sykehuset
¢ gke andelen geriatriske pasienter som mottok kommunale tjenester ved ut-
skrivning og seks maneder etter utskrivning
o ikke pavirke andelen geriatriske pasienter som ble reinnlagt etter seks maneder
(McInnes 1999 (56))

Kanskje kunne det & invitere fastlegen til sykehuset gjgre at pasientene oftere rap-
porterte tilfredshet, og at kontakt mellom behandlende team pa sykehuset og kom-
munens apotek kunne bidra til at flere pasienter tok medisinen i trdd med anbefa-
ling.

Hvordan studiene med sammensatte intervensjoner presenteres

Totalt 41 studier hadde evaluert intervensjoner som besto av andre tiltak samtidig
med et samhandlingstiltak. Da disse studiene ikke har rapportert effekt av hvert en-
kelt tiltak som inngikk i intervensjonen, kan vi ikke presentere effekten av samhand-
lingstiltaket. Vi antar allikvel at det er av interesse for det norske helsevesen a se
hvilke tiltak som har blitt gjennomfert samtidig med et samhandlingstiltak og hvil-
ken effekt de sammensatte intervensjonene har hatt. Selv om vi si alle intervensjo-
nene under ett, uavhengig av pasientgruppe, var det ingen intervensjoner som var sa
like at vi vurderte at de kunne slds sammen til en meta-analyse.

For & kunne presentere et sé stort antall studier p4 en god mate, valgte vi & dele dem
i flere seksjoner. Vi forsgkte farst & gruppere etter innholdet i samhandlingstiltaket,
men variasjonen mellom studiene gjorde det vanskelig. Det var ogsé vanskelig &
gruppere etter innholdet i den sammensatte intervensjonen. Vi valgte derfor & bruke
nar i behandlingsforlgpet intervensjonen ble gjennomfert, som et grunnlag for en
grovinndeling. For noen studier var tidspunktet uklart.

o Studiene i kategorien "koordinering” dreide seg i hovedsak om det som skjed-
de etter utskrivning fra sykehuset. Her var koordinering av tjenester fra bade
sykehus og kommunehelsetjenesten viktige elementer.

o Studiene i kategorien “planlegging” ble i hovedsak gjennomfert mens pasien-
ten fortsatt var innlagt pa sykehuset. Tiltakene bergrte det som skjedde pa sy-
kehuset i tillegg til det som skjedde etter utskrivning.

. Studiene i kategorien "oversendelse” dreide seg om situasjoner hvor sykehu-
set, eller en representant for sykehuset, oversendte forskjellige dokumenter til
representanter for kommunen. Dette var tilleggsinformasjon til epikrise eller
medisinliste, eller at man brukte flere eller andre mater 4 oversende opplys-
ninger pa enn det som var standard.

Etter 4 ha gatt giennom studiene, ble det uklart om studiene kategorisert som over-
sendelse faktisk mgtte inklusjonskriteriene utover selve studiesituasjonen. Vi har
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gatt ut fra at for & kunne gjennomfere studiene ma det ha veart en avtale mellom sy-
kehuset og kommunen om denne konkrete samhandlingen. For & kunne inkluderes i
denne rapporten skal samhandling mellom en representant fra sykehuset og en re-
presentant for kommunen vere konkret beskrevet. For noen av disse studiene var
det ikke dokumentert om representanten for kommunen etter mottagelsen brukte
opplysningene i sitt arbeid, eller ga en tilbakemelding til avsender. Vi har valgt &
presentere dem fordi studiene kan uansett gi interessant informasjon om mulig ef-
fekt av denne typen sammensatte tiltak.

Selv om vi delte studiene i tre grupper etter nar i behandlingsforlapet de var gjen-
nomfgrt, var det allikevel mange studier i hver gruppe. Variasjonen mellom studiene
var fortsatt for stor til at vi kunne gruppere etter samhandlingstiltak. Tabell 2a viste
at det var flere ulike pasientgrupper som hadde deltatt i studiene. Vi antok at inn-
holdet i intervensjonene kunne vare knyttet til spesifikke behov i hver enkelt pasi-
entgruppe. For a kunne identifisere slike fellestrekk, ville en presentasjon for hver
pasientgruppe vaere gnskelig. I tillegg ville det gjore presentasjonen mer oversiktlig.
Presentasjonen ble delt i tre hovedgrupper av pasienter; geriatriske pasienter, pasi-
enter med ulike hjerte-/karlidelser og pasienter med andre diagnoser.

Vi presenterer de 41 studiene over sammensatte intervensjoner i ni sett med tabel-
ler. Studiene vil, av praktiske grunner, organiseres alfabetisk etter forsteforfatter.
For den ene studien hvor det er publisert flere artikler, vil studien presenteres etter
forsteforfatter av farste artikkel, se fotnote i tabell 1. Tabellene vil bli organisert slik:

o studier med fokus pa koordinering av tjenester etter utskrivning for
0 geriatriske pasienter
0 pasienter med hjerte-/karlidelser
0 andre pasienter
e studier med fokus pa planlegging av innlagte pasienters tjenester for
0 geriatriske pasienter
0 pasienter med hjerte-/karlidelser
0 andre pasienter
e studier med fokus pa oversendelse av tilleggsdokumenter for
0 geriatriske pasienter
0 pasienter med hjerte-/karlidelser
o andre pasienter

Innenfor hver av disse ni kategoriene vil det vaere to tabeller. Farst en tabell som be-
skriver tiltakene i intervensjonsgruppen hvor samhandlingstiltaket fremheves, og
tiltakene i kontrollgruppen. For mer detaljert informasjon om hver artikkel henvises
til nevnte tabeller i vedlegg 2. Deretter en tabell med resultatene fra studiene. Her vil
vi kun vise om studien rapporterte signifikante effekter av den sammensatte inter-
vensjonen eller ikke, og om de signifikante resultatene gikk i faver av intervensjons-
gruppen eller kontrollgruppen. I tabellen henvises til vedlegg 3 hvor vi presenterer
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alle resultater, samt kvaliteten pa dokumentasjonen for hvert utfall (GRADE sum-
mary of findings-tabeller).

Sammensatte intervensjoner, der intervensjonen i hovedsak om-
fattet koordinering av tjenester etter utskrivning fra sykehus

Felles for intervensjonene var at de handlet om koordineringen av tjenester etter at
pasientene ble utskrevet fra sykehuset. Av praktiske grunner har vi valgt & presente-
re intervensjonene og resultatene fra dem separat for geriatriske pasienter, for pasi-
enter med hjerte-/karlidelser og pasienter med andre diagnoser.

Koordinering av tjenester etter utskrivning, geriatriske pasienter

I tabell 3a presenteres de fem studiene som hadde evaluert effekt av en sammensatt
intervensjon med fokus pa koordinering av tjenester til utskrevne geriatriske pasien-
ter. Tabellen presenterer tiltakene gitt til intervensjonsgruppen og kontrollgruppen.

Den konkrete samhandlingen mellom sykehuset og kommunen i intervensjongrup-

pen er fremhevet.

Tabell 3a. Koordinering av tjenester etter utskrivning for geriatriske pasienter. Tiltak i
intervensjonsgruppe og kontrollgruppe.

Refe- Tiltakene i intervensjonsgruppen, sam- Tiltak i kontrollgrup- Tab-
ranse, handlingstiltaket pen nr
land, an- vedl
tall del- 2
takere
Avlund Besgk fra et medlem av et geriatrisk team fra sy- Eksisterende normer for Ta-
2002 (22) | kehuset forste og andre dag etter utskrivning, ogi | utskrivningsplanlegging bell
Danmark | andre, fjerde og sjette uke. Under besgkene ble etablert i 1995. Gis til alle 4
(N=149) det fokusert pé individets spesifikke helsepro- pasienter fra geriatrisk av-

blem. deling hvis nedvendig, og

til eldre pasienter med

Samhandling: Medisinske problem ble diskutert kompliserte utskrivninger

med fastlege. For & koordinere med hjemmetje- fra andre avdelinger. Mer

nesten var en hjemmesykepleier og en hjemme- begrenset enn de tjenes-

hjelp tilstede ved de to forste besgkene. tene som er gitt til inter-

vensjonsgruppen

Hansen Besgk dagen etter utskrivning av ledende hjem- Den sosiale og medisinske | Ta-
FR 1994 mesykepleier. 14 dager senere ble pasienten be- stotte vanlig pd det navee- bell
(42) Dan- | sgkt av fastlegen i hjemmet. rende tidspunkt. 24
mark
(N=344) Samhandling: Sykepleierens besgk ble bestilt av

sykehusets ansatte. Fastlegen kunne etter hjem-

mebesgk kontakte sykehus hvis ngdvendig.
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Lim 2003 | Postakutte koordinatorer, sykehusansatte som ga | Vanlig utskrivningsplan- Ta-
(52) Aus- vesentlig mer tid og ekspertise enn vanligvis til- legging fra sykehus, gitt av | bell
tralia gjengelig ved vurdering og planlegging av utskriv- | avdelingssykepleier og 34
(N=598) ning, vurderte pasientene og hjalp til med & utvik- | sosialarbeider. Tjenestene
le en utskrivningsplan. Denne prosessen tilsvarte | begrenser seg vanligvis til
vanlig praksis, men mer omfattende i tid og kunn- | flere pleiebesgk per uke i
skap. De ga ogsé en kortvarig tilrettelegging, ink- | tillegg til kommunens tje-
ludert telefonoppfolging, tilgjengelighet hvis det nester som maltider og
oppsto en krise, kontakt med tjenesteytere, lokale | husholdningsstotte.
myndigheter og pleieforordinger, koordinering av
tilgjengelig tjenester og forsikring om tilstrekkeli-
ge henvisninger for utskrivning.
Samhandling: Koordinering av tjenester
Martin En person fra hjemmebehandlingsteamet besgkte | Egnede vanlige kommuna- | Ta-
1994 (54) | pasienten opp til tre ganger daglig i 6 uker. Opp- le tjenester. bell
Storbri- gaver inkluderte personlig omsorg, og hjemmetje- 36
tannia neste, ogsa oppgaver som vanligvis krever en re-
(N=54) gistrert sykepleier. Ingen natt-tjeneste, fremskritt
ble vurdert ukentlig. Pasienter med medisinske
problemer ble henvist til fastlegen, selv om teamet
kunne henvise til spesialavdeling for eldre pasien-
ter.
Samhandling: Pleieteamene pa sykehuset og sy-
kepleieransvarlig i hjemmetenesten laget en om-
sorgsplan for hver pasient, ofte med hjemme-
besgk for 4 identifisere mal for rehabilitering i
hjemmet.
Naunton Fem dager etter utskrivning ble pasientene besgkt | Ingen kontakt for 9o dager | Ta-
2003 (59) | hjemme av studiens farmasgyt. Malet med dette etter utskrivning. De ble bell
Australia besgket var & informere pasientene om deres me- | besgkt hjemme og gitt en 41
(N=121) dikamenter, forbedre at man tar medisinene som | omfattende medisingjen-
forutsatt, oppdage feil i medisineringen og a for- nomgang, tilsvarende den
bedre kontakt med kommunens helsetjenester som intervensjonsgruppen
fikk 5 dager etter utskriv-
Samhandling: For pasienter som ble oppfattet & ning, inkludert en subjek-
ha darlig forstaelse av medikamentene ble kom- tiv vurdering av hvilke me-
munens farmasgyt oppfordret a gi tilleggstje- disiner som var tatt. Pasi-
nester. entens fastlege og kommu-
nale farmasgyt ble kontakt
for & bekrefte pasientens
medikamenter.

For intervensjoner gitt til geriatriske pasienter var variasjonen stor bade nar det

gjaldt innholdet i intervensjonen og samhandlingtiltaket som en del av den. Hjem-

mebesgk for 4 identifisere problemer og mal for rehabiliteringen var et fellestrekk,

selv om det varierte om det var representanter fra sykehuset (Avlund 2002 (22)),

eller hjemmesykepleien (Hansen FR 1994 (42)) eller studiens farmasgyt (Nauton
2003 (59)) som foretok hjemmebesgket. En studie omfattet ikke hjemmebesgk (Lim
2003 (52)). Hvem i kommunehelsetjenesten sykehuset samarbeidet med, varierte
mellom studiene; fastlegen (Avlund 2002 (22) og Martin 1994 (54)) og/eller hjem-
metjenesten (Avlund 2002 (22), Lim 2003 (52)), overtagelse av oppgaver som van-

ligvis ble lgst av kommunen (Martin 1994 (54)), eller at alle kontakter med pasien-

ten ble ivaretatt av ansatte i hjemmetjenesten eller fastlegen (Hansen FR 1994 (42))
eller farmasgyten (Nauton 2003 (59)). Lengden pa aerioden pasienten fikk hjemme-
besgk varierte fra seks uker med fem besgk (Avlund 2002 (22)) til fem dager med ett
besgk (Nauton 2003 (59)).
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Tabell 3b viser en forenklet fremstilling av resultatene fra de fem studiene ved kun a
indikere retning pa statistisk signifikante forskjeller eller om det ikke var signifikan-
te forskjeller. De konkrete resultatene er presentert sammen med en vurdering av
kvaliteten pa hvert utfall i nevnte tabell i vedlegg 3.

Tabell 3b. Resultater av koordinering av tjenester etter utskrivning for geriatriske pa-
seinter.

Utfall, oppfalgingstid, (mest Referanse
positive resultat)

Avlund |Hansen |Lim Martin Naunton

2002 | FR1994 |2003 1994 (54) | 2003 (59)
(22) (42) (52)

Dad

Dgad, 6 uker (lavest andel dede)

Dgd, 3 mnd (lavest andel dede)

i
i

Dgad, 6 -12 mnd (lavest andel dgde)

i
1
D

Reinnleggelser

i

Reinnleggelser, 14 dager (lavest
andel reinnleggelser)

Reinnleggelser, 6 uker (lavest andel )
reinnleggelser)

i
%

Reinnleggelser, 3 mnd (lavest andel
reinnleggelser)

i
ik
i

Reinnleggelser, 6 -12 mnd (lavest
andel reinnleggelser)

Bosted etter utskrivning

Uavhengig boende, 1 maned (mest 1a
uavhengig boende)

Hjemmeboende, 6 -12 uker (hgyest T
andel hjemmeboende)

Hjemmeboende, 1 dr (hgyest andel 0
hjemmeboende)

Sykehjem, 1 ar (lavest andel pa sy- 0
kehjem)

Bruk av tjenester

Kostnader, 6 mnd (lavest kostnad) da

Dager pa sykehus, 6 uker (feerrest 0
dager pa sykehus)

i

Dager pé sykehus, 12 uker (feerrest
dager pa sykehus)

Hjemmetjeneste, 6 uker (feerrest )
som mottar hjemmetjeneste)

i

Hjemmetjeneste, 3-6 mnd (minst Sa
bruk av hjemmetjeneste)

Personlig pleie, 6 mnd (feerrest epi- la
soder med personlig pleie)

i

Hjemmesykepleie, 6 uker (feerrest
som mottar hjemmesykepleie)

Hjemmesykepleie, 3-6 mnd (minst la J
bruk av hjemmesykepleie)

Helse/livskvalitet

i

Funksjon, Barthel Index, 6 uker
(best funksjon)

i

Funksjon, Barthel Index, 3 mnd )
(best funksjon)

Livskvalitet, 1 mnd (best livskvali- Ta
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tet) | |

Annet

Ta medisin i trad med forskrivning, 0
90 dager (andel som tar medisin i
trdd med forskrivning)

Pargrendes belastning, 1 mnd Sa

(minst belastning)

Tabnr vedl 3 Tabell 3 | Tabell 19 | Tabell 28 | Tabell 30 | Tabell 35
s Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen

T Intervensjonsgruppen statistisk bedre enn kontrollgruppen

{ Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

a Kvaliteten p& dokumentasjonen for dette resultatet er av lav kvalitet. For utfall uten note er kvaliteten pa

dokumentasjonen sveert lav.

Hva sier dokumentasjonen?

Kvaliteten pd dokumentasjonen for utfallene i Lim 2003 (52) er lav, dvs vi antar at
konklusjonene kan endres nar mer forskning foreligger. For utfallene i studiene til
Avlund 2002 (22), Hansen FR 1994 (42), Martin 1994 (54) og Nauton 2003 (59) er
kvaliteten pa dokumentasjonen sveert lav, som betyr det at vi ikke kan trekke en
konklusjon om en eventuell effekt av tiltaket. Tabell 3a viser hvilke tiltak som ble gitt
til deltakere i intervensjonsgruppen og kontrollgruppen i disse studiene.

Muligens kan sammensatte tiltak for geriatriske pasienter som omfattet bl.a. bruk av
spesialopplarte koordinatorer som bruker vesentlig mer tid enn vanlig til 4 ha an-
svaret for koordinering av tjenester, tilrettelegging og telefonoppfelging i stedet for
vanlig utskrivningspraksis, ha bidratt til

o gkt livskvalitet etter en maned

e storre andel hjemmeboende etter en maned

e ingen eller liten forskjell i parerendes opplevelse av belastning etter en maned

e storre bruk av hjemmesykepleie etter seks maneder

¢ hgyere kostnader etter seks maneder

¢ mer personlig pleie etter seks méneder

e liten eller ingen forskjell i antall reinnleggelser, antall dede, bruk av hjemme-
tjenester etter seks maneder (Lim 2003 (52)).

For geriatriske pasienter kan kanskje besgk av distriktssykepleier etter utskrivning
og besgk av fastlegen etter 14 dager, eller at et pleieteam etter hjemmebesgk laget en
pleieplan gke andelen som bodde hjemme 1-12 méneder etter utskrvining. Kanskje
kan det at et pleieteam etter hjemmebesgk laget en pleieplan ha bidratt til & redusere
antall dager pa sykehus malt seks uker etter utskrivning, og at feerre pasienter mot-
tok hjemmetjeneste etter seks uker, men ogsa til en gket andel som mottok hjemme-
sykepleie 3-6 méneder etter utskrivning. Kanskje kan besgk av et geriatrisk team
med regelmessig oppfolging gi bedre funksjon etter 3 maneder, og kanskje kan
hjemmebesgk av farmasgyt ha bidratt til at andelen som tar medisin i trdd med for-
skrivning gke etter 9o dager. Kanskje det at et pleieteam og sykepleier utarbeidet en
pleieplan ikke pavirket antall dager pa sykehus etter 12 uker, bruk av hjemmetjenes-
te etter seks méaneder eller hjemmesykepleie etter seks uker, eller pasientens funk-
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sjon etter seks uker og tre maneder. Nar resultatet er beskrevet med kanskje betyr
det at dokumentasjonen er av svaert lav kvalitet.

Koordinering av tjenester etter utskrivning, pasienter med hjerte-/kar-
lidelser

I tabell 4a presenteres de fem studiene som har evaluert effekt av sammensatte in-
tervensjoner hvor samhandling var et av flere elementer ved koordinering av tjenes-
ter etter utskrivning av pasienter med hjerte- og karsykdom. En av disse studiene
omfattet seks artikler (19;20;24;37;44;47). Tabellen presenterer tiltakene gitt til in-
tervensjonsgruppen og kontrollgruppen. Den konkrete samhandlingen mellom syke-
huset og kommunen i intervensjongruppen er fremhevet.

Tabell 4a. Koordinering av tjenester for pasienter med hjerte-/karlidelser. Tiltak gitt til
intervensjonsgruppen og kontrollgruppen.

Refe- Tiltakene i intervensjonsgruppen, Tiltak i kontroll- Pasient- | Tab-

ranse, | samhandlingstiltaket gruppen gruppe, | nri

land antall ved|
delta- 3
kere

Allen Et tverrfaglig konsultasjonsteam for tiden et- | Vanlig oppfolging Slagpasi- | Ta-

2004 ter slaget ga lederskap, insentiver og ressur- | etter utskrivning. enter bell 1

(71) ser for fastlegen til stotte for pasientens (N=96)

USA egenomsorg. Teamet utarbeidet planer for

hvert av de problem som sykepleieren iden-
tifiserte. En kopi av disse planene, evidens-
baserte retningslinjer, og annen informasjon
om pasientens problem ble gitt til fastlegen.
Fastlegen fikk ogsa en oppsummering av
sykehusets funn og en utskrivningsbeskri-
velse. Pasienten fikk en personlig rapport
som beskrev teamets anbefalinger, sin egen
arbeidsbok som informerte om risikofakto-
rer, mél for kontroll av risikofaktorer som
kan pavirkes og egne notater.

Samhandling: Ansvarlig sykepleier samarbei-
det med pasienten, fastlegen om & gi stotte til
pasienten ved & gjennomfore vurderinger av
hjemmet, sette mél for problemlesningsfer-
digheter, henvise ved behov, folge pasienten
til mater i primerhelsetjenesten og ved & gi

hyppig oppfelging.
Ander- | Etter 4 dagers opphold ble det utarbeidet et Vanlig sykehuspleie Eldre Ta-
son strukturert program om sykdomsbehandling, | og pafelgende vanlig med bell 2
2005 opplering og utvikling av aktivitet. Planen hjemmepleie uten hjerte-
(20) anga start av opplering ved sengen, som ble | individuelt hjertepro- | svikt
USA supplert med skriftlig materiale. En sykeple- | gram. (N=121)

ier med kompetanse i hjertesykdommer ga
en kort oppfelging for utskrivning. Pasiente-
ne fikk et intervju med en ernzringsfysiolog,
ble vurdert av en fysioterapeut og en indivi-
duell plan ble utviklet. Alle terapeutene mat-
te pasienten for utskrivning. Et seksukers
hjemmeprogram ble utviklet for 6-20 besgk,
alt etter pasientens fremgang.

Samhandling: Planlegging av utskrivningen
ble koordinert med hjemmesykepleier spesi-
elt oppleert av sykehuset.
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samarbeidet med det mobile teamet var kun
tilgjengelig for den utvidede tjenesten.

Samhandling: Behandling pé slagenheten
kombinert med et hjemmebasert oppfelging-
sprogram koordinert av et mobilt slagteam
som tilbed tidlig stettet utskrivning og jobbet
i neer kontakt med primerhelsetjenesten de
forste 4 ukene etter utskrivning.

rings avdeling og/el-
ler primaerhelsetje-
nesten.

Bautz- | En avtre teammedlemmer (en sykepleier, en | Konvensjonelle pro- Slagpasi- | Ta-
Holter | ergoterapeut og en fysioterapeut) fungerte sedyrer for utskriv- enter bell 6
2002 som primerkontakt for pasientene og deres ning og fortsatt reha- | (N=88)
(24) pargrende gjennom studieperioden. I prin- bilitering, som ble
Norge sipp var de samme rehabiliteringstjenestene i | antatt & veere mindre
kommunen tilgjengelig for begge gruppene, velorganisert.
men de ansatte ble oppmuntret til 4 etablere
et tverrfaglig team for hver slagpasient og
fikk stotte og veiledning fra prosjektteamet
nar nedvendig.
Samhandling: I samarbeid med ordinare sy-
kehusansatte, startet primerkontakten
umiddelbart forberedelser for utskrivning og
koordinering av den fortsatte rehabilite-
ringen som ble gitt av kommunen.
Gilbert- | Intervensjonen var klientsentrert. Et seks- Rutinetjenester ink- Slagpasi- | Ta-
son ukers hjemmeprogram ble utviklet, med 10 ludert tverrfaglig re- enter bell
2000 besgk pa 30-45 minutter, spesiallaget for a habilitering mens pa- | (N=138) | 19
(37) oppnd mal identifisert av pasienten. Tera- sienten var innlagt, et
Skott- peuten arbeidet med pasienten for 4 oppna hjemmebesgk for ut-
land disse mélene ogsé i samarbeid med andre tje- | skrivning for utvalgte
nester for radgivning, tjenester og utstyr. pasienter, tilgang til
stottetjenester og ut-
Samhandling: Intervensjonen ble utviklet styr, vanlig tverrfaglig
gjennom fokusgrupper med pasienter, pdrg- | gjennomgang pa en
rende, og lokale ergoterapeuter slagklinikk og ut-
valgte pasienter ble
overfort til dagsyke-
hus.
Harri- | Standard utskrivningsplanlegging og pleie Fullforing av et skje- Pasienter | Ta-
son som beskrevet for kontrollgruppen i tillegg til | ma med vurdering og | med kon- | bell
2002 et omfattende program for & forbedre over- medisinsk historie, og | gestiv 26
(44) gang fra sykehus til hjemmet. Man brukte en | iideelle tilfeller in- hjerte-
Canada | strukturert, og evidensbasert protokoll for nenfor 24 timer, en svikt
veiledning i selvhjelp for hjertesvikt i tillegg tverrfaglig utskriv- (N=192)
til planlagte kontakter for a stgtte individene | ningsplan. Ukentlige
i ta ansvar for ulike aspekter av deres pleie. | utskrivningsmeter for
4 identifisere behov.
Samhandling: For & utvikle dette program- En regional hjemme-
met mottes sykehus- og hjemmesykepleiere koordinator konsul-
for & fokusere pé hvilke tjenester sykehuset terte sykehusteamet
skulle bidra med etter utskrivning og hva som forutsatt og kun-
kommunen skulle bidra med under overfg- ne mgte pasienten og
ringen. familien direkte.
Umiddelbart for ut-
skrivning henviser en
lege til hjemmetjenes-
ter som oversendes
hjemmetjenestens
administrasjon.
Indre- Det mobile teamet besto av en sykepleier, en | Behandling i kombi- Slagpasi- | Ta-
davik fysioterapeut, en ergoterapeut og tilgang til nert akutt og rehabi- enter bell
2000 en lege. I prinsippet var den samme primaer- | litering i slagenhet og | (N=320) | 29
(47) helsetjenesten tilgjengelig for bide den van- | videre oppfelging or-
Norge lige tjenesten og den utvidede tjenesten, men | ganisert av rehabilite-

For pasienter med slag og hjertesvikt omfattet de studerte tiltakene ofte opplering

av pasienten i tillegg til tilrettelegging av behandling og opptrening med flere be-
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handlingsprofesjoner. Hvilke profesjoner som deltok varierte. I en norsk studie, ble
et eget tverrfaglig team fra sykehuset som samarbeidet med kommunen etter ut-
skrivning etablert som del av samhandlingstiltaket (Indredavik 2000 (47)). I en an-
nen norsk studie samarbeidet én ansvarlig sykehusansatt med kommunen hvor
kommunen ble oppfordret til 4 opprette et tverrfaglig team (Bautz-Holter 2002
(24)). I studier fra USA, Canada og Skotland ble det lagt stor vekt p opplering av
pasienten (Harrison 2002 (44) og Anderson 2005 (20)), pa involvering av pasient og
pargrende i planleggingen (Gilbertson 2000 (37)) eller pa kontakt med fastlegen
(Allen 2004 (19)). Samhandlingstiltakene varierte mellom planlegging av utskriv-
ning av en ansvarlig sykepleier pa sykehuset (Allen 2004 (19)), en spesielt opplart
hjemmesykepleier (Anderson 2005 (20)), mater mellom sykehusets og kommunens
sykepleiere (Harrison 2002 (44)) eller gjennom fokusgrupper for pasienten, pare-
rende og lokale behandlere (Gilbertson 2000 (37)). I hvilken grad det ble utarbeidet
individuelle planer for den enkelte pasient, varierte ogsa mellom studiene.

Tabell 4b viser en forenklet fremstilling av resultatene fra de fem studiene ved kun &
indikere retning pa statistisk signifikante forskjeller eller at det ikke var signifikante
forskjeller.

Tabell 4b Resultater av koordinering av tjenester etter utskrivning blant pasienter med
hjerte- og karlidelser.

Utfall, oppfelgingstid, (mest Referanse
positive resultat)
Allen |Ander- |Bautz- |Gilbert- |Harri- |Indre-
2004 |son Holter |son son davik
(19) 2005 |2002 2000 2002 2000

(20) (24) (37) (44) (47)
Dgd
Doad 6 uker (lavest andel dede) s
Dgd, 8 uker (lavest andel dede) s
Dad, 3 -6 mnd (lavest andel dode) s s s
Dgad, 5 ar (lavest andel dede) s
Reinnleggelser
Reinnleggelser, 12 uker (lavest andel s
reinnleggelser)
Reinnleggelser, 6 mnd (lavest andel 0 s 5
reinnleggelser)
Bosted etter utskrivning
Hjemmeboende, 52 uker (hoyere s
andel hjemmeboende)
Hjemmeboende, 5 ar (hayere andel )
hjemmeboende)
Sykehjem, 6 uker (lavest andel pa )
sykehjem)
Sykehjem, 3 mnd (lavest andel pa s s
sykehjem)
Sykehjem, 6 mnd (lavest andel pa s s
sykehjem)
Sykehjem, 52 uker (lavest andel pa s
sykehjem)
Sykehjem, 5 ar (lavest andel pa sy- s
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kehjem)

Bruk av tjenester

Legevaktbesgk, 12 uker (lavest andel
med besgk)

Tid pa sykehus, ved utskrivning
(kortest tid pa sykehus)

i

Kostnader, 6 mnd (laveste kostna-
der)

i

Kostnader, 52 uker (laveste kostna-
der)

i

Hjemmetjeneste, 3 mnd (faerrest
som mottar hjemmetjeneste)

i

Hjemmetjeneste, 6 mnd (feerrest
som mottar hjemmetjeneste)

i

Hjemmesykepleie, 3 mnd (feerrest
som mottar hjemmesykepleie)

i

Hjemmesykepleie, 6 mnd (feerrest
som mottar hjemmesykepleie)

i

Helse/livskvalitet

Generell helse, 3 mnd (best helse)

i

Generell helse, 6 mnd (best helse)

i

Depresjon, 3 mnd (minst depresjon)

Depresjon, 6 mnd (minst depresjon)

it |->

Livskvalitet, 6 uker (best livskvalitet)

Livskvalitet, 12 uker (best livskvali-
tet)

Funksjon, Berthel Index, 8 uker
(starst andel med god funksjon)

i

Funksjon Barthel Index, 6 mnd (best
funksjon)

i

i

Funksjon Berthel Index, 52 uker
(starst andel med god funksjon)

1

Selvhjulpenhet, 8 uker (hayest selv-
hjulpenhet)

i

Selvhjulpenhet 3 mnd (hayest selv-
hjulpenhet)

i

Selvhjulpenhet, 6 mnd (hgyest sel-
hjulpenhet)

i

i

Selvhjulpenhet, 26 uker, rurale om-
rader (storst andel selvhjulpne)

n

Selvhjulpenhet, 52 uker, rurale om-
rader (storst andel selvhjulpne)

1

Selvhjulpenhet, 52 uker, bade rurale
og urbane omrader (sterst andel
selvhjulpne)

Selvhjulpenhet, 5 ar (storst andel
selvhjulpne)

i

Velvere, 3 mnd (mest velvaere)

Nevromotorisk funksjon, 3 mnd
(best funksjon)

Alvorlige komplikasjoner, 3 mnd
(feerrest komplikasjoner)

Holdninger/kunnskap

Tilfredshet, 6 mnd (flest tilfredse)

i

Héndtering av risiko, 3 mnd (best
handtering av risko)

T

Kunnskap om slag og egenomsorg, 3
mnd, (hoyest kunnskap)

T

Tab.nrivedl. 3

Tabell

Tabell 2

Tabell 5

Tabell

Tabell

Tabell

43 Resultat




1] [14 21 |23

Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen
Intervensjonsgruppen statistisk bedre enn kontrollgruppen
Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

Hva sier dokumentasjonen?

Hvem som har ansvaret for pasienten pa sykehuset varierte mellom de to norske
studiene, samt hvor det tverrfaglige teamet var basert. Den ene hadde et tverrfaglig
team pé sykehuset, den andre oppfordret til & etablere et tverrfaglig team i kommu-
nen. Siden begge disse forholdene er viktige i forhold til det konkrete samhandlings-
tiltaket mener vi at studiene ikke kan slas sammen til en metaanalyse. Ingen av stu-
diene har heller isolert effekten av samhandlingstiltaket. Var vurdering er at begge
de norske studiene har brukt gode metoder for 4 studere effekt av tiltakene, som
medforer lav risiko for systematiske skjevheter. Pa tross av dette, blir var vurdering
av kvaliteten pa dokumentasjonen, dvs hvilken tiltro vi har til at effektestimatet vil
veere det samme i andre studier med samme intervensjon, sveert lav. Ogsa utfall fra
utenlandske studier i tabell 4b, har sveert lav kvalitet pa dokumentasjonen.

For hjerte-/karpasienter kan kanskje tiltak som omfatter bl.a. utarbeiding av et
strukturet program om behandling, opplering og utvikling med representanter for
mange profesjoner pa sykehuset, redusere reinnleggelser etter seks maneder, redu-
sere andel som mottok hjemmehjelp, men gke andel som mottok hjemmesykepleie.
Kanskje kan et mobilt tverrfaglig team i kombinasjon med hjemmebasert oppfal-
gingsprogram og tilbud om stettet utskrivning og i naer kontakt med primaerhelse-
tjenesten de forste fire ukene etter utskrivning, redusere andelen som bor pa syke-
hjem etter seks uker og gke andelen som bor hjemme etter fem &ar. Kanskje kan bruk
av en strukturet og evidensbasert protokoll for veiledning i selvhjelp rettet mot hjer-
tesviktpasienter, ha bidratt til at feerre besgkte legevakt 12 uker etter utskrivning, og
fikk bedre livskvalitet 6 og 12 uker etter utskrivning.

Koordinering av tjenester etter utskrivning, pasienter med andre diag-
noser enn geriatri og hjerte- og karsykdom

I tabell 5a presenteres fem studier som har evaluert effekt av sammensatte interven-
sjoner med fokus pé koordinering av tjenester etter utskrivning hvor samhandling er
ett av flere elementer. Deltakerne i studiene hadde ulike lidelser, bl.a. KOLS, gene-
relle indremedisinske tilstander, mentale lidelser og nevrologisk sykdom. Tabellen
presenterer tiltakene gitt til intervensjons- og kontrollgruppen. Den konkrete sam-
handlingen mellom sykehuset og kommunen i intervensjonsgruppen er fremhevet.

Tabell 5a. Koordinering av tjenester etter utskrivning for pasienter med ulike diagnoser.
Tiltak gitt til intervensjonsgruppen og kontrollgruppen.

Refe- Tiltakene i intervensjonsgruppen, sam- | Tiltak i kontroll- Pasient- | Tab-

ranse, | handlingstiltaket gruppen gruppe, | nri

land antall vedl
delta- 2
kere
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kisk helsevern.

Samhandling: Overforingssykepleier arbeidet
med pasienten inntil bAde kommunens psy-
kiatriske sykepleier og den utskrevne pasien-
ten var enige om at en terapeutisk relasjon
hadde blitt etablert med kommunens omsorgs-
person.

Casas Fire ngkkelfaktorer, 1) en omfattende vurde- Utskrivende lege be- | Pasienter | Ta-
2006 ring av pasienten ved utskrivning, 2) et toti- stemte hvilke tjenes- | med for- | bell
(27) mers oppleringsprogram om sykdomsmes- ter som skulle gis et- | verring 9
Spania | tring gitt ved utskrivning, 3) individuell plan ter utskrivning. Far- | av KOLS
og som fulgte internasjonale retningslinjer og makologisk forskriv- | (N=155)
Belgia som bade spesialsykepleieransvarlig og kom- ning ved utskrivning
muneteamet var enige om, 4) tilgang til spesia- | og sykehusbehand-
Isykepleier for pasienter, pargrende og fag- ling fulgte standar-
leerte personer i forstelinjetjenesten. Hiemme- | den ved de invol-
besgk av enten fastlegen eller studieteam, og verte sentrene. Pasi-
planen ble diskutert med pasienten. enten ble besgkt av
deres egen lege uten
Samhandling: Mater for delt pleie mellom tilleggsstotte. Kont-
team pa sykehus og i kommunen rollgruppen fikk in-
gen hjelp fra spesial-
sykepleier, heller
ikke et opplaerings-
program eller tilgang
til telefonhjelp.
D’Souza | I tillegg til samhandling mottok pasienten seks | Utskrivning med Pasienter | Ta-
2002 sesjoner med et psykoutdanningsprogram. vanlige epikriser til med al- bell
(28) fastleger og ansvarli- | vorlige 10
Austra- | Samhandling: Utskrivningsplanlegging med ge fagpersonerog mentale
lia videokonferanse mellom fastlegen, ansvarlig fikk ikke psykout- lidelser
fagperson og et familiemedlem. danningsprogram, (N=51)
telemedisinske til-
bud var ikke tilgjen-
gelig.
Hansen | Besgk innen 2-3 uker etter utskrivning, opplee- | Vanlig uskrivning, Pasienter | Ta-
R1990 | ring om funksjonsniva, tilbud om tekniske og kontrollgruppen med neu- | bell
(43) hjelpemidler. Forskeren kontaktet kommu- ble ikke kontaktet rologiske | 25
Dan- nens tjenester for a lase problemer som ble for slutten av stu- lidelser
mark registrert i intervensjonsgruppen. dien. (N=100)
Sambhandling: Tilbud om samarbeid med fast-
legen gjennom intervensjonsperioden.
Jack En ansvarlig sykepleier ble spesialopplaert Vanlig praksis, ingen | Generell | Ta-
2009 gjennom detaljerte beskrivelser, observasjon ytterligere interven- | indre- bell
48) av relevant klinisk samhandling og simulerte sjon. medisin | 30
USA ovelser. Hovedmalet var at sykepleieren skulle (N=749)
koordinere utskrivningsplan med sykehus-
teamet og leere opp og forberede pasienten pa
utskrivning. Ved innleggelse gjennomforte
sykepleieren intervensjonens elementer, med
informasjon fra sykehusteam og pasient.
Sambhandling: En ansvarlig sykepleier laget en
plan for tiden etter sykehuset som inneholdt
kontaktinformasjon, datoer for avtaler og pre-
ver sammen med andre. Farmasgyten infor-
merte fastlegen om problem med medisine-
ring.
Rey- Overforingsutskrivningsmodellen involverte Standard utskriv- Pasienter | Ta-
nolds statte fra sykehusets overforingssykepleier og ningsarrangement med uli- | bell
2004 tjenestebrukerne. Varigheten ble pavirket av som vanligvis ble gitt | ke men- | 45
(63) allerede eksisterende relasjoner. Inntil da had- | til pasienter og in- tale li-
Skott- de pasienten mulighet til telefonkontakt med kluderte henvisning | delser
land sykehusavdelingen og terapeutiske mater med | til en lokal psykiat- (N=19)
utpekte sykehusansatte. Statte fra andre pasi- | risk sykepleier i
enter som tidligere hadde vaert bruker av psy- | kommunen.

45 Resultat




Intervensjonene inneholdt samhandlingstiltak som opplaringstilbud (Hansen R
1990 (43), Jack 2009 (48), Casas 2006 (27)), hjemmebesgk (Hansen R 1990 (43) og
Casas 2006 (27)), kontakt med spesialsykepleier pa sykehuset (Casas 2006 (27),
Jack 2009 (48), Reynolds 2004 (63)) og spesiell kontakt med fastlegen (Casas 2006
(27) og Hansen R 1990 (43)). Oppleringstilbudene varierte mellom et totimers pro-
gram (Casas 2006 (27)), seks sesjoner (D’Souza 2002 (28), uspesifikk opplaering om
funksjonsnivé (Hansen R 1990 (43), Jack 2009 (48)). En av studiene kombinerte
telemedisin med oppleringsprogram for pasienten, samt bruk av telemedisin i kon-
takten med fastlegen (D’Souza 2002 (28)). I intervensjonene hadde sykehuset an-
svar i ulik varighet. I en studie er fokuset pa perioden rett etter utskrivning (Jack
2009 (48)), mens en annen har en lengre og ubestemt tidsperiode basert pa hva som
skjer etter utskrivning (Reynolds 2004 (63)).

Samhandlingstiltakene omfattet mater (D’Souza 2002 (28), Casas 2006 (27) og Jack
2009 (48)), kontakt med kommunens hjelpeapparat (Reynolds 2004 (63)) og tilbud
om samarbeid (Hansen R 1990 (43)).

Tabell 5b viser en forenklet fremstilling av resultatene fra de fem studiene ved kun a
indikere retning pa statistisk signifikante forskjeller eller at det ikke var signifikante
forskjeller.

Tabell 5b. Resultater av koordinering av tjenester etter utskrivning blant pasienter med
ulike lidelser.

Utfall, oppfolgingstid, (mest positive Referanse
resultat)

Casas | D’Souza |Hansen |Jack |Reynolds
2006 |2002 |R1990 [2009 |2004
(27) |(28) (43) (48) |(63)

Dad

i

Dgad, 1 ar (lavest andel dade)

Reinnleggelser

i

Reinnleggelser, 30 dager (lavest andel reinn-
leggelser)

i

Reinnleggelser, 5 mnd (lavest andel reinnleg-
gelser)

Reinnleggelser, 1 ar (lavest andel reinnleggel- 0 0
ser/feerrest antall)

Bruk av tjenester

Sykehusbruk, 30 dager (lavest andel som )
brukte sykehuset)

Besgkt fastlege, 30 dager (feerrest som besgk- )
te)

i

Besgkt fastlege, 1 ar (faerrest besgk)

i

Hjemmetjeneste, 5 mnd (faerrest som mottar
hjemmetjeneste)

Helse/livkvalitet

Generell helse, 5 mnd (fleste med god helse)

hgaiy

Funksjon, 5 mnd (flest med god funksjon)

Livskvalitet, 5 mnd (best livskvalitet)

I«

Alvorlig symptom, 5 mnd (feerrest symptom)
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Holdninger/kunnskap

Forberedt pa utskrivning, 30 dager (storst 0
andel forberedt)
Tilfredshet med behandling, 12 mnd (mest )
tilfreds)
Tilfredshet med ansvarlig, 12 mnd (mest til- )
freds)
Annet
Folge medisinplan, 12 mnd (mest folge av )
medisinplan)
Tabnr i vedl. 3 Tabell | Tabell 9 | Tabell | Tabell | Tabell 39
8 20 24

s Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen
T Intervensjonsgruppen statistisk bedre enn kontrollgruppen
{ Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

Hva sier dokumentasjonen?
For utfallene i alle studiene i tabell 5b er kvaliteten pa dokumentasjonen for alle ut-

fallsmal svert lav.

Kanskje kan tiltak som omfattet bl.a. et psykoutdanningsprogram og utskrivnings-
planlegging med videokonferanse med fastlege, ansvarlig fagperson og et familie-
medlem for pasienter med alvorlig mentale lidelser ha bidratt til reduksjon i reinn-
leggelser, at flere fulgte medisinplan og var mer tilfreds 1 ar etter utskrivning. Kan-
skje vil det at en ansvarlig spesialopplert sykepleier koordinerte utskrivningsplanen
og forberedte pasienter med generelle indremedisinske sykdommer pa utskrivning,
bidra til mindre sykehusbruk, at pasientene oftere var forberedt pa utskrivning og
hadde flere besgk hos fastlege etter 30 dager. Kanskje vil det at en overfaringssyke-
pleier arbeidet med pasienten inntil bide kommunens psykiatriske sykepleier og
den utskrevne pasienten var enige om at en terapeutisk relasjon hadde blitt etablert,
ha bidratt til redusert livskvalitet etter 5 méneder for pasienter med ulike mentale

lidelser.

Oppsummering av sammensatte intervensjoner med minst et samhand-
lingstiltak om koordinering av tjenenester etter utskrivning

Vi identifiserte 15 studier som hadde evaluert effekt av sammensatte intervensjoner
som omfattet minst ett samhandlingstiltak og som hadde fokus pa koordinering av
tjenester mellom sykehus og kommunehelsetjenesten etter utskrivning. Studiene
omfattet geriatriske pasienter, personer med hjerte- og karsykdom og pasienter med
andre diagnoser bl.a. KOLS, mentale lidelser og nevrologisk sykdom.

Samhandlingselementene i disse studiene varierte fra hjemmebesgk av et tverrfaglig
team, en ansvarlig person eller en farmaseyt, til videokonferanser med pargrende og
fastlege. Samhandlingen kunne ogs& omfatte mer en uspesifisert form for kontakt
for & gjore avtaler rett etter utskrivning, eller oppfelging fra sykehuset til kommunen
hadde fatt pa plass en fungerende terapeut for personer med mentale lidelser. Hvem
som hadde ansvaret pa sykehuset og i kommunehelsetjenesten varierte.
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Opplering av pasienten ser ut til 4 veere en viktig del av de intervensjonene som ble
gitt til andre pasienter enn de geriatriske. For denne gruppen pasienter deltok pasi-
ent og/eller pargrende i intervensjonsgruppen deltok ogsa oftere i planleggingsmg-
ter for de tjenestene som skulle gis etter utskrivning. Noen ganger var det et tverr-
faglig team péa sykehuset som hadde ansvar for oppfelging av pasienten, andre gang-
er en sykepleier.

Den sammensatte intervensjonen med best kvalitet pA dokumentasjonen, viste at
spesialopplarte koordinatorer som for geriatriske pasienter brukte mer tid enn van-
lig til 4 koordinere tjenester, tilrettelegge, folge opp over telefon i stedet for vanlig
utskrivningspraksis muligens kan ha bidratt til 4 gke livskvalitet og andel hjemme-
boende etter en maned, men ogsa ha bidratt til sterre bruk av hjemmesykepleie, per-
sonlig pleie og hayere kostnader etter seks méneder. Muligens ga denne interven-
sjonen liten eller ingen forskjell i antall reinnleggelser, antall dade, bruk av hjemme-
tjenester, eller pargrendes opplevelse av belastning.

Sammensatte intervensjoner, der intervensjonen i hovedsak
handlet om planlegging av innlagte pasienters oppfglging etter ut-
skrivning

Felles for intervensjonene var at de ble giennomfert mens pasientene fortsatt var til
behandling pé sykehuset. Studiene hadde dermed ofte et noe videre tidsperspektiv
enn studiene som evaluerte koordinering av tjenester etter utskrivning.

Planlegging av oppfglging mens innlagt, geriatriske pasienter

I tabell 6a presenteres seks studier som har evaluert effekt av sammensatte inter-
vensjoner med fokus pa planlegging av tjenester etter utskrivning mens den geriat-
riske pasienten fortsatt var innlagt pa sykehuset og hvor samhandling var et av flere
elementer. Tabellen presenterer tiltakene gitt til intervensjons- og kontrollgruppen.
Den konkrete samhandlingen mellom sykehuset og kommunenhelsetjenesten i in-
tervensjongruppen er fremhevet. Tabellnummeret i hayre kolonne i tabell 6a viser til
en omfattende beskrivelse av studien i vedlegg 2.

Tabell 6a. Planlegging av innlagte geriatriske pasienters oppfglging etter utskrivning.
Tiltak gitt til intervensjonsgruppen og kontrollgruppen.

Refe- Tiltakene i intervensjonsgruppen, samhandlings- | Tiltak i kontroll- Tab-
ranse, tiltaket gruppen nri
land, vedl
antall 2
deltake-
re
Gardsen | Pasienter i overgang fra sykehus til hjem eller sykehjem Den pleie som for- Ta-
2007 (36) | fikk pleie pa en intermediseravdeling i kommunen. Avde- | skjellige avdelinger bell
Norge lingen ble oppgradert med laboratorietjenester. Malet var | pa sykehuset ogden | 18
(N=142) | aforbedre pasientenes evne til klare daglige aktiviteter kommunikasjon

nar de kom hjem. Kommunikasjon med hver pasient og med forstelinjetje-
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dennes familie om fysiske og mentale utfordringer var
essensiell.

Samhandling: Staben pa intermedizravdelingen i kom-
munen fikk opplaering pd sykehuset

nesten som var
standard rutine.

takt med hjemmetjenesten og a gi informasjon og psyko-
logisk stette. Intervensjonen omfattet fire faser: 1) pasi-
entvurdering, 2) utarbeiding av plan, 3) implementering i
form av & yte tjenester og 4) oppfelging/evaluering.

Samhandling: Ledende hjemmesykepleier deltok i samar-
beidet om & vurdere det riktige nivaet av omsorg og ga
kontinuitet mellom sykehus, farstelinjetjenesten og hjem-
met for & planlegge fremtidig pleie.

ledende hjemme-
sykepleier til pasi-
enten pa akuttavde-
lingen for a plan-
legge videre utskriv-
ning.

Hend- Prosjektsykepleier hadde daglig kontakt med pasienter og | Vanlige prosedyrer. | Ta-
riksen sykehusansatte. Sykepleiere skulle innhente informasjon bell
1989 fra kommunens pleieteam og fastlegen om situasjonen for 27,
(45;46) innleggelse, samarbeide med sykehusstaben med hensyn 28
Danmark | til utskrivning, koordinere mulige tiltak for & sikre konti-
(N=250) | nuiteti pleie og behandling.
Samhandling: Etablere kontakt med relevante personer
utenfor sykehuset for & sikre nok hjelp etter utskrivning
Legrain Intervensjonen hadde fokus pa tre risikofaktorer for re- Standard pleie. Ta-
2011 (51) | innleggelser det var mulig & unnga, ga en omfattende me- bell
Frank- disinoversikt, opplaering i egenomsorg og en detaljert 33
rike kommunikasjon om overfering av pasienter.
(N=665)
Samhandling: Fastlege, og andre helsearbeidere, ble kon-
taktet etter at deltakeren ble innlagt, si snart varig be-
handling ble vurdert, for & motta deres godkjenning for
forandringene. Ved utskrivning fikk fastlegen samtidig en
medisinsk rapport/epikrise fra geriateren.
McCus- Kort, standardisert geriatrisk pleievurdering, som inklu- Vanlig pleie Ta-
ker 2001 | derte fysisk og mental funksjon, medisinsk status, og re- bell
(55) Ca- levante sosiale faktorer. Et panel av eksperter i geriatrisk 37
nada medisin, pleie og sosialarbeid, s& over listen og vurde-
(N=357) | ringsprosedyrer. Sykepleierne gjennomforte en begrenset
oppfelging for & forsikre at tjenester ble levert.
Samhandling: Etter & ha avsluttet vurderingen, konsul-
terte sykepleier i forskningsprosjektet akuttavdeling og
geriatrisk stab og sendte henvisning til fastlege, det kom-
munale helsesenter, geriatrisk klinikk utenfor sykehuset
og andre kommunale tjenester. Pasientens fastlege og
kommunale helsesenter ble rutinemessig oppdatert om at
pasienten hadde blitt vurdert.
Mion I tillegg til vanlig pleie pa akuttavdeling, mottok de en Vanlig og normal Ta-
2003 (57) | omfattende geriatrisk vurdering av en spesialsykepleieri | akuttmedisinsk be- bell
USA geriatri. Informasjon fra den standardiserte vurderingen | handling. Akuttav- 39
(N=650) | og klinisk vurdering ble brukt for & identifisere medisin- delingen anbefa-
ske, sosiale eller helsemessige problemer som ikke ble linger for oppfolging
ivaretatt, og som kunne bli ivaretatt av kommunens tje- og bruk av kommu-
nester. Sykepleieren og omsorgsgiver, akuttlegen, annet nale tjenester ble
sykehuspersonell og sosialarbeider laget en utskrivnings- | gitt til deltakere og
plan som ville ivareta disse behovene. deres pargrende.
Deltakerne var an-
Sambhandling: Deltakerne fikk et valg mellom ulike tje- svarlige for 4 kon-
nester, og hvis de var enige, ble en henvisning fakset fra takte den foreslétte
akuttavdeling til kommunens administrasjon for & pa- kommunale tjenes-
skynde tildeling av hjemmetjenester. Utskrivningsproto- | ten eller primeere
koll ble sent til deltakerens primaere omsorgsgiver. omsorgsgiver nar
akuttavdelingens
personell anbefalte
bruk av kommunale
tjenester.
Styrborn | Legen gjorde en geriatriskmedisinsk vurdering med et Standardrutiner Ta-
1995 (66) | anslag over behovet for pafelgende medisinsk oppfelging | som inkluderte et bell
Sverige eller rehabilitering. Ledende hjemmesykepleier sikret at besgk fra et team 48
(N=536) | hjemmesituasjonen var sé trygg som mulig, ved & ta kon- | med geriater og en
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Det var vesentlige forskjeller mellom studiene med hensyn til innhold i intervensjo-
nen, samt hva samhandlingstiltaket omfattet. I den norske studien var det uklart
hvordan samarbeidet foregikk, utover at kommunens personell fikk opplaring pa
sykehuset (Garésen 2007 (36)). I de andre studiene ble opplysninger innhentet slik
at sykehuset hadde tilgang til disse opplysningene mens pasienten fortsatt ble be-
handlet (Styrborn 1995 (66), Hendriksen 1989 (45;46), McCusker 2001 (55)). I en
studie bidro dette til kontakter for oppfelging av pasientene etter utskrivning
(Hendriksen 1989 (45;46)). I to av studiene gjennomferte sykehusets ansatte en ge-
riatrisk vurdering som berarte bade sykehusbehandlingen og tiltak som var ngdven-
dige etter utskrivning (McCusker 2001 (55), Mion 2003 (57)). I en av studiene ble
pasientens gnsker et utgangspunkt for valg av tjenester (Mion 2003 (57)). Pasien-
tens gnsker kan ha blitt tillagt vekt i de andre studiene ogsa, men det ble ikke konk-
ret beskrevet.

Samhandlingen beskrives som kontakt og diskusjon, men det er uklart om dette
skjedde i mgoter eller over telefon, og hvem som deltok.

Tabell 6b viser en forenklet fremstilling av resultatene fra de fem studiene ved kun a
indikere retning pé statistisk signifikante forskjeller eller at det ikke var signifikante
forskjeller. De konkrete resultatene er presentert sammen med en vurdering av kva-
liteten p& hvert utfall i nevnte tabell i vedlegg 3.

Tabell 6b. Resultater av planlegging av innlagte geriatriske pasienters oppfglging etter
utskrivning.

Utfall, oppfalgingstid, (mest Referanse
positive resultat)

Gar- Hend- |Legrain | McCus- | Mion | Styr-

asen riksen |2011 ker 2003 |born
2007 1989 | (51) 2001 ((57) 1995
(36) (45;46) (55) (66)

Dgd

Dad, ved utskrivning (lavest andel s

dode)

Dad, 30 dager (lavest andel dgde) Sa

Dgd, 6 mnd (lavest andel dade) hary e Sa Sa

Dgd, 1 ar (lavest andel dade) s

Dgad og reduksjon i funksjon, 4 mnd
(lavest andel dode eller med reduk- )
sjon i funksjon)

Reinnleggelser

Reinnleggelser, 30 og 120 dager (la- 5a
vest andel reinnleggelser)

Reinnleggelser, 6 mnd (lavest andel J Ha

reinnleggelser)

Reinnleggelser, 1 ar (lavest andel s

reinnleggelser)

Akuttinnleggelse eller legevaktbesgk, 5a

6 mnd (lavest andel innleggelser)

Bosted etter utskrivning
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Sykehjem, 30 dager (lavest andel pa ta
sykehjem)

Sykehjem, 6 mnd (lavest andel pa s Sa s
sykehjem)

Bruk av tjenester

Kostnader, 30 og 120 dager (laveste Sa
kostnader)

i

Hjemmetjeneste, 6 mnd (feerrest
som mottar hjemmetjeneste)
Helse/livskvalitet

Mental helse, 30 dager (best helse) s

Endring i depressive symptomer, 4 =

mnd (best endring til det bedre)

Fysisk helse, 30 og 120 dager (best Sa

helse)

Mental helse, 30 og 120 dager (best Sa

helse)

Holdninger

Tilfredshet, 4 mnd (mest tilfreds) s

Pargrende

Endring i parerendes fysiske og s

mentale helse, 4 mnd (storst end-

ring)

Tabnrivedl 3 Tabell | Tabell | Tabell | Tabell | Tabell | Tabell
13 22 27 31 33 42

s Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen

T Intervensjonsgruppen statistisk bedre enn kontrollgruppen

! Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

a Kvaliteten pa dokumentasjonen for dette utfallet er lav. For utfall uten note er kvaliteten pad dokumentasjo-

nen svert lav.

Hva sier dokumentasjonen?

De studiene hvor vi har sterst tillit til effektestimatene viste at nér geriatriske pasi-
enter bl.a. mottok en omfattende geriatrisk vurdering ved innleggelse pa akuttavde-
ling og en henvisning ble fakset til kommunens administrasjon for a paskynde
hjemmetjenestene, sammenlignet med vanlig praksis bidro det muligens til

e lavere bruk av sykehjem etter 30 dager

e liten eller ingen forskjell for utfall som reinnleggelser, dad, fysisk og mental
helse, og kostnader etter 30 dager og 6 méneder og bruk av sykehjem etter 6
méneder (Mion 2003 (57) )

Nér pasienten fikk en medisinsk oversikt, oppleering i egenomsorg og detaljert
kommunikasjon om overfaring sammenlignet med pasienter som fikk standard

pleie, bidro det muligens til
e liten eller ingen forskjell for reinnleggelser og ded (Legrain 2011 (51))
For utfallene i studiene Garasen 2007 (36), Hendriksen 1989 (45;46), McCusker

2001 (55) og Styrborn 1995 (66) er kvaliteten pa dokumentasjonen sveert lav og det
var vanskelig 4 identifisere forskjeller i resultatene fra intervensjons- og kontroll-

gruppene.
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Planlegging av oppfglging mens innlagt, pasienter med hjerte-/kar-

lidelser

I tabell 7a presenteres to studier som har evaluert effekt av planlegging av oppfol-

ging etter utskrivning for pasienter som har veert innlagt pa sykehus med hjerte- og

karsykdom og hvor et samhandlingstiltak var et element i intervensjonen. Tabellen

presenterer tiltakene gitt til intervensjons- og kontrollgruppen. Den konkrete sam-

handlingen mellom sykehuset og kommunehelsetjenesten er fremhevet.

Tabell 7a. Planlegging av innlagte pasienter med hjerte-/karlidelsers oppfglging etter
utskrivning. Tiltak gitt til intervensjonsgruppen og kontrollgruppen.

etter utskrivning for & kontrollere pasienten. Om-
sorgsplanen, som klart identifiserte alle arrangemen-
ter etter utskrivning, ble forklart til pasienten og om-
sorgsperson og en kopi ble gitt ved utskrivning. Ko-
pier ble fakset til alle som skulle gi tjenester. Hvis
dokumentene ikke var returnert fra fastlegen innen
24 timer, ble oppfolging ble gjort av studiens syke-
pleier.

Samhandling: En tosiders plan ble laget 24-48 timer
for antatt utskrivning og fakset til pasientens fastlege,
som sa over dokumentet, gjorde endringer i forhold
til behandling og tjenestetilgang basert pé deres for-
staelse av pasientens helsehistorie.

sienter skal
fa en epikri-
se, og en kopi
sendes til
fastlegen.

Refe- Tiltakene i intervensjonsgruppen, samhand- Tiltak i Pasi- Tab-
ranse, lingstiltaket kontroll- ent- nri
land gruppen gruppe, | vedl
antall 2
delta-
kere
Laramee | Intervensjonen hadde fire hovedkomponenter: tidlig | Standard Pasien- | Tabell
2003 utskrivningsplanlegging, opplaering av pasient og pa- | pleie, van- termed | 32
(50) rorende i hjertesviktproblematikk, 12 ukers telefon- ligvis i et hjerte-
USA oppfolging og optimal hjertesviktmedisinering. An- tredjelinje svikt
svarlig person bisto i koordineringen av pleie ved & sykehus, og (N=287)
understotte utskrivningsplan og innhente nedvendig | alle kon-
konsultasjoner fra sosialtjenesten, ernaringstjenes- vensjonelle
ten, fysioterapi og ergoterapi, og arrangerte for tje- behandlinger
nester og stgtte nar returnert hjem. Ansvarlig person | forordnet av
underlettet ogsd kommunikasjon innen sykehuset, ansvarlig
dokumenterte pasientens behov, og sendte rapporter | lege. 25 %
til fastlegen, involverte pasienten og familien i 4 ut- mottok vur-
vikle pleieplaner, samarbeidet med hjemmetjenesten | dering av so-
og ga uformell og emosjonell statte til pasienten og siale tjenes-
familien. Etter at pasienten var utskrevet ble et brev ter, 15 % er-
sent til fastlegen. naeringsmes-
sig konsul-
Samhandling: Ansvarlig person fikk ngdvendig kon- | tasjon, 17 %
sultasjon med sosialtjenesten, etter utskrivning ble et | fysio/ergo-
brev sent til fastlegen. terapi, 44 %
hjemme-
hjelp.
Preen En utskrivningsplan i trdd med australske retnings- Utskrevet Pasien- | Tabell
2005 linjer, avsluttet for utskrivning og sendt til pasientens | under gjeld- | termed | 44
(62) fastlege og andre kommunale instanser for ettersyn. ende praksis. | kardio-
Austra- | Utskrivningsplan inkluderte 1) problemer identifisert | Standard respira-
lia pa sykehuset 2) mal utviklet i samarbeid med pasient | praksis i toriske
og omsorgsgiver, 3) identifisering av kommunale tje- | Western sykdom-
nester som mette pasientens behov og var tilgjenge- Australia er mer
lig. Fastlegen satte opp en konsultasjon innen 7 dager | at alle pa- (N=189)
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Felles for intervensjonene er et fokus pa a innhente s omfattende informasjon om
pasienten som mulig, for det konkrete arbeidet med utskrivningen startet. Den an-
svarlige personen i den ene studien hadde et stgrre ansvar (Laramee 2003 (50)) for
samarbeid internt pa sykehuset enn den ansvarlige personen i den andre studien
(Preen 2005 (62)). I den ene studien var kontakten i kommunen med sosialtjenesten
(Laramee 2003 (50)), mens det i den andre studien var fastlegen (Preen 2005 (62)).
Tidsperspektivet varierte fra 7 dager etter utskrivning (Preen 2005 (62)) til 12 uker
(Laramee 2003 (50)).

Tabell 7b viser en forenklet fremstilling av resultatene fra de fem studiene ved kun a
indikere retning pa statistisk signifikante forskjeller eller at det ikke var signifikante
forskjeller.

Tabell 7b. Resultater av planlegging av oppfglging etter utskrivning av pasienter med
hjerte-/karlidelser.

Utfall, oppfalgingstid, (mest positive resultat) Referanse
Laramee Preen 2005
2003 (50) (62)

Reinnleggelser

Reinnleggelser, 9o dager (lavest andel reinnleggelser) | s |

Bruk av tjenester

Sykehusbruk, 12 uker (minst bruk) s

Kostnader, 12 uker (minst kostnader) hary

Holdninger

Pasientens tilfredshet, 4 uker (mest tilfredshet) i)

Fastlegens tilfredshet med planlegging, 7 dager (best tilfreds- )

het)

Fastlegens tilfredshet med utskrivning, 7 dager (best tilfreds- s

het)

Pasientens handlinger

Folge anbefalinger om medisin, 12 uker (mest folge anbefa- )

linger)

Folge anbefalinger om diett, 12 uker (mest folge anbefalinger) i)

Helse/livskvalitet

Fysisk livskvalitet, 7 dager (best livskvalitet) s

Mental livskvalitet, 7 dager (best livskvalitet) s

Tabnr i vedl. 3 Tabell 26 Tabell 38

s Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen
T Intervensjonsgruppen statistisk bedre enn kontrollgruppen
{ Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

Hva sier dokumentasjonen?
Bade Laramee 2003 (50) og Preen 2005 (62) har sveert lav kvalitet pd dokumenta-
sjonen for sine utfall.

Kanskje kunne en intervensjon satt sammen av fire hovedkomponenter gke pasien-

tens tilfredshet etter fire uker og oke etterlevelsen av anbefalinger om medisin og
diett etter 12 uker for pasienter med hjertesvikt, men ikke endre andelen som ble
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reinnlagt eller annen bruk av helsetjenester. Kanskje kunne utformingen av en ut-

skrivningsplan som fakses til fastlege for korreksjon gke fastlegens tilfredshet med

planlegging, men ikke pavirke fastlegens tilfredshet med utskrivningen eller pasien-

tens livskvalitet syv dager etter utskrivning.

Planlegging av oppfglging mens innlagt, pasienter med andre diagnoser

enn geriatri og hjerte-/karlidelser

I tabell 8a presenteres fire studier som har evaluert effekt av planlegging av oppfol-

ging etter utskrivning fra sykehus for pasienter med diabetes, KOLS, hjertesvikt,

kreft eller schizofreni hvor samhandling er et av flere elementer. Tabellen presente-

rer tiltakene gitt til intervensjons- og kontrollgruppen. Den konkrete samhandlingen

mellom sykehuset og kommunehelsetjenesten er fremhevet.

Tabell 8a. Planlegging av pasienter med ulike diagnosers oppfglging etter utskrivning.

Tiltak gitt til intervensjonsgruppen og kontrollgruppen.

Refe- Tiltakene i intervensjonsgruppen, sam- Tiltak i kont- Pasient- | Tab-
ranse, | handlingstiltaket rollgruppen gruppe, | nr
land antall vedl
delta- 2
kere

For- Overforingsmodell. To komponenter er inkludert Standard modell | Pasienter | Ta-
chuk 1) sykehuspersonell fortsatte sin pleie for utskrev- | for utskrivning. med bell
2005 ne pasienter inntil terapeutiske relasjoner var schizo- 17
(35) etablert med kommunens helsepersonell og 2) en freni
Canada | vennskapsmodell av likemenn. (N=390)

Samhandling: Overlapp mellom sykehus- og kom-

munepersonell hvor sykehuspersonell fortsatte

sine relasjoner med klientene.
Hagg- Samhandling: Ledende hjemmesykepleier og fast- | Pleie i henhold til | Pasienter | Ta-
mark legen mottok en kopi av journal ved andre be- rutinene. Kreft- med bell
1997 handling. Til slutt ble ledende hjemmesykepleier avdelingen gjor- | kreft 23
(41) og fastlege invitert til & besgke pasienten pa syke- de ingen forsgk (N=56)
Sverige | huset for utskrivning ved pasientens tredje be- pé & forbedre

handling. Der mottok de ytterligere informasjon kommunikasjo-

fra sykepleier og lege pé avdelingen om pasientens | nen med dist-

sykdom og behandling. De fikk skriftlig og muntlig | riktssykepleiere

informasjon om kreftteamet. og fastleger.
Ruther- | Samhandling: Forskere ringte fastleger i den invi- | Fastlegene ble Pasienter | Ta-
ford terte gruppen, med informasjon om studien og ikke invitert. med gy- | bell
2001 invitasjon til enten & besgke eller ringe sykehuset neko- 46
(64) for & bista i utskrivningsplanleggingen og sam- logisk
Austra- | menheng i pleie. Ingen formell struktur eller revi- kreft
lia sjon av disse besgkene eller samtalene var ned- (N=200)

vendig. Fastleger fikk informasjon om prosjektet

elektronisk.
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Wein- Senest tre dager for utskrivning: ansvarlig sykeple-
berger | ier vurderte pasientens behov etter utskrivning,
1996 utformet en liste av medisinske problemer, fant
(69) oppleringsmateriale, opprettet kontakt med fast-
USA lege og ga pasienten et kort med navn og telefon-

nummer til sykepleier og lege. Kontaktsykepleier
opprettet avtale for pasienten for & besgke klinikk
innen en uke etter utskrivning. Etter utskrivning
ringte sykepleier pasienten innen 2 arbeidsdager
for & vurdere mulige vanskeligheter med medisi-
ner, og 4 identifisere eventuelt nye problem.

Samhandling: Fastlegen besgkte pasienten to da-
ger for utskrivning for a se over utskrivningspla-
ner, liste over problemer med medisinering, og
diskutere utskrivningsplaner med sykehuslegen
hvis ngdvendig.

Omsorg og pleie
etter utskrivning
var ikke ngdven-
dig eller forbudt.
Pasientene i kon-
trollgruppen
hadde ikke ad-
gang til sykeple-
ier og mottok
ikke tilleggsinfor-
masjon eller vur-
dering av behov
utover hva som
var vanligvis gitt
péa hvert sted.

Vetera-
ner med
enten
diabetes,
KOLS el-
ler hjer-
tesvikt.
(N=1396
)

Ta-
bell
51

Den storste studien, med 1396 deltakere (Weinberger 1996 (69)), evaluerte effekt av

samhandlingstiltak rettet mot flere pasientgrupper, mens de gvrige studiene kon-

sentrerte seg om pasienter med samme diagnose. De gvrige studiene var langt mind-

re, med mellom 56 og 390 deltakere. Samhandlingstiltaket var enten en invitasjon

til fastlegen om a besgke pasienten pé sykehuset (Weinberger 1996 (69), Haggmark
1997 (41), Rutherford 2001 (64)) eller at man tilrettela for at kontakten med kom-

munen skulle skje gradvis (Forchuk 2005 (35)). En studie omfattet likemannsarbeid

(Forchuk 2005 (35)), mens i en annen studie var det kontaktsykepleier pa sykehuset

som opprettet kontakter med kommunehelsetjenesten for pasienten etter utskriv-

ning (Weinberger 1996 (69)).

Tabell 8b viser en forenklet fremstilling av resultatene fra de fem studiene ved kun &

indikere retning pa statistisk signifikante forskjeller eller at det ikke var signifikante

forskjeller.

Tabell 8b. Resultater av planlegging av innlagte pasienter med ulike diagnosers oppfal-

ging etter utskrivning.

Utfall, oppfalgingstid, (mest positive resul- Referanse,

tat)
For- Hagg- [ Ruther- | Wein-
chuk mark | ford berger
2005 1997 2001 1996
(35 |(4D (64) |(69)

Reinnleggelser

Reinnleggelser, uklar oppfelgingstid (lavest andel s

reinnleggelser)

Reinnleggelser, 180 dager (lavest reinnleggelsesrate) J

Helse/livskvalitet

Livskvalitet, 180 dager (best livskvalitet) =y

Livskvalitet, 1 ar (storst forbedring livskvalitet) =y

Bruk av tjenester

Kostnader, 1 ar (lavest kostnad) | S |

Holdninger

Tilfredshet, 180 dager (mest tilfredshet) )

Tilfredshet med fastlegens handtering og tiltro til & s

lgse fremtidige problemer, 4 uker (mest tilfredshet)

55 Resultat




Tabnr i vedl. 3 Tabell | Tabell | Tabell | Tabell
12 18 40 45

s Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen
T Intervensjonsgruppen statistisk bedre enn kontrollgruppen
{ Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

Hva sier dokumentasjonen?

For alle utfallene i studiene i tabell 8b er kvaliteten pa dokumentasjonen sveert lav.
Tabellen viser ogsa at det var stor variasjon i valg av utfall ved at oppfelgingstid va-
rierte fra fire uker til et &r.

Kanskje kan en intervensjon der bl.a. at fastlegen ble invitert til sykehuset og at en
ansvarlig sykepleier vurderte behov etter utskrivning, ha fert til gkt andel reinnlagte
og okt andel tilfredse seks maneder etter utskrivning.

Oppsummering av studier som har evaluert effekt av sammensatte tiltak
om planlegging av innlagte pasienters oppfglging etter utskrivning.

Innhenting av opplysninger om pasientens situasjon for innleggelsen som ble brukt
béade i behandling pa sykehuset og i planlegging av tilbudene etter utskriving, var
sentralt i studiene (Hendriksen 1989 (46), McCusker 2001 (55), Mion 2003 (57),
Runciman 1996 (72), Styrborn 1995 (66), Laramee 2003 (50), Preen 2005 (62)).
Hvem ved sykehuset som innhentet opplysninger og om det ble innhentet opplys-
ninger fra fastlegen eller andre representanter for kommunehelsetjenesten, varierte.
Noen ganger inneholdt intervensjonen en utvidet vurdering av situasjonen ved inn-
leggelse (McCusker 2001 (55), Mion 2003 (57), Styrborn (66)). For pasienter med
hjerte-/karlidelser var opplaering en stor del av intervensjonene, i tillegg til at utvi-
det informasjon ble sendt til kommunen etter utskrivning (Laramee 2003 (50),
Preen (62)). For studier med kreftpasienter eller pasienter med mentale lidelser var
en invitasjon til fastlegen til & mgte sykehuspersonell ofte en del av intervensjonen
(Haggmark 1997 (41), Rutherford 2001 (64)).

F& av disse intervensjonene viser forskjeller mellom intervensjons- og kontrollgrup-
pe. Muligens var det mindre bruk av sykehjem etter 30 dager, men ikke etter seks
méneder nir man gjorde en omfattende geriatrisk vurdering pa akuttavdelingen og
péaskyndet kommunens administrasjon av hjemmetjenester for medisinske, sosiale
eller helsemessige problemer som ikke var ivaretatt. For denne intervensjonen var
det muligens ingen forskjeller mellom intervensjons- og kontrollgruppe med hensyn
péa reinnleggelser, dad, fysisk og mental helse og kostnader etter seks maneder.
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Sammensatte intervensjoner med oversendelse av tilleggsdoku-
menter fra sykehuset til kommunen.

Samhandlingstiltaket i intervensjonene var oversendelse av tilleggsdokumenter til
epikriser og medisinlister. Men studiene undersgkte ogsa ulike mater a oversende
informasjon om pasienten eller behandlingen p4, f eks bruk av faks i stedet for brev.

Oversendelse av tilleggsdokumenter, geriatriske pasienter

I tabell 9a presenteres tre studier som hadde evaluert effekt av oversendelse av til-
leggsdokumenter fra sykehuset til kommunehelsetjenesten for geriatriske pasienter.
Tabellen presenterer tiltakene gitt til intervensjons- og kontrollgruppen. Den konk-
rete samhandlingen mellom sykehuset og kommunehelsetjenesten i intervensjons-
gruppen er fremhevet. Tabellnummeret i hoyre kolonne i tabell 9a viser til en omfat-

tende beskrivelse av studien i vedlegg 2.

Tabell 9a. Oversendelse av tilleggsdokumenter om geriatriske pasienter eller behand-
lingen av dem. Tiltak gitt til intervensjonsgruppen og kontrollgruppen.

Refe- Tiltakene i intervensjonsgruppen, Tiltak i kontrollgruppen Tab-
ranse, samhandlingstiltaket nri
land, an- vedl
tall delta- 2
kere
Nazareth Sykehusets farmasgyt utviklet utskriv- Standard prosedyrer som inklu- Ta-
2001 (60) ningsplaner med detaljer om medisiner derte et brev til fastlegen med na- | bell
Storbritan- | og stette som pasienten trengte. Over- vaerende medisiner. 42
nia sendelse av planene ble etterfulgt av et
(N=362) hjemmebesgk av kommunens farmasgyt.
Samhandling: En kopi av utskrivnings-
planene ble gitt til pasienten, til pasien-
tens farmasoyt, fastlege og andre invol-
verte.
Vuong Standard pleie og et hjemmebesgk fra Standard pleie, som inkluderte ut- | Ta-
2008 (67) kommunens samhandlingsfarmasgyt in- | skrivningsveiledning, tilgang til bell
Australia nen 5 dager etter utskrivning. hjelpemidler og kommunikasjon 49
(N=316) med forstelinjens helsearbeidere
Samhandling: En rapport fra konsulta- nar nedvendig og/eller gnskelig.
sjonen med samhandlingsfarmaseyten,
et strukturert og forhandsformatert
skjema som ble sendt til fastlegen, kom-
munens apotek og andre relevante helse-
arbeidere med faks.
Ward 2008 | Samhandling: Sykehusets lege skrev Vanlig utskrivningsprosess ved Ta-
(68)usa behandling og medisinbestilling pa et sykehuset. Legen skrev behandling | bell
(N=20) skjema spesielt utviklet for sykehjem- og medisinbestilling pa et stan- 50
met. Sykehusets utskrivningsplanlegger | dardskjema. Sykepleieren som
fakset disse bestillingene til sykehjem- mottok pasienten sa over bestil-
met for pasienten forlot sykehuset. Syke- | lingene og skrev dem pa nytt pé et
pleier bekreftet behandling og medisin- sykehjemspesifikt skjema. Syke-
bestilling med legen pé vanlig méte. Sy- | pleieren bekreftet behandling og
kepleier fakset medisinbestillingen til medisinbestilling over telefonen til
apoteket for pasientens ankomst pé sy- legen som ville overta pleie av pa-
kehjemmet. sienten pa sykehjemmet og deret-
ter fakset medisinbestillingen til
apoteket. Apoteket gjorde klar og
leverte medisinene til sykehjem-
met.
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Intervensjonene omfattet i stor grad oversendelse av medisinlistene til pasientene,
hvordan disse ble utformet og overfort til kommunens personell. I to av studiene var
det uklart om kommunens representanter ga tilbakemelding til sykehusets ansatte
(Nazareth 2001 (60), Vuong 2008 (67)). I den eneste studien som omhandlet pasi-
enter som ble overfort til sykehjem, var en tilpasning av sykehusets informasjon til
de skjemaene sykehjemmet brukte et sentralt element (Ward 2008 (68)). En av de
andre studiene omfattet hjemmebesgk av farmasgyt (Vuong 2008 (67)).

Tabell gb viser en forenklet fremstilling av resultatene fra de fem studiene ved kun a
indikere retning pa statistisk signifikante forskjeller eller at det ikke var signifikante
forskjeller. De konkrete resultatene er presentert sammen med en vurdering av kva-
liteten p& hvert utfall i nevnte tabell i vedlegg 3.

Tabell 9b Resultater av oversendelse av tilleggsdokumenter om geriatriske pasienter el-
ler behandlingen av dem.

Utfall, oppfelgingstid, (mest positive re- Referanse
sultat)

Nazareth 2001 | Vuong 2008 | Ward 2008
(60) (67) (68)

Dad

Dgad, 3-6 mnd (lavest antall dede) | S | |

Reinnleggelser

i

Reinnleggelser, 3 -6 mnd (lavest antall reinn-
leggelser)

Bruk av tjenester

Poliklinikk, 3 -6 mnd (faerrest besgk)

it

Besok fastlege, 3 -6 mnd (feerrest besgk)

i

Tid til medisinering pa sykehjem, 6 mnd (kor-
test tid til medisinering)

Manglende medisinering, 6 mnd (lavest andel) y

Helse, livskvalitet

Generell velvare, 3 -6 mnd (best velveere) S

Antall medisiner, 12 uker (feerrest medisiner) s

Holdninger

Tilfredshet, 3 -6 mnd (mest tilfredshet) | 5 | |

Annet

Ta medisin som anbefalt, 3 mnd (oftest som tar s T

medisin som anbefalt)

Ta medisin som anbefalt, 6 mnd (oftest som tar s

medisin som anbefalt)

Tabnr vedl 3 Tabell 36 Tabell 43 Tabell 44

s Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen
T Intervensjonsgruppen statistisk bedre enn kontrollgruppen
{ Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

Hva sier dokumentasjonen?
For alle utfallene presentert i tabell gb, er kvaliteten pa dokumentasjonen sveert lav.

Variasjonen i utfallsmal er stor. Selv om alle studiene rapporterte flere utfall, var det
kun ett som var felles for to studier, og her rapporteres ulike effektestimat. Kanskje

ville intervensjoner som omfattet bl.a. standard pleie og et hjemmebesgk fra farma-
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sgyt innen fem dager etter utskrivning sammen med et forhdndsformatetert skjema
sendt til fastlege, apotek og andre relevante helsearbeidere, ha bidratt til at geriat-
riske pasienter oftere tok medisin som anbefalt tre maneder etter utskrivning.

Oversendelse av tilleggsdokumenter, pasienter med hjerte- og kar-
lidelser

I tabell 10a presenteres to studier som har evaluert effekt av oversendelse av til-
leggsdokumenter fra sykehuset til kommunen for pasienter med hjerte- og karlidel-
ser. Tabellen presenterer tiltakene gitt til intervensjons- og kontrollgruppen. Den
konkrete samhandlingen mellom sykehuset og kommunehelsetjenesten i interven-
sjonsgruppen er fremhevet.

Tabell 10a. Oversendelse av tilleggsdokumenter om pasienter med hjerte-/karlidelser
eller behandlingen av dem. Tiltak gitt til intervensjonsgruppen og kontrollgruppen.

tillegg laget farmasogyten en medisinliste som in-
neholdt tilleggsinformasjon om dosetilpasninger
og avslutninger. Etter at listen ble godkjent av
legen, ble listen fakset til kommunens apotek og
gitt til pasienten som skulle gi den til fastlegen.
Pasienten hentet medisinen pa kommunens apo-
tek og mottok vanlig behandling av sin kardiolog
etter utskrivning. Dette inkluderte en poliklinisk

utskrivning. Re-
septen var laget av
legen og gitt til pa-
sienten for & gi
videre til fast-
legen. Pasienten
hentet medisinene
pa kommunens

avtale innen 6 uker etter utskrivning og et til- apotek og mottok
leggsbesgk til hjertesviktsykepleier hvis ngdven- | vanlig behandling
dig. av sin kardiolog,
og et tilleggsbesgk
Samhandling: Medisinlisten ved utskrivning ble | hos hjertesvikt-
fakset til kommunens apotek. sykepleier hvis
nedvendig.

Refe- Tiltakene i intervensjonsgruppen, sam- Tiltak i kont- Pasient- | Tab-
ranse, | handlingstiltaket rollgruppen gruppe, nri
land antall vedl
delta- 2
kere
Calvert | Itillegg til vanlig pleie, veiledning fra en dedikert | Vanlig pleie, som | Pasienter | Ta-
2012 farmasgyt. I samrad med sykehusets lege og an- | omfatter et ut- med ko- bell
(26) satte ble problemer med & folge anbefalt medisi- | skrivningsbrevtil | ronar 8
USA nering papekt. Farmasgyten var pa hjemmebe- fastlegen med me- | arterie
sok 1-2 uker etter utskrivning. disinering ved ut- | sykdom
skrivning, pro- (N=143)
Samhandling: Den dedikerte farmasgyten kon- sedyrer og anbefa-
taktet pasientens apotek. Et brev ble fakset fast- | linger.
legen om at pasienten deltok i intervensjonen.
Eggink | En klinisk farmasgyt identifiserte mulige medi- Vanlig omsorg. Pasienter | Ta-
2010 sineringsfeil i utskrivningsmedisinene og disku- | Muntlig og skrift- | med hjer- | bell
(29) terte dem med kardiologen. Pasienten fikk lig informasjon tesvikt 11
Neder- | muntlig og skriftlig informasjon om virkninger om medisinene fra | (N=85)
land og bivirkninger og endringer i medisineringen. I | sykepleier ved

Samhandlingstiltaket var knyttet til at sykehusets farmasgyt kontrollerte, diskuterte
og sendte medisinlisten som ble laget ved utskrivning. Listen ble sendt til kommu-
nens apotek, mens kontakt med fastlegen skjedde via pasienten. En studie var opp-
tatt av pasientens problemer med a folge anbefalt medisinering (Calvert 2012 (26)),
mens den andre var opptatt av feil i medisineringen og at pasienten skulle fa opplae-
ring i virkninger og bivirkninger av medisinene (Eggink 2010 (29)). En av studiene
omfattet hjemmebesgk 1-2 uker etter utskrivning (Calvert 2012 (26)), mens den
andre omfattet poliklinisk avtale etter seks uker (Eggink 2010 (29)).
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Tabell 10b viser en forenklet fremstilling av resultatene fra de fem studiene ved kun
4 indikere retning pé statistisk signifikante forskjeller eller at det ikke var signifikan-

te forskjeller.

Tabell 10b. Resultater oversendelse av tilleggsdokumenter for pasienter med hjerte-
/karlidelser eller behandlingen av dem.

Utfall, oppfalgingstid, (mest positive resultat) Referanse
Calvert 2012 | Eggink 2010
(26) (29)

Bruk av tjenester

Feil i medisinering, 6 uker (faerrest resepter med feil) | | )

Annet

Ta medisin som anbefalt, 6 uker (flest som tar medisin som s

anbefalt)

Ta medisin i trdd med retningslinje, 6 mnd (flest som tar Sa

medisin som anbefalt)

Apotekets registrering statiner, 6 mnd (flest som folger an- Sa

befaling)

Apotekets registrering beta-blokker, 6 mnd (flest som folger ta

anbefaling)

Tabnr vedl 3 Tabell 7 Tabell 10

Ikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen
Intervensjonsgruppen statistisk bedre enn kontrollgruppen

Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

Kvaliteten pa dokumentasjonen for utfallet er av lav kvalitet. For utfall uten note er kvaliteten pd dokumen-

tasjonen sveert lav.

® > |t

Hva sier dokumentasjonen?

Kvaliteten pa dokumentasjonen av utfallene i Calvert 2012 (26) er lav. Med lav kva-
litet pd dokumentasjonen er det sannsynlig at videre forskning vil pavirke vare
konklusjoner. Muligens ville sammensatte tiltak for pasienter med koronar arterie-
sykdom som i tillegg til vanlig pleie fikk veiledning fra en dedikert farmasgyt, hjem-
mebesgk av farmasgyten 1-2 uker etter utskrivning og at farmasgyten kontaktet pa-

sientens apotek, bidra til

o at flere pasienter tok beta-blokker i trdd med retningslinje etter seks maneder,
nér dette males med apotekets registreringer

e at det er liten eller ingen forskjell mellom gruppene i forhold til om pasientene
tok beta-blokker eller statiner i trad med retningslinjer nar de selv rapporter-
te og om de tok statiner i trad med retningslinjer nar dette méles med apote-

kets registeringer etter seks maneder
Kanskje ville at en farmasgyt identifiserte medisineringsfeil i utskrivningslistene og

fakset dem til apoteket, redusere antall feil i medisineringen, men ville kanskje ikke
pavirke om medisinen ble tatt som anbefalt seks uker etter utskrivning.
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Oversendelse av tilleggsdokumenter, pasienter med andre diagnoser

enn geriatri og hjerte- og karsykdom

I tabell 11a presenteres de atte studiene som har evaluert effekt av oversendelse av

tilleggsdokumenter fra sykehuset til kommunen for pasienter med ulike lidelser,

bl.a. luftveislidelser og mental sykdom. Tabellen presenterer tiltakene gitt til inter-

vensjons- og kontrollgruppen. Den konkrete samhandlingen mellom sykehuset og

kommunehelsetjenesten er fremhevet.

Tabell 11a. Oversendelse av tilleggsdokumenter om pasienter med ulike lidelser eller be-
handlingen av dem. Tiltak gitt til intervensjonsgruppen og kontrollgruppen.

Refe- Tiltakene i intervensjonsgruppen, Tiltak i kontroll- Pasient- Tab-
ranse, | samhandlingstiltaket gruppen gruppe, nr
land antall vedl
deltakere | 2
Bala- En firestegs intervensjon som ikke medforte | Eksisterende sykehus- | Pasienter Ta-
ban behov for ytterligere personell og besto av 1) | rutiner, som besto av | med ulike | bell
2008 omfattende og brukervennlig pasient ut- & motta utskrivnings- | diagnoser, | 5
(23) skrivningsskjema gitt til pasientene i et av informasjon hand- ogsa men-
USA tre sprék, 2) telefonkontakt med sykepleier | skrevet pa engelsk. tale lidel-
og pasient. Kontakt mellom ut- ser (N=96)
skrivende lege og fast-
Sambhandling: 3) elektronisk overfering av lege ble gjort hvis
skjema til sykepleier hos fastlegen og 4) ngdvendig, mens det
fastlegen sé over og rettet utskrivning/over- | var ingen kontakt
foringsplan. mellom den innlagte
pasienten og sykeplei-
er.
Beau- Veiledning om utskrivningsmedisinering Veiledning om ut- Pasienter Ta-
chesne | samt skriftlig plan ved utskrivning som in- skrivningsmedisine- med luft- bell
2007 kluderte en liste om maksimum 3 feil med ring og vanlig skriftlig | veislidelser | 7
(25) foreslatte mater a lose dem, samt telefon- utskrivningsplan (N=22)
Canada | kontakt med kommunens farmasgayt.
Sambhandling: Farmaseyten kontaktet
kommunens farmasgyt for 4 informere om
maksimum 3 ulgste feil med medisine-
ringen som ble oppdaget pa sykehuset.
Finn I tillegg til vanlig pleie: en utskrivningsplan- | Beboere fikk et brev Pasienter Ta-
2011 legger laget avtaler for alle oppfelgingsav- om studien hvor de med ulike | bell
(30) taler og tester, gikk gjennom medisiner, ble bedt om 4 fullfore | lidelser 12
USA skrev resepter og fakset dem til apotek. Pa- | utskrivningsopplys- som rus,
sientene fikk 5-minutters orientering om ningene innen 24 ti- kols, hjer-
hvordan best samarbeide med plan- mer. Alle ble forventet | te/kar,
leggeren. & gjore en online opp- | nyresvikt
laering og mete pa en og lunge-
Samhandling: En utskrivningsplanlegger forelesning om ut- betennelse
ringte fastlegens kontor med opplysninger skrivningsoppsumme- | (N=872)
og fakset utskrivningsbrevet. ringer. Utskrivnings-
opplering ble gitt
samtidig med pleie-
komponent.
Graum- | Elektronisk bestilling, hvor programmet Vanlig pleie, hand- Pasienter Ta-
lich viste ubesvarte tester, bestilte tester etter skrevet utskrivnings- | med ulike | bell
2009 utskrivning og sammenlignet medisiner. prosess. diagnoser, | 20
(38) Utskrivningsdagen brukte sykehuslegen ogsa men-
USA systemet til & automatisk lage utskrivnings- tale lidelse
dokumenter og informere pasienten, fast- (N=631)
legen, farmasgyten og avdelingssykepleier.
Samhandling: Utskrivningsbrevet ble sent
til behandler utenfor sykehuset med faks.

61 Resultat




Grun- I tillegg til hva kontrollgruppen fikk, fikk de | All oppfelging ble Pasienter Ta-
feld en omfattende overlevelses pleie plan som overfort til fastlegen. med bryst- | bell
2011 besto av nasjonale retningslinjer, en tabell Pasienten hadde en kreft 21
(39) om paminning, en ressurspakke samletien | standard utskriv- (N=408)
Canada | perm som ble gjennomgéatt med pasienten ningsmete med onko-
av en sykepleier. Dokumentene ble ogsé logen.
sendt til fastlegen.
Samhandling: Utskrivningsbrev ble sendt til
fastlegen med en komplett oppfolgingsret-
ningslinje, en brukervennlig oppsummering
og en paminningstabell.
Marks I tillegg til standard utskrivningsplanleg- Standard utskriv- Pasienter Ta-
1999 ging ble fastlegen ringt opp av en av for- ningsplanlegging med | med astma | bell
(53) skerne ved eller for utskrivning om detaljer | tilsvarende kommuni- | (N=60) 35
Austra- | rundt pasientens innleggelse og planlagt kasjon med fastlegen,
lia oppfoelging. For de forlot sykehuset fikk dvs et kort hédndskre-
pasientene en individuell lettlest behand- vet sammendrag for
lingsoversikt, en individuell lettlest hand- sin fastlege, en infor-
lingsplan for astma, standard astmabrosjy- | masjonspakke for fo-
rer og en timeavtale med fastlegen innen 2 reldre og en hand-
uker. lingsplan for astma.
En maskinskrevet ver-
Samhandling: Fastlegen ble ringt opp ved sjon av utskrivnings-
eller for utskrivning med detaljer rundt pa- | sammendraget ble
sientens innleggelse og planlagt oppfelging. | sendt til pasientens
fastlege hvis informa-
sjonen var notert.
Naji Utskrivende lege avtalte time for pasienten | Telefonsamtaler bare | Pasienter Ta-
1999 innen en uke etter utskrivning. Pasienten ved spesielle situa- med men- | bell
(58) ble spurt om a personlig levere brevet til sjoner. Pasientene ble | tale li- 40
Skott- fastlegens kontor sa snart som mulig. En bedt om a gjore sine delser
land kopi ble sendt dagen for utskrivning. egne avtaler innen 1 (N=343)
uke etter utskrivning,
Samhandling: Utskrivende lege ringte fast- | og & personlig levere
legens kontor rutinemessig, og hvis mulig brevet til fastlegens
snakket direkte til fastlegen. kontor s snart som
mulig.
Shaw De aktuelle avdelingene ble besgkt hver Ingen intervensjon for | Pasienter Ta-
2000 hverdags morgen av studiens farmasgyt og | utskrivning. med men- | bell
(65) pasientopplysninger ble notert. Data inklu- tale lidel- 47
Skott- derte medisinhistorie og diagnose, historie ser (N=97)
land av & ikke ta medisin, deltakelse av klinisk
farmaseyt, kommunens kontaktpersoners
data, pasientens evne til selv 4 ordne sin
medisin. Ved spesielle behov ble det funnet
lesninger. Spesifikk informasjon om medi-
sinene ble gitt. Et spesielt designet farma-
seytisk utskrivningsskjema som inneholdt
relevante detaljer om behandlingsplanen
ble fullfort og gitt til pasientens kommunale
farmasoyt.
Samhandling: En utskrivningsplan fra sy-
kehusets apotek ble sendt til kommunens
apotek.

Intervensjonene var i hovedsak knyttet til utarbeidelse, kontroll og oversendelse av

medisinlister ved utskrivning (Balaban 2008 (23), Beauchesne 2007 (25), Finn 2011
(30), Grunfeld 2011 (39), Naji 1999 (58), Shaw 2000 (65)), men ogsa til bruk av
elektroniske systemer for 4 tilrettelegge og oversende epikrise (Graumlich 2009
(38)), eller innhente opplysninger (Marks 1999 (53)). Samhandlingen besto for en
stor grad av oversendelse og samarbeid rundt problemer med medisinering som ble
oppdaget pa sykehuset, og overforing av denne kunnskapen til kommunens farma-
sayt eller apotek, i tillegg til fastlegen (Beauchesne 2007 (25), Naji 1999 (58), Shaw
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2000 (65)). I noen av studiene var tilrettelegging av utskrivningen gjennom opp-
leeringsmateriale til pasientene sentralt (Marks 1999 (53), Balaban 2008 (23)). I en
studie ble pasientene besgkt fem dager i uken mens de var pé sykehuset (Shaw 2000
(65)), mens det er uklart om deltakerne i de andre studiene ble fulgt opp tilsvarende.
En av studiene begrenset antall feil i medisineringen som ble tatt opp (Beauchesne
2007 (25)). Noen studier omfattet bestilling av avtaler og tester etter utskrivning
(Finn 2011 (30), Graumlich 2009 (38), Naji 1999 (58)).

Tabell 11b viser en forenklet fremstilling av resultatene fra de atte studiene ved kun a
indikere retning pa statistisk signifikante forskjeller eller at det ikke var signifikante
forskjeller.

Tabell 11b. Resultater av oversendelse av tilleggsdokumenter om pasienter med ulike
lidelser eller behandlingen av dem.

Utfall, oppfal- Referanse
gingstid, (mest
positive resultat)

Bala- |Beau- Finn |Graum- |Grun- |Marks |Naji |Shaw
ban schnese | 2011 |lich felt 1999 |1999 |2000
2008 |2007 (30) 2009 2011 | (53) (58) (65)

(23) | (25) (38) (39)

Reinnleggelser

u
1

Reinnleggelser, 30
dager (lavest andel
reinnleggelser)

i
i
i

Reinnleggelser, 3 -6
mnd (lavest andel
reinnleggelser)

Bruk av tjenester

X
!

Akuttavdelingsbesok,

30 dager (lavest an-
del med besgk)

i

Akuttavdelingsbesgk,
3 mnd (lavest andel
med besgk)

Poliklinikk, 6 mnd )
(feerrest besgk)

i

Medisinproblemer, 4
og 12 uker (feerrest
problemer)

Antall problemer i !
medisinering, 6 uker
(feerrest problemer)

Ingen oppfelging, 30 )
dager (feerrest uten
oppfelging)

Time hos fastlege, 2- ta
4 uker (flest med be-
stilt time)

Tid pa sykehus, 30 Sa
dager (kortest tid)

Holdninger

Nyttig informasjon *
for fastlegen, 3 uker
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(sterst andel angir

nyttig)

Fastlegen forstar sy-
kehusets handling, 3
uker (storst andel
oppgir & forstd)

Pasientens oppfat-
ning av klar for ut-
skrivning, 1 uke
(mest klare)

Legens oppfatning av
medisinsk informa-
sjon, 1 uke (best opp-
fatning)

i

Kunnskap om medi-
sin, 12 uker (hgyest
andel med kunnskap
om medisin)

i

Pasientens tilfreds-
het med medisinsk
informasjon, 1 uke
(mest tilfredse)

i

Tilfredshet, 12 mnd
(minst tilfreds)

Kvalitet kommunika-
sjon, 3 uker (storst
andel oppgir god
kvalitet)

Helse/livskvalitet

Angst, 1 mnd (lavest
andel med angst)

i

Depresjon, alle uten
alkohol/opiat, 1 mnd
(lavest andel med
depresjon)

i

Depresjon, alkohol/
opiat, 1 mnd (lavest
andel med depre-
sjon)

Sykdomsspesifikk
stress, 12 mnd (lavest
stress)

Fysisk og mental
komponent av gene-
rell helse, 12 mnd
(best helse)

Alvorlighetsgrad
symptom, 3 mnd (la-
vest forekomst av
alvorlige symptom)

i

Psykologisk belast-
ning, 12 mnd (lavest
belastning)

Annet

Ta medisin som for-
skrevet, 6 uker (hay-
est andel som tar me-
disin som forskrevet)

i

Utskrivningsdok. fer-

Ta
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dig for oppfelging, 24
timer (storst andel

med ferdige)

Tabnrivedl 3 Tabell | Tabell 6 | Tabell | Tabell | Tabell | Tabell | Tabell | Tabell
4 11 15 16 29 34 41

s Tikke statistisk signifikant forskjell mellom intervensjonsgruppen og kontrollgruppen

T Intervensjonsgruppen statistisk bedre enn kontrollgruppen

{ Intervensjonsgruppen statistisk signifikant darligere enn kontrollgruppen

a Kvaliteten pa dokumentasjonen for dette utfallet er lav. For utfall uten note er kvaliteten pa dokumentasjo-

nen sveert lav.

Hva sier dokumentasjonen?
Kvaliteten pd dokumentasjonen av utfallene i Finn 2011 (30) og Grunfeld 2011 (39)
er lav, sannsynligvis vil videre forskning pavirke vare konklusjoner. Muligens ville at
en utskrivningsplanlegger laget avtaler for alle oppfelgingsbesgk og tester, gikk gjen-
nom medisiner, skrev resepter og fakset dem til apotek, ga pasienter med ulike diag-
noser, bl.a. rus, hjerte-/karlidelser og nyresvikt en 5-minutters orientering, ringte
fastlegens kontor med opplysninger, samt fakset epikrisen dit, ha bidratt til
e at epikrisen oftere var ferdig for oppfelging 30 dager etter utskrivningning enn
nér det ble gitt en online opplering samtidig med pleie
¢ at flere hadde avtale med fastlege 2-4 uker etter utskrivning
e liten eller ingen forskjell mellom gruppene med hensyn til reinnleggelser, be-
sok pa legevakt eller tid pa sykehus etter 30 dager (Finn 2011 (30)).

En intervensjon som omfattet bl.a. at brystkreftpasienter i tillegg til oppfolging av
fastlegen fikk en omfattende pleieplan med nasjonale retningslinjer, tabell med pa-
minnelser og ressurser samlet i en perm og gjennomgatt med pasienten, epikrise
med retningslinje for oppfolging, samt en brukervennlig oppsummering og pamin-
ningstabell sendt til fastlegen muligens ha bidratt til
e liten eller ingen forskjell mellom gruppene med hensyn pé sykdomsspesifikt
stress, tilfredshet eller generell helse etter 12 méneder (Grunfeld 2011 (39)).

Kvaliteten pd dokumentasjonen av utfallene i Balaban 2008 (23), Beauchesne 2007
(25), Graumlich 2009 (38), Marks 1999 (53), Naji 1999 (58) og Shaw 2000 (65) er
sveert lav. De ulike studiene har sjelden de samme utfallene. Kanskje ville at utskri-
vende lege bl.a. ringte fastlegens kontor rutinemessig og avtalte time, ha bidratt til
mindre bruk av poliklinikk seks maneder etter utskrivning og lavere andel med dep-
resjon blant alkohol- og opiatavhengige pasienter, men ikke blant pasienter med
andre mentale lidelser.

Oppsummering av studiene om oversendelse av tilleggsdokumenter

Identifiserte studier som har undersgkt oversendelse av tilleggsdokumenter fra sy-
kehus til kommunehelsetjenesten, omhandlet som oftest den medisinlisten pasien-
ten fikk ved utskrivning eller en oversikt over problemer ved bruk av medisiner som
ble oppdaget pa sykehuset. Informasjonen kan ha blitt fakset til bade fastlege og
apotek, eller til bare en av dem. Noen studier gjaldt oversendelse av oppleringsma-
teriale, nasjonale retningslinjer eller andre anbefalinger. Sykehusets representant
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var ofte en farmaseyt, men kunne ogsa vere utskrivende lege. Kommunens repre-
sentant kunne vere en fastlege eller et apotek.

Oversendelse av tilleggsdokumenter ser muligens ut til & ha kunnet bidra til at
epikrisen ble ferdig for oppfelgingsavtale, at flere hadde avtale med fastlege, samt at
pasienten tok beta-blokker i trad med retningslinje. Det var muligens liten eller ing-
en forskjell med hensyn til reinnleggelser, besgk pa legevakt, tid pa sykehus, & ta
medisinene i trad med retningslinjene, sykdomsspesifikt stress, tilfredshet eller ge-
nerell helse.

Oppsummering av samhandlingstiltakene i rapporten

Tiltakene som ble evaluert i de 45 studiene var svart heterogene. Bare fire studier
omfatter kun et samhandlingstiltak, hvorav to omfattet oversendelse av tilleggsdo-
kumenter, én hvor fastlegen ble invitert til sykehuset, og én hvor studiens farmasgyt
tok kontakt med kommunens apotek.

Vi identifiserte 41 sammensatte intervensjoner hvor samhandling var et av elemen-
tene. For & bedre presentasjonen av de sammensatte studiene, sorterte vi dem i tre
grupper etter innhold og tidspunktet i behandlingen intervensjonen skjedde, noen
ganger var tidspunktet ikke klart. Gruppene ble kategorisert som “koordinering”,
“planlegging” og “oversendelse”. En slik gruppering kunne ha bidratt til 4 se likhets-
trekk mellom de tiltakene som ble studert. Allikevel vurderer vi at ingen av tiltakene
var sa like at det var mulig & sld sammen resultater fra flere studier til metaanalyser.

Tiltakene kategorisert som “koordinering” var i stor grad basert pé ulike typer kon-
takt, hvor partene ble enige om hvordan pasientens behov etter utskrivning kunne

ivaretas. Hvor disse diskusjonene ble gjennomfort varierte. Ogsa hvem som deltok

og hvilke elementer som ble gitt i tillegg, f eks oppleaering av pasienten, varierte.

Tiltakene kategorisert som “planlegging” syntes mer basert pa at en ansvarlig person
pé sykehuset innhentet opplysninger som ble brukt bdde mens pasienten var pa sy-
kehuset, men ogsa til 4 planlegge tiden etter utskrivning. Hvem som innhentet in-
formasjonen, og hvem den ble hentet fra, varierte. I tillegg varierte om deltakerne
var innlagt pa akuttavdeling, fikk oppleering og om det ble laget en individuell plan.

De fleste studiene vi har kategorisert som “oversendelse” hadde evaluert utveksling
av medisinlister mellom farmasgytene ved sykehuset og kommunens apoteker og
pasientenes fastleger. For flere av disse studiene er det uklart om mottaker av do-
kumentene faktisk bruker dem.

Det synes som om noen elementer i intervensjonene var mer vanlig i enkelte pasi-
entgrupper, slik som opplering av pasienter som ble studert langt oftere for andre
pasientgrupper enn geriatriske pasienter.
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Oppsummering av resultatene

Syv av de 45 inkluderte studiene var gjennomfgrt slik at vi hadde sterre tillit til disse
effektestimatene enn vi hadde til effektestimatene fra de andre 38 studiene. Allikevel
antar vi at senere forskning vil kunne gi andre resultater enn de rapporterte effektes-
timatene. En av disse syv studiene hadde kun et samhandlingstiltak i sin interven-
sjon og er den eneste av de 45 inkluderte studiene som kan antyde effekt av et sam-
handlingstiltak. Den viste at muligens vil det a invitere fastlegen til sykehuset oke
andelen geriatriske pasienter som mottok kommunale tjenester seks maneder etter
utskrivelsen, men ikke bidra til signifikant forskjellig andel som ble reinnlagt etter
seks maneder.

Heller ikke de seks sammensatte studiene med minst ett samhandlingstiltak hvor vi
har stgrre tillit til resultatene, finner forskjeller mellom intervensjons- og kontroll-
gruppe med hensyn pa andelen pasienter som ble reinnlagt eller dede. Derimot vari-
erte det om det ble rapportert at bruk av sykehjem ikke ble pavirket eller ble redu-
sert. Noen rapporterte at kostnadene ikke endret seg, andre rapporterte at kostna-
dene gkte. Disse sammensatte intervensjonene bestéar av ulike elementer, og en ana-
lyse av hvilke elementer som inngikk blir dermed muligens viktig for & forklare hvor-
for studiene rapporterte ulike effektestimater.

Muligens ville bruk av spesialoppleerte koordinatorer med mer tid enn vanlig til 4 ha
ansvaret for koordinering av tjenester, tilrettelegging og telefonoppfelging for geri-
atriske pasienter i stedet for vanlig utskrivningspraksis ha gitt bedre livskvalitet og
gkt andel hjemmeboende etter en méaned, storre bruk av hjemmesykepleie, personlig
pleie og hoyere kostnader etter seks méneder, men ingen endring i bruk av hjemme-
tjenester.

Muligens ville en omfattende geriatrisk vurdering ved innleggelse i akuttavdeling
hvor man vurderte de medisinske, sosiale og helsemessige problemene og fakset
vurderingen til kommunens administrasjon for & paskynde hjemmetjeneste ha bi-
dratt til lavere bruk av sykehjem etter 30 dager, men ikke gi signifikant forskjellige
kostnader etter 30 dager og seks méneder, eller bruk av sykehjem etter seks mane-
der.

Muligens ville veiledning fra en dedikert farmasgyt, hjemmebesgk av farmasgyten 1-
2 uker etter utskrivning og at farmasgyten kontaktet pasientens apotek i tillegg til
vanlig pleie, muligens ha bidratt til at pasienter med koronar arteriesykdom tok
beta-blokker i trdd med retningslinjene etter seks maneder nar dette maltes med
apotekets registrering, og ikke ved pasientens selvrapportering.
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Diskusjon

I denne rapporten har vi identifisert og evaluert 45 studier med i alt 51 artikler som
alle har sett pa minst ett samhandlingstiltak mellom sykehus og kommunehelsetje-
neste ved utskrivning av kronisk syke pasienter.

Fire studier hadde kun ett samhandlingstiltak som intervensjon. Kun disse studiene
kan direkte gi et effektestimat for et samhandlingstiltak. For en av disse studiene
hadde vi storre tillit til de rapporterte effektestimatene enn de andre tre. Likevel tror
vi at ytterligere forskning vil kunne gi andre resultater for den studerte intervensjo-
nen og pavirke vare konklusjoner. Studien viser at muligens vil det a invitere fastle-
gen til sykehuset gke andelen geriatriske pasienter som mottar kommunale tjenester
seks méneder etter utskrivelsen, men vil ikke signifikant pavirke andelen som reinn-
leggges etter seks maneder. Studien har lav kvalitet pa dokumentasjonen.

De andre 41 studiene var sammensatte, dvs flere andre tiltak ble gjennomfert samti-
dig med samhandlingstiltaket. For seks av disse studiene hadde vi sterre tillit til ef-
fektestimatene enn de andre, selv om vi antar at fremtidig forskning vil pavirke kon-
klusjonene. Tre av disse rapporterte ingen signifikante forskjeller mellom interven-
sjonsgruppe og kontrollgruppe pa pasientrelaterte utfall. De siste tre rapporterte
disse effektestimatene:

e Muligens vil bruk av spesialopplarte koordinatorer med mer tid enn vanlig
til 4 ha ansvaret for koordinering av tjenester, tilrettelegging og telefonopp-
folging for geriatriske pasienter i stedet for vanlig utskrivningspraksis ha gitt
bedre livskvalitet og gkt andel hjemmeboende etter en maned, starre bruk av
hjemmesykepleie, personlig pleie og hayere kostnader etter seks méneder,
men ingen signifikant endring i bruk av hjemmetjenester.

e Muligens vil en omfattende geriatrisk vurdering ved innleggelse pa akuttav-
deling hvor man vurderte de medisinske, sosiale og helsemessige probleme-
ne og fakset vurderingen til kommunens administrasjon for & paskynde
hjemmetjeneste, ha bidratt til lavere bruk av sykehjem etter 30 dager, men
ingen signifikant endring i kostnader etter 30 dager og seks méneder, eller
bruk av sykehjem etter seks méneder.
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e Muligens vil veiledning fra en dedikert farmaseyt, hjemmebesgk av farma-
soyten etter 1-2 uker og at farmasgyten kontaktet pasientens apotek i tillegg
til vanlig pleie ha bidratt til at pasienter med koronar arteriesykdom tok
beta-blokker i trad med retningslinjene etter seks méneder nar dette méles
med apotekets registrering, og ikke ved pasientens selvrapportering.

Selv om det ble rapportert at hele intervensjonen har hatt effekt, kan vi ikke tilskrive
det til samhandlingstiltaket. Skulle det sammensatte tiltaket vise seg ikke 4 ha hatt
effekt, betyr det heller ikke at vi kan si at samhandlingstiltaket ikke har hatt effekt. I
studiene av sammensatte intervensjoner kan samhandlingstiltakene ha hatt en posi-
tiv effekt for pasient eller behandler, men andre elementer av intervensjonen kan ha
hatt motsatt effekt.

Antallet identifiserte studier indikerer at dette er et tema som er viktig for mange
forskere i mange land. Studiene viser ogsé at det er et stort antall forskjellige mater &
operasjonalisere denne samhandlingen pa. Samhandlingsaspektet har ofte blitt ink-
ludert som en del av en mer sammensatt behandling. Med det fokuset som finnes pa
samhandling i det norske helsevesen, vil det vaere nyttig om det legges til rette for
evaluering av de prosessene som pagar, slik at man kan fa flere gode studier som kan
si noe om en eventuell effekt av tiltakene.

Litteratursgket

Selv om vi har identifisert mange studier i denne rapporten, er det sannsynlig at det
finnes flere relevante effektstudier som vi ikke har funnet. Det kan vaere andre méter
a omtale dette temaet pa. Bl.a. kan samhandling mellom sykehus og kommunehelse-
tjenesten ved utskrivning innga i prosesser hvor begrepene utskrivning eller kom-
munehelsetjeneste ikke blir brukt, slik at studien ikke fanges opp av vért litteratur-
sok. Vi valgte & ga sa bredt ut som vi har kunnet, men vil allikevel veere begrenset av

selve sgket. Vi har heller ikke sgkt etter “gra” litteratur, men kun sgkt etter litteratur
som var publisert i de nevnte databasene.

Vi gikk gjennom et stort antall referanselister for i stgrst mulig grad & fange opp re-
levante studier. Dette arbeidet viste at en primeerstudie som var inkludert i flere
oversikter var ulikt beskrevet med hensyn til samhandlingstiltaket. Studiens forfat-
tere beskrev heller ikke samhandlingselementet i sitt sammendrag. At artikkelen ble
fanget opp, skyldes at en av de systematiske oversiktene hadde inkludert samhand-
lingsaspektet i sin beskrivelse. Var vektlegging av primarstudienes sammendrag for
a velge ut artikler, kan ogsa veere en grunn til at vi har gatt glipp av studier vi gjerne
skulle ha identifisert og inkludert.

Problemet med ulik begrepsbruk vil ogsé reflektere at helsevesenet er ulikt organi-
sert i ulike land, og at dette pavirker hvordan studiene gjennomfgres og hvordan de
beskrives. F eks kan studiene fra USA vare mindre relevante for norske forhold fordi

69 Diskusjon



helsetjenesten der er annerledes organisert. Na vurderte vi ikke ved starten av pro-
sjektet at vi ville vektlegge slike forskjeller. Vi har inkludert studier fra USA, fordi
noen av dem har svaert generelle tiltak og vi tenker at det er elementer her som kan
vurderes ogsa for norske forhold. Det vil vaere den enkelte planleggers oppgave a
vurdere om dette er interessant og relevant. Alikevel er det viktig & trekke fram at vi
ikke har oversikt over hvilke samhandlingstiltak som brukes ved norske sykehus i
dag. Vi kan dermed ikke relatere de studerte samhandlingstiltakene i denne rappor-
ten til hvilke samhandlingstiltak som brukes eller er planlagt innfert i Norge i dag.

Vi fryktet at antallet studier med utskrivning av pasienter fra rehabiliteringsinstitu-
sjoner og kommunale sykehus ville bli en utfordring, men antallet slike studier var
lavt. Lovverket i Norge har endret seg pa dette omrédet i lopet av gjennomfgringspe-
rioden av prosjektet, slik at det har blitt nedvendig 4 understreke at det var fa slike
studier som ble ekskludert.

Splitting eller lumping?

Blant forskere som gjennomferer meta-analyser har det i sveert lang tid veert en vik-
tig debatt om man skal sld sammen studiene (lumpe) eller skal man presentere dem
hver for seg (splitte) (73). En gjennomgang av metaanalyser viste at det var vanli-
gere a splitte enn a lumpe (74).

Forfattere av en systematisk oversikt skal ta stilling til om formalet med oversikten
er 4 besvare et bredt eller smalt spgrsmal (75). Et bredt spgrsmal har som mal &
identifisere vanlige generaliserbare egenskaper og krever lumping, mens for et sma-
lere spersmal vil det veere riktig bare & inkludere studier som er sveert like i design,
populasjon, intervensjon eller utfall (74). Forfatterne mé velge a splitte eller lumpe
for hver av de folgende faktorene; populasjon (voksne vs barn), intervensjon (medi-
kament vs operasjon), sammenligning (vanlig pleie vs placebo) og utfall (ded vs livs-
kvalitet) (74). Fordeler med brede spgrsmal er at de er mer omfattende og at resulta-
tene kan generaliseres, mens fordelen med smale spgrsmaél er at det enklere a sette
sammen studiene og a lese oversikten da man fér et mer direkte svar (75). Proble-
mer med brede sporsmal kan veare starre behov for ressurser og risiko for ”a blande
hummer og kanari” slik at man far heterogenitet og problemer med tolkning av re-
sultatene, mens utfordringer med splitting er lite data som vanskeligere kan genera-
liseres (75).

Heterogenitet er blant annet variasjon i deltakere, intervensjon eller utfall og kan
maéles statistisk, det vil si hvor stor andel av variasjonen i effektestimatet som skyl-
des heterogenitet mellom studiene og ikke tilfeldigheter (75). Metaanalyser skal kun
vurderes nar studiene er tilstrekkelig homogene med hensyn pa deltakere, interven-
sjoner og utfall til & kunne gi en meningsfull oversikt (75). Det finnes flere lasninger
hvis det er heterogenitet, man kan enten la veere a gjore en metaanalyse, finne arsa-
ken til heterogeniteten og omanalysere deretter, eller gjore en analyse hvor man ig-
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norerer heterogeniteten og finner et effektestimat som sannsynligvis ikke finnes i
noen populasjon (75).

I vart prosjekt var hensynet til intervensjonen avgjerende for om vi ville sl sammen
studiene eller ikke. Mandatet for prosjektet var & undersgke effekt av ulike former
for samhandling mellom sykehus og kommunehelsetjenesten i forbindelse med ut-
skrivning av pasienter med kronisk sykdom. Hvis intervensjonene var identiske,
men gjennomfort pa ulike pasientgrupper, i ulike settinger eller undersgkt med ulike
metoder, sa ville vi i dette prosjektet ha kunnet sla sammen i forhold til det. Men
hvis intervensjonene varierte ville vi ikke sla sammen for a kunne vise hva interven-
sjonene konkret besto av. De inkluderte studiene i var rapport varierte bade med
hensyn pa hvem som deltok i intervensjonen, i hvilken setting den fant sted, og hvil-
ke tiltak som var inkludert. Vi har bedemt at heterogeniteten i intervensjonene var
for stor til at vi kunne sl4 sammen studiene.

Norske studier

Tre norske studier ble inkludert. I Bautz-Holters studie (24) startet primaerkontak-
ten i sykehusteamet umiddelbart forberedelser for utskrivning og koordinering av
rehabiliteringen som ble gitt av kommunen. I Garasens studie (36) fikk staben pa
intermedizravdelingen i kommunen opplaering pa sykehuset. I Indredavik (47) job-
bet et tverrfaglig mobilt team pé sykehuset i neer kontakt med primeerhelsetjenesten.
Med den sterke vektleggingen av samhandling i Norge, er det sannsynlig at det fin-
nes andre norske studier hvor samhandlingsaspektet er minst like tydelig som for de
inkluderte norske studiene. I dette prosjektet har vi ikke sgkt spesifikt etter norske
studier om samhandling mellom sykehus og kommunehelsetjenesten generelt. Vi
har knyttet samhandlingen til publiserte studier av utskrivning av kronisk syke pasi-
enter. Studier hvor pasientgrupper uten kronisk sykdom ble skrevet ut fra sykehus,
hvor samhandling skjedde i andre situasjoner enn utskrivning eller studier som
enna ikke var publisert, ble ikke sgkt etter, og ville ikke blitt inkludert.

En av de tre norske studiene har vi vurdert til 4 ha lav risiko for systematiske feil og
skjevheter, mens de to andre har uklar risiko. Nar studien ikke eksplisitt inneholder
opplysninger om randomiseringsprosess, tilordningsprosess, eller hdndtering av fra-
fall, blir var vurdering at risiko for systematiske feil og skjevheter er uklar. Med ut-
gangspunkt i de sjekklister vi bruker for & vurdere slik risiko og gradere kvaliteten pa
dokumentasjonen, er vi avhengig av en detaljert beskrivelse av gjennomfgringen av
studien.

Vért utgangspunkt har ogsé veert a se pa effekten av et samhandlingstiltak mellom
sykehus og kommunehelsetjenesten ved utskrivning av kronisk syke. For en av de
norske studiene er samhandlingstiltaket et opplaringstiltak, mens det for de to and-
re er koordinering av tjenester etter utskrivning. Selv de to som har intervensjoner
som har lignende intensjon, er det etter var vurdering vesentlige forskjeller. Hvem
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som har ansvaret pa sykehuset er forskjellig, et team i motsetning til én person, og i
tillegg til at en studie har et etablert tverrfaglig team pa sykehuset mens man i den
andre oppfordret kommunen til & danne et slikt team. Vi vurderer dermed at studie-
ne ikke kan slds sammen som like intervensjoner. Nar vi har bare en studie for hver
intervensjon/sammenligning er vi mer usikre pé effektestimatene enn om det hadde
veert flere studier som viste samme effekt.

Studienes kvalitet

For 19 av 36 studier som ble betegnet som randomiserte kontrollerte forsgk, var
randomiseringsprosessen eller tilordningsprosessen uklar. ”Blinding”, at det er
ukjent for behandler og pasient hvilke pasienter som er tilordnet intervensjons- og
kontrollgruppe, er vanskelig i denne type studier, og kun én av de inkluderte studie-
ne hadde klart dette. Manglende blinding vil pavirke kvaliteten pd dokumentasjonen
da det er kjent at tilordning til intervensjoner man egnsker pavirker resultatene av
mange selvrapporterte utfall. En studie, Mion 2003 (57), har klart 4 blinde behand-
lerne i forhold til om pasientene deltok i intervensjonsgruppen eller kontrollgrup-
pen. Dette var en stor utfordring og ser ut til 4 ha krevd ekstra ressurser, men viser
at det er mulig.

Det er sveert viktig 4 understreke at en vurdering av kvaliteten pa dokumentasjonen
ikke ngdvendigvis gjenspeiler den metodologiske kvaliteten pa de gjennomforte stu-
diene. Syv studier hadde lav risiko for systematiske skjevheter og var sveert godt
gjennomfort. For de resterende 29 var det metodologiske grunner for & gradere ned
dokumentasjonen, slik at vi har lav tillit til at de rapporterte effektestimatene er de
samme som andre, fremtidige, studier vil oppn&. Fordi vi, for alle sammenlikninger
og utfall, kun har én studie med relativt fa deltakere, vil kvaliteten pa dokumenta-
sjonen vurdert etter GRADE bli gradert ned, ogsa for de studiene som er godt gjen-
nomfgrt. Med bare én studie kan det veere ukjente lokale forhold som pavirker effek-
ten av den konkrete intervensjonen, noe som gjor at man ikke har forskningsmessige
belegg for & si at dette konkrete tiltaket vil fa denne effekten om det gjennomferes
om igjen der eller et annet sted. Ved & gjenta studien flere ganger, gjerne flere steder,
vil det vaere mulig 4 sla dem sammen og styrke dokumentasjonen.

Pasientgrupper

Tretten av de inkluderte studiene omfattet mindre enn 100 deltakere, og kun syv
hadde flere enn 500 deltakere. Sa smé studier kan skyldes at intervensjonene var
gjennomfert med pasientgrupper hvor det kan veere vanskelig & inkludere mange
deltakere. Vi har trukket i kvalitet pA dokumentasjonen nar antallet hendelser har
veert lavere enn dette, og det omfatter de fleste studiene i dette prosjektet. Mange av
utfallene har lav sannsynlighet for & forekomme og dermed blir behovet for et stort
antall deltakere viktig for & kunne stole pa effektestimatene.
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Behovet for oppfolging og samarbeid mellom sykehus og kommunehelsetjenesten vil
by pa ulike utfordringer for sa ulike pasientgrupper som KOLS-, kreft- og slag-pasi-
enter. Samtidig er det sannsynlig at det er noen elementer som kan veere felles for
ulike grupper, f eks knyttet til oversendelse av dokumenter fra sykehuset til ansvar-
lig person i kommunehelsetjenesten. For alle intervensjonene beskrevet i denne
rapporten, blir det viktig at flere forskere studerer den samme intervensjonen for a
undersgke om tiltaket kan brukes for andre pasientgrupper og i andre geografiske
omrader enn det ene stedet studien hittil har blitt gjennomfort.

Oversikten over de inkluderte studiene indikerte at hvilke intervensjoner som ble
gitt til de ulike pasientgruppene var forskjellige. Mens man for pasienter med hjerte-
lidelser og pasienter med en del andre sykdommer ofte hadde opplering i mestring
av livet med sykdom som del av intervensjonene, var dette ikke fremtredende for ge-
riatriske pasienter. Studiene som vi har kategorisert som “koordinering”, omfattet
omtrent like mange studier blant geriatriske pasienter, pasienter med hjerte-/karli-
delser og pasienter med andre lidelser. Studier som undersgkte det vi har kategori-
sert som “planlegging” omfattet i storre grad geriatriske pasienter, mens studier om
“oversendelse av tilleggsdokumenter” i liten grad bergrte geriatriske pasienter og
pasienter med hjerte-/karlidelser. Mange elementer av denne rapporten har under-
streket at bade pasientenes behov og intervensjonenes innhold varierte mye mellom
studier hvor et samhandlingstiltak var ett element.

Resultatene

Vi har tatt utgangspunkt i en gjengs oppfatning av hva som var til fordel for pasien-
ter og helsevesenet i tabellene som presenterer resultatene. En vurdering av hva som
faktisk ville dekket pasientenes behov inngikk ikke i dette. Nar vi i noen studier fin-
ner at tiltak muligens reduserte sykehusopphold, men samtidig gkte bruk av hjem-
mesykepleie og kostnader, kan det bety at pasienter fikk mer av tjenester de faktisk
hadde behov for. Hvis det at pasientene ble undersgkt bedre og fulgt opp tettere be-
ted at de i storre grad fikk dekket sine behov, er dette et positivt og ensket resultat
for mange i helsevesenet. Her har vi presentert at det er gnskelig med en reduksjon
av bruk av tjenester, uavhengig av pasientenes behov. Og uavhengig av om man ville
vaere villig til & oke noen tjenester for & redusere andre som er dyrere.

Det at vi presenterte mange studier med ulike pasientgrupper og intervensjoner
gjorde at antallet utfallsméal har blitt sveert hoyt. Mange av studiene har inkludert
reinnleggelser og ded blant sine utfallsmél, men variasjonen i andre utfallsmal var
stor. Na bidrar denne variasjonen til & vanskeliggjore oppsummeringen av effekter
av tiltakene. For videre oppsummering av effektstudier ville det veert en fordel hvis
forskermiljgene kunne bli enige om hvilke utfallsmal som skulle vaere sentrale og
inngd som en kjerne i studiene.
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I denne rapporten har vi vart opptatt av kronisk syke, og definert dette som pasien-
ter med sykdom som varer lenger enn tre maneder. Det er en utfordring at oppfel-
gingstiden for noen av de resultatene var kort, f eks en maned. Selv om én méaned er
kort tid med hensyn pa kroniske sykdommer, har vi valgt a referere alle resultater,
uansett oppfelgingstid.

Mange av studiene av sammensatte tiltak i denne oversikten rapporterte liten eller
ingen forskjell mellom intervensjonsgruppe og kontrollgruppe ved oppfelgingstids-
punktet. En mulig tolkning av dette er at noen elementer i intervensjonen kan ha
hatt positiv effekt, andre negativ og at disse oppveide hverandre. Men vi kan ikke se
bort fra at dette faktisk kan gjenspeile at heller ikke elementene i det sammensatte
tiltaket har hatt effekt.

Intervensjoner

Malet med denne oversikten var a systematisk oppsummere studerte intervensjoner
hvor samhandling inngikk. En slik oversikt ville kunne identifisert samhandlingstil-
tak som aktgrer i det norske helsevesen potensielt kunne vurdere & ta i bruk for &
oppna bedre resultater i pasientbehandlingen, bedre kvalitet pa arbeidet eller mer
effektiv bruk av ressurser. Vi haper at oversikten over de intervensjonene som har
blitt gijennomfert og evaluert kan gi innsikt og inspirasjon i forhold til det videre ar-
beidet med bedre samhandling ved utskrivning av pasienter med kroniske lidelser
fra norske sykehus.

Den store variasjonen i intervensjonene tyder pa at det er uklart hva som er de op-
timale méatene & organisere dette arbeidet pa i praksis. I tillegg understreker innhol-
det i de sammensatte intervensjonene et generelt problem med slike intervensjoner
at samme begrep brukes pa ulike prosesser, tilpasses til ulike grupper av pasienter
eller til ulike regionale forhold, eller intervensjonen pavirker de ansattes adferd (70).

Styrker og svakheter i en systematisk oversikt.

Styrken ved denne rapporten er at vi har brukt systematiske metoder for a sgke et-
ter, velge ut og kritisk vurdere studiene som er inkludert i rapporten. Vi har sgkt sys-
tematisk etter forskningslitteratur i internasjonale databaser med utgangspunkt i
sgketermer som er utarbeidet i prosjektet for & besvare problemstillingen vi hadde
fatt. En styrke er ogsa at hvilke inklusjons- og kvalitetskriterier vi har brukt for &
vurdere studiene er beskrevet i detalj. En svakhet med alle oversikter er at de raskt
kan bli foreldet da det stadig kommer nye primarstudier.
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Konklusjon

Vi har identifisert 45 studier som evaluerer effekt av samhandlingstiltak mellom sy-
kehus og kommunehelsetjenesten ved utskrivning av pasienter med kronisk syk-
dom. Studiene var fra mange land og dette ser ut til 4 veere et tema som interesserer
forskere i mange ulike miljger.

De fleste studiene undersgkte sammensatte intervensjoner. Innholdet i intervensjo-
nene varierte fra studie til studie, slik at det ikke var aktuelt for oss & gjore metaana-
lyser. Et hovedinntrykk fra oppsummeringen av resultatene var at det var vanskelig

a fastsla en effekt av tiltakene.

Fire studier hadde evaluert kun et samhandlingtiltak isolert. Dette var de eneste
studiene som direkte kan si noe om effekt av et samhandlingstiltak. Muligens vil det
4 invitere fastlegen til sykehuset gke andelen geriatriske pasienter som mottar
kommunale tjenester seks maneder etter utskrivelsen, men vil ikke gi signifikant
forskjellig andel som reinnlegges etter seks méneder. Vi antar at videre forskning vil
kunne endre konklusjonen.

Av de sammensatte intervensjonene med best kvalitet pd dokumentasjonen i denne

rapporten, lav kvalitet, var det ingen som rapporterte signifikante forskjeller mellom
intervensjonsgruppe og kontrollgruppe for utfallene reinnleggelser og ded. Derimot

rapporterte de ulike effektestimat pa noen andre utfallsmal.

e Muligens vil bruk av spesialopplerte koordinatorer med mer tid enn vanlig
til 4 ha ansvaret for koordinering av tjenester, tilrettelegging og telefonopp-
folging for geriatriske pasienter i stedet for vanlig utskrivningspraksis gi bed-
re livskvalitet og gkt andel hjemmeboende etter en méned, sterre bruk av
hjemmesykepleie, personlig pleie og hayere kostnader etter seks méneder,
men ingen signifikant endring i bruk av hjemmetjenester.

e Muligens vil en omfattende geriatrisk vurdering ved innleggelse i akuttavde-
ling hvor man vurderte de medisinske, sosiale og helsemessige problemene
og fakset vurderingen til kommunens administrasjon for a paskynde hjem-
metjeneste, bidra til lavere bruk av sykehjem etter 30 dager. Tiltaket vil mu-
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ligens ikke gi signifikant endring i kostnader etter 30 dager og seks méneder,
eller bruk av sykehjem etter seks méneder.

e Muligens vil veiledning fra en dedikert farmaseyt, hjemmebesgk av farma-
sayten etter 1-2 uker og at farmasgyten kontaktet pasientens apotek i tillegg
til vanlig pleie bidra til at pasienter med koronar arteriesykdom tok beta-
blokker i trad med retningslinjene etter seks méneder nar dette méles med
apotekets registrering, og ikke ved pasientens selvrapportering.

Oppdateringssoket viste at det gjennomfores et stort antall studier med dette temaet
hvert ar. Vi haper at det pa et senere tidspunkt vil vaere mulig a identifisere tiltak
med resultater man kan ha forskningsmessig sterre tiltro til enn hva som er mulig i
dag.

Implikasjoner for praksis

Vi haper at en nyttig bruk av denne rapporten er oversikten over alle tiltak som er
forsket pa. Disse vil kunne vare en inspirasjon for det norske helsevesen i & identifi-
sere elementer de vil forsgke eller, helst, forske pa. Med det store fokuset pa sam-
handling i det norske helsevesenet, vil det 4 gjenta de norske studiene kanskje vaere
spesielt relevant. Da vil man kunne gjennomfere disse sammensatte intervensjone-
ne, men ogsa isolere effekten av samhandlingstiltaket i den enkelte studie.

En del av de gjennomforte studiene har ikke kartlagt hvordan et samhandlingstiltak
er pavirket av mulig forbedret innsikt i pasientens behov. Det er ogsa viktig at det
arbeides med en samforstéelse mellom forskerne om hvilke utfallsmal som er de vik-
tige, slik at studiene kan styrke hverandre.
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Vedlegg 1. Sgkestrategier.

Sgkestrategier for studier innen samhandling ved utskrivning

Det ble 16. august 2011 sgkt etter studier i folgende databaser, antall treff angitt i

parentes:
¢ MEDLINE og EMBASE (10504 treff)
Cochrane Database of Systematic Reviews (12 treff)
Cochrane Central Register of Controlled Trials (CENTRAL) (857 treff)
DARE via CRD (557 treff)
HTA via CRD (82 treff)
Cinahl (1915 treff)
Seket ble utfort av Malene W. Gundersen, spesialbibliotekar, Helsedirektoratet.

Oppsummering av resultatene:
Totalt antall treff: 13927 treff
Etter dublettkontroll: 9855 treff

EMBASE og MEDLINE
EMBASE 1980 to 2011 Week 32, Ovid MEDLINE(R) In-Process & Other Non-Indexed Cita-
tions and Ovid MEDLINE(R) 1948 to Present (10504)

1 Patient Discharge/

2 ((handover* or transition* or transfer* or handoff*) adj3 patient®).tw.

3  (comanag® or shifting care* or (sign* adj out adj2 practice*)).tw.

4  (((patient* or hospital* or plan*) adj discharg*) or postdischarg* or post dis-
charg®).tw.

5 or/i4

6  physicians/ or general practitioners/ or physicians, family/ or physicians, pri-
mary care/

7 exp General Practice/

8  exp Primary Health Care/

9  exp Community Health Services/

10 Community Health Centers/

11 Primary Care Nursing/
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12  assisted living facilities/ or homes for the aged/ or exp nursing homes/
13 ((general or family) adj2 practi$).tw.

14  family physic$.tw.

15 (primary adj3 (care* or service* or clinic¥)).tw.

16  (out patient* or outpatient®).tw.

17  community-institutional relations/ or hospital-physician relations/ or interin-
stitutional relations/ or outpatients/

18 (community adj2 (based or care or healthcare or service* or nurs* or rehabili-
tat* or physiotherap* or physical therap* or therap* or treatment*)).tw.

19 "Continuity of Patient Care"/

20 ((seamless or shared or collaborat*) adj3 care).tw.

21  or/6-20

22 randomized controlled trial.pt.

23 controlled clinical trial.pt.

24 random®.tw.

25 clinical trials as topic/

26 randomly.ti,ab.

27  trial.ti,ab.

28 intervention®.ti,ab.

29 evaluat®.ti,ab.

30 control®.ti,ab.

31 effect?.ti,ab.

32 impact.ti,ab.

33 ((time adj series) or (time adj points)).ti,ab.

34 (pre test or pretest or (post test or posttest)).ti,ab.

35 (quasi experiment® or quasiexperiment®).ti,ab.

36 ((multicenter or multicentre or multi center or multi centre) adj study).ti,ab.
37 or/22-36

38 "comment on".cm.

39 (editorial or comment or news).pt.

40 exp Animals/ not Humans.sh.

41 or/38-40
42 37not41
43 5and21
44 42 and 43

45 limit 43 to "reviews (best balance of sensitivity and specificity)"

46 44o0r45

47 46 use prmz

48 hospital discharge/

49 ((handover® or transition* or transfer* or handoff*) adj3 patient*).tw.

50 (comanag® or shifting care* or (sign* adj out adj2 practice*)).tw.

51  (((patient* or hospital* or plan*) adj discharg*) or postdischarg* or post dis-
charg®).tw.
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52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68

or/48-51

physician/ or female physician/ or general practitioner/
general practice/

exp primary health care/

exp community care/

health center/

communit*.tw.

57 and 58

assisted living facility/

home for the aged/

nursing home/

((general or family) adj2 practi$).tw.

family physic$.tw.

(primary adj3 (care* or service* or clinic*)).tw.

(out patient* or outpatient®).tw.

outpatient/

(community adj2 (based or care or healthcare or service* or nurs* or rehabili-

tat* or physiotherap* or physical therap* or therap* or treatment*)).tw.

69
70
71
72
73
74
75
76
77
78
79
8o
81
82
83
84
85
86
87
88
89
90
91
92
93

85

or/53-56,59-68

52 and 69

randomized controlled trial/

controlled study/

random®.tw.

exp "clinical trial (topic)"/

randomly.ti,ab.

trial.ti,ab.

intervention®.ti,ab.

evaluat®.ti,ab.

control*.ti,ab.

effect?.ti,ab.

impact.ti,ab.

((time adj series) or (time adj points)).ti,ab.
(pre test or pretest or (post test or posttest)).ti,ab.
(quasi experiment* or quasiexperiment*).ti,ab.
((multicenter or multicentre or multi center or multi centre) adj study).ti,ab.
or/71-85

(editorial or comment).pt.

nonhuman/

animal/

human/

89 not (89 and 90)

or/87-88,91

86 not 92



94 70and 93

95 limit 70 to "reviews (best balance of sensitivity and specificity)"
96 94 o0r95

97 96 use emez

98 47o0r97

99 from 98 keep 1-6000

100 from 98 keep 6001-10640

101 remove duplicates from 99

102 remove duplicates from 100

103 101o0r 102

The Cochrane Library:
Cochrane Database of Systematic Reviews (12), Cochrane Central Register of Controlled
Trials (CENTRAL) (857)

#1 MeSH descriptor Patient Discharge explode all trees

#2 ((handover* or transition* or transfer* or handoff*) NEAR/3 patient*):ti,ab,kw
#3 (comanag® or (shifting NEXT care*) or (sign* NEXT out NEAR/2 prac-
tice®)):ti,ab,kw

#4 (((patient” or hospital* or plan*) NEXT discharg*) or (postdischarg* or post
NEXT discharg*)):ti,ab,kw

#5 (#1OR #2OR #3 OR #4)

#6 MeSH descriptor Physicians, this term only

#7 MeSH descriptor General Practitioners, this term only

#8 MeSH descriptor Physicians, Family, this term only

#9 MeSH descriptor Physicians, Primary Care, this term only

#10 MeSH descriptor General Practice explode all trees

#11 MeSH descriptor Primary Health Care explode all trees

#12 MeSH descriptor Community Health Services explode all trees

#13 MeSH descriptor Community Health Centers, this term only

#14 MeSH descriptor Primary Care Nursing, this term only

#15 MeSH descriptor Assisted Living Facilities, this term only

#16 MeSH descriptor Homes for the Aged, this term only

#17 MeSH descriptor Nursing Homes explode all trees

#18 ((general or family) NEAR/2 practi®):ti,ab,kw

#19 family NEXT physic*:ti,ab,kw

#20 (primary NEAR/3 (care® or service® or clinic*)):ti,ab,kw

#21 (out NEXT patient® or outpatient®):ti,ab,kw

#22 MeSH descriptor Community-Institutional Relations, this term only
#23 MeSH descriptor Hospital-Physician Relations, this term only

#24 MeSH descriptor Interinstitutional Relations, this term only

#25 MeSH descriptor Outpatients, this term only
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#26 (community NEAR/2 (based or care or healthcare or service* or nurs* or reha-
bilitat* or physiotherap* or physical therap* or therap* or treatment*)):ti,ab,kw
#27 MeSH descriptor Continuity of Patient Care, this term only

#28 ((seamless or shared or collaborat*) NEAR/3 care):ti,ab,kw

#29 (#6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR
#16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR
#26 OR #27 OR #28)

#30 (#5AND #29)

Centre for Reviews and Dissemination:
DARE (557), HTA (82)

1 MeSH DESCRIPTOR Patient Discharge WITH QUALIFIER undefined

2 (handover* and patient*) OR (transition®* and patient*) OR (transfer* and pa-
tient*) OR (handoff* and patient*) IN DARE, HTA

3  (comanag® or (shifting and care*) or (sign* and out and practice*)) IN DARE,
HTA

4  (patient* and discharg*) or (hospital* and discharg*) or (plan* and discharg*)
or postdischarg* or (post and discharg®)

5 #1 OR #2 OR #3 OR #4

6  MeSH DESCRIPTOR physicians WITH QUALIFIER undefined

7 MeSH DESCRIPTOR Physicians, Family WITH QUALIFIER undefined

8 MeSH DESCRIPTOR Family Practice EXPLODE ALL TREES WITH QUALI-
FIER undefined

9 MeSH DESCRIPTOR Primary Health Care EXPLODE ALL TREES WITH
QUALIFIER undefined

10 MeSH DESCRIPTOR Community Health Services EXPLODE ALL TREES
WITH QUALIFIER undefined

11 MeSH DESCRIPTOR Community Health Centers WITH QUALIFIER unde-
fined

12 MeSH DESCRIPTOR Assisted Living Facilities WITH QUALIFIER undefined
13 MeSH DESCRIPTOR Homes for the Aged WITH QUALIFIER undefined

14 MeSH DESCRIPTOR Nursing Homes EXPLODE ALL TREES WITH QUALI-
FIER undefined

15 (general and practi*) or (family and practi*)

16  (family and physic*)

17 (primary and care*) or (primary and service*) or (primary and clinic*)

18 ((out and patient*) or outpatient*)

19 MeSH DESCRIPTOR Community-Institutional Relations WITH QUALIFIER
undefined

20 MeSH DESCRIPTOR Hospital-Physician Relations WITH QUALIFIER unde-
fined
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21  MeSH DESCRIPTOR Interinstitutional Relations EXPLODE ALL TREES
WITH QUALIFIER undefined

22 MeSH DESCRIPTOR Outpatients WITH QUALIFIER undefined

23 (community and based) or (community and care*) or (community and health-
care) or (community and service*) or (community and nurs¥)

24 (community and rehabilitat*) or (community and physiotherap*) or (commu-
nity and physical therap*) or (community and therap*) or (community and treat-
ment*)

25 MeSH DESCRIPTOR Continuity of Patient Care WITH QUALIFIER undefined
26 (seamless and care) or (shared and care) or (collaborat* and care)

27 #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR
#16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR
#26

28 #5AND #27

Cinahl (1915)

S52 S50 or S51

S51 S5 and S24 - Queries: Review - Best Balance

S50 S25 and S49

S49 S26 or S27 or S28 or S29 or S30 or S31 or S32 or S33 or S34 or S35 or S36 or
S37 or S38 or S39 or S40 or S41 or S42 or S43 or S44 or S45 or S46 or S47 or S48
S48 TI ( multicenter stud* or multicentre stud* or multi center stud* or multi cen-
tre stud* ) or AB ( multicenter stud* or multicentre stud* or multi center stud* or
multi centre stud® )

S47 TX controlled before*

S46 TI quasiexperiment® or AB quasiexperiment*

S45 TI quasi experiment® or AB quasi experiment*®

S44 TI Quasi-Experiment* or AB Quasi-Experiment*

S43 (MH "Quasi-Experimental Studies+")

S42 TX ( (pre test* or pretest®) ) or TX ( (post test* or posttest*) )

S41 (MH "Pretest-Posttest Design+")

S40 TX time N1 point*

S39 TX time N1 serie*

S38 (MH "Multiple Time Series")

S37 (MH "Time Series")

S36 TI effect® or AB effect*

S35 TI control* or AB control*

S34 TI evaluat® or AB evaluat*

S33 TI intervention*® or AB intervention®

S32 TI trial* or AB trial*

S31 TX controlled stud* or TX controlled trial*
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S30 TX random*

S29 TIrandomly or AB randomly

S28 TI ( randomised or randomized ) or AB ( randomised or randomized )

S27 (MH "Clinical Trials+")

S26 (MH "Randomized Controlled Trials")

S25 S5 and S24

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

S23 TX (seamless N3 care) or (shared N3 care) or (collaborat* N3 care)

S22 TX (community N2 based) or (community N2 care*) or (community N2 health-
care) or (community N2 service*) or (community N2 nurs*) or (community N2 re-
habilitat*) or (community N2 physiotherap*) or (community N2 physical therap*) or
(community N2 therap*) or (community N2 treatment*)

S21 (MH "Continuity of Patient Care+")

S20 (MH "Outpatients")

S19 (MH "Interinstitutional Relations")

S18 (MH "Hospital-Physician Joint Ventures+")

S17 (MH "Community-Institutional Relations")

S16 TX ((out N1 patient*) or outpatient)

S15 TX (primary N3 care*) or (primary N3 service*) or (primary N3 clinic*)

S14 TX family N1 physic*

S13 TX (general N2 practi*) or (family N2 practi*)

S12 (MH "Nursing Homes+")

S11  (MH "Assisted Living")

S10 (MH "Community Health Centers") OR (MH "Rural Health Centers")

S9 (MH "Community Health Services+")

S8 (MH "Primary Health Care")

S7 (MH "Family Practice")

S6 (MH "Physicians") OR (MH "Physicians, Family") OR (MH "Physicians,
Women")

S5 Sior S2or S3orS4

S4 TX (patient* N1 discharg*) or (hospital* N1 discharg®) or (plan* N1 discharg*)
or postdischarg* or (post N1 discharg®)

S3 TX (comanag* or (shifting N2 care*) or (sign* N1 out N2 practice*))

S2 TX (handover* N3 patient*) OR (transition* N3 patient*) OR (transfer* N3 pa-
tient*) OR (handoff* and patient*)

S1  (MH "Patient Discharge+")
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Sgkestrategier for oppdateringssgk etter studier innen samhandling ved
utskrivning

Opprinnelig litteratursek ble utfert 16. august 2011. Sgkehistorikken i dette doku-
mentet dekker oppdateringssgket som ble utfert 9.- 10. august 2012, antall treff an-
gitt i parentes:
e MEDLINE og EMBASE (1855 treff)
Cochrane Database of Systematic Reviews (5 treff)
Cochrane Central Register of Controlled Trials (CENTRAL) (61 treff)
DARE via CRD (45 treff)
HTA via CRD (9 treff)
Cinahl ( 446 treff)

Saket ble utfort av Malene W. Gundersen, spesialbibliotekar, Helsedirektoratet.

Oppsummering av resultatene:
Totalt antall treff: 2421 treff
Etter dublettkontroll: 1433 treff

EMBASE og MEDLINE
Embase 1974 to 2012 August 10, Ovid MEDLINE(R) In-Process & Other Non-Indexed Cita-
tions and Ovid MEDLINE(R) 1946 to Present (1855)

1 |Patient Discharge/ 68702
2 | ((handover* or transition* or transfer* or handoff*) adj3 patient*).tw. 26101
3 |(comanag* or shifting care* or (sign* adj out adj2 practice*)).tw. 545

4 |(((patient* or hospital* or plan*) adj discharg*) or postdischarg* or post discharg*).tw. [50854

5 |or/1-4 126957

physicians/ or general practitioners/ or physicians, family/ or physicians, primary

6 259478
care/
7 |exp General Practice/ 128710
8 |exp Primary Health Care/ 162590
9 |exp Community Health Services/ 548104
10 [Community Health Centers/ 24998
11 |Primary Care Nursing/ 43447
12 |assisted living facilities/ or homes for the aged/ or exp nursing homes/ 78112
13 |[((general or family) adj2 practi$).tw. 160319
14 [family physic$.tw. 23320
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15 [(primary adj3 (care* or service* or clinic*)).tw. 193010
16 |(out patient* or outpatient*).tw. 258199
community-institutional relations/ or hospital-physician relations/ or
17 120540
interinstitutional relations/ or outpatients/
(community adj2 (based or care or healthcare or service* or nurs* or rehabilitat* or
18 112196
physiotherap* or physical therap* or therap* or treatment*)).tw.
19 |"Continuity of Patient Care"/ 182765
20 |((seamless or shared or collaborat*) adj3 care).tw. 8894
21 |or/6-20 1722614
22 |randomized controlled trial.pt. 334095
23 |controlled clinical trial.pt. 84841
24 |random*.tw. 1367550
25 |clinical trials as topic/ 178352
26 |randomly.ti,ab. 409104
27 |trial.ti,ab. 711013
28 [intervention*.ti,ab. 1042047
29 |evaluat*.ti,ab. 4339722
30 |control*.ti,ab. 5122167
31 |effect?.ti,ab. 7600790
32 |impact.ti,ab. 928638
33 |((time adj series) or (time adj points)).ti,ab. 118390
34 |(pre test or pretest or (post test or posttest)).ti,ab. 30202
35 |(quasi experiment* or quasiexperiment*).ti,ab. 10273
36 | ((multicenter or multicentre or multi center or multi centre) adj study).ti,ab. 45598
37 |or/22-36 15193354
38 |"comment on".cm. 513423
39 |(editorial or comment or news).pt. 1284292
40 |exp Animals/ not Humans.sh. 5560844
41 |or/38-40 6803720
42 |37 not 41 12819680
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43 |5and 21 26430
44 142 and 43 12427
45 |limit 43 to "reviews (best balance of sensitivity and specificity)" 2648
46 |44 or 45 13776
47 |[limit 46 to yr="2011-Current" 2140
48 |47 use prmz 611
49 |hospital discharge/ 51951
50 |((handover* or transition* or transfer* or handoff*) adj3 patient*).tw. 26101
51 |(comanag* or shifting care* or (sign* adj out adj2 practice*)).tw. 545
52 |(((patient* or hospital* or plan*) adj discharg*) or postdischarg* or post discharg*).tw. |50854
53 |or/49-52 114827
54 |physician/ or female physician/ or general practitioner/ 248346
55 |general practice/ 69079
56 |exp primary health care/ 162590
57 |exp community care/ 90172
58 |health center/ 19454
59 |communit*.tw. 621275
60 |58 and 59 3973
61 |assisted living facility/ 1637
62 |home for the aged/ 10390
63 |nursing home/ 64822
64 |((general or family) adj2 practi$).tw. 160319
65 [family physic$.tw. 23320
66 |(primary adj3 (care* or service* or clinic*)).tw. 193010
67 |(out patient* or outpatient*).tw. 258199
68 |outpatient/ 49903
(community adj2 (based or care or healthcare or service* or nurs* or rehabilitat* or
69 112196
physiotherap* or physical therap* or therap* or treatment*)).tw.
70 |or/54-57,60-69 1103468
71 |53 and 70 15777
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72 |randomized controlled trial/ 663496
73 |controlled study/ 3845970
74 |random*.tw. 1367550
75 |exp "clinical trial (topic)"/ 39094

76 |randomly.ti,ab. 409104
77 |trial.ti,ab. 711013
78 |intervention*.ti,ab. 1042047
79 |evaluat*.ti,ab. 4339722
80 |control*.ti,ab. 5122167
81 |effect?.ti,ab. 7600790
82 |impact.ti,ab. 928638
83 |((time adj series) or (time adj points)).ti,ab. 118390
84 |(pre test or pretest or (post test or posttest)).ti,ab. 30202

85 |(quasi experiment* or quasiexperiment*).ti,ab. 10273

86 | ((multicenter or multicentre or multi center or multi centre) adj study).ti,ab. 45598

87 |or/72-86 16562361
88 |(editorial or comment).pt. 1142768
89 |nonhuman/ 3892215
90 |animal/ 6815586
91 |human/ 26124899
92 |90 not (90 and 91) 5018110
93 |or/88-89,92 9982838
94 |87 not 93 11860210
95 |71 and 94 9031

96 |limit 71 to "reviews (best balance of sensitivity and specificity)" 1508

97 |95 or 96 9717

98 |[limit 97 to yr="2011 -Current" 1632

99 |98 use oemezd 1244

100 (48 or 99 1855

101 [remove duplicates from 100 1518
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The Cochrane Library:
Cochrane Database of Systematic Reviews (5), Cochrane Central Register of Controlled
Trials (CENTRAL) (61)

#1 | MeSH descriptor Patient Discharge explode all trees 888
#2 | ((handover* or transition* or transfer* or handoff*) NEAR/3 patient*):ti,ab,kw 653
#3 | (comanag* or (shifting NEXT care*) or (sign* NEXT out NEAR/2 practice*)):ti,ab,kw 16
(((patient* or hospital* or plan*) NEXT discharg*) or (postdischarg* or post NEXT dis-
# charg*)):ti,ab,kw 2994
#5 | (#1 OR #2 OR #3 OR #4) 3638
#6 | MeSH descriptor Physicians, this term only 479
#7 | MeSH descriptor General Practitioners, this term only 33
#8 | MeSH descriptor Physicians, Family, this term only 446
#9 | MeSH descriptor Physicians, Primary Care, this term only 23
#10 | MeSH descriptor General Practice explode all trees 2118
#11 | MeSH descriptor Primary Health Care explode all trees 2963
#12 | MeSH descriptor Community Health Services explode all trees 20097
#13 | MeSH descriptor Community Health Centers, this term only 134
#14 | MeSH descriptor Primary Care Nursing, this term only 1
#15 | MeSH descriptor Assisted Living Facilities, this term only 22
#16 | MeSH descriptor Homes for the Aged, this term only 404
#17 | MeSH descriptor Nursing Homes explode all trees 855
#18 | ((general or family) NEAR/2 practi*):ti,ab,kw 6273
#19 | family NEXT physic*:ti,ab,kw 410
#20 | (primary NEAR/3 (care* or service* or clinic*)):ti,ab,kw 8083
#21 | (out NEXT patient* or outpatient*):ti,ab,kw 16614
#22 | MeSH descriptor Community-Institutional Relations, this term only 154
#23 | MeSH descriptor Hospital-Physician Relations, this term only 5
#24 | MeSH descriptor Interinstitutional Relations, this term only 41
#25 | MeSH descriptor Outpatients, this term only 694
#26 | (community NEAR/2 (based or care or healthcare or service* or nurs* or rehabilitat* or |5217

94




physiotherap* or physical therap* or therap* or treatment*)):ti,ab,kw

#27 | MeSH descriptor Continuity of Patient Care, this term only 430

#28 | ((seamless or shared or collaborat*) NEAR/3 care):ti,ab,kw 408

29 (#6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR #16 OR #17 9156
# 4915
OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR #26 OR #27 OR #28)

#30 | (#5 AND #29), from 2011 66

Centre for Reviews and Dissemination:
DARE (45), HTA (9)

1 MeSH DESCRIPTOR Patient Discharge WITH QUALIFIER undefined

2 (handover* and patient*) OR (transition* and patient*) OR (transfer* and pa-
tient*) OR (handoff* and patient*) IN DARE, HTA

3 (comanag* or (shifting and care*) or (sign* and out and practice*)) IN DARE,
HTA

4  (patient® and discharg*) or (hospital* and discharg*) or (plan* and discharg*)
or postdischarg* or (post and discharg®)

5 #10OR #2 OR #3 OR #4

6  MeSH DESCRIPTOR physicians WITH QUALIFIER undefined

7 MeSH DESCRIPTOR Physicians, Family WITH QUALIFIER undefined

8 MeSH DESCRIPTOR Family Practice EXPLODE ALL TREES WITH QUALI-
FIER undefined

9 MeSH DESCRIPTOR Primary Health Care EXPLODE ALL TREES WITH
QUALIFIER undefined

10 MeSH DESCRIPTOR Community Health Services EXPLODE ALL TREES
WITH QUALIFIER undefined

11 MeSH DESCRIPTOR Community Health Centers WITH QUALIFIER unde-
fined

12 MeSH DESCRIPTOR Assisted Living Facilities WITH QUALIFIER undefined
13 MeSH DESCRIPTOR Homes for the Aged WITH QUALIFIER undefined

14 MeSH DESCRIPTOR Nursing Homes EXPLODE ALL TREES WITH QUALI-
FIER undefined

15 (general and practi*) or (family and practi*)

16  (family and physic*)

17 (primary and care*) or (primary and service*) or (primary and clinic*)

18 ((out and patient*®) or outpatient*)

19 MeSH DESCRIPTOR Community-Institutional Relations WITH QUALIFIER
undefined

20 MeSH DESCRIPTOR Hospital-Physician Relations WITH QUALIFIER unde-
fined
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21  MeSH DESCRIPTOR Interinstitutional Relations EXPLODE ALL TREES
WITH QUALIFIER undefined

22 MeSH DESCRIPTOR Outpatients WITH QUALIFIER undefined

23 (community and based) or (community and care*) or (community and health-
care) or (community and service*) or (community and nurs¥)

24 (community and rehabilitat*) or (community and physiotherap*) or (commu-
nity and physical therap*) or (community and therap*) or (community and treat-
ment*)

25 MeSH DESCRIPTOR Continuity of Patient Care WITH QUALIFIER undefined
26 (seamless and care) or (shared and care) or (collaborat* and care)

27 #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR
#16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR
#26

28 #5AND #27

29 (#28) IN DARE FROM 2011 TO 2012

30 (#28) IN HTA FROM 2011 TO 2012

31  #29 OR #30

Cinahl (446)

S52 S50 or S51 - Limiters - Published Date from: 20110101-20121231

S51 S5 and S24 - Queries: Review - Best Balance

S50 S25 and S49

S49 S26 or S27 or S28 or S29 or S30 or S31 or S32 or S33 or S34 or S35 or S36 or
S37 or S38 or S39 or S40 or S41 or S42 or S43 or S44 or S45 or S46 or S47 or
S48

S48 TI ( multicenter stud* or multicentre stud* or multi center stud* or multi cen-
tre stud* ) or AB ( multicenter stud* or multicentre stud* or multi center stud*
or multi centre stud* )

S47 TX controlled before*

S46 TI quasiexperiment® or AB quasiexperiment*

S45 TI quasi experiment® or AB quasi experiment*

S44 TI Quasi-Experiment* or AB Quasi-Experiment*

S43 (MH "Quasi-Experimental Studies+")

S42 TX ((pre test* or pretest*) ) or TX ( (post test* or posttest®) )

S41 (MH "Pretest-Posttest Design+")

S40 TX time N1 point*

S39 TX time N1 serie*

S38 (MH "Multiple Time Series")

S37 (MH "Time Series")

S36 TI effect* or AB effect®

S35 TI control* or AB control*
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S34 TI evaluat® or AB evaluat*

S33 TI intervention*® or AB intervention®

S32 TI trial* or AB trial*

S31 TX controlled stud* or TX controlled trial*

S30 TX random*

S29 TI randomly or AB randomly

S28 TI (randomised or randomized ) or AB (randomised or randomized )

S27 (MH "Clinical Trials+")

S26 (MH "Randomized Controlled Trials")

S25 S5 and S24

S24 S6 or S7 or S8 or Sg or S10 or S11 or S12 or S13 or Si4 or S15 or S16 or S17 or
S18 or S19 or S20 or S21 or S22 or S23

S23 TX (seamless N3 care) or (shared N3 care) or (collaborat* N3 care)

S22 TX (community N2 based) or (community N2 care*) or (community N2 health-
care) or (community N2 service*) or (community N2 nurs*) or (community N2 re-
habilitat*) or (community N2 physiotherap*) or (community N2 physical therap*) or
(community N2 therap*) or (community N2 treatment*)

S21 (MH "Continuity of Patient Care+")

S20 (MH "Outpatients")

S19 (MH "Interinstitutional Relations")

S18 (MH "Hospital-Physician Joint Ventures+")

S17 (MH "Community-Institutional Relations")

S16 TX ((out N1 patient*) or outpatient)

S15 TX (primary N3 care*) or (primary N3 service*) or (primary N3 clinic*)

S14 TX family N1 physic*

S13 TX (general N2 practi*) or (family N2 practi*)

Si12 (MH "Nursing Homes+")

S11  (MH "Assisted Living")

Si10 (MH "Community Health Centers") OR (MH "Rural Health Centers")

S9 (MH "Community Health Services+")

S8 (MH "Primary Health Care")

S7 (MH "Family Practice")

S6 (MH "Physicians") OR (MH "Physicians, Family") OR (MH "Physicians,
Women")

S5 Si1or S2or S3orS4

S4 TX (patient* N1 discharg®) or (hospital* N1 discharg®) or (plan* N1 discharg*)
or postdischarg* or (post N1 discharg®)

S3 TX (comanag* or (shifting N2 care*) or (sign* N1 out N2 practice*))

S2 TX (handover* N3 patient*) OR (transition* N3 patient*) OR (transfer* N3 pa-
tient*) OR (handoff* and patient®)

S1 (MH "Patient Discharge+")
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Vedlegg 2. Tabeller over inkluderte
studier.

Tabell 1: Ekstraksjonstabell for Allen 2004.

Reference Allen K, Hazelett S, Jarjoura D, Wright K, Clough L, Weinhardt J. Im-
proving stroke outcomes: Implementation of a postdischarge care man-
agement model. JCOM 2004;11(11):707-14.

Land USA

Design Clinical controlled trial

Intervention in
the experiment
group

An advanced practice nurse care manager works collaboratively with the
patient, the PCP and a interdisciplinary team,, provides self-
management support to patients by conducting comprehensive in-home
individualized assessments, helping patients set goals and develop prob-
lem-solving skills, arranging referrals when needed, accompanying pa-
tients to primary care visits, and providing frequent follow-up. Most fol-
low-up is provided by regularly scheduled phone calls; however, home
visits are repeated as necessary. The interdisciplinary post-stroke con-
sultation team (a geriatrician, the nurse care manager, a community-
based general internist, a clinical nurse specialist and a physical thera-
pist) provides organizational leadership, incentives, and resources for
the PCP in support of patient care. The team develops patient care plans
specific to each problem identified by the nurse care manager. A copy of
the care plans, evidence-based guidelines, pertinent references, and a
short paragraph providing “academic” detailing” specific to the patient’s
problems are given to the patients’ physician in writing and by phone if
necessary. The PCP is also provided with a summary of in-hospital fin-
dings and discharge instructions given to their patients in an effort to
improve the physician’s timely access to information on home-going
medications, discharge diagnosis and planned follow-up. The patients
receive a personal report outlining the team’s recommendations and
their own personalized workbook providing education about risk factors,
targets indicating adequate control of modifiable risk factors, and sec-
tions where the patients can record their own risk factor information
and targets.

Intervention in
the control group

Usual post-discharge care.

Patient group Stroke patients

Participants No characteristics given, unclear how recruited

Number of par- 96

ticipants

Follow-up 3 months

Representative At least a clinical nurse specialist from the acute stroke unit. Who the

for the hospital geriatrician, the nurse care manager and the physical therapist repre-
sent, is unclear.

Representative At least the PCP, and a community-based general internist

for the communi-

ty services
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The cooperation

The nurse care manager works collaboratively with the patient, the PCP
and the interdisciplinary team.

Outcome 5 domains: neuromotor function, severe complications, quality of life,
management of risk, stroke knowledge.

Results See appendix 3, table 1.

Intention of the To test the effectiveness of a comprehensive interdisciplinary post-

study discharge stroke care management intervention.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge.

Risk of bias High
Item Authors’ Description

judgment
Adequate sequence gener- | Unclear No mention of randomization for the pilot
ation? study
Allocation concealment? Unclear No mention of concealment for the pilot study
Blinding? (patient related | Unclear No mention of blinding for the pilot study
outcomes)
Blinding? (Services pro- Unclear No mention of blinding for the pilot study

vide and resource utiliza-

tion)

Incomplete outcome data | No No tables of the number of patients

addressed?

Free of selective reporting? | Unclear The tables do not include results, only the ele-
ments studied.

Free of other bias? Unclear

Were the study groups Unclear As the presentation of the patients is lacking,

comparable at baseline?

this cannot be assessed, but improbable in a
pilot study.

Adjusted analysis where No

appropriate?

The analyses are not given.

Tabell 2. Ekstraksjonstabell for Anderson 2005.

Reference Anderson C, Deepak BV, Amoateng-Adjepong Y, Zarich S. Benefits of
comprehensive inpatient education and discharge planning combined
with outpatient support in elderly patients with congestive heart failure.
Congestive heart failure 2005;11(6):315-21.

Land USA

Design Clinical controlled trial

Intervention in
the experiment
group

An inpatient clinical pathway was developed based on a 4-day length of
stay. It detailed a structured program on disease management, educa-
tion, and activity progression. The pathway prompted an education ses-
sion to be conducted at the bedside by a cardiac nurse specialist, a phys-
ical therapy evaluation, and a dietary consult. For the initial phase, in-
tervention subjects received an hour-long, in-depth education session
conducted by the cardiac nurse educator within the first several days of
hospitalization after medical stabilization. This face-to-face interview
was supplemented by a packet of written information, the cardiac nurse
educator gave a brief follow-up visit before discharge. The intervention
subjects were also interviewed in-hospital by a registered dietitian, for
an average of 30 minutes, and given personalized instructions, and a
brief visit before discharge. Each intervention subject was assessed by a
physical therapist and an individualized activity plan was developed to
gradually improve exercise tolerance. Comprehensive discharge pre-
paration was a critical element in the intervention group. All subjects in
the intervention group received comprehensive information related to
exacerbation of heart failure and appropriate responses. Discharge
planning was coordinated with home health care nurses specifically
trained in CHF management by the cardiac nurse educator. Home
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health care nurses immediately reinforced the concepts of the in-
hospital education program. A 6-week home care clinical pathway was
developed as an extension of the inpatient pathway. This allowed for 6-
20 visits, determined by the patient’s progress, to be conducted by the
home care nurses who had received specialized cardiac training.

Intervention in
the control group

Usual in-hospital care and subsequent routine home health care without
a specifically designed CHF program.

Patient group Elderly patients with Congestive Heart Failure

Participants Patient over 50 years of age admitted with the primary diagnosis of CHF
to Bridgeport Hospital Connecticut between January 1, 1996 and March
31. 1997.

Number of par- 44 in the intervention group, 77 in the control group

ticipants

Follow-up 6 months

Representative Cardiac nurse educator

for the hospital

Representative Home health care nurses (agency).

for the communi-

ty services

The cooperation

Discharge planning was coordinated with home health care nurses spe-
cifically trained in CHF management by the cardiac nurse educator.

Outcome Hospital readmission rate, utilization of home health care services
Results See appendix 3, table 2.

Intention of the To evaluate intensive in-patient education, coupled with coordination of
study discharge planning with immediate outpatient reinforcement.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias High
Item Authors’ Description
judgment
Adequate sequence No Due to time constraints of the sole nurse education,
generation? many of the CHF subjects over the study period did
not receive active intervention; these served as con-
trols.
Allocation con- Unclear No description given.
cealment?
Blinding? (patient No The intervention was not performed in a blinded
related outcomes) fashion.
Blinding? (Services No The intervention was not performed in a blinded
provide and resource fashion.
utilization)
Incomplete outcome Yes
data addressed?
Free of selective re- Yes
porting?
Free of other bias? Yes
Were the study No Nearly twice as many living alone in intervention
groups comparable at group and fewer living with willing person.
baseline?
Adjusted analysis No Authors write: The groups were well matched on
where appropriate? baseline demographics.

Tabell 3. Ekstraksjonstabell for Askim 2004.

Reference

Askim T, Rohweder G, Lydersen S, Indredavik B. Evaluation of an ex-
tended stroke unit service with early supported discharge for patients

living in a rural community. A randomized controlled trial. Clin Rehabil
2004;18(3):238-48.

100




Land

Norway

Design

RCT

Intervention in
the experiment
group

The extended service consists of stroke unit treatment combined with a
home-based program of follow-up care coordinated by a mobile stroke
team that offers early supported discharge and works in close co-
operation with the primary health care system during the first four
weeks after discharge. The mobile team was based within the stroke unit
and consisted of a nurse, a physiotherapist, an occupational therapist
and the consulting service of a physician. In principle, the same primary
health care system was available to both the ordinary service and ex-
tended service patients, but the co-operating mobile team was only
available to the extended service patients. As soon as the patient was
randomized to the extended service, the team was contacted and one of
the team members started collecting basic information. At the same
time the primary health care system was informed about the patient. A
visit at home was usually performed as soon as the medical condition of
the patient allowed, to assess the home environment, to define the goals
of further rehabilitation ant to make a plan for follow-up together with
the family and the primary health care providers.

Intervention in
the control group

The ordinary service consists of treatment in a combined acute and re-
habilitation stroke unit and further follow-up organized by rehabilita-
tion clinics and/or the primary health care system.

Patient group Patient with acute stroke

Participants Patients from three rural municipalities admitted to the stroke unit at
the University Hospital of Trondheim, between June 1, 1999 and June 1,
2001.

Number of par- 62, 31 in each group.

ticipants

Follow-up 6, 26 and 52 weeks after onset of stroke

Representative Mobile team

for the hospital

Representative Primary health care system

for the communi-

ty services

The cooperation

A mobile stroke team based within the stroke unit offers early supported
discharge and works in close co-operation with the primary health care
system during the first four weeks after discharge.

Outcome Disability, Activities of daily living, subjective health status, length of
stay
Results See appendix 3, table 23.

Intention of the
study

Evaluate the effect of an extended stroke unit services, with early sup-
ported discharge and coordination of further rehabilitation in coopera-
tion with the primary health care system in three surrounding rural mu-
nicipalities. More emphasis on rehabilitation at home was an essential
element of the extended service.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence Yes The randomization was carried out in permuted
generation? blocks with random number tables provided in
sealed opaque numbered envelopes.
Allocation con- Yes
cealment?
Blinding? (patient re- Yes All assessments were blinded as far as possible in
lated outcomes) such a trial
Blinding? (Services No As soon as the patient was randomized to the ex-
provide and resource tended service, the team was contacted.
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utilization)

Incomplete outcome Yes
data addressed?

Free of selective report- | Yes
ing?

Free of other bias? Yes
Were the study groups | Yes
comparable at baseline?
Adjusted analysis where | Yes
appropriate?

Tabell 4. Ekstraksjonstabell for Avlund 2002.

Reference Avlund K, Jepsen E, Vass M, Lundemark H. Effects of comprehensive
follow-up home visits after hospitalization on functional ability and re-
admissions among old patients. A randomized controlled study. Scand J
Occup Ther 2002;9(1):17-22

Land Denmark

Design Cluster randomized trial

Intervention in
the experiment
group

In the intervention group patients were visited by one of the geriatric
team members on the day of discharge from hospital, on the second day
after discharge, and in the second, fourth, and sixth week after dis-
charge. The choice of professional to take part in the first visit from the
geriatric team depended on the problem of the patient. At this visit a
geriatric assessment was performed focusing on the individual’s specific
health problems. This was followed up at the next home visit. Medical
problems were reported and discussed with the general practitioner. In
order to cooperate with the primary health care system the home nurse
and the home helper were present at the first two visits. Based on indi-
vidual needs it was decided whether a home nurse, a home helper, a
physiotherapist or an occupational therapist from the primary health
care system should be present during the following visits from the geri-
atric team.

Intervention in
the control group

Existing norms for discharge planning, including general coordination
for discharges between the secondary and primary health services in the
geriatric team which was established in 1995. These services are offered
to the patients from the geriatric ward if needed and to elderly patients
with complicated discharges for other wards from the hospital. The gen-
eral service from the geriatric team was much more limited than the ser-
vice offered to the intervention group.

Patient group Geriatric patients

Participants Patients 70+ years (medical wards) and 60+ (geriatric wards) who had a
geriatric problem, in need of ongoing treatment/rehabilitation and in
need of comprehensive interdisciplinary home services discharged to
their homes from the geriatric and medical wards from February 1996 to
October 1997.

Number of par- 149, 59 in the intervention group, 90 in the control group.

ticipants

Follow-up 3 months

Representative One of the geriatric team members

for the hospital

Representative GP, home nurse and home helper.

for the communi-

ty services

The cooperation

Medical problems were reported and discussed with the general practi-
tioner. In order to cooperate with the primary health care system the
home nurse and the home helper were present at the first two visits.

Outcome

Functional ability measured by the Barthel Index, readmissions

Results

See appendix 3, table 3.

Intention of the

To examine whether regular interdisciplinary comprehensive home vis-
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study

its after discharge from hospital had an effect on the functional ability of
the patients and on readmissions.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias High
Item Authors’ Description
judgment

Adequate se- Yes The 7 municipalities were each divided into two com-

quence genera- parable districts of about the same size who had separate

tion? home service staff groups. The randomization was per-
formed between inhabitants in those two districts.

Allocation con- Yes Consequently the home services system was the same

cealment? among the groups, but the actual home services were car-
ried out by different people.

Blinding? (pa- Yes A research nurse and a research occupational therapist in-

tient related out- terviewed the study population about functional ability a

comes) few days before discharge from hospital and 3 months after
discharge in the patient’s own home. The two researchers
did not know whether patients belonged to the intervention
or the control group.

Blinding? (Ser- No The district is known

vices provide and

resource utiliza-

tion)

Incomplete out- | Yes

come data ad-

dressed?

Free of selective | Yes

reporting?

Free of other bi- | Yes

as?

Were the study Yes

groups compara-

ble at baseline?

Adjusted analysis | Unclear No adjusted analyses reported.

where appro-

priate?

Tabell 5. Ekstraksjonstabell for Balaban 2008.

Reference Balaban RB, Weissman JS, Samuel PA, Woolhandler S. Redefining and
redesigning hospital discharge to enhance patient care: A randomized
controlled study. J Gen Intern Med 2008;23(8):1228-33.

Land US

Design RCT

Intervention in
the experiment
group

The four-step intervention did not require the addition of any new per-
sonnel and consisted of the following: 1) a comprehensive, user-friendly
Patient Discharge Form provided to patients, in one of 3 languages, 2)
the electronic transfer of the Patient Discharge Form to the RNs at the
patient’s primary care site. 3) telephone contact by primary care nurse
to the patient, 4) PCP review and modification of the discharge-transfer
plan.

Intervention in
the control group

Patients were discharged according to existing hospital practices and
protocol, which consisted of receiving discharge instructions handwrit-
ten in English. Communication between the discharging physician and
the primary care provider was don on an as-needed basis, whereas there
was no communication between inpatient and outpatient nurses.

Patient group

Patients with diabetes, chronic heart failure, coronary artery disease,

103




COPD, depression

Participants Patients were enrolled upon admission to the medical-surgical floor be-
tween June 2006 and January 2007. Somerville Hospital a community
teaching hospital affiliated with Harvard Medical School.

Number of par- 96, 49 in control group, 47 in intervention group. In addition 100 histor-

ticipants ical controls among patients admitted before June 1, 2006.

Follow-up 21 days

Representative The floor nurse

for the hospital

Representative Patient’s primary care, either GP or nurse.

for the communi-

ty services

The cooperation

The electronic transfer of the Patient Discharge Form to the nurse at the
patient’s primary care site.

Outcome No outpatient appointment within 21 days, readmission with 31 days,
ED visits within 31 days, failure to complete an outpatient workup rec-
ommended by a hospital doctor.

Results See appendix 3, table 4.

Intention of the
study

Evaluation of a discharge-transfer intervention designed to improve
communication between inpatient and outpatient care teams and to
promptly reconnect discharged patients with their “medical home”.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information

Risk of bias High
Item Authors’ Description
judgment

Adequate sequence Unclear No description

generation?

Allocation con- Unclear

cealment?

Blinding? (patient No All patient demographic and outcome data was ab-

related outcomes) stracted from the EMR and hospital progress notes
by one author, outcome data was verified by a second
author.

Blinding? (Services No No description

provide and resource

utilization)

Incomplete outcome Yes

data addressed?

Free of selective re- Yes

porting?

Free of other bias? Yes

Were the study Yes

groups comparable at

baseline?

Adjusted analysis Yes

where appropriate?

Tabell 6. Ekstraksjonstabell for Bautz-Holter 2002.

Reference Bautz-Holter E, Sveen U, Rygh J, Rodgers H, Wyller TB. Early support-
ed discharge of patients with acute stroke: a randomized controlled trial.
Disabil Rehabil 2002 May 10;24(7):348-55.

Land Norway

Design RCT

Intervention in
the experiment
group

One of the three team members (a nurse, an occupational therapist and
physiotherapist) served as the primary contact 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

104




the discharge and coordination of the continued rehabilitating which
was provided by the general community services. In principle, the same
community rehabilitation services were available to the ESD and CRS
patients, but the staff caring for the first group was encouraged to estab-
lish a multidisciplinary team for each stroke patient and they were of-
fered support and supervision from the project team whenever needed.

Intervention in
the control group

Conventional procedures for discharge and continued rehabilitation,
which were anticipated to be less well organized.

Patient group Patients with stroke

Participants All patients with acute stroke less than six days prior admitted from
their home to the stroke unit from June 1997 to January 1999. Patients
with subarachnoid hemorrhage were excluded

Number of par- 82, 40 in the control group and 42 in the intervention group

ticipants

Follow-up 3 and 6 months after onset of stroke

Representative The primary contact, either a nurse, and occupational therapist or a

for the hospital physiotherapist.

Representative General community services

for the communi-

ty services

The cooperation

In co-operation with the ordinary hospital staff started co-ordination of
the continued rehabilitation provided by the general community ser-
vices.

Outcome Primary outcome measure: Functional ability registered by the Notting-
ham Extended ADL Scale. Secondary outcomes: subjective health meas-
ured with the General Health Questionnaire 20, depression, re-admis-
sions, place of residence and death.

Results See appendix 3, table 5.

Intention of the To test the feasibility and effectiveness of an early supported discharge

study scheme for stroke patients.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Unclear
Item Authors’ Description
judgment

Adequate sequence gen- | Yes Block-randomized by computer-generated ran-

eration? dom numbers

Allocation concealment? | Yes The treatment allocation was kept in sealed enve-
lopes which were subsequently opened once a
new subject was included.

Blinding? (patient relat- | Unclear Single-blind

ed outcomes)

Blinding? (Services pro- | Unclear Single-blind

vide and resource utiliza-

tion)

Incomplete outcome da- | Yes

ta addressed?

Free of selective report- | Yes

ing?

Free of other bias? Yes

Were the study groups Yes

comparable at baseline?

Adjusted analysis where | Yes

appropriate?

Tabell 7. Ekstraksjonstabell for Beauchesne 2007.

Reference

| Beauchesne M, Nenciu LM, Dinh T, Tasse M, Fillion A, Labrecque M, et
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al. Active communication of a pharmacy discharge plan for patients with
respiratory diseases: a pilot study. J Pharm Technol 2007 Mar;23(2):67-

74.
Land Canada
Design Clinical controlled trial

Intervention in
the experiment
group

Counseling about discharge medication + written discharge plan that
includes a list of a maximum of 3 drug-related problems with proposed
actions to resolve them + telephone communication with the community
pharmacist.

Intervention in
the control group

Counseling about discharge medication + usual written discharge plan

Patient group Patients with respiratory diseases, asthma, COPD, pneumonia

Participants Respiratory unit patients

Number of par- 36 pharmacies, 17 in the active group (5 with no patients), 19 in the con-

ticipants trol group (5 had no patients). 46 patients were enrolled, only 22 pa-
tients gave complete data

Follow-up 6 weeks

Representative Hospital pharmacist

for the hospital

Representative Community pharmacist

for the communi-

ty services

The cooperation

The pharmacist also contacted the patient’s community pharmacist to
communicate information on a maximum of 3 unresolved DRPs identi-
fied in the hospital.

Outcome Number of DRPs for which there was at least one intervention made by
the community pharmacist, as well as the number of interventions re-
gardless of the DRPs listed. The patient’s adherence to both oral and
inhaled agents.

Results See appendix 3, table 6.

Intention of the To assess the impact of the active communication of a written pharmacy

study discharge plan.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information

Risk of bias High
Item Authors’ Description
judgment
Adequate sequence genera- No Not an RCT, although the assignment to each
tion? group was done by block randomization.

Allocation concealment? No

The patients and community pharmacists en-
rolled in the study signed written informed con-

sent forms.
Blinding? (patient related | No The data was collected and registered by the
outcomes) researchers.
Blinding? (Services pro- No No description on how to blind the pharmacy
vide and resource utiliza-
tion)
Incomplete outcome data | Unclear No description given.
addressed?
Free of selective report- Yes
ing?
Free of other bias? Yes
Were the study groups Unclear
comparable at baseline?
Adjusted analysis where Unclear

appropriate?

H

Tabell 8. Ekstraksjonstabell for Calvert 2012.
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Reference Calvert SB, Kramer JM, Anstrom KJ, Kaltenbach LA, Stafford JA, Allen
Lapointe NM. Patient-focused intervention to improve long-term adher-
ence to evidence-based medications: A randomized trial. Am Heart J
2012;163(4):657-65

Land USA

Design RCT

Intervention in
the experiment
group

In addition to usual care (the control group), patients in the intervention
group received standardized counseling from the study pharmacist. In
coordination with the hospital physician and staff, the study pharmacist
addressed identified barriers to medication adherence. A pocket medica-
tion card, a list of tips for remembering to take medications, and a pill-
box were provided. Before hospital discharge, the study pharmacist con-
tacted the patient’s specified community pharmacy. At the time of hos-
pital discharge the patient’s discharge medication regiment, barriers to
medication adherence, and contact information for the patient and the
patient’s physicians were faxed to the patient’s pharmacy. In addition, a
letter was faxed to the patient’s local physician indicating that the pa-
tient had been enrolled in the intervention. The study pharmacist called
each patient 1 to 2 weeks after hospital discharge to verify that the pa-
tient had filled all discharge prescriptions and to confirm which phar-
macy the patient used. Community pharmacists were reminded to verify
the intervention patient’s adherence to triple therapy immediately after
discharge and at 6, 12, 18 and 24 weeks post discharge.

Intervention in
the control group

Both treatment groups received routine discharge counseling performed
by the patient-care nurse and a letter/discharge summery from the hos-
pital physician to the community physician listing the discharge medica-
tions, procedures, and recommendations. Control patients were not
disclosed to the community pharmacy until the end of the study period
when refill records were requested.

Patient group Patients over 18 years of age with a diagnosis of unstable angina or acute
myocardial infarction, presence of more than 50% coronary occlusion on
cardiac catheterization, prior angioplasty, coronary artery stent, or cor-
onary artery bypass graft surgery.

Participants Patients hospitalized at Duke University Hospital (Durham, NC) from
July 5, 2006 through July 2, 2009.

Number of par- 143, Intervention 71, Control 72

ticipants

Follow-up Six months, 180 days after discharge

Representative Study pharmacist

for the hospital

Representative Local physician, community pharmacy

for the communi-

ty services

The cooperation

The study pharmacist contacted the patient’s specified community
pharmacy. A letter was faxed to the patient’s local physician indicating
that the patient had been enrolled in the intervention.

Outcome Self-reported and prescription refill records for taking all prescribed
components of triple therapy (antiplatelet drug, a beta-blocker, a statin),

Results See appendix 3, table 7.

Intention of the Testing a multifaceted intervention to improve post discharge adherence

study to evidence-based medications for coronary artery disease.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information

Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence gen- | Yes Used a computer-generated random number
eration? sequence with treatment codes placed in sealed
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envelopes.

Allocation concealment? | Yes Placed in sealed envelopes

Blinding? (patient related | Yes All patients in both study ars were contacted by

outcomes) telephone by a pharmacist who was blinded to
treatment group.

Blinding? (Services pro- No The study pharmacist contacted the patient’s

vide and resource utiliza- specified community pharmacy.

tion)

Incomplete outcome data | Yes The reason for all missing patients is reported.

addressed?

Free of selective report- Yes

ing?

Free of other bias? Yes

Were the study groups Yes Characteristics and outcomes were compared

comparable at baseline? testing all categorical variables and continous
variables.

Adjusted analysis where | Yes

appropriate?

Tabell 9. Ekstraksjonstabell for Casas 2006.

Reference Casas A, Troosters T, Garcia-Aymerich J, Roca J, Hernandez C, Alonso
A, et al. Integrated care prevents hospitalisations for exacerbations in
COPD patients. Eur Respir J 2006;28(1):123-30.

Land Spain and Belgium

Design RCT

Intervention in
the experiment
group

Integrated care intervention included four key features. 1) a comprehen-
sive assessment of the patient at discharge, 2) an educational program
on self-management of the disease (2 hour duration) administered at
discharge, 3) agreement on an individually tailored care plan following
international guidelines was shared across the system via interaction
between the specialized nurse care manager and the primary care team,
4) accessibility of the specialized nurse to patient/cares and primary
care professionals during the follow-up period was ensured through an
ICD platform including a web-based call centre. In Barcelona, one joint
visit of the specialized nurse and the primary care team (physician,
nurse and social worker) was performed at the patient’s home within 72
h of discharge. In Leuven, the GPs planned regular visits to chronic pa-
tients, usually at home. The senior investigator in Leuven contacted the
individual GP of patients included in the treatment group. During this
contact the treatment plan and points of attention in the healthcare
management plan were discussed based on the individual patient files
and identified points of fragility.

Intervention in
the control group

Usual care consisted of discharge from hospital by the attending physi-
cian who decided on the outpatient control regime. Pharmacological
prescriptions at discharge and in-hospital treatment followed the stand-
ard protocols of the centers involved. Patients were visited by their own
physician without additional support. Specifically, the controls did not
receive help from the specialized nurse, nor were they included in the
educational program or had access to the call-centre.

Patient group Exacerbated COPD patients

Participants Patients recruited into two tertiary hospitals (Hospital Clinic, Barcelona
and University Hospital Gasthuisberg, Leuven)

Number of par- 155, 113 in Barcelona and 42 in Leuven, 65 in the intervention group, 90

ticipants in the controlgroup

Follow-up 1, 3, 6, 9 and 12 months

Representative Specialized nurse in Barcelona, the senior investigator in Leuven

for the hospital

Representative Primary care team or GP

for the communi-
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ty services

The cooperation

Shared-care arrangements between primary care teams and hospital
teams

Outcome

Hospital re-admission. Mortality and utilization of healthcare resources

Results

See appendix 3, table 8.

Intention of the
study

To evaluate if a simple and well-standardized, low-intensity integrated
care intervention can be effective to prevent hospital admissions due to
COPD exacerbations.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Unclear
Item Authors’ judg- | Description

ment
Adequate sequence generation? Unclear No description given
Allocation concealment? Unclear No description given
Blinding? (patient related outcomes) Yes A blind administration of a

questionnaire

Blinding? (Services provide and re- No No description given
source utilization)
Incomplete outcome data addressed? Yes
Free of selective reporting? Yes
Free of other bias? Yes
Were the study groups comparable at Yes
baseline?
Adjusted analysis where appropriate? | Yes

Tabell 10. Ekstraksjonstabell for D’'Souza 2002.

Reference D'Souza R. Improving treatment adherence and longitudinal outcomes
in patients with a serious mental illness by using telemedicine. J
Telemed Telecare 2002;8 Suppl 2:113-5.

Land Australia

Design Clinical controlled trial

Intervention in
the experiment
group

Discharge planning by videoconference involving the general practition-
er, case manager and a family member. Patients then received six ses-
sions of the psycho educational program.

Intervention in
the control group

Discharged with conventional discharge summaries to general practi-
tioners and case managers and did not receive the psycho educational
program, telemedicine facilities were not available.

Patient group Patients with serious mental illness

Participants 51 rural inpatients admitted to a tertiary psychiatric centre.

Number of par- 51, 24 in the intervention group, 27 in the control group.

ticipants

Follow-up 12 months

Representative Case manager

for the hospital

Representative General practitioner

for the communi-

ty services

The cooperation | Videoconference

Outcome Satisfaction with the medication prescribed, adverse affects of medica-
tion, compliance with treatment, patients’ satisfaction with their case
managers, patients’ satisfaction with psychiatric management.

Results See appendix 3, table 9.

Intention of the
study

To examine the efficacy of the psycho-education program and the tele-
medicine service used to deliver it in promoting treatment adherence
and improving outcomes for patients in rural and remote areas with a
serious mental illness.
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Type of interven-

Complex coordination i.e. multielement intervention of coordination of

tion services after discharge
Risk of bias High
Item Authors’ Description
judgment
Adequate sequence generation? | No No RCT
Allocation concealment? No No RCT
Blinding? (patient related out- No No description given.
comes)
Blinding? (Services provide and | No No description given, unlikely as all take
resource utilization) part in videoconference.
Incomplete outcome data ad- No No description given.
dressed?
Free of selective reporting? Yes
Free of other bias? Unclear No information given
Were the study groups compara- | Yes Comparable for sex, age and phase of
ble at baseline? bipolar affective disorder.
Adjusted analysis where appro- No
priate?

Tabell 11. Ekstraksjonstabell for Eggink 2010.

Reference Eggink RN, Lenderink AW, Widdershoven JWMG, Van Den Bemt
PMLA. The effect of a clinical pharmacist discharge service on medica-
tion discrepancies in patients with heart failure. Pharm World Sci
2010;32(6):759-66.

Land The Netherlands

Design RCT

Intervention in
the experiment
group

A clinical pharmacist identified potential prescription errors in the dis-
charge medication and discussed them with the cardiologist. This re-
sulted in the final discharge medication. Patients received verbal and
written information about (side)effect of, and changes in their hospital
drug therapy from a clinical pharmacist upon hospital discharge. In ad-
dition to this, the clinical pharmacist made a discharge medication list
which contained additional information related to dose adjustments and
discontinued medication. After it had been approved by the physician,
the discharge medication list was faxed to the community pharmacy and
given as written information to the patient with the instruction to hand
it over to the GP. The patients collected medication at their community
pharmacy and received usual routine management by their cardiologist
after discharge. This included an outpatient visit within 6 weeks after
hospital discharge and an additional visit to the heart failure nurse if
necessary.

Intervention in
the control group

Patients received regular care, consisting of verbal and written infor-
mation about their drug therapy from a nurse at hospital discharge. The
discharge prescription was made by the physician and given to the pa-
tient o hand over to the GP. The patients collected medication at their
community pharmacy and received usual routine management by their
cardiologist after discharge. This included an outpatient visit within 6
weeks after hospital discharge and an additional visit to the heart failure
nurse if necessary.

Patient group Patients with heart failure

Participants Department of cardiology of a teaching hospital in Tilburg between May
2007 and July 2008.

Number of par- 85, 44 in the control group and 41 in the intervention group

ticipants

Follow-up 6 weeks

Representative Clinical pharmacist
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for the hospital

Representative Community pharmacy

for the communi-

ty services

The cooperation | The discharge medication list was faxed to the community pharmacy.

Outcome Sum of the percentage of prescription errors and discrepancies after
hospital discharge. An estimate of adherence.

Results See appendix 3, table 10.

Intention of the
study

To investigate the effect of a clinical pharmacist discharge service on
medication discrepancies and prescription errors in patients with heart
failure.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information

Risk of bias Unclear
Item Authors’judg- | Description
ment

Adequate sequence generation? Unclear An open randomized intervention
study

Allocation concealment? Unclear No description given.

Blinding? (patient related outcomes) Unclear Unclear who collected and rec-
orded the data.

Blinding? (Services provide and re- No No description given.

source utilization)

Incomplete outcome data addressed? | Yes

Free of selective reporting? Yes

Free of other bias? Yes

Were the study groups comparable at | Yes

baseline?

Adjusted analysis where appropriate? | Yes

Tabell 12. Ekstraksjonstabell for Finn 2011.

Reference Finn KM, Heffner R, Chang Y, Bazari H, Hunt D, Pickell K, et al. Im-
proving the discharge process by embedding a discharge facilitator in a
resident team. Journal of Hospital Medicine 2011;6(9):494-500.

Land US

Design RCT

Intervention in
the experiment
group

In addition to usual care, a discharge facilitator (DF) scheduled all fol-
low-up appointments and tests. The DF performed medication reconcil-
iation, wrote prescriptions and faxed them to pharmacies, and arranged
all anticoagulation services. The DF called PCPs’ offices with discharge
information and faxed discharge summaries to PCPs’ offices. The DF
wrote part or all of the computer discharge orders and discharge sum-
maries at the request of the resident and interns. The patients received
a 5-minute orientation on how best to work with the DF.

Intervention in
the control group

Residents received letters notifying them of the study and asking them
to complete discharge summaries within 24 hours. All were expected to
do an online discharge tutorial and attend a didactic lecture on dis-
charge summaries. Discharge education was given along with a nursing
component.

Patient group

All patients admitted to general medical teams with various diagnoses
i.e. congestive heart failure, COPD, cardiovascular disease, alco-
hol/substance abuse, renal failure, pneumonia,

Participants Patients at Massachusetts General Hospital, Boston, Massachusetts,
admitted from November 12, 2008 to April 14, 2009.

Number of par- 872, 440 in the intervention group and 432 in the control group

ticipants

Follow-up 30 days
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Representative Discharge facilitator
for the hospital

Representative PCP’s office

for the communi-

ty services

The cooperation

The DF called PCPs’ offices with discharge information and faxed dis-
charge summaries to PCPs’ offices.

Outcome

Length of stay, number of ED visits, hospital readmissions, number of
discharge summaries completed in 24 hours, time from discharge to
discharge summary completion, and whether the discharge summary
was completed before follow-up. Number of follow-up PCP appoint-
ments made at time of discharge, percenttage of follow-up appointments
attended and time from discharge to attending a follow-up appointment,
patient phone survey results and nursing perception of the discharge
process.

Results

See appendix 3, table 11.

Intention of the
study

Evaluate the impact on the discharge process of embedding a discharge
facilitator in a resident medical team to help with the physician dis-
charge process.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information

Risk of bias Unclear
Item Authors’ Description
judgment

Adequate se- Unclear We randomly assigned a DF to 1 of the 5 resident medical

quence genera- teams.

tion?

Allocation con- No A similar resident team, on a different floor, served as the

cealment? control.

Blinding? (pa- No A research assistant called the patients discharged home

tient related out- on both teams, she also noted the end time of attending

comes) rounds and the start time of resident sign-out.

Blinding? (Ser- No No description given.

vices provide and

resource utiliza-

tion)

Incomplete out- | Yes

come data ad-

dressed?

Free of selective | Yes

reporting?

Free of other bi- | Yes

as?

Were the study Unclear Authors report baseline patient demographic and clinical

groups compara- characteristics were similar across both teams with only

ble at baseline? gender being significantly different. However our focus on
chronic diseases makes the possible differences in the
number of persons with chronic diseases important, but
hard to estimate.

Adjusted analysis | Yes

where appro-

priate?

Tabell 13. Ekstraksjonstabell for Fjaertoft 2004.

Reference

Fjaeartoft 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. Clin Rehabil
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2004;18(5):580-6.

Land

Norway

Design

RCT

Intervention in
the experiment
group

The treatment similar to the control group combined with service from a
mobile team that offers early supported discharge and coordinates fur-
ther rehabilitation and follow-up system in close cooperation with the
primary health team. As soon as the patient was randomized to the ex-
tended service, the team was contacted and one of the team members
started collecting basic information. At the same time the primary
health care system was informed about the patient. A visit at home was
usually performed as soon as the medical condition of the patient al-
lowed, to assess the home environment, to define the goals of further
rehabilitation ant to make a plan for follow-up together with the family
and the primary health care providers.

Intervention in
the control group

Treatment in a combined acute and rehabilitation stroke unit and fur-
ther follow-up organized by rehabilitation clinics and/or the primary
health care system

Patient group Patients with stroke

Participants During a period of 24 months after March 1, 1995, acute stroke patients
from the city of Trondheim were screened.

Number of par- 320, 160 in each group

ticipants

Follow-up 52 weeks

Representative Mobile team

for the hospital

Representative Primary healthcare system

for the communi-

ty services

The cooperation

Close cooperation between the stroke unit and the primary healthcare
system

Outcome Primary outcome: Quality of life, secondary outcome: disability and
handicap, depression, mental state, caregivers strain.
Results See appendix 3, table 23.

Intention of the
study

Do stroke patients who received Extended stroke unit service with early
supported discharge have improved outcomes compared with stroke
patients who receive ordinary stroke unit service?

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence Yes The randomization was carried out in permuted
generation? blocks with random number tables provided in
sealed opaque numbered envelopes.
Allocation con- Yes
cealment?
Blinding? (patient re- Yes All assessments were blinded as far as possible in

lated outcomes)

such a trial

Blinding? (Services
provide and resource

No As soon as the patient was randomized to the ex-
tended service, the team was contacted.

utilization)

Incomplete outcome Yes
data addressed?

Free of selective report- | Yes
ing?

Free of other bias? Yes
Were the study groups | Yes
comparable at baseline?
Adjusted analysis where | Yes
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appropriate?

Tabell 14. Ekstraksjonstabell for Fjaertoft 2003.

Reference Fjaertoft H, Indredavik B, Lydersen S. Stroke unit care combined with
early supported discharge: long-term follow-up of a randomized con-
trolled trial. Stroke 2003;34(11):2687-91.

Land Norway

Design RCT

Intervention in
the experiment
group

The treatment similar to the control group combined with service from a
mobile team that offers early supported discharge and coordinates fur-
ther rehabilitation and follow-up system in close cooperation with the
primary health team. As soon as the patient was randomized to the ex-
tended service, the team was contacted and one of the team members
started collecting basic information. At the same time the primary
health care system was informed about the patient. A visit at home was
usually performed as soon as the medical condition of the patient al-
lowed, to assess the home environment, to define the goals of further
rehabilitation ant to make a plan for follow-up together with the family
and the primary health care providers.

Intervention in
the control group

Treatment in a combined acute and rehabilitation stroke unit and fur-
ther follow-up organized by rehabilitation clinics and/or the primary
health care system

Patient group Patients with stroke

Participants During a period of 24 months after March 1, 1995, acute stroke patients
from the city of Trondheim were screened.

Number of par- 320, 160 in each group. After 52 weeks a total of 273 patients were as-

ticipants sessed with the Rankin Scale.

Follow-up 52 weeks

Representative Mobile team

for the hospital

Representative Primary healthcare system

for the communi-

ty services

The cooperation

Close cooperation between the stroke unit and the primary healthcare
system

Outcome Primary outcome: functional independency with Rankin Scale<2 classi-
fied as independent, , activities of daily life and final residence
Results See appendix 3, table 23.

Intention of the
study

To evaluate the long-term effects of an extended stroke unit service,
characterized by early supported discharge. Do stroke patients who re-
ceived Extended stroke unit service with early supported discharge have
improved outcomes compared with stroke patients who receive ordinary
stroke unit service?

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence Yes The randomization was carried out in permuted
generation? blocks with random number tables provided in
sealed opaque numbered envelopes.
Allocation con- Yes
cealment?
Blinding? (patient re- Yes All assessments were blinded as far as possible in
lated outcomes) such a trial
Blinding? (Services No As soon as the patient was randomized to the ex-
provide and resource tended service, the team was contacted.
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utilization)

Incomplete outcome Yes
data addressed?

Free of selective report- | Yes
ing?

Free of other bias? Yes
Were the study groups | Yes
comparable at baseline?
Adjusted analysis where | Yes
appropriate?

Tabell 15. Ekstraksjonstabell for Fjertoft 2005.

Reference Fjaertoft H, Indredavik B, Magnussen J, Johnsen R. Early supported
discharge for stroke patients improves clinical outcome. Does it also re-
duce use of health services and costs? One-year follow-up of a random-
ized controlled trial. Cerebrovasc Dis 2005;19(6):376-83.

Land Norway

Design RCT

Intervention in
the experiment
group

The treatment similar to the control group combined with service from a
mobile team that offers early supported discharge and coordinates fur-
ther rehabilitation and follow-up system in close cooperation with the
primary health team. As soon as the patient was randomized to the ex-
tended service, the team was contacted and one of the team members
started collecting basic information. At the same time the primary
health care system was informed about the patient. A visit at home was
usually performed as soon as the medical condition of the patient al-
lowed, to assess the home environment, to define the goals of further
rehabilitation ant to make a plan for follow-up together with the family
and the primary health care providers.

Intervention in
the control group

Treatment in a combined acute and rehabilitation stroke unit and fur-
ther follow-up organized by rehabilitation clinics and/or the primary
health care system

Patient group Patients with stroke

Participants During a period of 24 months after March 1, 1995, acute stroke patients
from the city of Trondheim were screened.

Number of par- 320, 160 in each group

ticipants

Follow-up 52 weeks

Representative Mobile team

for the hospital

Representative Primary healthcare system

for the communi-

ty services

The cooperation

Close cooperation between the stroke unit and the primary healthcare
system

Outcome

Inpatient days total mean service costs.

Results

See appendix 3, table 23.

Intention of the
study

To compare the use of health services and costs with traditional stroke
care during a one-year follow-up. Do stroke patients who received Ex-
tended stroke unit service with early supported discharge have improved
outcomes compared with stroke patients who receive ordinary stroke
unit service?

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Low
Item Authors’ Description
judgment
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Adequate sequence Yes The randomization was carried out in permuted

generation? blocks with random number tables provided in
sealed opaque numbered envelopes.

Allocation con- Yes

cealment?

Blinding? (patient re- Yes All assessments were blinded as far as possible in

lated outcomes) such a trial

Blinding? (Services No As soon as the patient was randomized to the ex-

provide and resource tended service, the team was contacted.

utilization)

Incomplete outcome Yes

data addressed?

Free of selective report- | Yes

ing?

Free of other bias? Yes

Were the study groups | Yes

comparable at baseline?

Adjusted analysis where | Yes

appropriate?

Tabell 16. Ekstraksjonstabell for Fjartoft 2011.

Reference Fjaertoft H, Rohweder G, Indredavik B. Stroke unit care combined with
early supported discharge improves 5-year outcome: A randomized con-
trolled trial. Stroke 2011;42(6):1707-11.

Land Norway

Design RCT

Intervention in
the experiment
group

The treatment similar to the control group combined with service from a
mobile team that offers early supported discharge and coordinates fur-
ther rehabilitation and follow-up system in close cooperation with the
primary health team. As soon as the patient was randomized to the ex-
tended service, the team was contacted and one of the team members
started collecting basic information. At the same time the primary
health care system was informed about the patient. A visit at home was
usually performed as soon as the medical condition of the patient a-
llowed, to assess the home environment, to define the goals of further
rehabilitation ant to make a plan for follow-up together with the family
and the primary health care providers.

Intervention in
the control group

Treatment in a combined acute and rehabilitation stroke unit and fur-
ther follow-up organized by rehabilitation clinics and/or the primary
health care system

Patient group Patients with stroke

Participants During a period of 24 months after March 1, 1995, acute stroke patients
from the city of Trondheim were screened.

Number of par- 320, 160 in each group

ticipants

Follow-up 5 years

Representative Mobile team

for the hospital

Representative Primary healthcare system

for the communi-

ty services

The cooperation

Close cooperation between the stroke unit and the primary healthcare
system

Outcome Mortality, residence and functional outcome including modified ranking
scale was registered after 5 years.
Results See appendix 3, table 23.

Intention of the
study

To evaluate outcome after 5 years. Do stroke patients who received Ex-
tended stroke unit service with early supported discharge have improved
outcomes compared with stroke patients who receive ordinary stroke
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unit service?

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence Yes The randomization was carried out in permuted
generation? blocks with random number tables provided in
sealed opaque numbered envelopes.
Allocation con- Yes
cealment?
Blinding? (patient re- Yes All assessments were blinded as far as possible in
lated outcomes) such a trial
Blinding? (Services No As soon as the patient was randomized to the ex-
provide and resource tended service, the team was contacted.
utilization)
Incomplete outcome Yes
data addressed?
Free of selective report- | Yes
ing?
Free of other bias? Yes
Were the study groups | Yes
comparable at baseline?
Adjusted analysis where | Yes
appropriate?

Tabell 17. Ekstraksjonstabell for Forchuk 2005.

Reference Forchuk C, Martin M-L, Chan YL, Jensen E. Therapeutic relationships:
From psychiatric hospital to community. J Psychiatr Ment Health Nurs
2005;12(5):556-64

Land Canada

Design RCT

Intervention in
the experiment
group

Transitional discharge model. Two components are included 1) in-
patient staff continued to care for discharged clients until therapeutic
relationships were established with the community care providers; and
2) a friendship model of peer support.

Intervention in
the control group

Standard model of discharge care

Patient group Patients with persistent mental illnesses

Participants 26 wards located in four provincial psychiatric hospital in Ontario
Number of par- 390 enrolled, 1 year post discharge 249 remained in the sample. 189 in
ticipants control group and 201 in intervention group.

Follow-up 1 year

Representative In-patient staff.

for the hospital

Representative Community care providers.

for the communi-

ty services

The cooperation

Overlap of in-patient and community staff in which the in-patient staff
continued their relationship with clients.

Outcome Global quality of life. Amount of health and social services costs.
Results See appendix 3, table 12.

Intention of the To determine the cost and effectiveness of a TDM of care and compare
study the results to those of a standard model of discharge care.

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital
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Risk of bias High

Item Authors’ Description

judgment

Adequate sequence Yes

generation?

Allocation con- Yes

cealment?

Blinding? (patient Yes

related outcomes)

Blinding? (Services Yes To determine if blinding was maintained, staff were

provide and resource asked to guess which wards were intervention wards

utilization) after the study was underway for a year. Only 60% of
the staff guesses were accurate.

Incomplete outcome | Yes The drop-out rate was related to difficulty in tracking

data addressed? people who moved after discharge.

Free of selectivere- | Yes

porting?

Free of other bias? No With the intervention some wards changed practice,
discharging patients earlier than they would normally
do.

Were the study No The average length of stay for the control group was

groups comparable 333,5 days, while 217,5 for the intervention group.

at baseline?

Adjusted analysis Unclear

where appropriate?

Tabell 18. Ekstraksjonstabell for Gardsen 2007.

Reference Garasen H, Windspoll R, Johnsen R.: Intermediate care at a community
hospital as an alternative to prolonged general hospital care for elderly
patients: a randomised controlled trial. BMC Public Health. 2007 May
2;7:68.

Land Norway

Design RCT

Intervention in
the experiment
group

Individualised intermediate care provided at a community hospital in-
stead of standard care at a general hospital. All employees underwent a
training program provided by the general hospital. The department was
upgraded with laboratory facilities. The main focus was to improve the
patients’ ability to manage daily activities when returning home. The
communication with each patient and his family focusing on physical
and mental challenges was also essential.

Intervention in
the control group

The care at the different departments at the general hospital and the
communication with primary health care followed the standard routines
through the formal organization.

Patient group Patients aged 60 or more with acute illness or exacerbation of a chronic
disease.

Participants Patient admitted at the Sgbstad Nursing Home (community hospi-
tal/intervention) and St Olavs University hospital in Trondheim (con-
trol) from August 2003 until the end of May 2004.

Number of par- 142, 70 in the control group and 72 in the intervention group.

ticipants

Follow-up Six months

Representative Staff of the general hospital.

for the hospital

Representative Staff at Sgbstad Nursing Home

for the communi-

ty services

The cooperation

All employees at the community hospital underwent a training program
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provided by the general hospital.

Outcome Readmission for the same disease, need of nursing home and home care,
stay in nursing homes, mortality.
Results See appendix 3, table 13.

Intention of the
study

To study the efficacy of intermediate care at a community hospital com-
pared to standard prolonged care at a general hospital. To create a de-
partment functioning as a new link between advanced care at a general
hospital and community home care to optimize recovery before return-
ing home after general hospital care.

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias Unclear
Item Authors’ Description
judgment

Adequate se- Yes Blinded randomization was performed by the Clinical Re-

quence genera- search Department at the Faculty of Medicine using random

tion? number tables in blocks to ensure balanced groups.

Allocation con- | Unclear Not described

cealment?

Blinding? (pa- Yes All data were collected by one of the authors, according to

tient related prepared schemes from patients’ medical records at the

outcomes) hospitals and at primary health services. The assessments of
days in institution, readmissions and cause-specific deaths
were monitored through the patient administrative systems,
independent of treatment groups. Objective outcomes, not
subject to blinding.

Blinding? (Ser- | No The researchers know who is at Sgbstad

vices provide

and resource

utilization)

Incomplete out- | Yes There were no dropouts, except for deaths, during the trial

come data ad- and for all patients all data were collected from the first day

dressed? at the general hospital and until the end of the trial or at the
time of death.

Free of selective | Yes

reporting?

Free of other Unclear The initiative for starting the intermediate care possibly

bias? came from one of the authors, and might influence the in-
tensity of care at the intervention.

Were the study | Yes The patients randomized were comparable with respect to

groups compa- number of days of care before randomization, age, diagno-

rable at base- sis, gender, ADL and matrimonial status.

line?

Adjusted analy- | Yes

sis where appro-

priate?

Tabell 19. Ekstraksjonstabell for Gilbertson 2000.

Reference Gilbertson L, Langhorne P, Walker A, Allen A, Murray GD. Domiciliary
occupational therapy for patients with stroke discharged from hospital:
randomised controlled trial. BMJ: 2000 Mar 4;320(7235):603-6

Land Scotland

Design RCT

Intervention in
the experiment
group

The intervention service was designed to be client centered and was de-
veloped through focus group sessions with patients, carers and local oc-
cupation therapy staff. From these sessions a six week domiciliary pro-
gram was developed (comprising around 10 visits last 30-45 minutes)
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tailored to recovery goals identified by the patient such as regaining self
care or domestic of leisure activities. The therapist worked with the pa-
tient to achieve these goals and also liaised with other agencies for ad-
vice, services, and equipment.

Intervention in
the control group

Routine services included inpatient multidisciplinary rehabilitation, a
predischarge home visit for selected patients, the provision of support
services and equipment, regular multidisciplinary review at a stroke
clinic, and selected patients referred to a medical day hospital.

Patient group Stroke patients

Participants Patients with a clinical diagnosis of stroke (excluding subarachnoid
hemorrhage) who were admitted to a Glasgow royal infirmary NHS trust
and who had been referred to the occupational therapy department and
a discharge date had been set.

Number of par- 138, 67 in the intervention group and 71 in the control group.

ticipants

Follow-up 8 weeks, 6 months

Representative Occupational therapist

for the hospital

Representative Local occupational therapy staff

for the communi-

ty services

The cooperation

Focus group sessions with patients, carers, and local occupational ther-
apy staff.

Outcome Functional ability, activities of daily living, subjective health, death, sat-
isfaction with outpatient service, resource use.
Results See appendix 3, table 14.

Intention of the
study

To evaluate whether a brief outreach service for occupational therapy
could improve the recovery of patients with stroke discharged home
from hospital.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Unclear
Item Authors’ Description
judgment

Adequate sequence | Yes Patients were randomly allocated to either intervention

generation? by a computer generated schedule stratified by sex and
attendance at a day hospital contained in sequentially
numbered opaque sealed envelopes.

Allocation con- Yes

cealment?

Blinding? (patient No Patients were told the study would compare two types

related outcomes) of follow-up.

Blinding? (Services | No No description given.

provide and re-

source utilization)

Incomplete outcome | Yes

data addressed?

Free of selective re- | Yes

porting?

Free of other bias? Yes

Were the study Yes

groups comparable

at baseline?

Adjusted analysis Yes

where appropriate?

Tabell 20. Ekstraksjonstabell for Graumlich 2009.
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Reference Graumlich JF, Novotny NL, Nace GS, Aldag JC. Patient and physician
perceptions after software-assisted hospital discharge: cluster random-
ized trial. J Hosp Med. 2009 Jul;4(6):356-63

Land USA

Design Cluster Randomized Trial

Intervention in
the experiment
group

Computerized physician order entry used as discharge software. The
software prompted the discharging physician to enter pending tests, or-
der tests after discharge, and perform medication reconciliation. On the
day of discharge hospital physicians used the software to automatically
generate discharge documents and reconcile prescription for the patient,
primary care physician, retail pharmacist, and the ward nurse. The dis-
charge letter went to the outpatient practitioner via facsimile transmis-
sion plus a duplicate via US mail.

Intervention in
the control group

Usual care, handwritten discharge process.

Patient group Patients with diabetes mellitus, COPD, coronary heart disease or mental
health problems with a probability of repeat admission equal to or
greater than 0.40.

Participants 70 internal medicine hospital physicians and their patients between No-
vember 2004 and January 2007. Tertiary care teaching hospital in Illi-
nois

Number of par- A total of 70 physicians with 631patients. 35 physicians and 316 patients

ticipants in intervention group and 35 physicians and 315 patients in control
group

Follow-up One week

Representative Hospital physicians

for the hospital

Representative Primary care physician and retail pharmacist

for the communi-

ty services

The cooperation

The discharge letter went to the outpatient practitioner via facsimile
transmission.

Outcome Self-care information for medications and activities, equipment and ser-
vices, and confidence. Quality of hospital discharge. Satisfaction of hos-
pital physicians.

Results See appendix 3, table 15.

Intention of the Improve discharge communication and clinically relevant outcomes.

study

Type of interven-

tion

Complex transmission i.e. multielement intervention of transmission of
various types of information

Risk of bias Unclear
Item Authors’ Description
judgment

Adequate sequence | Yes Random allocation was to discharge software or usual

generation? care discharge process with a randomization ratio of 1:1
and block size of 2.

Allocation con- Yes We concealed allocation with the following process. An

cealment? investigator who was not involved with hospital physi-
cian recruitment generated the randomization sequence
with a computerized random number generator.

Blinding? (patient | No The assessment was not blinded because primary care

related outcomes) physicians received the output of discharge software or
usual care discharge.

Blinding? (Services | No No description given.

provide and re-

source utilization)

Incomplete out- Yes Trial flow diagram explaining every participant.

come data ad-

dressed?
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Free of selective Yes
reporting?

Free of other bias? | Yes
Were the study Yes
groups comparable

at baseline?

Adjusted analysis Yes
where appropriate?

Tabell 21. Ekstraksjonstabell for Grunfeld 2011.

Reference Grunfeld E, Julian JA, Pond G, Maunsell E, Coyle D, Folkes A, et al.
Evaluating survivorship care plans: Results of a randomized, clinical
trial of patients with breast cancer. J Clin Oncol 2011;29(36):4755-62

Land Canada

Design RCT

Intervention in
the experiment
group

In addition to the management of the control group, the intervention
group received a comprehensive survivorship care plan (SCP) that con-
sisted of a personalized treatment summary, a patient version of the Ca-
nadian national follow-up guideline, a summary table of the guideline
that served as a reminder system, a resource kit tailored to the patient’s
need on available supportive care resources. These documents were
compiled in a binder and were reviewed with the patient during a 30-
minut educational session with a nurse, who also made an explicit
statement that follow-up care was now the responsibility of the PCP and
that the access to the oncologist was available when needed. These doc-
uments were also sent to the patient’s PCP together with the full follow-
up guideline, a user-friendly summary version, and a remainder table.

Intervention in
the control group

All routine follow-up care was transferred to the patient’s own PCP. All
cancer specialists agreed to the transfer. Patients had a standard dis-
charge visit with the oncologist, and a discharge letter was sent to the
PCP. There was an instruction to PCPs to refer patients back to the on-
cologist if a recurrence or new primary cancer developed and an instruc-
tion both to patients and PCPs to schedule the first follow-up visit in
approx. 3 months. Patients were able to access any supportive care ser-
vices available at the cancer center according to usual procedures.

Patient group Patients with breast cancer

Participants Patients enrolled through nine tertiary care cancer centers throughout
Canada, between April 2007 and July 2009.

Number of par- 408, 208 in intervention group, 200 in control group

ticipants

Follow-up 2 years

Representative Oncology ward

for the hospital

Representative PCP

for the communi-

ty services

The cooperation

A comprehensive survivorship care plan (SCP) that consisted of a per-
sonalized treatment summary, a patient version of the Canadian nation-
al follow-up guideline, a summary table of the guideline that served as a
reminder system, a resource kit tailored to the patient’s need on availa-
ble supportive care resources was given to the patient was sent to the
patient’s PCP together with a full follow-up guideline, a user-friendly
summary version, and a reminder table.

Outcome Patient reported outcomes as cancer-specific distress, general psycho-
logical distress, health-related quality of life, satisfaction.
Results See appendix 3, table 16.

Intention of the
study

To determine if an SCP for breast cancer survivors who are ready for
transition from oncologist care to follow-up with their own primary care
physician improves patient-reported outcomes.
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Type of interven-

Complex transmission i.e. multielement intervention of transmission of

tion various types of information
Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence Yes Eligible patients were allocated according to a pre-
generation? scribed computer-generated center and stratum-
specific randomization schedule.
Allocation con- Yes Concealed allocation was performed by contacting
cealment? the trial coordination center of the Ontario Clinical
Oncology Group by telephone.
Blinding? (patient re- Yes Those collecting outcome data remained blinded to
lated outcomes) the treatment allocation group.
Blinding? (Services No No description given.
provide and resource
utilization)
Incomplete outcome Yes
data addressed?
Free of selective report- | Yes
ing?
Free of other bias? Yes
Were the study groups | Yes There were no statistically significant or clinically
comparable at base- important between-group differences on total
line? scores, subscale scores or change scores.
Adjusted analysis Yes
where appropriate?

Tabell 22. Ekstraksjonstabell for Guadagnoli 2004.

Reference Guadagnoli E, Normand S-L, DiSalvo TG, Palmer RH, McNeil BJ. Ef-
fects of treatment recommendations and specialist intervention on care
provided by primary care physicians to patients with myocardial infarc-
tion or heart failure. Am J Med 2004;117(6):371-9.

Land USA

Design RCT

Intervention in
the experiment
group

A letter sent to the primary care physician following the patient’s dis-
charge from the hospital, in addition to a condition-specific card that
listed each treatment recommendation, the clinical rationale, and asso-
ciated references. The letter, which was signed by the Associate Medical
Director of the health plan or by a cardiology specialist from each hospi-
tal associated with the quality improvement organization, mentioned
the patient by name, indicated that the patient was recently discharged
from the hospital with a diagnosis of myocardial infarction or heart fail-
ure, and suggested that the physician follow any recommendations that
were applicable to the patient.

Intervention in
the control group

Physicians did not receive the materials sent as the intervention.

Patient group Patients with myocardial infarction or heart failure

Participants Patients discharged from five hospitals located in a metropolitan area in
the Midwest between September 1, 1999 and January 30, 2001.

Number of par- 509 eligible myocardial infarction patients, of whom 232 were cared for

ticipants by 184 primary care physicians and 277 were cared for by 210 physicians
in the control group

Follow-up 6 months

Representative Ward (Associate Medical Director of the health plan or a cardiology spe-

for the hospital cialist)

Representative Primary care physician

for the communi-
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ty services

The cooperation

A letter sent to the primary care physician

Outcome Conformance to recommendations.

Results See appendix 3, table 17.

Intention of the To assess the effectiveness of practice recommendations in improving
study the quality of care provided by primary care physicians to patients with

myocardial infarction or heart failure following discharge from the hos-
pital.

Type of interven-
tion

Simple transmission i.e. one-element intervention of transmission of
various types of information

Risk of bias Unclear
Item Authors’ Description
judgment

Adequate sequence Yes A computerized random-number generator was used

generation? to assign each physician to either the intervention of
the control group.

Allocation con- Unclear Although the intervention was assigned to the primary

cealment? care physician, the majority of physicians in the study
treated a single patient, effectively making the patient
the experimental unit.

Blinding? (patient Unclear No description given.

related outcomes)

Blinding? (Services Unclear No description given.

provide and resource

utilization)

Incomplete outcome | Yes

data addressed?

Free of selectivere- | Yes

porting?

Free of other bias? Yes

Were the study Yes

groups comparable

at baseline?

Adjusted analysis Yes

where appropriate?

Tabell 23. Ekstraksjonstabell for Haggmark 1997.

Reference Haggmark C, Nilsson B. Effects of an intervention programme for im-
proved discharge-planning. Nordic Journal of Nursing Research & Clin-
ical Studies / Véard i Norden 1997 Jun;17(2):4-8.

Land Sweden

Design Clinical controlled trial

Intervention in
the experiment
group

The district nurse and the GP received a copy of the medical record at
second treatment. The district nurse received information by telephone
about the patient’s disease and treatment. Finally, the district nurse and
the GP were invited to visit the patient at the hospital before the dis-
charge at the patient’s third treatment at the hospital. At the visit at the
hospital, the district nurse and the GP received further information from
the nurse and the doctor in the ward about the patient’s disease and
treatment. The district nurse and GP received written and oral infor-
mation about the oncology consulting team.

Intervention in
the control group

Routine care. The oncological ward had made no attempt to improve the
communication with the district nurses and the GPs.

Patient group

Oncology patients

Participants

Seventy-one patients were invited during the period January to Decem-
ber 1991

Number of par-

56 (79%), 28 in the intervention group, 24 in the control group

124




ticipants

Follow-up Unclear

Representative Nurse and doctor at ward
for the hospital

Representative District nurse and GP

for the communi-

ty services

The cooperation

The district nurse and the GP received a copy of the medical record at
second treatment. The district nurse received information by telephone
about the patient’s disease and treatment. Finally, the district nurse and
the GP were invited to visit the patient at the hospital before the dis-
charge at the patient’s third treatment at the hospital. At the visit at the
hospital, the district nurse and the GP received further information from
the nurse and the doctor in the ward about the patient’s disease and
treatment. The district nurse and GP received written and oral infor-
mation about the oncology consulting team.

Outcome Re-admission from home in the break before the next treatment at the
hospital, problems causing re-admission
Results See appendix 3, table 18.

Intention of the
study

Will an intervention program for improved discharge-planning for dis-
trict nurses and GPs reduce the frequency of readmissions, problems
causing readmissions and treatments prescribed to solve the problems
at readmissions?

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias High
Item Authors’ Description
judgment

Adequate sequence generation? No No description of how the two
groups were made.

Allocation concealment? No No description of how the groups
were kept apart.

Blinding? (patient related outcomes) | No No comments

Blinding? (Services provide and re- | No No comments

source utilization)

Incomplete outcome data ad- Yes

dressed?

Free of selective reporting? Yes

Free of other bias? Yes

Were the study groups comparable Yes

at baseline?

Adjusted analysis where appro- N.a.

priate?

Tabell 24. Ekstraksjonstabell for Hansen FR 1994.

Reference Hansen FR, Spedtsberg K, Schroll M. Follow-up home visits to elderly
patients after hospitalization. A randomized controlled study. Ugeskr
Laeger 1994;156(22):3305-11.

Land Denmark

Design RCT

Intervention in
the experiment
group

Visited on the day after discharge of a district nurse. 14 days later the
patients were visited of their GP in their home. The nurse’s visit was re-
quested by the hospital staff. The GP could after the visit contact the
hospital if necessary or the home help service.

Intervention in
the control group

The present social and medical support.

Patient group

Elderly over 75 years

125




Participants Patients admitted to the hospital in Roskilde between 1.5.1987 and
15.6.1988.

Number of par- 163 in intervention group, 181 in control group

ticipants

Follow-up 1year

Representative Hospital ward

for the hospital

Representative District nurse and GP

for the communi-

ty services

The cooperation

The nurse’s visit was requested by the hospital staff. The GP could after
the visit contact the hospital if necessary or the home help service.

Outcome Number of patients transferred to nursing homes, number of days in an
institution, death and re-admissions.

Results See appendix 3, table 19.

Intention of the To evaluate the effect of follow-up home visits for elderly after dis-

study charge.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias High
Item Authors’ Description
judgment
Adequate sequence genera- Unclear Patients with uneven and even date of
tion? birth were randomized in two groups.
Allocation concealment? Unclear No description given.
Blinding? (patient related out- | Unclear No description given.
comes)
Blinding? (Services provide No The PCP’s visit in the home happened due
and resource utilization) to request added to the epicrisis.
Incomplete outcome data ad- | Yes
dressed?
Free of selective reporting? Yes
Free of other bias? Yes
Were the study groups compa- | Yes
rable at baseline?
Adjusted analysis where ap- Unclear
propriate?

Tabell 25. Ekstraksjonstabell for Hansen R 1990.

Reference Hansen R. Social intervention at discharge. Cooperation between a hos-
pital department, general practice and the social sector. Ugeskr Laeger
1990;152(35):2506-10.

Land Denmark

Design Clinical controlled trial

Intervention in
the experiment
group

Visit within 2-3 weeks of discharge, education about level of function,
present offers of technical aids. Offer of cooperation with the GP during
the intervention period. The researcher contacted the community ser-
vices to solve the problems that were registered in the intervention
group.

Intervention in
the control group

Usual discharge. The control group was not contacted before the end of
the investigation.

Patient group Patients with neurological disorders

Participants 100 consecutive patients aged 25-75 and discharged from neuromedical
inpatient department between April 1987 and October 1987.

Number of par- 100, 50 in each group

ticipants

Follow-up 5 months
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Representative Hospital staff

for the hospital

Representative GP

for the communi-

ty services

The cooperation | Offer of cooperation during the intervention period.

Outcome Functional ability, subjective health

Results See appendix 3, table 20.

Intention of the To illustrate the effect of intensive social assistance at and after dis-
study charge from hospital.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Unclear
Item Authors’ Description
judgment
Adequate sequence gen- | Unclear The patients were divided into two groups by
eration? aperson outside the hospital and who did not have
any knowledge to the patients.
Allocation concealment? | Unclear

Blinding? (patient relat- | No

ed outcomes)

They were informed about the study both orally
and in writing,.

Blinding? (Services pro- | No
vide and resource utili-

They were informed about the study both orally
and in writing.

zation)

Incomplete outcome da- | Yes
ta addressed?

Free of selective report- | Yes
ing?

Free of other bias? Yes
Were the study groups Yes
comparable at baseline?
Adjusted analysis where | Yes

appropriate?

Tabell 26. Ekstraksjonstabell for Harrison 2002.

Reference Harrison MB, Browne GB, Roberts J, Tugwell P, Gafni A, Graham ID.
Quality of life of individuals with heart failure: a randomized trial of the
effectiveness of two models of hospital-to-home transition. Med Care.
2002 Apr;40(4):271-82

Land Canada

Design RCT

Intervention in
the experiment
group

Patient in the Transitional Care arm received the standard discharge
planning and care, plus a comprehensive program, adding supports to
improve the transfer from hospital to home. To develop this program,
hospital and community nurses meet to focus on the ‘outreach’ from the
hospital and ‘in-reach’ from the community during the transition. An
intersectoral continuity of care framework guided their efforts in identi-
fying gaps to specifically address supportive care for self-management,
linkages between hospital and home nurses and patients and the bal-
ance of care between the patient and family and professional providers.
The defining characteristics of TC were use of a structured, comprehen-
sive, evidence-based protocol for counseling and education for heart
failure self management, plus addition and planned linkages to support
individuals in taking charge of aspects of their care.

Intervention in
the control group

Completion of medical history, nursing assessment form, and, in ideal
circumstances within 24 hours of hospital admission, a multidiscipli-
nary discharge plan. Weekly discharge planning meetings further identi-
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fy patient needs. A regional home care coordinator consults with the
hospital team as required and may meet directly with patients and fami-
lies. Immediately before discharge, a physician completes a referral for
home care, and necessary services and supplies are communicated to
the home nursing agency.

Patient group Patients with congestive heart failure

Participants Patients with congestive heart failure admitted to two general medical
units of large urban teaching hospital in Ottawa during the period June
1996-January 1998

Number of par- 192, 100 to the control group and 92 to the intervention group

ticipants

Follow-up 6 and 12 weeks

Representative Hospital nurses

for the hospital

Representative Community nurses

for the communi-

ty services

The cooperation

Meeting to focus on the ‘outreach’ from the hospital and ‘in-reach’ from
the community

Outcome Health-related quality of life, symptom distress and function, quality of
life, number of emergency room visits
Results See appendix 3, table 21.

Intention of the
study

To evaluate whether the use of usual providers, and a reorganization of
discharge planning and transition care with improved intersector link-
ages between nurses could improve quality of life and health services
utilization for individual admitted to hospital with heart failure.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Unclear
Item Authors’ Description
judgment

Adequate sequence Yes Using a computer-generated schedule

generation?

Allocation con- Yes Neither the patients, nor the members of the study

cealment? team, were aware of treatment assignment until after
randomization.

Blinding? (patient Unclear Two nurse research coordinators, reporting through

related outcomes) the Clinical Epidemiology Unit, managed this trial.
They wore research ID to avoid being mistaken for
clinical nursing staff.

Blinding? (Services No No description given.

provide and resource

utilization)

Incomplete outcome | Yes

data addressed?

Free of selective re- Yes

porting?

Free of other bias? Yes

Were the study Yes

groups comparable at

baseline?

Adjusted analysis Yes

where appropriate?

Tabell 27. Ekstraksjonstabell for Hendriksen 1989 b.

Reference

Hendriksen C, Stromgard E, Sorensen KH. Cooperation concerning ad-
mission to and discharge of elderly people from the hospital. 1. The co-
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ordinated contributions of home care personnel. Ugeskr Laeger
1989;151(24):1531-4

Land

Denmark

Design

RCT

Intervention in
the experiment

group

The project nurse had daily contact with patients and hospital staff. The
nurse should if necessary find information from community care team
and GP about the situation before admission, cooperate with the hospi-
tal staff with regards to discharge, coordinating possible supportive
measures in the patient’s home, visit the patient in his home immedi-
ately after discharge to ensure continuity in care and treatment, if neces-
sary revisit.

Intervention in
the control group

Usual procedures

Patient group Elderly persons

Participants Hospitalized patients of 65 years and over from the Municipality of
Rodovre between February and August 1986.

Number of par- 273, 135 in the intervention group and 138 in the control group.

ticipants

Follow-up At discharge

Representative Project nurse

for the hospital

Representative Relevant community services

for the communi-

ty services

The cooperation

Make contact with relevant persons outside hospital to secure enough
help after discharge

Outcome Subjective health and activities of daily living.

Results See appendix 3, table 22.

Intention of the Evaluate the consequences of the contributions by the health visitor.
study

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias High

Item Authors’ judgment | Description
Adequate sequence generation? Unclear No description
Allocation concealment? Unclear No description
Blinding? (patient related outcomes) Unclear No description

Blinding? (Services provide and resource utilization) | No

Incomplete outcome data addressed? Unclear No description
Free of selective reporting? Yes

Free of other bias? Yes

Were the study groups comparable at baseline? Yes

Adjusted analysis where appropriate? Unclear

Tabell 28. Ekstraksjonstabell for Hendriksen 1989 a.

Reference Hendriksen C, Stromgard E. Cooperation concerning admission to and
discharge of elderly people from the hospital. 2. The course 1 year after
discharge. Ugeskr Laeger 1989;151(24):1534-6

Land Denmark

Design RCT

Intervention in
the experiment
group

The project nurse had daily contact with patients and hospital staff. The
nurse should if necessary find information from community care team
and GP about the situation before admission, cooperate with the hospi-
tal staff with regards to discharge, coordinating possible supportive
measures in the patient’s home, visit the patient in his home immedi-
ately after discharge to ensure continuity in care and treatment, if neces-
sary revisit.
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Intervention in
the control group

Usual procedures

Patient group Elderly persons

Participants Hospitalized patients of 65 years and over from the Municipality of
Radovre between February and August 1986.

Number of par- 250, 125 in the intervention group and 125 in the control group.

ticipants

Follow-up 1 year

Representative Project nurse

for the hospital

Representative Relevant community services

for the communi-

ty services

The cooperation

Make contact with relevant persons outside hospital to secure enough
help after discharge

Outcome Death, readmissions

Results See appendix 3, table 22.

Intention of the Evaluate the consequences of the contributions by the health visitor.
study

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias High
Item Authors’ Description
judgment
Adequate sequence gen- | Unclear No description given
eration?
Allocation con- Unclear No description given.
cealment?
Blinding? (patient re- | Unclear Going through the medical record after
lated outcomes) dischargeinformation was collected on diagnostic
procedures among paritients in both groups.
Blinding? (Services No No description given.
provide and resource
utilization)
Incomplete outcome Yes
data addressed?
Free of selective re- Yes
porting?
Free of other bias? Yes
Were the study groups | Yes
comparable at base-
line?
Adjusted analysis Unclear
where appropriate?

Tabell 29. Ekstraksjonstabell for Indredavik 2000.

Reference Indredavik B, Fjaertoft H, Ekeberg G, Loge AD, Morch B. Benefit of an
extended stroke unit service with early supported discharge: A random-
ized, controlled trial. Stroke 2000;31(12):2989-94.

Land Norway

Design RCT

Intervention in
the experiment
group

The treatment similar to the control group combined with service from a
mobile team that offers early supported discharge and coordinates fur-
ther rehabilitation and follow-up system in close cooperation with the
primary health team. As soon as the patient was randomized to the ex-
tended service, the team was contacted and one of the team members
started collecting basic information. At the same time the primary
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health care system was informed about the patient. A visit at home was
usually performed as soon as the medical condition of the patient al-
lowed, to assess the home environment, to define the goals of further
rehabilitation ant to make a plan for follow-up together with the family
and the primary health care providers.

Intervention in
the control group

Treatment in a combined acute and rehabilitation stroke unit and fur-
ther follow-up organized by rehabilitation clinics and/or the primary
health care system

Patient group Patients with stroke

Participants During a period of 24 months after March 1, 1995, acute stroke patients
from the city of Trondheim were screened.

Number of par- 320, 160 in each group

ticipants

Follow-up 6 and 26 weeks

Representative Mobile team

for the hospital

Representative Primary healthcare system

for the communi-

ty services

The cooperation

Close cooperation between the stroke unit and the primary healthcare
system

Outcome Independent in activities of daily living (Barthel Index), global inde-
pendency (Rankin Scale), death and length of stay in institutions.
Results See appendix 3, table 23.

Intention of the
study

Do stroke patients who received extended stroke unit service with early
supported discharge have improved outcomes compared with stroke
patients who receive ordinary stroke unit service?

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence Yes The randomization was carried out in permuted
generation? blocks with random number tables provided in
sealed opaque numbered envelopes.
Allocation con- Yes
cealment?
Blinding? (patient re- Yes All assessments were blinded as far as possible in

lated outcomes)

such a trial

Blinding? (Services
provide and resource

No As soon as the patient was randomized to the ex-
tended service, the team was contacted.

utilization)

Incomplete outcome Yes
data addressed?

Free of selective report- | Yes
ing?

Free of other bias? Yes
Were the study groups | Yes
comparable at baseline?
Adjusted analysis where | Yes

appropriate?

Tabell 30. Ekstraksjonstabell for Jack 2009.

Reference

Jack BW, Chetty VK, Anthony D, Greenwald JL, Sanchez GM, Johnson
AE, Forsythe SR, O'Donnell JK, Paasche-Orlow MK, Manasseh C, Mar-
tin S, Culpepper L. A reengineered hospital discharge program to de-
crease rehospitalization: a randomized trial. Ann Intern Med. 2009 Feb
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3;150(3):178-87.

Land

USA

Design

RCT

Intervention in
the experiment
group

The nurse discharge advocates (DA) were trained using a manual con-
taining detailed scripts, observation of relevant clinical interaction, and
simulated practice sessions. The primary goals of the DA were to coor-
dinate the discharge plan with the hospital team and educate and pre-
pare the participant for discharge. At admission the DA completed the 9
components according to the intervention. With information from the
hospital team and the participant, the DA created the after-hospital care
plan.

Intervention in
the control group

Usual care, no further intervention.

Patient group General medical service

Participants Patients 18 year or older admitted to the medical teaching service of
Boston Medical Center from 3 January 2006 to 18 October 2007

Number of par- 749, 376 in usual care group and 373 in the intervention group.

ticipants

Follow-up 30 days

Representative Nurse discharge advocate

for the hospital

Representative PCP

for the communi-

ty services

The cooperation

The DA created the after-hospital care plan which contained medical
provider contact information, dates for appointments and tests. The
pharmacist telephoned the participants 2 to 4 days after discharge to
identify medication related problems and communicated found these to
the PCP or discharge advocate.

Outcome Hospital utilization, the total number of ED visits and readmission per
participant. Self-reported preparedness for discharge, rate of primary
care follow-up visits, knowledge of discharge diagnosis.

Results See appendix 3, table 24.

Intention of the
study

To evaluate the effect of implementing reengineered discharge among
patients admitted to general medical services/test the effects of an inter-
vention designed to minimize hospital utilization after discharge.

Type of interven-

tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias High
Item Authors’ Description
judgment

Adequate sequence Unclear Last names of potential participants were ranked by

generation? using a random-number sequence to determine the
order in which to approach patients.

Allocation con- No This process continued until 2 participants were en-

cealment? rolled each day of the week (or 3 participants if the
first 2 participants were randomly assigned to the
usual care group)

Blinding? (patient Yes Research staff doing follow-up telephone calls and re-

related outcomes) viewing hospital records were blinded to study group
assignment.

Blinding? (Services No No description given.

provide and resource

utilization)

Incomplete outcome | Yes

data addressed?

Free of selective re- Yes

porting?

Free of other bias? Yes
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Were the study Yes Baseline demographic and clinical characteristics
groups comparable at were similar across study groups.

baseline?

Adjusted analysis Yes

where appropriate?

Tabell 31. Ekstraksjonstabell for Lampen-Smith 2012.

Reference Lampen-Smith A, Young J, O'Rourke MA, Balram A, Inns S. Blinded
randomised controlled study of the effect of a discharge communication
template on proton pump inhibitor prescribing. The New Zealand medi-
cal journal 2012;125(1350):30-6.

Land New Zealand

Design RCT

Intervention in
the experiment
group

Discharge letter with instructions to the GP concerning the review of
Proton Pump Inhibitor (PPI) depending on PPI indication. Instructions
were aligned to the NZGG Guidelines.

Intervention in
the control group

Discharge summary completed as per usual practice, no specific PPI
template completed.

Patient group Patients with acid-related gastrointestinal disorder, who had a PPI pre-
viously prescribed

Participants Patients recruited at Hutt Hospital, Lower Hutt, New Zealand from Feb-
ruary 2009 to February 2010.

Number of par- 51, 25 in intervention group and 26 in the control group.

ticipants

Follow-up 3-6 months

Representative Hospital medical staff

for the hospital

Representative GP

for the communi-

ty services

The cooperation

Discharge letter with instructions to the GP concerning the review of
Proton Pump Inhibitor (PPI) depending on PPI indication.

Outcome

PPI therapy in accordance with the guidelines

Results

See appendix 3, table 25.

Intention of the
study

To evaluate whether the use of an electronic tool with compulsory fields
incorporated into an existing electronic discharge form could increase
the number of patient that have PPI therapy stopped or reviewed follow-
ing hospital discharge in accordance with the NZGG guidelines.

Type of interven-
tion

Simple transmission i.e. one-element intervention of transmission of
various types of information

Risk of bias High

Item Authors’ Description
judgment

Adequate sequence generation? Unclear No description

Allocation concealment? Unclear No description

Blinding? (patient related out- No The study pharmacist reviewed the

comes) GPs medical notes.

Blinding? (Services provide andre- | No No description given.

source utilization)

Incomplete outcome data ad- Yes

dressed?

Free of selective reporting? Yes

Free of other bias? Yes

Were the study groups compara- | Yes

ble at baseline?

Adjusted analysis where appropri- | Yes

ate?
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Tabell 32. Ekstraksjonstabell for Laramee 2003.

Reference Laramee AS, Levinsky SK, Sargent J, Ross R, Callas P. Case manage-
ment in a heterogeneous congestive heart failure population: a random-
ized controlled trial. Arch Intern Med. 2003 Apr 14;163(7):809-17.

Land USA

Design RCT

Intervention in
the experiment
group

The intervention consisted of 4 major components: early discharge
planning, patient and family CHF education, 12 weeks of telephone fol-
low-up and promotion of optimal CHF medications. The case manager
(CM) assisted in the coordination of care by facilitating the discharge
plan and obtaining needed consultations from social services, dietary
services, physical therapy/occupational therapy, arranged for attrition
services or support when returned home. The CM also facilitated com-
munication in the hospital among the patient and family, attending phy-
sician, cardiology team, other medical care practitioners, documenting
patient needs, submitting progress report to the primary care physician,
involving the patient and family in developing the plan of care, collabo-
rating with the home health agencies and providing informational and
emotional support to the patient and family. After the patient was dis-
charged from the hospital a letter was sent to the PCP and/or the re-
sponsible physician.

Intervention in
the control group

Standard care, typical of a tertiary care hospital, and all conventional
treatments requested by the attending physician. 25% received social
service evaluation, 15% dietary consultation, 17% PT/OT, 44% home
care service.

Patient group Patients with congestive heart failure

Participants Patients admitted to a tertiary care hospital with a primary or secondary
diagnosis of CHF From July 5, 1999 through April 30, 2001.

Number of par- 287

ticipants

Follow-up 90 days

Representative Case Manager, a nurse

for the hospital

Representative Home health agencies, social services and GP

for the communi-

ty services

The cooperation

The CM obtained needed consultation from social services. After the
patient was discharged from the hospital a letter was sent to the PCP.

Outcome All-cause readmission. Adherence to the treatment plan, patient satis-
faction, overall costs of medical care.

Results See appendix 3, table 26.

Intention of the To test the effect of hospital-based nurse case management on readmis-

study sion rate in this population.

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias Unclear

Item Authors’ Description
judgment

Adequate sequence genera- Unclear No description

tion?

Allocation concealment? Unclear No description

Blinding? (patient related out- | Unclear No description

comes)

Blinding? (Services provide Unclear No description

and resource utilization)

Incomplete outcome data ad- | Yes
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dressed?

Free of selective reporting? Yes

Free of other bias? Yes

Were the study groups com- Yes The intervention group slightly poorer
parable at baseline? health with more prior CHF admissions.
Adjusted analysis where ap- Yes

propriate?

Tabell 33. Ekstraksjonstabell for Legrain 2011.

Reference

Legrain S, Tubach F, Bonnet-Zamponi D, Lemaire A, Aquino J-P,
Paillaud E, et al. A new multimodal geriatric discharge-planning inter-
vention to prevent emergency visits and rehospitalizations of older
adults: The optimization of medication in AGEd multicenter random-
ized controllled trial. J Am Geriatr Soc 2011;59(11):2017-28.

Land

France

Design

RCT

Intervention in
the experiment
group

The intervention targeted three risk factors for preventable readmis-
sions, comprehensive chronic medication review, education on self-
management of disease, detailed transition-of-care communication with
outpatient health professionals. Each of the three risk factors consists of
several elements.

Intervention in
the control group

Standard care from the usual geriatrician at the unit without any in-
volvement of the intervention-dedicated geriatricians.

Patient group Individuals aged 70 and older.

Participants Five university-affiliated hospitals and one private clinic in Paris and its
surroundings from April 2007 to October 2008.

Number of par- 665, 317 in the intervention group and 348 in the control group.

ticipants

Follow-up 6 months

Representative Intervention-dedicated geriatricians

for the hospital

Representative GP

for the communi-

ty services

The cooperation

Healthcare professionals, in particular GPs, were contacted after the
participant’s admission, as soon as changes in chronic treatment were
considered, to obtain their agreement with the considered changes. At
discharge, GP’s simultaneously received the medical report from the
usual geriatrician at the unit and a brief report the intervention-
dedicated geriatricians wrote.

Outcome

Emergency hospitalization and ED visits.

Results

See appendix 3, table 27.

Intention of the
study

To determine whether a new multimodal comprehensive discharge-
planning intervention of transitional care would reduce emergency
rehospitalizations and ED visits.

Type of interven-

tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence Yes The double-consent version of a Zelen randomized
generation? consent design was used.
Allocation con- Yes Concealment was achieved using a computer-
cealment? generated randomization scheme and a centralized
randomization facsimile service in the trial organiza-
tion center.
Blinding? (patient Yes Administrative data for emergency hospitalizations of
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related outcomes)

ED visits

Blinding? (Services
provide and resource
utilization)

No

The intervention-dedicated geriatricians could not be
blinded to group assignment

Incomplete outcome
data addressed?

Yes

Free of selective re-
porting?

Yes

Free of other bias?

Yes

Were the study
groups comparable at

Yes

The two groups did not differ in median duration be-
tween randomization and discharge or in terms of

baseline?

discharge modalities.

Adjusted analysis

where appropriate?

Yes

Tabell 34. Ekstraksjonstabell for Lim 2003.

Reference Lim WK, Lambert SF, Gray LC. Effectiveness of case management and
post-acute services in older people after hospital discharge. Med J Aust
2003;178(6):262-6.

Land Australia

Design RCT

Intervention in
the experiment
group

Post-Acute Care (PAC ) coordinators were hospital-based staff with al-
lied health or nursing backgrounds, who assessed patients and helped
develop a discharge plan. Although this process was similar in approach
to usual practice, PAC coordinators provided considerably more time
and expertise than usually available. They also provided short-term case
management, including, telephone follow-up as required, availability to
patients in the event of a crisis, liason with service providers, local coun-
cils and nursing agencies, coordination of service provision and ensur-
ing adequate referral before discharge from the PAC program to councils
or community health centres.

Intervention in
the control group

Usual hospital discharge planning, provided by ward nursing staff and
the social work department. Services were typically limited to several
nursing visits per week, as well as community services, such as delivered
meals and housekeeping support.

Patient group Geriatric patients 65 years or older

Participants Four university-affiliated metropolitan general hospitals in Victoria be-
tween August 1998 and April 2000.

Number of par- 598, 311 in the PAC group and 287 in the control group

ticipants

Follow-up 6 months

Representative PAC coordinator

for the hospital

Representative Local councils and nursing agencies

for the communi-

ty services

The cooperation | Coordination of service provision

Outcome Primary outcome: hospital readmissions within six months; Secondary
outcomes: quality of life, carer stress, mortality, , use of community ser-
vices, community and hospital costs.

Results See appendix 3, table 28.

Intention of the To evaluate the benefits of the Post-Acute Care program in patients aged

study 65 years and over discharged from hospital.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias

Low

Item

Authors’ Description
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judgment

Adequate sequence Yes Patients were randomly allocated by computer-

generation? generated numbers. These were provided in sequen-
tially numbered, sealed envelopes which were opened
after baseline interviews.

Allocation con- Yes

cealment?

Blinding? (patient Yes Research staff who administered questionnaire and

related outcomes) assessed outcomes were blinded to patient allocation.

Blinding? (Services No No description given.

provide and resource

utilization)

Incomplete outcome | Yes

data addressed?

Free of selective re- Yes

porting?

Free of other bias? Yes

Were the study Yes

groups comparable

at baseline?

Adjusted analysis Yes

where appropriate?

Tabell 35. Ekstraksjonstabell for Marks 1999.

Reference Marks MK, Hynson JL, Karabatsos G. Asthma: Communication between
hospital and general practitioners. J Paediatr Child Health
1999;35(3):251-4.

Land Australia

Design RCT

Intervention in
the experiment
group

In addition to standard hospital discharge planning, GPs of the inter-
vention patients were telephoned by one of the investigators, at or be-
fore the time of discharge, with details of the patients’ admission and
planned follow-up. An appointment was made at this time for the pa-
tients to attend their GP within 2 weeks of discharge. Before leaving the
hospital, patients were provided with the following information: indi-
vidual easy-to-read treatment order, individual easy-to-read asthma
action plans, two standard patient asthma education booklets, an ap-
pointment to see their GP within 2 weeks.

Intervention in
the control group

Standard hospital discharge planning with its associated level of com-
munication with the GP. Current practice dictates that patients receive a
brief, handwritten summary for their local doctor, an information pack-
age for parents, and an asthma action plan. A typed version of the dis-
charge summary is the forwarded to the patient’s GP if his or her details
have been recorded.

Patient group Paediatric asthma patients

Participants Patients enrolled at the Royal Children’s Hospital, Melbourne from Sep-
tember 1996 to February 1997.

Number of par- 60, 30 in each group

ticipants

Follow-up 3 weeks, 3 months

Representative Investigator

for the hospital

Representative GP

for the communi-

ty services

The cooperation

GP were telephoned by one of the investigators at or before the time of
discharge, with details of the patients’ admission and planned follow-up.

Outcome

GPs satisfaction with communication provided by the hospital. Parental
satisfaction with the perceived standard of communication between the
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hospital and their GP and the effects on patient care. Morbidity, ie fre-
quency and severity of asthma symptoms, interference with daily activi-
ties, school absenteeism, bronchodilator usage, ED visits and hospital

readmissions.
Results See appendix 3, table 29.
Intention of the To test if efforts to actively involve GPs in the post discharge care of
study paediatrics asthmatic patients would improve their satisfaction with the

communication provided by the hospital.

Type of interven-

Complex transmission i.e. multielement intervention of transmission of

tion various types of information
Risk of bias High
Item Authors’ judg- | Description
ment
Adequate sequence generation? Unclear No description
Allocation concealment? Unclear No description
Blinding? (patient related outcomes) Yes Questionnaires with structured
questions
Blinding? (Services provide and re- No No description given.
source utilization)
Incomplete outcome data addressed? Yes
Free of selective reporting? Yes
Free of other bias? Yes
Were the study groups comparable at Yes
baseline?
Adjusted analysis where appropriate? | Yes

Tabell 36. Ekstraksjonstabell for Martin 1994.

Reference Martin F, Oyewole A, Moloney A. A randomized controlled trial of a high
support hospital discharge team for elderly people. Age Ageing
1994;23(3):228-34.

Land UK

Design RCT

Intervention in
the experiment
group

The ward teams and the Home Treatment Team (HTT) nurse manager
prepared a care plan for each patient, frequently using a domiciliary visit
to identify the objectives for rehabilitation at home. Discharge generally
took place within 1 week of referral. The HTT worker visited the patient
up to thrice daily for 6 weeks. Tasks performed included personal care
and domestic assistance excluding tasks generally requiring a registered
nurse. The visits took place between 08 h and 21 h. No night service was
available. Progress was reviewed weekly. The team withdrew at 6 weeks
or earlier if the patient could then manage with conventional community
services. Patients with medical problems turned initially to their GP,
although the team also had ease access to the hospital Elderly Care Unit
if necessary.

Intervention in
the control group

Appropriate conventional community services

Patient group Geriatric patients

Participants Patients, 43% over 75 years of age, judged to be at particular risk of fail-
ing to resettle after hospital discharge of elderly patients, from June
1989 to February 1990.

Number of par- 29 receiving Home Treatment Team (HTT) and 25 controls

ticipants

Follow-up 6 weeks, 12 weeks, 12 months from randomization

Representative Ward team

for the hospital

Representative A HTT team comprised a Nurse Manager (a qualified district nurse) and

for the communi-

ten unqualified health care assistants, trained to perform the tasks usu-
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ty services

ally associated with the roles of auxiliary nurse, home help and therapy
aide.

The cooperation

The ward teams and the HTT nurse manager prepared a care plan for
each patient

Outcome The patient’s place of residence at 6 weeks, 12 weeks and 12 months,
rates of hospital readmission and number of days spent in hospital and
at home during 12 weeks and 12 months.

Results See appendix 3, table 30.

Intention of the
study

The Home Treatment Team (HTT), a hospital discharge team for elderly
patients, was created to provide practical help and promote independ-
ence of patients at home for up to 6 weeks after hospital discharge.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias High
Item Authors’ Description
judgment
Adequate sequence Unclear Using a sequence of randomly numbered sealed
generation? envelopes arranged in blocks of 20.
Allocation con- Unclear No description
cealment?

Blinding? (patient re- No

lated outcomes)

One researcher collected the initial data and car-
ried out all assessments. She could not remain
blind to the treatment group of the patients.

Blinding? (Services
provide and resource

No One researcher collected the initial data and car-
ried out all assessments. She could not remain

utilization) blind to the treatment group of the patients.
Incomplete outcome No No description given.

data addressed?

Free of selective report- | Yes

ing?

Free of other bias? Yes

Were the study groups | Yes

comparable at base-

line?

Adjusted analysis No

where appropriate?

Tabell 37. Ekstraksjonstabell for McCusker 2001.

Reference McCusker J, Verdon J, Tousignant P, de Courval LP, Dendukuri N,
Belzile E. Rapid emergency department intervention for older people
reduces risk of functional decline: results of a multicenter randomized
trial. J Am Geriatr Soc. 2001 Oct;49(10):1272-81.

Land Canada

Design RCT

Intervention in
the experiment
group

Brief, standardized geriatric nursing assessment, which included physi-
cal and mental function, medical status, and relevant social factors. A
panel of experts in geriatric medicine, nursing and social work reviewed
the checklist and assessment procedures. After completing the assess-
ment, the intervention nurses consulted with hospital ED and geriatric
staff and made referrals to the primary physician, the local community
health center, the geriatric outpatient clinic, and other community ser-
vices. The patient’s primary physician and community health center
were routinely notified that the patient had been assessed. The nurses
conducted limited follow-up after the ED visit to help ensure that ap-
pointments and services were provided.

Intervention in
the control group

Usual care
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Patient group 65 years and older

Participants From September 14 1998 to April 1, 1999, in four university-affiliated
Montreal hospitals.

Number of par- 388, 147 to the intervention group and 210 to the control group.

ticipants

Follow-up 1 and 4 months

Representative Intervention nurse

for the hospital

Representative Community services and primary physician

for the communi-

ty services

The cooperation

After completing the assessment, the intervention nurses consulted with
hospital ED and geriatric staff and med referrals to the primary physi-
cian, the local community health center, the geriatric outpatient clinic,
and other community services.

Outcome

Change in functional status and depression, satisfaction with care

Results

See appendix 3, table 31.

Intention of the
study

To determine the effectiveness of the intervention on reducing function-
al decline and depressive symptoms in the patient 4 months after the ED
visit.

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias High
Item Authors’ Description
judgment

Adequate sequence Unclear Patients were randomized to the intervention of usual

generation? care group by day of recruitment. Patients recruited on
days when intervention nurse was absent, were re-
cruited into the control group.

Allocation con- Unclear RA did not inform ED staff which patients were re-

cealment? cruited into the study.

Blinding? (patient No In 19% of the cases, the same research assistant who

related outcomes) had enrolled the patient conducted the follow-up in-
terviews.

Blinding? (Services No Intervention nurses coordinated the intervention with

provide and resource other ED staff, who were therefore aware of certain

utilization) intervention group patients.

Incomplete outcome | Yes

data addressed?

Free of selectivere- | Yes Interaction analysis was performed to identify possible

porting? groups with a different outcome.

Free of other bias? Yes

Were the study Yes

groups comparable

at baseline?

Adjusted analysis Yes

where appropriate?

Tabell 38. Ekstraksjonstabell for McInnes 1999.

Reference MclInnes E, Mira M, Atkin N, Kennedy P, Cullen J. Can GP input into
discharge planning result in better outcomes for the frail aged: Results
from a randomized controlled trial. Fam Pract 1999;16(3):289-93.

Land Australia

Design RCT

Intervention in GPs were invited by the geriatrician to make a pre-discharge visit. Visits

the experiment usually took place approximately 1-5 days after contact with the geriatri-

group cian. A consultation sheet was issued requesting written information
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from the GP specific to the individual patient. The GP was able to talk to
medical and allied health staff if required, had access to the patient’s
medical notes and was able to see the patient.

Intervention in
the control group

Standard discharge planning.

Patient group Geriatric patients (> 60 years)

Participants Patient admitted to the geriatric units of a district hospital and a teach-
ing hospital between October 1994 and June 1996. Mean years 81.

Number of par- 364 patients, 205 in test group, 159 in control group

ticipants

Follow-up 6, 12 and 26 weeks

Representative Geriatrician

for the hospital

Representative GP

for the communi-

ty services

The cooperation | GPs were invited by the geriatrician to make a pre-discharge visit.

Outcome Satisfaction with discharge planning, patients involved in discussion of
their discharge plan while in hospital, their views on how well prepared
their return home was, the usefulness of the GP visit. Readmission rates.

Results See appendix 3, table 32.

Intention of the Evaluate the impact of formal GP input in discharge planning for elderly

study patients.

Type of interven-
tion

Simple planning i.e. one-element intervention of planning of services
while patient still in hospital

Risk of bias Unclear
Item Authors’ Description
judgment
Adequate sequence genera- | Yes A computer-generated sequence of randomization
tion? had previously been generated.
Allocation concealment? | Yes

Blinding? (patient relat- | No

ed outcomes)

Following allocation, it was not possible to con-
ceal group status from hospital staff, patients or
research officers.

Blinding? (Services pro- No No description given.

vide and resource utiliza-

tion)

Incomplete outcome Yes

data addressed?

Free of selective report- | Yes

ing?

Free of other bias? Yes

Were the study groups Yes The groups appeared well matched
comparable at baseline?

Adjusted analysis where | Yes In view of this difference all subsequent analyses

appropriate?

were adjusted.

Tabell 39. Ekstraksjonstabell for Mion 2003.

Reference Mion LC, Palmer RM, Meldon SW, Bass DM, Singer ME, Payne SM,
Lewicki LJ, Drew BL, Connor JT, Campbell JW, Emerman C. Case find-
ing and referral model for emergency department elders: a randomized
clinical trial. Ann Emerg Med. 2003 Jan;41(1):57-68.

Land USA

Design RCT

Intervention in
the experiment
group

In addition to the usual ED care, they received a comprehensive geriat-
ric assessment by an advanced practice nurse specializing in geriatrics.
Information gathered from the standardized assessment and clinical
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judgments were used to identify unmet medical, social or health care
needs that could be addressed by a community or social service agency.
On the basis of the information the advanced practice nurse collaborat-
ed with the participant and caregiver if available, the emergency physi-
cian, nursing personnel and an ED social worker to design a discharge
plan to address unmet needs. Participants were given a choice of agen-
cies; if they agreed, a referral was faxed from the ED to the community
agency to expedite home care services. Discharge summaries were sent
to the participant primary care provider detailing the ED visit, the risen
for the visit.

Intervention in
the control group

Usual and customary ED care. ED recommendations for follow-up care
or use of community agencies were given to participants or their proxies.
Participants were responsible for contacting the suggested community
agency or primary care provider whenever ED personnel recommended
use of community services.

Patient group 65 years or older

Participants Patients admitted the ED of 2 urban, academically affiliated hospitals
from October 1, 1999 through May 15, 2000.

Number of par- 650, 326 in the intervention group, and 324 in the control group

ticipants

Follow-up 30 and 120 days after the index ED visit

Representative An advanced practice nurse

for the hospital

Representative Community agencies for home care services

for the communi-

ty services

The cooperation

A referral was faxed from the ED to the community agency to expedite
home care services. And discharge summaries were sent to the partici-
pant’s primary care provider.

Outcome Subsequent ED visit, hospitalization, nursing home admission. Health
care costs

Results See appendix 3, table 33.

Intention of the To examine the effectiveness of this model of care for community-

study dwelling older ED patients.

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias Low
Item Authors’ Description
judgment
Adequate sequence | Yes The scheme was designed by a biostatistician to ensure
generation? blinded assignment by the research assistants. Block
randomization.
Allocation con- Yes The research assistant notified the advanced practice
cealment? nurse, who was kept unaware of the triage nurses’ risk
status determination.
Blinding? (patient | Yes Data on subsequent use of the ED, hospitalization and
related outcomes) death were obtained through medical record abstraction
Blinding? (Services | Yes All study interviews at baseline and 30 and 120 days
provide and re- were conducted by research assistants who had no role
source utilization) in the intervention.
Incomplete out- Yes Flow diagram containing every participant
come data ad-
dressed?
Free of selective Yes
reporting?
Free of other bias? | Yes
Were the study Yes There was no important difference between groups for
groups comparable activities of daily living and instrumental activities of
at baseline? daily living deficiencies, mean triage levels, proportion of
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each triage category and emergency medical services use.

Adjusted analysis
where appropriate?

Yes

Tabell 40. Ekstraksjonstabell for Naji 1999.

Reference Naji SA, Howie FL, Cameron IM, Walker SA, Andrew J, Eagles JM: Dis-
charging psychiatric in-patients back to primary care: a pragmatic ran-
domized controlled trial of a novel discharge protocol. Primary Care
Psychiatry 1999, Vol 5, No 3: 109-115.

Land Scotland

Design RCT

Intervention in
the experiment
group

Discharging doctor telephones GP practice routinely, where possible
speaking directly to GP. Appointment arranged for patient to attend
within 1 week of discharge. Patient is asked to hand deliver letter to GP
practice as soon as possible. A copy is also posted out on day of dis-
charge.

Intervention in
the control group

Telephone calls only made in special circumstances. Patient told to
make own appointment to attend within 1 week of discharge, patient
asked to hand deliver letter to GP practice as soon as possible.

Patient group Psychiatric patients (depression opiate/alcohol dependence, schizo-
phrenia, bipolar affective disorder, anxiety or other)

Participants Adult patients admitted to three acute psychiatric wards at Royal Corn-
hill Hospital in Aberdeen during a 12 month period.

Number of par- 343, 168 in the intervention group, 175 in the control group

ticipants

Follow-up 6 months

Representative Discharging doctor

for the hospital

Representative GP

for the communi-

ty services

The cooperation

Discharging doctor telephones GP practice routinely, though many hos-
pital doctors reported difficulties with making such calls and most par-
ticularly with managing to speak to the relevant GP.

Outcome Readmission rates, the efficient transfer of information to primary care,
the speed and frequency of contact between patients and primary care,
the appropriate continuation of medication.

Results See appendix 3, table 34.

Intention of the
study

To investigate whether the introduction of a discharge protocol based on
a telephone call from the discharging doctor would give rise to more ef-
ficient transfer of information at discharge from acute psychiatric wards.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information.

Risk of bias High
Item Authors’ Description
judgment
Adequate se- Yes Random allocation with minimization on key variables
quence genera- (age, sex and ward) was then carried out using a computer
tion? program which had been independently construction so
that the researchers could not alter or influence the dis-
charge procedure to which patients were assigned.
Allocation con- No Patients were informed of the discharge procedures to
cealment? which they had been allocated.
Blinding? (patient | No This information was also attached to the front of their
related outcomes) medical records together with a checklist of the necessary
steps of the particular discharge procedure to be observed.
Blinding? (Ser- Unclear No description
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vices provide and
resource utiliza-
tion)

Incomplete out-
come data ad-
dressed?

No No description given.

Free of selective
reporting?

Yes

Free of other bi-
as?

Yes

Were the study
groups compara-
ble at baseline?

Yes

Adjusted analysis
where appro-
priate?

No

Tabell 41. Ekstraksjonstabell for Naunton 2003.

Reference Naunton M, Peterson GM. Evaluation of Home-Based Follow-Up of
High-Risk Elderly Patients Discharged from Hospital. Journal of Phar-
macy Practice and Research 2003;33(3):176-82.

Land Australia

Design RCT

Intervention in
the experiment
group

Five days after discharge from hospital, the intervention group patients
were visited at home by the study pharmacist. The objectives of this visit
were to educate patients about their medications, answer any queries
from patients or their caregivers, optimize medication management and
improve compliance, detect drug related problems and improve liaison
with community based health services.

Intervention in
the control group

There was no contact with the control group patients until 9o days after
discharge from hospital. They were then visited at home and provided
with a comprehensive medication review in an identical manner to the
intervention group five days following discharge, including the subjec-
tive assessment of compliance. The patient’s GP and community phar-
macist were contacted to verify the patient’s medication regimen.

Patient group Elderly over 60 years that had at least two chronic medical conditions
requiring medication

Participants Patients admitted to the medical units at the Royal Hobart Hospital be-
tween November 2000 and December 2001.

Number of par- 121

ticipants

Follow-up 90 days

Representative Study pharmacist

for the hospital

Representative Community-based health services.

for the communi-

ty services

The cooperation

Liaison with community-based health services. Patients who were
deemed noncompliant or who appeared to have poor understanding of
their medications were either offered a compliance device or their com-
munity pharmacist was requested to provide additional services such as
filing and delivering a compliance device.

Outcome

Number of unplanned readmissions to hospital with 9o days of initial
discharge, total days of readmission and out-of-hospital deaths. Number
of drug-related issues identified, number of prescribed medications, lev-
el of compliance, patient satisfaction. Patients were deemed noncompli-
ant if they had taken more or less medication than prescribed.

Results

See appendix 3, table 35.

Intention of the
study

Evaluation of a pharmacist-conducted follow-up at home of high-risk
elderly patients discharged from hospital.
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Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Low
Item Authors’ Description
judgment

Adequate sequence gen- | Yes Using a computer-generated list of random

eration? numbers.

Allocation concealment? | Yes The study pharmacist was not an employee of
the Royal Hobart Hospital

Blinding? (patient related | Yes Use of hospital records, documentation from the

outcomes) readmission team, multiple choice satisfaction
questionnaire

Blinding? (Services pro- No The intervention group patients were visited at

vide and resource utiliza- home by the study pharmacist.

tion)

Incomplete outcome data | Yes

addressed?

Free of selective report- Yes

ing?

Free of other bias? Yes

Were the study groups Yes

comparable at baseline?

Adjusted analysis where | Yes

appropriate?

Tabell 42. Ekstraksjonstabell for Nazareth 2001.

Reference Nazareth I, Burton A, Shulman S, Smith P, Haines A, Timberall H. A
pharmacy discharge plan for hospitalized elderly patients - A random-
ized controlled trial. Age Ageing 2001;30(1):33-40.

Land UK

Design RCT

Intervention in
the experiment
group

The hospital pharmacist developed discharge plans which gave details of
medication and support required by the patient. A copy was given to the
patient and to all relevant professionals and carers. This was followed by
a domiciliary assessment by a community pharmacist.

Intervention in
the control group

Patients were discharged from hospital following standard procedures
that included a discharge letter to the GP listing current medications.

Patient group Patient 75 years and older on four or more medicines

Participants Patients from three acute general and one long-stay hospital in central
London from June 1995 to March 1997

Number of par- 362, 181 in each group

ticipants

Follow-up 3 and 6 months

Representative Hospital pharmacist

for the hospital

Representative Community pharmacist and all relevant professionals

for the communi-

ty services

The cooperation

A copy was given to the patient, the patient’s chosen community phar-
macist and GP and any other professionals or carers involved.

Outcome

Readmission to hospital within 6 months. Deaths, attendance at hospi-
tal outpatient clinics and general practice and proportion of days in hos-
pital over the follow-up period, patients’ general well-being, satisfaction
with the service and knowledge of and adherence to prescribed medica-
tion.

Results

See appendix 3, table 36.

Intention of the

Investigate the effectiveness of a coordinated hospital and community
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study

pharmacy discharge plan.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information.

Risk of bias High
Item Authors’ Description
judgment
Adequate se- Yes Patients were independently randomized by the health
quence genera- authority’s central community pharmacy office using
tion? computer-generated random numbers. We used blocked
randomization, stratified by trial centre, to ensure equal
numbers of participants in each randomized group.
Allocation con- Unclear
cealment?
Blinding? (patient | No The research assistant collected hospital outcome data.
related outcomes)
Blinding? (Ser- No The community pharmacists visited the patients at hom
vices provide and allowing them to check for discrepancies.
resource utiliza-
tion)
Incomplete out- Yes
come data ad-
dressed?
Free of selective Yes
reporting?
Free of other bi- Yes
as?
Were the study Yes
groups compara-
ble at baseline?
Adjusted analysis | Yes
where appro-
priate?

Tabell 43. Ekstraksjonstabell for Paquette-Lamontagne 2001.

Reference Paquette-Lamontagne N, McLean WM, Besse L, Cusson J. Evaluation of
a new integrated discharge prescription form. Ann Pharmacother
2001;35(7-8):953-8

Land Canada

Design Clinical controlled trial. Nonrandomized prospective

Intervention in
the experiment
group

A discharge prescription form which integrates admission medications,
in-hospital changes, and discharge medications could enhance the accu-
racy of information in patient profiles in community pharmacies after
hospital discharge. The team pharmacist contacted the community
pharmacy by telephone to obtain patient profile information. This in-
formation was recorded on a data collection sheet and confirmed by a
medication history performed by the researchers. The data collection
sheet was not available to the treatment team. Within 10 working days
of discharge, the pharmacist communicated with the patient’s pharmacy
to gather information concerning the patient’s profile at that time for
comparison with the hospital chart.

Intervention in
the control group

Usual discharge prescription

Patient group Patients with internal medicine disorders

Participants Patients admitted to the internal medicine wards of three hospitals of
the Centre Hospitalier de I'Université de Montréal in January or Febru-
ary 1999. They used an average of 5.7 drugs on admission.

Number of par- 89 patients, 34 in the intervention group and 55 in the control group. A
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ticipants total of 669 discharge medications were studied.
Follow-up 10 days

Representative Team pharmacist.

for the hospital

Representative Community pharmacy.

for the communi-

ty services

The cooperation

The team pharmacist contacted the community pharmacy by telephone
to obtain patient profile information.

Outcome Rate of conformity of the patient profiles, satisfaction of hospital physi-
cians and community pharmacists
Results See appendix 3, table 37.

Intention of the
study

To measure the real impact of additional information for community
pharmacists and the physicians’ and pharmacists’ attitudes toward the
use of a discharge prescription form.

Type of interven-
tion

Simple transmission i.e. one-element intervention of transmission of
various types of information

Risk of bias High

Item Authors’ Description
judgment

Adequate sequence genera- | No Nonrandomized

tion?

Allocation concealment? No Not applicable

Blinding? (patient related No

outcomes)

The information was confirmed by a medica-
tion history performed by the reserarchers.

Blinding? (Services provide | No
and resource utilization)

Patients were met by a team pharmacist who
sought their participation.

Incomplete outcome data Unclear No description given.
addressed?

Free of selective reporting? | Unclear Unclear if a protocol is followed.
Free of other bias? Yes

Were the study groups com- | Unclear No description given.

parable at baseline?

Adjusted analysis where Unclear

appropriate?

Tabell 44. Ekstraksjonstabell for Preen 2005.

Reference

Preen DB, Bailey BES, Wright A, Kendall P, Phillips M, Hung J, et al.
Effects of a multidisciplinary, post-discharge continuance of care inter-
vention on quality of life, discharge satisfaction, and hospital length of
stay: A randomized controlled trial. Int J Qual Health Care

2005;17(1):43-51.

Land

Australia

Design

RCT

Intervention in
the experiment
group

A discharge care plan in accordance with that outlined in the Australia
Enhanced Primary Care Package, completed before discharge and sent
to the patient’s GP and other community service for review. The dis-
charge care plan included 1) problems identified from hospital notes and
patient/care-giver consultation, 2) goals developed and agreed upon
with the patient/care-giver based on personal circumstances, 3) identi-
fied interventions and community service providers who met patient
needs and who were accessible and agreeable to the patient. The com-
puter-generated care plan was completed on a two-page template ap-
proximately 24-48 hours before anticipated discharge and sent by fax to
the patient’s GP, who reviewed the document, making alterations re-
garding treatment and service provision based on their understanding of
the patient’s health history. GPs also scheduled a consultation (within 7
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days post-discharge) for patient review and then return-faxed the doc-
ument to the hospital. The care plan, which clearly identified all post-
hospital care arrangements, was explained to full to the patient/care-
giver and a copy given to them upon discharge. Copies were faxed to all
service providers identified in the care plan. If the material had not been
returned by the general practitioner within 24 hours, follow-up was per-
formed by a research nurse.

Intervention in
the control group

Discharged under existing hospital processes. Standard practice within
Western Australia is for all patients to have a discharge summary com-
pleted, which is copied to their general practitioner.

Patient group

Patients with chronic cardio respiratory diseases

Participants Patient from two Western Australian tertiary hospitals
Number of par- 189, 91 in the intervention group and 98 in the control group
ticipants

Follow-up 7 days

Representative Research nurse.

for the hospital

Representative GP

for the communi-

ty services

The cooperation

The computer-generated care plan was completed on a two-page tem-
plate approximately 24-48 hours before anticipated discharge and sent
by fax to the patient’s GP, who reviewed the document, making altera-
tions regarding treatment and service provision based on their under-
standing of the patient’s health history.

Outcome Quality of life and patients’ and GP’s opinion of discharge procedures.
Hospital length of stay.

Results See appendix 3, table 38.

Intention of the To determine the impact of a hospital-coordinated discharge care plan,

study involving a multidisciplinary team of primary health care providers.

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias High
Item Authors’ Description
judgment
Adequate sequence Yes Within each hospital, subjects were randomly as-
generation? signed to an intervention or control group using an
allocation-concealment randomization technique.
Allocation con- Yes
cealment?
Blinding? (patient re- | Yes Surveys
lated outcomes)
Blinding? (Services No Patients were identified vuia communication with
provide and resource ward staff at each location.
utilization)
Incomplete outcome Unclear No description given.
data addressed?
Free of selective re- Yes
porting?
Free of other bias? Yes
Were the study groups | Yes
comparable at base-
line?
Adjusted analysis No
where appropriate?

Tabell 45. Ekstraksjonstabell for Reynolds 2004.
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Reference Reynolds W, Lauder W, Sharkey S, Maciver S, Veitch T, Cameron D. The
effects of a transitional discharge model for psychiatric patients. J
Psychiatr Ment Health Nurs 2004;11(1):82-8.

Land Scotland

Design RCT

Intervention in
the experiment
group

The transitional discharge model involved support from known inpa-
tient nurses (the transitional nurse) and service users. The transitional
nurse worked with patients until both the community psychiatric nurse
and the discharged patient agreed that a working phase of a therapeutic
relationship had been formed with the community carer. The length of
time needed was likely to be influence by pre-existing relationships. Un-
til then patients were able to telephone the inpatient ward and have
therapeutic meetings with designated inpatient staff. Peer support was
provided and it consisted of assistance and support from an individual
who was a previous service user of the mental health system. This peer
support provided friendship, understanding and encouragement for the
discharged patient.

Intervention in
the control group

Usual treatment comprised the standard discharge arrangements nor-
mally provided to patients and included referral to locality-based com-
munity psychiatric nurses.

Patient group Mental health patients (bipolar disorder, schizophrenia and depression)

Participants All patients from a designated geographical area who were discharged
from three admission wards of a mental health unit during a 3-month
period.

Number of par- 19, 11 in the intervention group and 8 in the control group

ticipants

Follow-up 5 months

Representative The transitional nurse

for the hospital

Representative Community psychiatric nurse

for the communi-

ty services

The cooperation

The transitional nurse worked with patients until both the community
psychiatric nurse and the discharged patient agreed that a working
phase of a therapeutic relationship had been formed with the communi-
ty carer.

Outcome Number of symptoms, levels of functioning, quality of life, re-admission
Results See appendix 3, table 39.

Intention of the To test a discharge model designed to assist patients discharged from
study acute admission wards to adjust to community living.

Type of interven-
tion

Complex coordination i.e. multielement intervention of coordination of
services after discharge

Risk of bias Unclear
Item Authors’ Description

judgment
Adequate sequence genera- Yes Subjects were randomly assigned to groups
tion? by a computerized random number facility.
Allocation concealment? Unclear No description given.
Blinding? (patient related Yes 74 item interview schedule

outcomes)

Blinding? (Services provide No
and resource utilization)

The transitional nurse, an inpatient nurse,
worked with patients.

Incomplete outcome data ad- | Yes
dressed?

Free of selective reporting? Yes
Free of other bias? Yes
Were the study groups com- | Yes
parable at baseline?

Adjusted analysis where ap- | Yes
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| propriate?

Tabell 46. Ekstraksjonstabell for Rutherford 2001.

Reference Rutherford A, Burge B. General practitioners and hospitals. Continuity
of care. Aust Fam Physician 2001;30(11):1101-7.

Land Australia

Design RCT

Intervention in
the experiment
group

GP researchers telephoned the GPs in the “invited” group. They were
informed of the study and invited to either visit or telephone the hospi-
tal to assist with discharge planning and continuity of care. No formal
structure or audit of these visits/phone calls was required.

Intervention in
the control group

GPs not invited

Patient group Patients with gynaecological cancer or borderline malignancy

Participants Patients admitted to the Royal Women’s Hospital oncology unit between
May 1998 and February 1999.

Number of par- 200, 100 in each group

ticipants

Follow-up 4 weeks

Representative Gynecology oncology ward

for the hospital

Representative GP

for the communi-

ty services

The cooperation

General practitioner researchers telephoned the GPs in the “invited”
group. They were informed of the study and invited to either visit or tel-
ephone the hospital to assist with discharge planning and continuity of
care. No formal structure or audit of these visits/phone calls was re-
quired. GPs were mailed information about the project and a payment
claim form to be submitted to the hospital.

Outcome Numbers of GPs responding to invitation to visit or telephone the hospi-
tal. GP confidence in future patient management.

Results See appendix 3, table 40.

Intention of the To increase contact between GPs and the Royal Women’s Hospital.

study

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

comes)

Risk of bias High
Item Authors’ judg- Description
ment

Adequate sequence generation? | Yes She then contacted an independent
third party who allocated the patient
to one of four groups using a ran-
domization schedule supplied by the
statistical consultant.

Allocation concealment? Yes

Blinding? (patient related out- No Non-responders were contacted by

the research nurse after two weeks.

source utilization)

Blinding? (Services provide and re- | No

Researchers telephoned the GPs in
the “invited” group.

Incomplete outcome data ad- No No analysis of non-response.
dressed?

Free of selective reporting? Yes

Free of other bias? Yes

Were the study groups compara- | Yes

ble at baseline?

Adjusted analysis where appro- Unclear
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| priate?

Tabell 47. Ekstraksjonstabell for Shaw 2000.

Reference Shaw H, Mackie CA, Sharkie I. Evaluation of effect of pharmacy dis-
charge planning on medication problems experienced by discharged
acute admission mental health patients. Int J of Pharm Pract
2000;8(2):144-53.

Land Scotland

Design RCT

Intervention in
the experiment
group

The relevant wards were visited each weekday morning by the study
pharmacist and basic patient data recorded. Data included medication
history and diagnosis, history of non-compliance, clinical pharmacist
involvement in patient care, community liaison personnel data, patient
ability to self medicate and community pharmacist details, if known. A
pharmaceutical care checklist was used to assess the pharmaceutical
needs. Specific problems were acted upon. Specific information about
medicines was given. A specially designed pharmacy discharge plan con-
taining relevant details of the treatment plan was completed and sup-
plied to the patient’s community pharmacist for the intervention group.

Intervention in
the control group

The control group did not receive any intervention prior to discharge.

Patient group Psychiatric patients (affective and psychotic disorders).

Participants Patients in a large psychiatric hospital in South Glasgow between Au-
gust, 1995, and February, 1996.

Number of par- 97, 51 in the intervention group and 46 in the control group

ticipants

Follow-up 1, 4, 12 weeks.

Representative Study pharmacist

for the hospital

Representative Community pharmacist

for the communi-

ty services

The cooperation | A pharmacy discharge plan sent to their community pharmacy

Outcome Knowledge of medication, number of medication problems, readmis-
sion, community pharmacist interventions

Results See appendix 3, table 41.

Intention of the To evaluate the effect of pharmacy discharge planning on the pharma-

study ceutical care issues experienced by discharged mental health patients.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information

Risk of bias High
Item Authors’ Description
judgment

Adequate se- Yes Eligible patients were stratified according to ward, gender

quence genera- and number and medicines and then randomized, by the

tion? project pharmacist, into control and intervention group
using a table of generated numbers with a randomized
permuted block size of six.

Allocation con- Unclear No description given.

cealment?

Blinding? (patient | No A pharmaceutical care checklist was used to assess the

related outcomes) pharmaceutical needs of the intervention group. All pa-
tients were followed up with domiciliary visits.

Blinding? (Ser- No All visits were followed up with domiciliary visits.

vices provide and

resource utiliza-

tion)
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Incomplete out-
come data ad-
dressed?

Yes

Free of selective
reporting?

Yes

Free of other bias?

Yes

Were the study
groups compara-
ble at baseline?

The intervention group had a higher proportion of pa-
tients diagnosed with an affective disorder and the control
group a higher proportion of patients with a psychotic
disorder.

Adjusted analysis
where appro-
priate?

Yes

Tabell 48. Ekstraksjonstabell for Styrborn 1995.

Reference Styrborn K. Early discharge planning for elderly patients in acute hospi-
tals - An intervention study. Scand J Soc Med 1995;23(4):273-85.

Land Sweden

Design Clinical controlled trial

Intervention in
the experiment
group

The physician made a geriatric-medical assessment with judgments re-
garding the need for subsequent medical follow-up or rehabilitation and
in what way this should be done. The district nurse collaborated in as-
sessing the correct level of care and provided continuity between hospi-
tal, primary care and home in the planning of future care. In addition,
she ensured that the home situation was as secure as possible, getting in
touch with domiciliary care officers and pay by providing information
and psychological support. The intervention program comprised several
different aspects during the four phases: 1) patient assessment, 2) devel-
opment of discharge plan, 3) implementation in the form of provision of
services and 4) follow-up/evaluation.

Intervention in
the control group

The standard routines did include a visit from a team of a geriatrician
and a district nurse to the patient at the acute ward for further discharge
planning for patients officially listed as bed-blockers.

Patient group Patients aged 75 and above

Participants Patients aged 75 and above who had been admitted from their homes to
the departments of internal medicine, surgery and orthopedic surgery of
University Hospital in Uppsala during three months in the autumn of
1991.

Number of par- 536 patients (623 episodes), 137 patients (346 episodes) from district A

ticipants in addition to 43 patients with 60 episodes with less than 5 days in hos-
pital that was treated with ordinary discharge routines in the interven-
tion group. The control group consisted of 356 patients (416 episodes),
166 patients (198 episodes) from distric B and 190 patients (218 epi-
sodes) from district C.

Follow-up 6 months

Representative Geriatrician

for the hospital

Representative Qualified district nurse

for the communi-

ty services

The cooperation

The district nurse collaborated in assessing the correct level of care and
provided continuity between hospital, primary care and home in the
planning of future care.

Outcome

Activities of daily living, discharge location

Results

See appendix 3, table 42.

Intention of the
study

To study the implementation of geriatrically orientated discharge plan-
ning for elderly patients in a short stay hospital, starting early in the care
process. The purpose of this was to achieve better utilization of re-
sources by determining the optimal level of care for the individual pa-
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tient.

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias High

Item Authors’ Description

judgment

Adequate sequence gen- | Yes District A was chosen as the trial area with two

eration? comparable districts B and C as controls.

Allocation concealment? | Yes

Blinding? (patient relat- | Yes and no, | Some data collected from interviews and journals,

ed outcomes) other from hospital register and questionnaire.

Blinding? (Services pro- | No No description given.

vide and resource utili-

zation)

Incomplete outcome Yes

data addressed?

Free of selective report- | Yes

ing?

Free of other bias? No Financial differences forced one district to sell
beds to another district. On district augmented
their long term care resources.

Were the study groups Unclear Slightly more men and younger personers in ex-

comparable at baseline? periment group, unclear if it will have an impact.

Adjusted analysis where | Unclear

appropriate?

Tabell 49. Ekstraksjonstabell for Vuong 2008.

Reference Vuong T, Marriott JL, Kong DCM, Siderov J. Implementation of a com-
munity liaison pharmacy service: A randomised controlled trial. Int J of
Pharm Pract 2008;16(3):127-35.

Land Australia

Design RCT

Intervention in
the experiment
group

Standard care and a home visit from a community liaison pharmacist
within 5 days of discharge, the length of the consultation ranged from 15
to 105 minutes, mean 49 minutes. A report was generated from the con-
sultation made by the liaison pharmacist, a structured, pre-formatted
form transmitted to general practitioner, community pharmacy and oth-
er relevant healthcare professionals via facsimile.

Intervention in
the control group

Standard care, which included discharge counseling, provision of com-
pliance aids and communication with primary healthcare providers
when necessary and/or appropriate.

Patient group Elderly or with complicated medication regiment or with multiple medi-
cations.

Participants Patients from two acute-care tertiary teaching hospitals in Melbourne,
Australia from May to November 2002. More than 85% had a chronic
condition, over 95% had three or more medications.

Number of par- 316, 152 in the intervention group, 164 in the control group

ticipants

Follow-up 8-12 weeks

Representative Liaison pharmacists were hospital-based

for the hospital

Representative GP

for the communi-

ty services

The cooperation

A report was generated from the consultation made by the liaison phar-
macist, a structured, pre-formatted form transmitted to general practi-
tioner, community pharmacy and other relevant healthcare profession-
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als via facsimile.

Outcome Number of medications. Medication knowledge, self-perceived medica-
tion understanding

Results See appendix 3, table 43.

Intention of the To provide a service that would improve the continuity of patient care

study across the hospital-primary care interface and reduce hospital admis-

sions.

Type of interven-

Complex transmission i.e. multielement intervention of transmission of

tion various types of information

Risk of bias High

Item Authors’ Description

judgment

Adequate sequence Yes Patients were stratified into low-, medium-, and

generation? high-risk categories. Microsoft Excel was used to
generate block of 100 random numbers.

Allocation con- No The number 0 were assigned to the control group

cealment? and those allocated with the number one were as-
signed to the intervention group.

Blinding? (patient re- No The telephone contact was standardized and con-

lated outcomes) ducted by one researcher.

Blinding? (Services No Once the study patients had been discharged the

provide and resource ward pharmacists provided a brief verbal hando-

utilization) ver.

Incomplete outcome Yes

data addressed?

Free of selective report- | Yes

ing?

Free of other bias? Unclear 40 patients withdrew or were excluded after re-
cruitment.

Were the study groups | Yes

comparable at baseline?

Adjusted analysis Yes

where appropriate?

Tabell 50. Ekstraksjonstabell for Ward 2008.

Reference Ward KT, Bates-Jensen B, Eslami MS, Whiteman E, Dattoma L, Fried-
man JL, et al. Addressing delays in medication administration for pa-
tients transferred from the hospital to the nursing home: A pilot quality
improvement project. Am J Geriatr Pharmacother 2008;6(4):205-11.

Land USA

Design Clinical controlled trial

Intervention in
the experiment
group

The resident physician wrote treatment and medication orders on a NH-
specific form rather than on a generic interfacility admission order form.
The hospital discharge planner faxed these orders to the NH before the
patient left the hospital, rather than sending them with the patient. The
nurse confirmed the treatment and medication orders with the physi-
cian in the usual way. The nurse then faxed the medication orders to the
pharmacy before rather than after the patient’s arrival at the NH. The
intervention protocol was designed to prevent the pharmacy from re-
ceiving treatment and medication orders for newly admitted patients too
late for the last delivery of the day, so that the patient would not receive
ordered medication until the first scheduled pharmacy delivery of the
next day. Certain medications were available in the NH “emergency kit”.

Intervention in
the control group

Usual discharge process at that hospital. The resident physician wrote
treatment and medication orders on a generic interfacility transfer ad-
mission order form. When the patient arrived at the NH, the nurse re-
ceiving the patient reviewed the treatment and medication orders from
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the hospital and rewrote the orders on a NH-specific form. The nurse
then confirmed the treatment and medication orders over the telephone
with the physician who would assume care of the patient at the NH and
subsequently faxed the medication orders to the off-site pharmacy. The
off-site pharmacy then prepared and delivered the medications to the
NH.

Patient group Patient 65 years or older being discharged to the geriatric teaching ser-
vice at a nursing home.

Participants Patients discharged from either of 2 university-affiliated hospitals dur-
ing a 45-day period.

Number of par- 20, 10 in each group

ticipants

Follow-up Immediately upon arrival at the nursing home

Representative Hospital discharge planner

for the hospital

Representative Nurse at the nursing home

for the communi-

ty services

The cooperation

The resident physician wrote treatment and medication orders on a NH-
specific form rather than on a generic interfacility admission order form.
The hospital discharge planner faxed these orders to the NH before the
patient left the hospital, rather than sending them with the patient. The
nurse confirmed the treatment and medication orders with the physi-
cian in the usual way.

Outcome Arrival time at the NH, time of the first dose of each medication was
administered, numbers and types of omitted medications.
Results See appendix 3, table 44.

Intention of the
study

To develop, implement and evaluate the impact of an intervention to
improve patient safety by reducing delays in administration and omis-
sion of medications among patients discharged from the hospital to the
nursing home.

Comments

Major barriers to successful implementation of the intervention may
have been the frequent turnover of key health care professionals at the
NH and application of the intervention to only a small number of pa-
tients admitted to the NH.

Type of interven-
tion

Complex transmission i.e. multielement intervention of transmission of
various types of information.

Risk of bias High

Item Authors’ Description
judgment

Adequate sequence No No RCT

generation?

Allocation con- No Not applicable

cealment?

Blinding? (patient re- No

lated outcomes)

One of the investigators extracted information from
all participating patients’ NHJ medical records and
medication administration records.

Blinding? (Services No The nurse then confirmed the treatment.
provide and resource

utilization)

Incomplete outcome Unclear No description given.

data addressed?

Free of selective report- | Yes
ing?

Free of other bias? Yes
Were the study groups | Yes
comparable at base-

line?

Adjusted analysis Unclear
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where appropriate?

Tabell 51. Ekstraksjonstabell for Weinberger 1996.

Reference Weinberger M, Oddone EZ, Henderson WG. Does increased access to pri-
mary care reduce hospital readmissions? N Engl ] Med. 1996 May
30;334(22):1441-7.

Land USA

Design RCT

Intervention in
the experiment
group

Within three days before discharge, primary care nurse assessed the pa-
tient’s post-discharge needs, developed a list of medical problems, pro-
vided educational materials, assigned the patient to a primary care phy-
sician and gave the patient a card with the names and beeper number of
the primary care nurse and primary care physician. Primary care physi-
cian visited the patient personally within two days before discharge to
review the hospital course, discharge plans, list of problems, and medi-
cation regimens, discussing discharge plans with hospital physicians as
necessary. Primary care nurse made an appointment for the patient to
visit the primary care clinic within one week of discharge. After dis-
charge primary care nurse telephoned the patient within two working
days after discharge to assess potential difficulties with medications or
medical regiments, identify health problems arising since discharge,
make sure that patient knew how to contact providers, and remind the
patient of the follow-up appointment. Primary care physician and pri-
mary care nurse reviewed and updated the treatment plans at the first
post-discharge appointment.

Intervention in
the control group

Post-discharge care was not required nor prohibited. The care after dis-
charge could be provided by community physicians or at Veterans Af-
fairs clinics, as arranged by the physicians treating them as inpatients.
The control patients did not have access to the primary care nurse and
received no supplemental education or assessment of needs beyond
what was customarily offered at each site.

Patient group Patients with diabetes, COPD or congestive heart failure

Participants Patients hospitalized in the General Medicine Service at nine Veterans
Affairs Medical Centers from November 1992 through July 1994.

Number of par- 1396 patients, 695 in the intervention group and 701 in the control

ticipants group.

Follow-up 30 and 180 days

Representative Hospital physicians

for the hospital

Representative Primary care physician

for the communi-

ty services

The cooperation

Primary care physician visited the patient personally within two days
before discharge to review the hospital course, discharge plans, list of
problems, and medication regimens, discussing discharge plans with
hospital physicians as necessary.

Outcome Quality of life, use of health services, re-hospitalization rate, number of
ED visits, number of outpatient visits
Results See appendix 3, table 45.

Intention of the
study

To study the effect of an intervention designed to increase access to pri-
mary care after discharge with the goals of reducing readmissions and
ED visits and increase patients’ quality of life and satisfaction with care.

Type of interven-
tion

Complex planning i.e. multielement intervention of planning of services
while patient still in hospital

Risk of bias High
Item Authors’ Description
judgment
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Adequate sequence Unclear No description

generation?

Allocation con- Unclear No description, however, the authors state “We nei-

cealment? ther required nor prohibited any post-discharge acre
for the patients in the control group.

Blinding? (patient Unclear No description

related outcomes)

Blinding? (Services Unclear No description

provide and resource

utilization)

Incomplete outcome | No The most common reasons for the nonenrollment of

data addressed? eligible patients were the patient’s decision not to par-
ticipated and discharge from the hospital before ran-
domization.

Free of selective re- Yes

porting?

Free of other bias? Unclear The sites were selected on location and academic affil-
iation, what this means for variation in socioeconomic
status and availability of services is unclear.

Were the study Yes

groups comparable at

baseline?

Adjusted analysis No

where appropriate?
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Vedlegg 3: Grade Summery of
findings-tables of the included
comparisons.

Table 1: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Allen 2004.

Allen K, Hazelett S, Jarjoura D, Wright K, Clough L, Weinhardt J. Improving stroke outcomes: Implementation of a
postdischarge care management model. JCOM 2004;11(11):707-14.

Patient or population: patients with stroke

Type of intervention: complex coordination of services after discharge

Intervention: post-discharge care involving i.a. patient and PCP participation, individual care plans and home visits
Comparison: Usual post-discharge care

For all information on the various elements of the intervention and comparison, see table 1 in appendix 2.

lllustrative
comparative
risks* (95% Cl)

Assu- Corre-

spon-
ding risk
Inter-
vention

Well-being 96 DOOEO Size of intervention and control groups is un-

Follow-up: mean com- com- (1 study) very low™® clear, and no numbers are given. The authors

3 months ments ments write: The post-discharge intervention resulted in
significantly superior overall well-being for the
stroke patients at 3 months (P<0.001)

Neuromotor See  See 96 DOOO Size of intervention and control groups is un-

function® com- com- (1 study) very low"? clear, and no numbers are given. The authors

Follow-up: mean ments ments write: The effects of the intervention were posi-

3 months tive for all 5 domains individually, the test for the
first 3 was also significant (p<0.03), which might
include neuromotor function.

Severe compli- See  See 96 POOO Size of intervention and control groups is un-

cations® com- com- (1 study) very low"? clear, and no numbers are given. The authors

Follow-up: mean ments ments write: The effects of the intervention were posi-

3 months tive for all 5 domains individually, the test for the
first 3 was also significant (p<0.03), which might
include severe complications.

Quality of life* See See 96 OGO Size of intervention and control groups is un-

Follow-up: mean com- com- (1 study) very low™* clear, and no numbers are given. The authors

3 months ments ments write: The effects of the intervention were posi-
tive for all 5 domains individually, the test for the
first 3 was also significant (p<0.03), which might
include quality of life.

Management of See See 96 POOO Size of intervention and control groups is un-

risk’® com- com- (1 study) very low™® clear, and no numbers are given. The authors

Follow-up: mean ments ments write: The effects of the intervention were posi-

3 months tive for all 5 domains individually, the test for the
2 management domains was also significant
(p<0.001), which might include management of
risk.

Stroke See See 96 POOEO Size of intervention and control groups is un-
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knowledge® com- com- (1 study) very low™* clear, and no numbers are given. The authors

Follow-up: mean ments ments write: The effects of the intervention were posi-

3 months tive for all 5 domains individually, the test for the
2 management domains was also significant
(p<0.001), which might include stoke knowledge.

! One study with very few patients.
No numbers are given so the results cannot be evaluated, no blinding. Unclear if, or to what extent the element of

cooperation among the other elements of the multifaceted intervention, had an effect on the measured outcome.
3 Domains, comprise several elements.

Table 2: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Anderson 2005.

Anderson C, Deepak BV, Amoateng-Adjepong Y, Zarich S. Benefits of comprehensive inpatient education and discharge plan-

ning combined with outpatient support in elderly patients with congestive heart failure. Congestive heart failure 2005;11(6):315-
21.

Patient or population: patients with congestive heart failure

Type of intervention: complex coordination of services after discharge

Intervention: Clinical pathway involving i.a. disease management, education and activity progression.
Comparison: Usual in-hospital care and subsequent routine home health care

For all information on the various elements of the intervention and comparison, see table 2 in appendix 2.

lllustrative comparative risks* (95% Cl)
Assumed risk Corresponding risk

Control Intervention

Readmission rate 442 per 1000 115 per 1000 RR 0.26 121 POOO Significant
Follow-up: mean 6 (49 to 270) (0.11t0 0.61) (1 study) very low™?  (p=0.01).
months

Home health aide 416 per 1000 320 per 1000 RR 0.77 121 POOO Significant, no
Follow-up: mean 6 (191 to 528) (0.46t0 1.27) (1 study) very low*?  level given.
months

Skilled nurse 286 per 1000 358 per 1000 RR 1.25 121 POOO Significant, no
Follow-up: mean 6 (206 to 621) (0.72t02.17) (1 study) very low*?  level given.
months

* One study with few patients.

2 A large difference in the number of patients living alone will probably affect the results, no blinding. Unclear if, or to what extent
the element of cooperation among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 3: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Avlund 2002.

Avlund K, Jepsen E, Vass M, Lundemark H. Effects of comprehensive follow-up home visits after hospitalization on functional
ability and readmissions among old patients. A randomized controlled study. SCAND J OCCUP THER 2002;9(1):17-22

Patient or population: geriatric patients

Type of intervention: complex coordination of services after discharge

Intervention: Visits by geriatric team focusing on the individual’s health problems and discussing them with GP
Comparison: Existing norms for discharge planning

For all information on the various elements of the intervention and comparison, see table 4 in appendix 2.

Illustrative comparative risks*
(95% ClI)

Assumed risk Corresponding risk

Control Intervention
Barthel Index The mean  The mean Barthel 148 DOOO Significant (p=0.02).
Follow-up: mean Barthel index Index in the inter- (1 study) very low 2
3 months in the control vention groups was

groups was 1.8 higher

82.4 (3.85 lower to 7.45

higher)

Readmission See com- See comment 148 [SCISISIS) No numbers given, the authors
Follow-up: mean ment (1 study) very low ™2 write: we found no differences
3 months

with regard to readmissions
between the intervention and
control group.

*One study with few patients
% Unclear handling of incomplete data, large standard deviations, no blinding. Unclear if, or to what extent the element of coop-
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eration among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 4: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Balaban 2008.

Balaban RB, Weissman JS, Samuel PA, Woolhandler S. Redefining and redesigning hospital discharge to enhance patient
care: A randomized controlled study. J Gen Intern Med 2008;23(8):1228-33.

Patient or population: geriatric patients

Type of intervention: complex transmission of various types of information

Intervention: A four-step intervention involving i.a. comprehensive discharge form in 3 languages, and telephone outreach
from nurse

Comparison: Existing practices and protocol.

For all information on the various elements of the intervention and comparison, see table 5 in appendix 2.

Illustrative comparative risks* (95% ClI)

Assumed risk Corresponding risk

Control Intervention
Readmission 85 per 1000 88 per 1000 RR1.04 96 POOO Not significant
Follow-up: mean 31 (24 to 334) (0.28t0 (1 study) very low"? (p=0.96).
days 3.93)
ED visits 20 per 1000 21 per 1000 RR1.04 96 POOO Not significant
Follow-up: mean 31 (1 to 324) (0.07to (1 study) very low™? (p=0.97).
days 16.19)
No follow up 408 per 1000 147 per 1000 RR0.36 96 POOO Significant
Follow-up: mean 31 (69 to 318) (0.17to (1 study) very low"? (p=0.005).
days 0.78)

' One study with very few patients.
2 Unclear randomization and allocation procedure, no blinding. Unclear if, or to what extent the element of cooperation among
the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 5: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Bautz-Holter 2002.

Bautz-Holter E, Sveen U, Rygh J, Rodgers H, Wyller TB. Early supported discharge of patients with acute stroke: a randomized
controlled trial. Disabil Rehabil 2002 May 10;24(7):348-55.

Patient or population: patients with acute stroke

Type of intervention: complex coordination of services after discharge

Intervention: One team member served as primary contact for the patient coordinating continued rehabilitation in the commu-
nity

Comparison: Conventional procedures for discharge and continued rehabilitation

For all information on the various elements of the intervention and comparison, see table 6 in appendix 2.

lllustrative comparative risks* (95% Cl)
Assumed risk Corresponding risk

Control Intervention

Death 75 per 1000 115 per 1000 OR 1.6 77 POOO Not significant.
Follow-up: mean 3 (16 to 547) (0.2t014.9) (1 study) very low"?
months
Death 100 per 1000 196 per 1000 OR 2.2 76 POOO Not significant.
Follow-up: mean 6 (32to 741) (0.3t025.7) (1 study) very low'?
months
Nottingham ex- The mean extended The mean extended 66 POOO Not significant.
tended ADL ADL score in the ADL score in the inter- (1 study) very low*?  (p=0.78)
Follow-up: mean 3 control groups was  vention groups was
months 30 4.5 higher

(7 lower to 8 higher)
Nottingham ex- The mean extended The mean extended 65 [SISISIS) Not significant.
tended ADL ADL score inthe  ADL score in the inter- (1 study) very low™*  (p=0.93)
Follow-up: mean 6 control groups was  vention groups was
months 37 3 higher

(8 lower to 7 higher)
General health The mean general  The mean general 66 [SISISIS) Significant.
(GHQ20) health in the control health in the inter- (1 study) very low™*  (p=0.02)
Follow-up: mean 3 groups was vention groups was
months 26 7.5 lower
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(9 to 1 lower)

General health The mean general  The mean general 65 [SISISIS) Not significant.
(GHQ20) health in the control health in the inter- (1 study) very low?  (p=0.74)
Follow-up: mean 6 groups was vention groups was
months 22 2 higher

(4 lower to 4 higher)
Montgomery As- The mean depres- The mean depression 66 [SICISIS) Not significant.
bery Depression sion score in the con- score in the inter- (1 study) very low™*  (p=0.10)
rating scale Fol-  trol groups was vention groups was
low-up: mean 3 2.5 1 lower
months (1 lower to 0 higher)
Montgomery As- The mean depres- The mean depression 65 [SISISIS) Not significant.
bery Depression sion score in the con- score in the inter- (1 study) very low™*  ((p=0.30)
rating scale trol groups was vention groups was
Follow-up: mean 6 2.0 0 higher
months (2 lower to 1 higher)
Institutional care 135 per 1000 319 per 1000 OR 3.0 77 [SISISIS) Not significant.
Follow-up: mean 3 (72 to 789) (0.5 to 24) (1 study) very low"?
months
Institutional care 139 per 1000 504 per 1000 OR 6.3 76 [SISISIS) Not significant.
Follow-up: mean 6 (88 to 980) (0.6t0305) (1 study) very low"?
months
District nursing 219 per 1000 383 per 1000 RR 1.75 66 [SISISIS) Not significant.
Follow-up: mean 3 (175 to 837) (0.8t03.82) (1 study) very low"?
months
District nursing 194 per 1000 266 per 1000 RR 1.37 65 [SISISIS) Not significant.
Follow-up: mean 6 (107 to 660) (0.55t03.4) (1 study) very low"?
months
Home care 406 per 1000 471 per 1000 RR 1.16 66 [SISISIS) Not significant.
Follow-up: mean 3 (272 to 816) (0.67t0 2.01) (1 study) very low"?
months
Home care 452 per 1000 502 per 1000 RR 1.11 65 [SISISIS) Not significant.
Follow-up: mean 6 (298 to 836) (0.66t0 1.85) (1 study) very low"?

months

' One study with very few patients
2 Unclear randomization and allocation procedure, single blinded. Unclear if, or to what extent the element of cooperation among

the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 6: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Beauchesne 2007.

Beauchesne M, Nenciu LM, Dinh T, Tasse M, Fillion A, Labrecque M, et al. Active communication of a pharmacy discharge
plan for patients with respiratory diseases: a pilot study. J Pharm Technol 2007 Mar;23(2):67-74.

Patient or population: patients with respiratory diseases
Type of intervention: complex transmission of various types of information
Intervention: Counseling about discharge medication, written discharge plan including dispensing problems, telephone com-
munication with the community pharmacist
Comparison: Counseling about discharge medication, usual written discharge plan
For all information on the various elements of the intervention and comparison, see table 7 in appendix 2.

Adherence oral
medications

Assumed risk

Control

Illustrative comparative risks* (95% ClI)

Corresponding risk

Intervention

500 per 1000

645 per 1000
(290 to 1000)

22
(1 study)

SCISIC]

very low"?

Not significant
(p=0.662).

Follow-up: mean 6 2.85)
weeks
Adherence inhaled 250 per 1000 572 per 1000 RR2.29 22 POOO Not significant
medication (158 to 1000) (0.63 to (1 study) very low"? (p=0.35).
Follow-up: mean 6 8.25)
weeks
Time for the hospital The mean time for The mean time for the 22 POBO Significant
pharmacist the hospital phar- hospital pharmacist in (1 study) very low"? (p=0.035).
Follow-up: mean 6  macist in the con- the intervention groups
weeks trol groups was was

32.5 minutes 10.0 higher

(3.3 to 16.7 higher)

Number of DRPs® The mean number The mean number of 22 hOBO Significant
with intervention of DRPS with inter- DRPS with intervention (1 study) very low"” (p=0.0001).
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from community vention in the con- in the intervention

pharmacist trol groups was groups was
Follow-up: mean6 0.6 2.2 higher
weeks (1.48 to 2.92 higher)

* One study with very few patients.

2 Unclear if incomplete data addressed, unclear blinding. Unclear if, or to what extent the element of cooperation among the
other elements of the multifaceted intervention, had an effect on the measured outcome.

®Drug-related problem

Table 7. Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Calvert 2012.

Calvert SB, Kramer JM, Anstrom KJ, Kaltenbach LA, Stafford JA, Allen Lapointe NM. Patient-focused intervention to
improve long-term adherence to evidence-based medications: A randomized trial. Am Heart J 2012;163(4):657-65

Patient or population: patients with coronary artery diseases

Type of intervention: complex transmission of various types of information

Intervention: Faxing a letter to the GP about the intervention and contacting the patient’s specified pharmacy
Comparison: Routine discharge counseling, no contact with the pharmacy

For all information on the various elements of the intervention and comparison, see table 8 in appendix 2.

Illustrative comparative
risks* (95% Cl)

Assumed Corresponding
risk risk

Control Intervention

Patient-reported adherence 943 per 905 per 1000 RR0.96 108 Not significant
to aspirin, beta-blocker, 1000 (820 to 1000) (0.87 to (1 study) low™ (p=0.50).
statin 1.07)

Follow-up: mean 6 months

Prescription records of 491 per 830 per 1000 RR1.69 104 PPOO Significant
adherence to beta-blockers 1000 (594 t0 1000)  (1.21to  (Lstudy)  low'? (p=0.03).
Follow-up: mean 6 months 2.36)

Prescription records of 491 per 452 per 1000 RR0.93 110 dPOO Not significant
adherence to statins 1000 (304 to 673) (0.62t0  (1study)  low™? (p=0.34).
Follow-up: mean 6 months 1.37)

! Only one study with very few patients.

2Unclear if, or to what extent the element of cooperation among the other elements of the multifaceted intervention,
had an effect on the measured outcome.

Table 8: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Casas 2006.

Casas A, Troosters T, Garcia-Aymerich J, Roca J, Hernandez C, Alonso A, et al. Integrated care prevents hospitalisations for
exacerbations in COPD patients. Eur Respir J 2006;28(1):123-30

Patient or population: patients with exacerbated COPD

Type of intervention: complex coordination of services after discharge

Intervention: Integrated care including 4 key features, comprehensive assessment, education program, individually tailored
care plan, accessibility to specialized nurse

Comparison: Usual care

For all information on the various elements of the intervention and comparison, see table 9 in appendix 2.

lllustrative comparative risks* (95% Cl)
Assumed risk Corresponding risk

Control Intervention

Readmissions 667 per 1000 454 per 1000 155 POOO Significant

Follow-up: mean 1 (319 to 620) (0.48to (1 study) very low "2 (p=0.028) p=0.01

year 0.93) when analyzed

jointly.

Deaths 156 per 1000 186 per 1000 RR 1.19 155 [SISISIS) Nor significant

Follow-up: mean 1 (92 to 373) (0.59t0 (1 study) very low *?

year 2.39)

Doctor visits The mean doctor The mean doctor visits 155 POOO Not significant, p-

Follow-up: mean 1 visits in the control  in the intervention (1 study) very low "2 value for Barce-

year groups was groups was lona 0.437, for
15 1 lower Leuven 0.454.

! One study with few patients.
2 Unclear randomization and allocation process, no blinding. Unclear if, or to what extent the element of cooperation among the
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other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 9: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i D’Souza 2002.

D'Souza R. Improving treatment adherence and longitudinal outcomes in patients with a serious mental iliness by using tele-
medicine. J Telemed Telecare 2002;8 Suppl 2:113-5.

Patient or population: patients with serious mental iliness

Type of intervention: complex coordination of services after discharge

Intervention: Discharge planning by videoconference involving the GP, case manager and a family member. Patients then
received six sessions of educational program

Comparison: Conventional discharge summaries.

For all information on the various elements of the intervention and comparison, see table 10 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Satisfaction with The mean satisfac- The mean satisfaction 51 (GISISIC] Significant.
case manager tion with case mana- with case manager in (1 study) very low"?
Scale from: 1to 5. ger in the control the intervention groups
Follow-up: mean 12 groups was was
months 2.07 2.16 higher
(1.74 to 2.58 higher)
Treatment adhe- The mean treatment The mean treatment 51 POOO Significant.
rence/compliance adherence/com- adherence/compliance (1 study) very low"?
Scale from: 1to 5. pliance in the control in the intervention
Follow-up: mean 12 groups was groups was
months 1.13 2.02 higher
(1.31 to 2.73 higher)
Hospital readmis- The mean hospital The mean hospital re- 51 POOO Significant.
sion readmission inthe  admission in the inter- (1 study) very low"?
Scale from: 1to 5. control groups was  vention groups was
Follow-up: mean 12 3.48 1.85 lower
months (2.26 to 1.44 lower)
Satisfaction with The mean satisfac- The mean satisfaction 51 POOO Significant
treatment and dis- tion with treatment  with treatment and dis- (1 study) very low*?  (p<0.0001)
charge planning and discharge plan- charge planning in the
Scale from: 1to 5. ning in the control intervention groups
Follow-up: mean 12 groups was was
months 1.68 2.80 higher

(2.43 to 3.17 higher)

" One study with very few participants.

% No information given on incomplete data, no blinding. Unclear if, or to what extent the element of cooperation among the other
elements of the multifaceted intervention, had an effect on the measured outcome.

Table 10: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Eggink 2010.

Eggink RN, Lenderink AW, Widdershoven JWMG, Van Den Bemt PMLA. The effect of a clinical pharmacist discharge service
on medication discrepancies in patients with heart failure. Pharm World Sci 2010;32(6):759-66.

Patient or population: patients with heart failure
Type of intervention: complex transmission of various types of information

Intervention: A pharmacist identified prescription errors, made a discharge medication list and faxed the list to the community
pharmacist.

Comparison: Regular care
For all information on the various elements of the intervention and comparison, see table 11 in appendix 2.

Illustrative comparative risks*
(95% ClI)

Assumed risk Corresponding risk
Control Intervention
Non-adherence 1000 per 1000 1000 per 1000 RR 1.07 85 POOO

Not significant.

BMQ score® (470 to 1000) (0.47 to 2.44) (1 study) very low"?

Follow-up: mean 6

weeks

Discrepancy or pre- 171 per 1000 72 per 1000 RR 0.42 770 medica- @OOO Significant.
scription error medi- (46 to 113) (0.27 to tions very low"?
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cations 0.66) (1 study)
Follow-up: mean 6
weeks

* One study with very few patients

% Unclear randomization, allocation and blinding procedure. Unclear if, or to what extent the element of cooperation among the
other elements of the multifaceted intervention, had an effect on the measured outcome.

® Brief Medication Questionnaire — Regimen Screen.

Table 11: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Finn 2011.

Finn KM, Heffner R, Chang Y, Bazari H, Hunt D, Pickell K, et al. Improving the discharge process by embedding a
discharge facilitator in a resident team. Journal of Hospital Medicine 2011;6(9):494-500.

Patient or population: patients with general medical diseases, e.g. heart failure, alcohol abuse, COPD
Type of intervention: complex transmission of various types of information

Intervention: faxing discharge summaries to PCPs' offices

Comparison: Residents received a letter asking them to complete the discharge summary within 24 hours.
For all information on the various elements of the intervention and comparison, see table 12 in appendix 2.

Illustrative comparative risks* (95%
Cl)

Assumed risk Corresponding risk

Control Intervention

Readmissions 183 per 1000 199 per 1000 RR 1.09 DPOO Not signifi-
Follow-up: mean 30 days (152 to 264) (0.83t0 (1 study) low™? cant

1.44) (p=0.55).
ED visits 90 per 1000 91 per 1000 RR1.01 872 DPOO Not signifi-
Follow-up: mean 30 days (59 to 138) (0.66t0 (1 study) low? cant (p=1.0).

1.53)
Discharge summaries 479 per 1000 666 per 1000 RR1.39 872 DPOO Significant
completed (589 to 747) (1.23t0 (1 study) low"? (p<0.0001).
Follow-up: mean 24 hours 1.56)
Length of stay The mean length of The mean length of 872 DPOO Not signifi-
Follow-up: mean 30 days stay in the control stay in the inter- (1 study) low*? cant

groups was vention groups was (p=0.84).
4.0 0 higher
(0 to O higher)

With follow-up appoint- 361 per 1000 617 per 1000 RR1.71 846 DPOO Significant
ment with primary care (531 to 715) (1.47t0  (1study) low"? (p<0.0001).
provider 1.98)
Follow-up: 2-4 weeks
Discharge summary com- 479 per 1000 560 per 1000 RR1.17 872 DPOO Significant
plete before time of follow- (527 to 594) (1.10to (1 study) low"? (p<0.001).
up appointment 1.24)
Follow-up: mean 30 days
' One study

% No blinding. Unclear if, or to what extent the element of cooperation among the other elements of the multifaceted
intervention, had an effect on the measured outcome.

Table 12. Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Forchuk 2005.

Forchuk C, Martin M-L, Chan YL, Jensen E. Therapeutic relationships: From psychiatric hospital to community. J Psychiatr
Ment Health Nurs 2005;12(5):556-64

Patient or population: patients with persistent mental illnesses

Type of intervention: complex planning of services while patient still in hospital

Intervention: Two component transitional discharge model, in-patient staff continued to care, a friendship model of peer sup-
port for 1 year.

Comparison: Standard model of discharge care

For all information on the various elements of the intervention and comparison, see table 17 in appendix 2.

lllustrative comparative risks*
(95% ClI)

Assumed risk Corresponding risk
Control Intervention
Improvement of global The mean im- The mean Impro- 390 POOO Not significant
Quality of Life provement of  vement of quality of (1 study)  very low *? (p=0.279).
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Follow-up: mean 1 year quality of life in  Life in the interven-

the control tion groups was
groups was 0.13 higher
4.65 (0.13 lower to 0.39
higher)
Costs of hospital and The mean costs The mean costs of 390 DOOO The actual cost not
emergency room ser- of hospital and  hospital and emer- (1 study)  very low"? given. Not significant
vices emergency room gency room ser- (p=0.09).

Follow-up: mean 1 year services inthe vices in the inter-
control groups  vention groups was
was 4400 lower
Canadian $

! One study with few patients.

2 The groups were not comparable at discharge, some wards changed practice due to intervention, no blinding. Unclear if, or to

what extent the element of cooperation among the other elements of the multifaceted intervention, had an effect on the meas-
ured outcome.

Table 13: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Garasen 2007.

Garasen H, Windspoll R, Johnsen R.Intermediate care at a community hospital as an alternative to prolonged general hospital
care for elderly patients: a randomised controlled trial. BMC Public Health. 2007 May 2;7:68.

Patient or population: Patients aged 60 or more with acute illness or exacerbation of a chronic disease

Type of intervention: complex planning of services while patient still in hospital

Intervention: Intermediate care at a community hospital, all employees underwent a training program provided by the general
hospital. The department was upgraded with laboratory facilities.

Comparison: The care at the general hospital and the communication with primary health care according to standard routines.
For all information on the various elements of the intervention and comparison, see table 18 in appendix 2.

Illustrative comparative risks*
(95% ClI)

Assumed risk Corresponding risk
Control Intervention
Readmissions 357 per 1000 606 per 1000 OR 2.77 142 POOO

Significant, (p=0.03).

Follow-up: mean 6 (396 to 783) (1.18 to 6.49) (1 study)  very low"?

months

Death 200 per 1000 323 per 1000 OR 1.91 142 POOO Not significant
Follow-up: mean 6 (153 to 556) (0.72t0 5.01) (1 study)  very low"? (p=0.23)
months

Home care 629 per 1000 672 per 1000 OR 1.21 142 POOO Not significant
Follow-up: mean 6 (500 to 810) (0.59 to 2.52) (1 study)  very low"? (p=0.22).
months

Nursing home 71 per 1000 143 per 1000 OR 2.19 142 POOO Not significant,
Follow-up: mean 6 (38 to 418) (0.51t09.4) (1study) very low"? (p=0.45)
months

* One study with few participants.
2 Unclear sequence generation and allocation concealment, no blinding of services provided. Unclear if, or to what extent the
element of cooperation among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 14: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Gilbertson 2000.

Gilbertson L, Langhorne P, Walker A, Allen A, Murray GD. Domiciliary occupational therapy for patients with stroke
discharged from hospital: randomised controlled trial. BMJ: 2000 Mar 4;320(7235):603-6.

Patient or population: patients with stroke

Type of intervention: complex coordination of services after discharge

Intervention: Development of six week domiciliary program through focus group sessions with patients, carers and
local occupation therapy staff.

Comparison: Routine services

For all information on the various elements of the intervention and comparison, see table 19 in appendix 2.

Illustrative comparative risks*
(95% ClI)

Assumed risk  Corresponding risk

Control Intervention

Read- See comments See comments 138 OGO Nonumbers given, but authors
missions (1 study) very low"? write: The groups were evenly
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Follow-up:

matched for readmissions to

mean 6 hospital. Not significant.
months
Death 24 per 1000 51 per 1000 RR 2.12 138 POOO Not significant
Follow-up: 8 (5 to 548) (0.20to (1 study) very low™?
weeks 22,83)
Death 70 per 1000 89 per 1000 RR 1.27 138 [CISISIS) Not significant
Follow-up: 6 (29 to 278) (0.41to (1 study) verylow™?
months 3.97)
Barthel The mean The mean Barthel 138 GOOO Probably significant in adjusted
index ADL Barthel index index ADL in the (1 study) very low"* analysis, not in unadjusted anal-
Follow-up: 8 ADL in the intervention groups ysis.
weeks control groups was
was 1 higher
17 (0 to 2.3 higher)
Barthel The mean The mean Barthel 138 @OO6 Notsignificant.
index ADL Barthel index index ADL in the (1 study) very low"?
Follow-up:  ADL in the intervention groups
mean 6 control groups was
months was 0 higher
17 (0.6 lower to 2.4
higher)
Resource See comments See comments 138 @OO6 Nonumbers given, authors write
use (1 study) very low™? “groups evenly matched at for
Follow-up: place of residence, readmission
mean 6 to hospital, equipment provided,
months costs for patients and carers.
Nottingham The mean The mean extend- 138 BPOOO Not significant (p=0.08) in un-
extended extended ADL ed ADL in the in- (1 study) verylow*? adjusted analysis, Significant
ADL in the control  tervention groups (p=0.02) in adjusted.
Follow-up:  groups was was
mean 6 23 4 higher
weeks (0.5 lower to 10
higher)
Nottingham The mean The mean extend- 138 POOO Not significant.
extended extended ADL ed ADL in the in- (1 study) very low"?
ADL in the control  tervention groups
Follow-up:  groups was was
mean 6 21 7 higher
months (3.6 lower to 7.8
higher)
Patient 606 per 1000 735 per 1000 OR 1.8 87 BOOEO Intervention group more likely to
satisfaction (683 to 787) (1.4to  (Lstudy) verylow*® be satisfied, unclear if statistical-
Follow-up: 2.4) ly significant.
mean 6
months

! One study with few patients.
2 No blinding. Unclear if, or to what extent the element of cooperation among the other elements of the multifaceted
intervention, had an effect on the measured outcome.
® One study with very few patients.

Table 15: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Graumlich 2009.

Graumlich JF, Novotny NL, Nace GS, Aldag JC: Patient and physician perceptions after software-assisted hospital

discharge: cluster randomized trial. J Hosp Med. 2009 Jul;4(6):356-63

Patient or population: patients with various diseases: diabetes, COPD, coronary heart disease
Type of intervention: complex transmission of various types of information
Intervention: Use of software that prompted the discharging physician to enter i.a. pending tests sent by facsimile

transmission

Comparison: Usual care, handwritten discharge process
For all information on the various elements of the intervention and comparison, see table 20 in appendix 2.

Illustrative comparative risks* (95% ClI)

Assumed risk

Corresponding risk

Intervention

The mean patient per-
ception of discharge
preparedness in the

Control

The mean patient
perception of dis-
charge prepared-

Patient perception
of discharge pre-
paredness (B-

631 DOOO Authors report
(1 study) very low™? significant
(p=0.04)
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PREPARED)

ness in the control

intervention groups was

Follow-up: mean 1  groups was 0.50 higher
week 17.2 (0.13 lower to 1.13 high-
er)
Patient satisfaction The mean patient  The mean patient satis- 631 DOOE Not significant
with medical infor- satisfaction with faction with medical (1 study) very low™* (p=0.587).
mation score medical information information score in the
(SIMS) score in the control intervention groups was
Follow-up: mean 1  groups was 0.20 higher
week 121 (0.53 lower to 0.93 high-
er)
Outpatient physi- The mean outpatient The mean outpatient 631 SO Significant
cian perception physician perception physician perception in (1 study) very low™* (p=0.031).

(Modified Physi-
cian- PREPARED)
Follow-up: mean 1
week

in the control groups the intervention groups

was
16.5

was
0.70 higher

(0.1 to 1.3 higher)

! One study.

2 Unclear number of physicians included, no blinding. Unclear if, or to what extent the element of cooperation among
the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 16: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Grunfeld 2011.

Grunfeld E, Julian JA, Pond G, Maunsell E, Coyle D, Folkes A, et al. Evaluating survivorship care plans: Results
of a randomized, clinical trial of patients with breast cancer. J Clin Oncol 2011;29(36):4755-62

Patient or population: patients with beast-cancer

Type of intervention: complex transmission of various types of information

Intervention: discharge letter sent to the PCP in addition to various educational measurs
Comparison: Routine follow-up

For all information on the various elements of the intervention and comparison, see table 21 in appendix 2

Cancer-specific

Assumed risk

Control

lllustrative comparative risks* (95% Cl)

Corresponding risk

Intervention

The mean cancer-

The mean cancer-specific

408

distress, total, IES® specific distress, total in distress, total in the inter- (1 study) low"® signif-
Follow-up: mean 12 the control groups was vention groups was icant.
months 16.8 0.7 lower

(4.1 lower to 2.8 higher)
Psychological dis- The mean psychologi- The mean psychological 408 ®POO  Not
tress POMS® cal distress in the con- distress in the intervention (1 study) low™* signifi-
Follow-up: mean 12 trol groups was groups was cant.
months 10.3 2.6 lower

(5.6 lower to 0.5 higher)
Satisfaction, total The mean satisfaction, The mean satisfaction, 408 ®POO  Not
PSQ® total in the control total in the intervention (1 study) low™* signifi-
Follow-up: mean 12 groups was groups was cant.
months 7 1.1 lower

(4.2 lower to 1.9 higher)
Physical compo- The mean physical The mean physical com- 408 [SISCISIS) Not
nent, general component, general ponent, general health in (1 study) low™* signifi-
health, SF-36° health in the control the intervention groups cant.
Follow-up: mean 12 groups was was
months 48 0 higher

(2.3 lower to 1.8 higher)
Mental component, The mean mental com- The mean mental compo- 408 PHOO Not
general health, SF- ponent, general health nent, general health in the (1 study) low™ signifi-
36° in the control groups intervention groups was cant

Follow-up: mean 12
months

was
50

1 higher
(0.4 lower to 4.1 higher)

* One study with few patients.
2Unclear blinding of services provided. Unclear if, or to what extent the element of cooperation among the other
elements of the multifaceted intervention, had an effect on the measured outcome.
8 IES, Impact of Events Scale, POMS Profile of mood states, PSQ, personal satisfaction questionnaire, SF-36, short-
form 36 of health-related quality-of-life questionnaire.
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Table 17. Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Guadagnoli 2004.

Guadagnoli E, Normand S-L, DiSalvo TG, Palmer RH, McNeil BJ. Effects of treatment recommendations and specialist inter-

vention on care provided by primary care physicians to patients with myocardial infarction or heart failure. Am J Med
2004;117(6):371-9.

Patient or population: patients with myocardial infarction or heart failure
Settings: simple transmission of various types of information

Intervention: A letter sent to the primary care physician in addition to i.e. a condition-specific card listing treatment recommen-
dation

Comparison: Physicians did not received the materials as in the intervention.
For all information on the intervention and comparison, see table 22 in appendix 2.

lllustrative comparative risks*
(95% ClI)

Assumed risk Corresponding risk
Control Intervention

Conformance with recom- 769 per 1000 769 per 1000 RR 1.0 509 [SISISIS) Not significant
mendation for patients (700 to 846) (0.91to 1.1) (1 study) very low?  (p=0.81).

with acute myocardial

infarct

Follow-up: mean 6 months

Conformance with recom- 811 per 1000 827 per 1000 RR 1.02 323 [SISISIS) Not significant
mendation for patients (746 to 916) (0.92t01.13) (1 study) very low?  (p=0.19).

with heart failure

Follow-up: mean 6 months

! One study with few patients.

2 Unclear randomization and allocation procedure and blinding.

Table 18: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Haggmark 1997.

Haggmark C, Nilsson B. Effects of an intervention programme for improved discharge-planning. Nordic Journal of Nursing Re-
search & Clinical Studies / Vard i Norden 1997 Jun;17(2):4-8.

Patient or population: oncology patients

Type of intervention: complex planning of services while patient still in hospital

Intervention: The district nurse and the GP received a copy of the medical record and were invited to visit at the hospital.
Comparison: Routine care.

For all information on the various elements of the intervention and comparison, see table 23 in appendix 2.

Illustrative comparative risks*

(95% ClI)

Assumed risk Corresponding risk

Control Intervention

Readmissions 917 per 1000 752 per 1000 RR 0.82 52 [SISISIS) Not significant
(587 to 963) (0.64 to 1.05) (1 study)  very low"? (p <0.08).

! One study with very few patients.

2 No blinding. Unclear if, or to what extent the element of cooperation among the other elements of the multifaceted intervention,
had an effect on the measured outcome.

Table 19: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Hansen FR 1994,

Hansen FR, Spedtsberg K, Schroll M. Follow-up home visits to elderly patients after hospitalization. A randomized controlled
study. Ugeskr Laeger 1994;156(22):3305-11.

Patient or population: geriatric patients

Type of intervention: complex coordination of services after discharge

Intervention: Home visit by the district nurse and GP. The GP could contact the hospital if necessary.
Comparison: The present social and medical support.

For all information on the various elements of the intervention and comparison, see table 24 in appendix 2.
lllustrative comparative risks* (95% Cl)
Assumed risk Corresponding risk
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_Control Intervention

Readmissions 461 per 1000 461 per 1000 RR 1.00 343 POOO Not significant.
Follow-up: mean 1 (369 to 581) (0.8t01.26) (1 study) very low ™2

year

Readmissions 110 per 1000 153 per 1000 RR 1.39 344 [CISISIS] Not significant.
Follow-up: mean 14 (88 to 264) (0.8 10 2.4) (1 study) very low *?

days

Death 238 per 1000 424 per 1000 RR 1.78 344 POOO Not significant
Follow-up: mean 1 (252 to 709) (1.06 to 2.98) (1 study) very low™*  (p=0.4).

year

Nursing home 133 per 1000 61 per 1000 RR 0.46 344 [CISISIS) Significant
Follow-up: mean 1 (31 to 125) (0.23t00.94) (1 study) very low *? (p<0.05).
year

! One study with few patients
2 Unclear randomization and allocation process, handling of missing data and blinding. Unclear if, or to what extent the element
of cooperation among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 20: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Hansen R 1990.

Hansen R. Social intervention at discharge. Cooperation between a hospital department, general practice and the social sector.
Ugeskr Laeger 1990;152(35):2506-10.

Patient or population: patients with neurological disorders

Type of intervention: complex coordination of services after discharge

Intervention: Home visit within 2-3 weeks, offers of technical aids. Offer of cooperation with the GP.
Comparison: Usual discharge, not contacted before the end of the investigation.

For all information on the various elements of the intervention and comparison, see table 25 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention
Good health 260 per 1000 260 per 1000 RR 1.0 100 DPOOO

Not significant.

Follow-up: mean (135 to 504) (0.52t0 1.94) (1 study) very low ™2

5 months

No functional 540 per 1000 362 per 1000 RR 0.67 100 POOO Not significant.
problem (232 to 562) (0.43101.04) (1 study) very low ™2

Follow-up: mean

5 months

Home help 60 per 1000 140 per 1000 RR 2.33 100 POOO Not significant.
Follow-up: mean 5 (38to 511) (0.64 to 8.51) (1 study) very low'?

months

! One study with very few patients.
% No blinding. Unclear if, or to what extent the element of cooperation among the other elements of the multifaceted intervention,
had an effect on the measured outcome.

Table 21: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Harrison 2002.

Harrison MB, Browne GB, Roberts J, Tugwell P, Gafni A, Graham ID. Quality of life of individuals with heart failure: a random-
ized trial of the effectiveness of two models of hospital-to-home transition. Med Care. 2002 Apr;40(4):271-82

Patient or population: patients with congestive heart failure

Type of intervention: complex coordination of services after discharge

Intervention: Standard discharge planning plus a comprehensive program

Comparison: Standard discharge planning

For all information on the various elements of the intervention and comparison, see table 26 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Emergency room 460 per 1000 294 per 1000 RR 0.64 192 [SICIS]IS) Significant
visits (202 to 428) (0.44t00.93) (1 study) very low™?*  (p=0.03).
Follow-up: mean 12

weeks

Readmissions 310 per 1000 229 per 1000 RR 0.74 192 [SISISIS) Not significant
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Follow-up: mean 12 (143 to 369) (0.46t0 1.19) (1 study) very low™?  (p=0.26).
weeks

General health The mean general  The mean general 156 [SISISIS) Not significant.
SF-36° health in the control health in the inter- (1 study) very low*?  (p=0.434)
Follow-up: mean 12 groups was vention groups was
weeks 49.31 5.17 higher

(2.99 lower to 13.33

higher)
Quality of Life The mean quality of The mean Quality of 192 [SISISIS) Significant
MLHFQ total. life in the control Life in the intervention (1 study) very low™*  P=0.002
Scale from: 0 to groups was groups was
105. 37.54 10.29 lower
Follow-up: mean 6 (15.85 to 4.73 lower)
weeks
Quality of life The mean quality of The mean quality of life 192 (CISISIS] Significant
MLHFQ total. Scale life in the control in the intervention (1 study) very low™*  P<0.001
from: O to 105. groups was groups was
Follow-up: mean 12 38.39 12.63 lower
weeks (17.97 to 7.29 lower)

! One study with few participants

2 No blinding. Unclear if, or to what extent the element of cooperation among the other elements of the multifaceted intervention,
had an effect on the measured outcome.

®Medical Outcome Study Short Form

*Minnesota Living with Heart Failure Questionnaire

Table 22: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Hendriksen 1989 a og b.

Hendriksen C, Stromgard E, Sorensen KH. Cooperation concerning admission to and discharge of elderly people from the
hospital. 1. The coordinated contributions of home care personnel. Ugeskr Laeger 1989;151(24):1531-4.

Hendriksen C, Stromgard E. Cooperation concerning admission to and discharge of elderly people from the hospital. 2. The
course 1 year after discharge. Ugeskr Laeger 1989;151(24):1534-6.

Patient or population: geriatric patients

Type of intervention: complex planning of services while patient still in hospital

Intervention: The project nurse had daily contact and should if necessary find information from i.a. GP.
Comparison: Usual procedures.

For all information on the various elements of the intervention and comparison, see table 27 in appendix 2.

Illustrative comparative risks*
(95% ClI)

Assumed risk Corresponding risk
Control Intervention

Readmissions 600 per 1000 534 per 1000 RR 0.89 250 DOBO Not significant
Follow-up: mean 1 year (414 to 648) (0.69 t0 1.08) (1 study)  very low"? (p>0.05).
Death 96 per 1000 74 per 1000 RR 0.77 270 POOO Not significant
Follow-up: at discharge (34 t0 162) (0.35t0 1.69) (1 study)  very low"? (p>0.05).
Death 160 per 1000 200 per 1000 RR 1.25 250 POOO Not significant
Follow-up: mean 6 (109 to 368) (0.68 to 2.30) (1 study)  very low"? (p>0.05).
months

Death 240 per 1000 271 per 1000 RR 1.13 250 POOO Not significant
Follow-up: mean 1 year (178 to 415) (0.74t0 1.73) (1 study)  very low"? (p>0.05).

One study with few patients.
2 Unclear randomization and allocation procedure, handling of missing data and blinding. Unclear if, or to what extent the ele-
ment of cooperation among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 23: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Indredavik 200, Fjeertoft 2003, Fjeertoft 2004, Fjeertoft 2005, Fjeertoft 2011
og Askim 2004.

Indredavik B, Fjaertoft H, Ekeberg G, Loge AD, Morch B. Benefit of an extended stroke unit service with early supported dis-
charge: A randomized, controlled trial. Stroke 2000;31(12):2989-94.

Fjaertoft H, Indredavik B, Lydersen S. Stroke unit care combined with early supported discharge: long-term follow-up of a ran-
domized controlled trial. Stroke 2003;34(11):2687-91.

Fjaeartoft 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. Clin Rehabil 2004;18(5):580-6.

Askim T, Rohweder G, Lydersen S, Indredavik B. Evaluation of an extended stroke unit service with early supported discharge
for patients living in a rural community. A randomized controlled trial. Clin Rehabil 2004;18(3):238-48.
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Fjaertoft H, Indredavik B, Magnussen J, Johnsen R. 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. Cerebrovasc Dis
2005;19(6):376-83

Fjaertoft H, Rohweder G, Indredavik B. Stroke unit care combined with early supported discharge improves 5-year outcome: A
randomized controlled trial. Stroke 2011;42(6):1707-11.

Patient or population: patients with stroke

Type of intervention: complex coordination of services after discharge

Intervention: Treatment similar to the control group combined with service from a mobile team.

Comparison: Combined acute and rehabilitation stroke unit and further follow-up organized by clinics and/or primary health
care.

For all information on the various elements of the intervention and comparison, see table 29,13, 14, 3, 15,16 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention
Death Fjeertoft 510 per 1000 459 per 1000 RR 0.90 306 DO

Not significant

Follow-up: mean 5 (362 to 576) (0.71t0 1.13) (1 study) very low™®  (p=0.364).
years

Death Askim 167 per 1000 267 per 1000 RR 1.60 62 DO Not significant.
Follow-up: mean 26 (99 to 726) (0.5910 4.35) (1 study) very low*?

weeks

Death Indredavik 94 per 1000 82 per 1000 RR 0.87 320 DO Not significant.
Follow-up: mean 26 (40 to 165) (0.431t01.76) (1 study) very low"?

weeks

Death Indredavik 44 per 1000 25 per 1000 RR 0.57 320 DPOOO Not significant.
Follow-up: mean 6 (7 to 84) (0.17t0 1.91) (1 study) very low'?

weeks

Barthel Index 2 95, 463 per 1000 528 per 1000 RR 1.14 320 POOO Not significant
Fjaertoft (421 to 657) (0.91t0 1.42) (1 study) very low"?  (p=0.264).
Follow-up: mean 52

weeks

Barthel Index 2 95, 484 per 1000 353 per 1000 RR 0.73 62 POOO Not significant.
Askim (194 to 644) (0.4t01.33) (1 study) very low*?

Follow-up: mean 52

weeks

Barthel Index 2 95, 452 per 1000 357 per 1000 RR 0.79 62 POOO Not significant.
Askim (194 to 655) (0.4310 1.45) (1 study) very low??

Follow-up: mean 26

weeks

Barthel index, 494 per 1000 601 per 1000 OR 1.54 320 POOO Not significant
Indredavik (491 to 700) (0.991t0 2.39) (1 study) very low*?  (p=0.056).
Follow-up: mean

26 weeks

RS* <2, Fjaertoft 285 per 1000 348 per 1000 RR 1.22 306 PO Not significant
Follow-up: mean 5 (251 to 487) (0.88t0 1.71) (1 study) very low™?  (p=0.213). log
years reg 0.079

RS* <2, Fjaertoft 450 per 1000 562 per 1000 RR 1.25 320 POOO Significant
Follow-up: mean 52 (450 to 702) (1 to 1.56) (1 study) very low™*  (p=0.04). Log
weeks reg 0.018.
RS* £ 2, Askim 516 per 1000 387 per 1000 RR 0.75 62 [SISISIS) Not significant.
Follow-up: mean (222 to 676) (0.43t01.31) (1 study) very low”?

52 weeks

RS* < 2, Indre- 519 per 1000 650 per 1000 OR 1.72 320 POOO Significant
davik (543 to 744) (1.1t02.7) (1 study) very low™*  (p=0.017).
Follow-up: mean

26 weeks

RS* < 2, Askim 516 per 1000 418 per 1000 RR 0.81 62 [SISISIS) Not significant.
Follow-up: mean 26 (248 to 717) (0.481t01.39) (1 study) very low”?

weeks

Global Nottingham The mean global The mean global No- 258 [CISISIS] Not significant
Health Profile 2,  Nottingham health  ttingham health profile (1 study) very low™*  (p=0.073).
Fjeertoft profile 2 in the con- 2 in the intervention

Follow-up: mean 52 trol groups was groups was

weeks 79.4 4.9 higher

At home, Fjzertoft 688 per 1000 750 per 1000 RR 1.09 320 [SISISIS) Not significant
Follow-up: mean 52 (654 to 860) (0.95t0 1.25) (1 study) very low?  (p=0.264).
weeks

At home, Fjaertoft 344 per 1000 458 per 1000 RR 1.33 306 [SICISIS) Significant
Follow-up: mean 5 (347 to 605) (1.01t0 1.76) (1 study) very low™*  (p=0.032).
years
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In institution, 146 per 1000 77 per 1000 RR 0.53 306 [SISISIS) Not significant

Fjeertoft (39 to 152) (0.27t0 1.04) (1 study) very low™*  (p=0.057).
Follow-up: mean 5

years

In institution, 150 per 1000 118 per 1000 RR 0.79 320 [SISISIS) Not significant
Fjeertoft (68 to 208) (0.451t01.39) (1 study) very low™?  (p=0.264).
Follow-up: mean 52

weeks

In institution, 400 per 1000 232 per 1000 RR 0.58 320 [SISISIS) Significant
Indredavik (164 to 324) (0.41t0 0.81) (1 study) very low™?*  (p=0.001)
Follow-up: mean 6

weeks

In institution, 169 per 1000 127 per 1000 RR 0.75 320 [SISISIS) Not significant
Indredavik (76 to 213) (0.4510 1.26) (1 study) very low™*  (p=0.277).
Follow-up: mean 26

weeks

Length of stay The mean length of The mean length of 320 [SICISIS) Not significant
stroke unit, stay in hospital in the stay in hospital in the (1 study) very low™*  no number
Indredavik control groups was  control groups was given
Follow-up: at dis- 11 days 0 days lower

charge

Length of stay in The mean length of The mean length of 320 [SICIS]IS) Not significant
hospital, stay in hospital in the stay in hospital in the (1 study) very low™?  (p=0.0324), no
Indredavik control groups was  control groups was SD given.
Follow-up: atdis-  31.1 days 12.5 days lower

charge

Mean costs, The mean costs in ~ The mean costs in the 320 POOO Not significant.
Fjeertoft the control groups  intervention groups (1 study) very low™*  (p=0.127). No
Follow-up: mean 52 was was confidence
weeks 21824 Euro 2887 lower interval given.

* One study with few patients.

2 No blinding for service provided. Unclear if, or to what extent the element of cooperation among the other elements of the mul-
tifaceted intervention, had an effect on the measured outcome.

% One study with very few patients.

*Modified Rankin Scale

Table 24: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Jack 2009.

Jack BW, Chetty VK, Anthony D, Greenwald JL, Sanchez GM, Johnson AE, Forsythe SR, O'Donnell JK, Paasche-Orlow MK,
Manasseh C, Martin S, Culpepper L. A reengineered hospital discharge program to decrease rehospitalization: a randomized
trial. Ann Intern Med. 2009 Feb 3;150(3):178-87.

Patient or population: patients from general medical service

Type of intervention: complex coordination of services after discharge

Intervention: Specially trained nurses coordinated discharge plan and educate and prepare the participants.
Comparison: Usual care.

For all information on the various elements of the intervention and comparison, see table 30 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Readmissions 207 per 1000 149 per 1000 RR 0.72 738 [SISISIS) Not significant
Follow-up: mean (108 to 205) (0.52t0 0.99) (1 study) very low™?  (p=0.09)

30 days

Hospital utiliza- 451 per 1000 316 per 1000 RR 0.70 738 [SISISIS) Significant
tion (262 to 379) (0.52t0 0.94) (1 study) very low™?*  (p=0.009)
Follow-up: mean

30 days

Visited PCP 893 per 1000 618 per 1000 RR 1.41 615 [SISISIS) Significant, (p<
Follow-up: mean (1000 to 1000) (1.21t0 1.65) (1 study) very low™*  0.001)

30 days

How prepared to 529 per 1000 640 per 1000 RR 1.21 615 [SISISIS) Significant,
leave hospital (561 to 735) (1.06 to 1.39) (1 study) very low™?  (p=0.013)
Follow-up: mean

30 days

! One study with few participants.
2 Unclear and inadequate sequence generation and allocation concealment, no blinding for service provided. Unclear if, or to
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what extent the element of cooperation among the other elements of the multifaceted intervention, had an effect on the meas-
ured outcome.

Table 25: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Lampen-Smith 2012.

Lampen-Smith A, Young J, O'Rourke MA, Balram A, Inns S. Blinded randomised controlled study of the effect
of a discharge communication template on proton pump inhibitor prescribing. The New Zealand medical
journal 2012;125(1350):30-6.

Patient or population: patients with acid-related gastrointestinal disorders

Settings: simple transmission of various types of information

Intervention: discharge letter to the GP with instructions as to the proton pump inhibitor

Comparison: No specific proton pump inhibitor template completed.

For all information on the various elements of the intervention and comparison, see table 31 in appendix 2.

Illustrative comparative
risks* (95% CI)
Assumed  Corresponding

risk risk

Control Intervention
PPI therapy in accord- 192 per 240 per 1000 RR 1.25 51 POBO Not signifi-
ance with guidelines 1000 (84 to 685) (0.44 to (1 study) very low"? cant (p=0.7)

Follow-up: 3-6 months 3.57)

! One study with very few patients
2, Unclear randomization and allocation process, no blinding.

Table 26: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Laramee 2003.

Laramee AS, Levinsky SK, Sargent J, Ross R, Callas P. Case management in a heterogeneous congestive heart failure popu-
lation: a randomized controlled trial. Arch Intern Med. 2003 Apr 14;163(7):809-17.

Patient or population: patients with congestive heart failure

Type of intervention: complex planning of services while patient still in hospital

Intervention: 4 major components, early discharge planning, heart failure education, 12 weeks telephone follow-up and promo-
tion of optimal medication.

Comparison: Standard care.

For all information on the various elements of the intervention and comparison, see table 32 in appendix 2.

Illustrative comparative risks* (95% ClI)

Assumed risk Corresponding risk

Control Intervention
Readmissions 368 per 1000 375 per 1000 256 POOO Not significant. No
Follow-up: mean 90 (272 to 515) (0.74 to (1 study) very low*? confidence interval
days 1.4) given.
Use of inpatient ser- The mean use of The mean use of in- 251 POOO Not significant for
vices inpatient services patient services in (1 study) very low"? any service. No
Follow-up: mean 12 in the control the intervention confidence interval
weeks groups was groups was given.

0.6 0.2 lower
Costs The mean costs in The mean costs in 251 POOO Not significant
Follow-up: mean 12 the control groups the intervention (1 study) very low*? (p=0.39). No confi-
weeks was groups was dence interval

25536 US $ 2482 lower given.
Satisfaction The mean satisfac- The mean satis- 256 POOO Significant
Scale from: 1 to 5. tion in the control  faction in the inter- (1 study) very low*? (p<0.01). No confi-
Follow-up: mean 4 groups was vention groups was dence interval
weeks 3.8 0.4 higher given.
Adherence to follow The mean ad- The mean adherence 256 [SISISIS) Significant
low-salt diet herence to follow to follow low-salt diet (1 study) very low"? (p<0.001). No
Scale from: 1 to 5. low-salt diet in the in the intervention confidence interval
Follow-up: mean 4 control groups was groups was given.
weeks 4.6 0.3 higher
Adherence to plan to The mean ad- The mean adherence 256 [SISISIS) Not significant. No
take prescribed medi- herence to plan to to plan to take pre- (1 study) very low"? confidence interval

cations
Scale from: 1 to 5.

take prescribed
medications in the

scribed medications
in the intervention

given.
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Follow-up: mean 4 control groups was groups was

weeks 4.9 0.1 higher
Adherence to follow The mean ad- The mean adherence 256 [SISISIS) Significant
low-salt diet herence to follow to follow low-salt diet (1 study) very low*? (p<0.001). No
Follow-up: mean 12 low-salt diet in the in the intervention confidence interval
weeks control groups was groups was given.

4.4 0.4 higher
Adherence to plan to The mean ad- The mean adherence 256 [SISISIS) Significant
take medication herence to plan to to plan to take medi- (1 study) very low"? (p=0.04). No confi-
Follow-up: mean 12 take medication in cation in the inter- dence interval
weeks the control groups vention groups was given.

was 0.1 higher

4.9

! One study with few patients.
2 Unclear randomization and blinding. Unclear if, or to what extent the element of cooperation among the other elements of the
multifaceted intervention, had an effect on the measured outcome.

Table 277: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Legrain 2011.

Legrain S, Tubach F, Bonnet-Zamponi D, Lemaire A, Aquino J-P, Paillaud E, et al. A new multimodal geriatric
discharge-planning intervention to prevent emergency visits and rehospitalizations of older adults: The
optimization of medication in aged multicenter randomized controlled trial. J Am Geriatr Soc
2011;59(11):2017-28.

Patient or population: geriatric patients.

Type of intervention: complex planning of services while patient still in hospital

Intervention: multimodal discharge planning

Comparison: Usual care.

For all information on the various elements of the intervention and comparison, see table 33 in appendix 2.

Illustrative comparative
risks* (95% Cl)

Assumed  Corresponding
risk risk

Control Intervention

Emergency hospita- 408 per 355 per 1000 RR 0.87 665 DOPOO Not significant

lization or ED visit 1000 (290 to 428) (0.71 to (1 study) low™? (p=0.15)

Follow-up: mean 6 months 1.05)

Deaths 187 per 178 per 1000 RR 0.95 665 PHOO Not significant

Follow-up: mean 6 months 1000 (127 to 243) (0.68 to (1 study) low™? (P=0.74).
1.30)

Readmission 382 per 325 per 1000 RR 0.85 665 PPHOO Not significant

Follow-up: mean 6 months 1000 (264 to 401) (0.69 to (1 study) low™"? (p=0.12).
1.05)

1

One study.
2 The phycisionts were not blinded for patient group assignment. Unclear if, or to what extent the element of coopera-
tion among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 28: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Lim 2003.

Lim WK, Lambert SF, Gray LC. Effectiveness of case management and post-acute services in older people after hospital dis-
charge. Med J Aust 2003;178(6):262-6

Patient or population: geriatric patients

Type of intervention: complex coordination of services after discharge

Intervention: Post-acute coordinators assessed patients and helped develop a discharge plan, providing considerably more
time and expertise than usually available.

Comparison: Usual hospital discharge planning.

For all information on the various elements of the intervention and comparison, see table 34 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Unplanned admis- 275 per 1000 236 per 1000 RR 0.86 598 PO Not significant
sions (182 to 314) (0.66t0 1.14) (1 study) low"? (p=0.19).
Follow-up: mean 6
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months

Death 59 per 1000 61 per 1000 RR 1.03 598 (GICISIS) Not significant
Follow-up: mean 6 (0.55t0 1.95) (1 study) low™? (p=0.92).
months
Quality of Life The mean quality of The mean quality of 598 PPOO Significant
Scale from: 0 to 1. life in the control Life in the intervention (1 study) low™? (p=0.02). No
Follow-up: mean 1 groups was groups was confidence
month 0.10 0.06 higher interval given.
Carer burden The mean carer bur- The mean carer bur- 598 PO Equal in both
Scale from: 0 to 10. den in the control den in the intervention (1 study) low"? groups. No
Follow-up: mean 1 groups was groups was confidence
month 3 0 higher interval given.
Nursing episodes The mean nursing The mean nursing epi- 598 PO Significant
Follow-up: mean 6 episodes in the con- sodes in the inte- (1 study) low"? (p<0.001). No
months trol groups was rvention groups was confidence

52 per cent 6 higher interval given.
Home care epi- The mean home care The mean home care 598 [SISICIS) Not significant
sodes episodes in the con- episodes in the inter- (1 study) low*? (p=0.73). No
Follow-up: mean 6 trol groups was vention groups was confidence
months 12 per cent 1 lower interval given.
Personal care The mean personal The mean personal 598 PPOO Significant
episodes care episodes in the care episodes in the (1 study) low™? (p<0.001). No
Follow-up: mean 6 control groups was intervention groups confidence
months 3 per cent was interval given.

7 higher
Total costs per The mean total costs The mean total costs in 598 PPOO Significant
patient in the control groups the intervention groups (1 study) low™? (p=0.048).
Follow-up: mean 6 was was
months 10687 Australian $ 1545 higher
(11 to 3078 higher)

Independent living The mean indepen- The mean independent 598 PPOO Improvement
Scale from: 0 to 1. dent living in the con- living in the interven- (1 study) low™? significant
Follow-up: mean 1 trol groups was tion groups was (p=0.002). No
month 0.15 0.08 higher confidence

interval given.

1

One study.
% Not blinded for services provided. Unclear if, or to what extent the element of cooperation among the other elements of the
multifaceted intervention, had an effect on the measured outcome.

Table 29: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Marks 1999.

Marks MK, Hynson JL, Karabatsos G. Asthma: Communication between hospital and general practitioners. J Paediatr Child
Health 1999;35(3):251-4.

Patient or population: paediatric asthma patients

Type of intervention: complex transmission of various types of information

Intervention: In addition to standard hospital discharge planning, GPs were telephoned about details of admission and follow-
up, an appointment was made and the patients were provided with written information

Comparison: Standard hospital discharge planning.

For all information on the various elements of the intervention and comparison, see table 35 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Readmission 200 per 1000 400 per 1000 60 hOOO Not significant
Follow-up: mean 3 (110 to 1000) (1 study) very low™? (p>0.2).

months 7.27)

ED presentations 100 per 1000 38 per 1000 RR 0.38 60 hOBO Not significant
Follow-up: mean 3 (11 to 128) (0.11to (1 study) very low™? (p=0.08).

months 1.28)

Severity of symp- The mean severity of 60 CISISIS) No numbers given,
toms symptoms in the inter- (1 study) very low™? The authors write
Follow-up: mean 3 vention groups was "No difference bet-
months 0 higher ween the two

groups in terms of
frequency and
severity of asthma
symptoms, bron-
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chodialtor usage".

Information from 389 per 1000 891 per 1000 RR2.29 45 PO Significant
hospital very or (490 to 1000) (1.26 to (1 study) very low"? (p=0.002).
extremely helpful 4.14)

GP

Follow-up: mean 3

weeks

Quality of communi- 483 per 1000 966 per 1000 RR 2.0 57 DOOO Significant
cation was good- (657 to 1000) (1.36to (1 study) very low™” (p=0.0001).
extremely good 2.93)

Follow-up: mean 3

weeks

Understanding by 621 per 1000 963 per 1000 RR 1.55 57 hOBO Significant
GP of hospitaliza- (720 to 1000) (1.16t0 (1 study) very low™? (p=0.005).
tion management 2.08)

good-extremely

good

Follow-up: mean 3

weeks

! One study with very few patients.
2 Unclear randomization and allocation, no blinding for services provided. Unclear if, or to what extent the element of coopera-
tion among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 30: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Martin 1994.

Martin F, Oyewole A, Moloney A. A randomized controlled trial of a high support hospital discharge team for elderly people. Age
Ageing 1994;23(3):228-34

Patient or population: geriatric patients

Type of intervention: complex coordination of services after discharge

Intervention: The teams prepared a care plan, using a domiciliary visit, One of the teams provided domiciliary care.
Comparison: Appropriate conventional community services.

For all information on the various elements of the intervention and comparison, see table 36 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Readmissions 360 per 1000 137 per 1000 RR 0.38 54 POOO Significant,

Follow-up: mean 6 (47 to 392) (0.13t0 1.09) (1 study) very low"*  (p<0.01).

weeks

Readmissions 200 per 1000 172 per 1000 RR 0.86 54 [SISISIS) Not significant.

Follow-up: mean 12 (56 to 528) (0.28'1t0 2.64) (1 study) very low'?

weeks

Readmissions 840 per 1000 588 per 1000 RR 0.70 54 POOO Not significant.

Follow-up: mean 1 (412 to 832) (0.49t00.99) (1 study) very low"?

year

Death See comments See comments RR 4.33 54 [SICISIS) Not significant.

Follow-up: mean 6 (0.22 to 86.22) (1 study) very low*?  No deaths in

weeks control group
makes calcula-
tion empty.

Death 120 per 1000 103 per 1000 RR 0.86 54 [CISISIS) Not significant.

Follow-up: mean 12 (23 to 468) (0.19t03.9) (1 study) very low"?

weeks

Death 200 per 1000 242 per 1000 RR 1.21 54 [SISISIS) Not significant.

Follow-up: mean 1 (88 to 666) (0.44 10 3.33) (1 study) very low"?

year

Barthel index The mean Barthel The mean Barthel 54 [SISISIS) Not significant.

Follow-up: mean 6 index in the control  index in the interven- (1 study) very low"?

weeks groups was tion groups was

15 1 higher

Barthel index The mean Barthel The mean Barthel 54 [SISISIS) Not significant.

Follow-up: mean 12 index in the control  index in the interven- (1 study) very low"?

weeks groups was tion groups was

15 0 higher

Inpatient days The mean inpatient The mean inpatient 54 [SISISIS) Significant

Follow-up: mean 12 days in the control  days in the intervention (1 study) very low™?*  (p=0.05).

weeks groups was groups was
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25 days 25 lower
(14 to 38 higher)

Inpatient days The mean inpatient The mean inpatient 54 [SISISIS) Not significant
Follow-up: mean 1 days in the control  days in the intervention (1 study) very low*?  (p=0.4).
year groups was groups was

35 days 21 lower

(5 lower to 42 higher)

Home care com- 800 per 1000 80 per 1000 RR 0.10 34 [SISISIS) Significant
munity service (24 to 328) (0.03t0 0.41) (1 study) very low"*  (p<0.05).
Follow-up: mean 6
weeks
Home care com- 818 per 1000 777 per 1000 RR 0.95 32 [SICISIS) Not significant.
munity service (597 to 1000) (0.73t0 1.25) (1 study) very low"?
Follow-up: mean 12
weeks
District nurse 500 per 1000 265 per 1000 RR 0.53 34 [SCICISIS) Not significant.
Follow-up: mean 6 (100 to 685) (0.2t01.37) (1 study) very low"?
weeks
District nurse 273 per 1000 524 per 1000 RR 1.92 32 [SISISIS) Significant
Follow-up: mean 12 (183 to 1000) (0.67t05.48) (1 study) very low"*  (p<0.05).
weeks
Living at home 400 per 1000 828 per 1000 RR 2.07 54 [SICISIS) Significant
Follow-up: mean 6 (496 to 1000) (1.24 to 3.44) (1 study) very low™?  (p<0.001).
weeks
Living at home 440 per 1000 726 per 1000 RR 1.65 54 [SICIS]IS) Significant
Follow-up: mean 12 (440 to 1000) (1t02.7) (1 study) very low"*  (p<0.05).
weeks
Living at home 400 per 1000 588 per 1000 RR 1.47 54 [SISISIS) Significant
Follow-up: mean 1 (332 to 1000) (0.83t0 2.59) (1 study) very low™?*  (p<0.05).

year

' One study with very few patients.
2 Unclear randomization process and how incomplete data was addressed, and no blinding. Unclear if, or to what extent the
element of cooperation among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 31: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i McCusker 2001.

McCusker J, Verdon J, Tousignant P, de Courval LP, Dendukuri N, Belzile E. Rapid emergency department intervention for

older people reduces risk of functional decline: results of a multicenter randomized trial. J Am Geriatr Soc. 2001
Oct;49(10):1272-81

Patient or population: geriatric patients

Type of intervention: complex planning of services while patient still in hospital
Intervention: Brief standardized geriatric nursing assessment, consultation with emergency and geriatric staff end referral to

primary physician.

Comparison: Usual care.
For all information on the various elements of the intervention and comparison, see table 37 in appendix 2.

Illustrative comparative risks*

(95% ClI)
Assumed risk Corresponding risk
Control Intervention
Decline in patient 309 per 1000 212 per 1000 OR 0.60 330 POOO Significant.
functional status or (139 to 307) (0.36 t0 0.99) (1 study)  very low"?
death
Follow-up: mean 4
months
Change in depressive The mean The mean change 228 DOBO Not significant.
symptoms change in de- in depressive (1 study)  very low"?
Follow-up: mean 4 pressive symp-  symptoms in the
months toms in the con- intervention groups
trol groups was  was
0.11 0.51 lower
(1.3 lower to 3.73
higher)
Patient general satis- The mean patient The mean patient 229 POOO Not significant.
faction general satisfac- general satisfaction (1 study)  very low™?

Follow-up: mean 1
month

tion in the control in the intervention

groups was
14.50

groups was
0.62 higher
(0.25 lower to 1.48
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higher)

Change in caregiver The mean The mean change 147 SISISIS) Not significant.
physical health change in care- in caregiver physi- (1 study)  very low™?
Follow-up: mean 4 giver physical cal health in the
months health in the intervention groups

control groups  was

was 0.32 lower

-2.78 (3.1 lower to 3.73

higher)

Change in caregiver The mean The mean change 147 DOBO Not significant
mental health change in care- in caregiver mental (1 study)  very low"?
Follow-up: mean 4 giver mental health in the inter-
months health in the vention groups was

control groups
was
3.77

1.72 lower
(5.39 lower to 1.95
higher)

! One study with few participants.

2 Unclear sequence generation and allocation concealment, no blinding. Unclear if, or to what extent the element of cooperation

among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 32: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Mclnnes, 1999.

Mcinnes E, Mira M, Atkin N, Kennedy P, Cullen J. Can GP input into discharge planning result in better outcomes

for the frail aged: Results from a randomized controlled trial. Fam Pract 1999;16(3):289-93.

Patient or population: geriatric patients

Settings: simple planning while the patient is in the hospital
Intervention: GPs were invited by the geriatrician to make a pre-discharge visit.
Comparison: Standard discharge planning.
For all information on the intervention and comparison, see table 38 in appendix 2.

Illustrative comparative risks*

(95% Cl)

Assumed risk  Corresponding risk

Control Intervention
Readmissions 252 per 1000 338 per 1000 RR 1.34 364 DDOO Not signifi-
Follow-up: mean 6 (209 to 547) (0.83t02.17) (1 study) low™? cant
months (p=0.22).
Community nursing 182 per 1000 318 per 1000 OR 2.10 364 ®PHOO Significant
Follow-up: mean 6 (223 to 431) (1.29 to 3.41) (1 study) low™? (p=0.002).
months
One or more commu- 119 per 1000 180 per 1000 OR 1.63 364 POOEO Significant
nity services (124 to 255) (1.05 to 2.54) (1 study) very (p=0.03).
Follow-up: at discharge low™"?
Patient satisfaction 830 per 1000 930 per 1000 OR 2.72 364 POOEO Significant
Follow-up: at discharge (842 to 971) (1.09 to 6.82) (1 study) ver)l/2 (p=0.03).

low™

" One study with few patients.

% No blinding.

Table 33: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Mion 2003.

Mion LC, Palmer RM, Meldon SW, Bass DM, Singer ME, Payne SM, Lewicki LJ, Drew BL, Connor JT, Campbell JW, Emerman
C. Case finding and referral model for emergency department elders: a randomized clinical trial. Ann Emerg Med. 2003
Jan;41(1):57-68

Patient or population: geriatric patients

Type of intervention: complex planning of services while patient still in hospital

Intervention: In addition to the usual emergency department care, they received a comprehensive geriatric assessment and a
discharge plan to address unmet needs was designed.

Comparison: Usual and customary emergency department care.

For all information on the various elements of the intervention and comparison, see table 39 in appendix 2.

Illustrative comparative risks*
(95% ClI)
Assumed risk
Control

Corresponding risk
Intervention
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Hospitalization 142 per 1000 141 per 1000 OR 0.99 650 SDOO Not significant.
Follow-up: mean 30 (96 to 203) (0.64 to 1.54) (1 study) low"?
days
Hospitalization 269 per 1000 279 per 1000 OR 1.05 650 PPHOO Not significant.
Follow-up: mean 120 (216 to 354) (0.75t0 1.49) (1 study)  low"?
days
Death 6 per 1000 12 per 1000 OR 1,99 650 DOPOO Not significant.
Follow-up: mean 30 (2to 61) (0.37to (1 study) low"?
days 10.78)
Death 31 per 1000 28 per 1000 OR 0.89 650 PDPOO Not significant.
Follow-up: mean 120 (11 to 80) (0.36t0 2.72) (1 study)  low"?
days
SF-36° Physical The mean sf-36 The mean SF-36 565 SISISIS) Not significant
Follow-up: mean 30 physical inthe  Physical in the (1 study) low"?
days control groups  intervention groups
was was
37.6 0.6 lower
(2.5 lower to 1.2
higher)
SF-36° physical The mean sf-36 The mean SF-36 536 dPOO Not significant.
Follow-up: mean 120  physical inthe  physical in the (1 study)  low™?
days control groups intervention groups
was was
38.2 0.2 higher
(1.19 lower to 2.3
higher)
SF36° Mental The mean sf36 The mean SF36 565 PDOO Not significant.
Follow-up: mean 30 mental in the Mental in the inter- (1 study)  low™?
days control groups  vention groups was
was 130.7 lower
51.3 (3.3 lower to 0.7
higher)
SF36° Mental The mean sf36 The mean SF36 536 PPHOO Not significant.
Follow-up: mean 120  mental in the Mental in the inter- (1 study)  low*?
days control groups  vention groups was
was 0.6 higher
51.4 (1.3 lower to 2.5
higher)
Nursing home 28 per 1000 6 per 1000 OR 0.21 650 PPHOO Based on telephone
Follow-up: mean 30 (1 to 28) (0.05 to 0.99) (1 study) low"? interview. Significant.
days
Nursing home 37 per 1000 15 per 1000 OR 0.40 650 PPHOO Based on telephone
Follow-up: mean 120 (5to 42) (0.14 t0 1.15) (1 study)  low™? interview .Not signifi-
days cant.
Costs for hospita- The mean costs The mean costs for 650 PDPOO Not significant.
lizations for hospitaliza-  hospitalizations in (1 study)  low"?
Follow-up: mean 30 tions in the con- the intervention
days trol groups was  groups was
643 US$ 142 lower
(502 lower to 219
higher)
Costs for hospita- The mean costs The mean costs for 650 PDPOO Not significant.
lizations for hospitaliza-  hospitalizations in (1 study)  low™?

Follow-up: mean 120
days

tions in the con-
trol groups was
1865 US$

the intervention
groups was

272 lower

(1182 lower to 637
higher)

! One study with few patients.
2 Unclear if, or to what extent the element of cooperation among the other elements of the multifaceted intervention, had an
effect on the measured outcome.
® Short Form Health Survey

Table 34: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og

utfall i Naji 1999.

Naji SA, Howie, FL, Cameron IM, Walker SA, Andrew J, Eagels JM. Discharging psychiatric in-patients back to primary care:
Primary Psychiatry 1999, Vol 5, No 3: 109-115

Patient or population: patients with psychiatric disorders
Type of intervention: complex transmission of various types of information

179



Intervention: Discharging doctor telephones GP practice routinely. Appointment arranged for patient with 1 week of discharge.
Comparison: Telephone calls only made in special circumstances. Patient told to make own appointment.
For all information on the various elements of the intervention and comparison, see table 40 in appendix 2.

lllustrative comparative risks* (95%
Cl)

Assumed risk Corresponding risk

Control Intervention

Readmissions 274 per 1000 197 per 1000 RR0.72 343 DOBO Not significant.

Follow-up: mean 6 (0.49 to (1 study)  very low"?

months 1.06)

Anxiety, HADS® The mean anxiety The mean anxiety 221 [SISISIS) Not significant (p=0.41).

Follow-up: mean 1 in the control in the intervention (1 study)  very low"?

month groups was groups was

10.0 HAD 1.0 higher
(5 to 14 higher)

Depression, HADS® See comments See comments 132 [SISICIC) Not significant the authors

Patients without alco- (1 study) verylow*®  write: When the opiate/al-

hol/opiate dependent cohol patients were exclu-

Follow-up: mean 1 ded from the analysis,

month there were no significant
differences between the
study groups in HADS de-
pression scores at 1 month
(p=0.38).

Depression, HADS® See comments See comments 89 CISISIS) Significant, the authors

Patients with alcohol/ (1 study) verylow”*  write: The scores of such

opiate dependent patients 1 month after dis-

Follow-up: mean 1 charge were significantly

month higher in the novel dis-
charge group than in the
conventional group
p=0.004.

Attend hospital out- The mean attend The mean attend 343 CISISIS] Significant (p<0.05).

patient hospital outpatient hospital outpatient (1 study)  very low"?

Follow-up: mean 6 in the control in the intervention

months groups was groups was

82 per cent 10 lower

(1 to 19 higher)

* One study with few patients.

% The patients were informed about their group assignment. No blinding. The analyses were not adjusted. Unclear if, or to what
extent the element of cooperation among the other elements of the multifaceted intervention, had an effect on the measured
outcome.

®Hospital Anxiety and Depression Scale

“ One study with very few patients.

Table 35: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Naunton 2003.

Naunton M, Peterson GM. Evaluation of Home-Based Follow-Up of High-Risk Elderly Patients Discharged from Hospital. Jour-
nal of Pharmacy Practice and Research 2003;33(3):176-82.

Patient or population: geriatric patients

Type of intervention: complex coordination of services after discharge

Intervention: Home visit by pharmacist to educate patients about their medication, optimize medication management and im-
prove compliance, detect prescription errors, liaison with community health services.

Comparison: No contact with control group patients until 90 after discharge.

For all information on the various elements of the intervention and comparison, see table 41 in appendix 2.

lllustrative comparative risks* (95% Cl)
Assumed risk Corresponding risk

Control Intervention

Readmissions 453 per 1000 281 per 1000 RR 0.62 121 POOO Significant
Follow-up: mean 90 (172 to 462) (0.381t01.02) (1 study) very low*?  (p=0.05).

days

Death 78 per 1000 52 per 1000 RR 0.67 121 POOO Not significant.
Follow-up: mean 90 (13 to 210) (0.17 t0 2.69) (1 study) very low"?

days

Non-compliance 219 per 1000 53 per 1000 RR 0.24 121 POOO Significant
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Follow-up: mean 90

days

(1510 173)

(0.07 10 0.79)

(1 study)

very low"?

(p<0.01).

" One study with few patients.
% No blinding of services provided. Unclear if, or to what extent the element of cooperation among the other elements of the

multifaceted intervention, had an effect on the measured outcome.

Table 36: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Nazareth 2001.

Nazareth |, Burton A, Shulman S, Smith P, Haines A, Timberall H. A pharmacy discharge plan for hospitalized elderly patients -
A randomized controlled trial. Age Ageing 2001;30(1):33-40

Patient or population: geriatric patients

Type of intervention: complex transmission of various types of information

Intervention: The hospital pharmacist developed discharge plans, a copy was given to the patient and to all relevant profes-
sionals and cares. This was followed by a domiciliary assessment by a community pharmacist.
Comparison: Standard procedures.

For all information on the various elements of the intervention and comparison, see table 42 in appendix 2.

Assumed risk

Control

Illustrative comparative risks* (95% ClI)

Corresponding risk

Intervention

Readmission The meanread-  The mean readmission 340 CISISIS] Not significant.
Follow-up: mean 3 mission in the con- in the intervention (1 study) very low"?
months trol groups was groups was
39.2 0.18 higher
(10.6 lower to 10.2
higher)
Readmission The mean read- The mean readmission 287 POOO Not significant.
Follow-up: mean 6 mission in the con- in the intervention (1 study) very low"?
months trol groups was groups was
28.4 0.54 higher
(11 lower to 9.9 higher)
Death The mean death in The mean death in the 340 POOO Not significant.
Follow-up: mean 3 the control groups intervention groups (1 study) very low"?
months was was
2.8 3.26 higher
(2.5 lower to 7.7 high-
er)
Death The mean death in The mean death in the 288 POOO Not significant.
Follow-up: mean 6  the control groups intervention groups (1 study) very low™?
months was was
12.6 3.5 higher
(4.7 lower to 11.6
higher)
General well being The mean general The mean general well 149 POBO Not significant. No
Follow-up: mean 3 well being inthe  being in the interven- (1 study) very low™? confidence interval
months control groups was tion groups was given.
2.4 0 higher
General well being The mean general The mean general well 123 CISISIC] Not significant.
Follow-up: mean 6  well being inthe  being in the interven- (1 study) very low"?
months control groups was tion groups was
2.4 0.1 higher
(0.135 lower to 0.335
higher)
Client satisfaction The mean client  The mean client satis- 149 CISISIS) Not significant. No
Follow-up: mean 3 satisfaction in the faction in the interven- (1 study) very low™? confidence interval
months control groups was tion groups was given.
3.3 0 higher
Client satisfaction The mean client = The mean client satis- 123 POOO Not significant.
Follow-up: mean 6 satisfaction in the faction in the interven- (1 study) very low"?
months control groups was tion groups was
3.2 0.2 higher
(0.56 lower to 0.96
higher)
GP attendance The mean GP The mean GP atten- 274 POOO Not significant.
Follow-up: mean 3 attendance in the dance in the interven- (1 study) very low"?

months

control groups was
75.0

tion groups was
2.7 higher

(7.4 lower to 12.7
higher)

181



GP attendance The mean GP The mean GP atten- 223 hOOO Not significant.

Follow-up: mean 6  attendance in the dance in the interven- (1 study) very low™?
months control groups was tion groups was
70.7 0.3 higher
(11.6 lower to 12.3
higher)
Outpatient de- The mean outpa- The mean outpatient 340 hOBO Not significant.
partment attendance tient department  department attendance (1 study) very low"?
Follow-up: mean 3 attendance in the in the intervention
months control groups was groups was
47.7 2 higher
(12.6 lower to 8.6
higher)
Outpatient de- The mean outpa- The mean outpatient 288 POOO Not significant.
partment attendance tient department  department attendance (1 study) very low"?
Follow-up: mean 6 attendance in the in the intervention
months control groups was groups was
26.5 2 higher
(8.3 lower to 12.3
higher)
Adherence to medi- The mean adhe- The mean adherence 151 POOO Not significant. No
cine rence to medicine to medicine in the in- (1 study) very low"? confidence interval
Follow-up: mean 3 in the control tervention groups was given.
months groups was 0 higher
0.75
Adherence to medi- The mean adhe- The mean adherence 118 POOO Not significant. No
cines rence to medicines to medicines in the (1 study) very low"? confidence interval
Follow-up: mean 6 in the control intervention groups given.
months groups was was
0.78 0 higher

" One study with few patients.
% Unclear allocation concealment and no blinding. Unclear if, or to what extent the element of cooperation among the other ele-
ments of the multifaceted intervention, had an effect on the measured outcome.

Table 37: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Paquette-Lamontagne 2001.

Paquette-Lamontagne N, McLean WM, Besse L, Cusson J. Evaluation of a new integrated discharge prescription
form. Ann Pharmacother 2001;35(7-8):953-8

Patient or population: patients with internal medicine disorders

Settings: simple transmission of various types of information

Intervention: The team pharmacist contacted the community pharmacy by telephone to obtain patient profile infor-
mation to confirm medication history performed by the researchers.

Comparison: Usual discharge prescription.

For all information on the intervention and comparison, see table 43 in appendix 2.

Illustrative comparative risks*
(95% ClI)

Assumed risk  Corresponding risk

Control Intervention

Global conformity rates 400 per 1000 824 per 1000 RR 2.06 89 POOEO Significant
for patients on internal (576 to 1000) (1.44 t0 2.95) (1 study) very (p<0.001).
medicine low*?

Follow-up: mean 10 days

 One study with very few patients.
2 Unclear if the groups were comparable at baseline, no blinding.

Table 38: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Preen 2005.

Preen DB, Bailey BES, Wright A, Kendall P, Phillips M, Hung J, et al. Effects of a multidisciplinary, post-discharge continuance
of care intervention on quality of life, discharge satisfaction, and hospital length of stay: A randomized controlled trial. Int J Qual
Health Care 2005;17(1):43-51.

Patient or population: patients with chronic cardio respiratory diseases

Type of intervention: complex planning of services while patient still in hospital

Intervention: A discharge care plan including i.a. problems identified, goals developed and agreed upon, identified interven-
tions and community services providers.
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Comparison: Existing hospital processes.

For all information on the various elements of the intervention and comparison, see table 44 in appendix 2.

Mental quality of
life

SF-12°

Follow-up: mean
7 days

Assumed risk

Control

Illustrative comparative risks* (95% ClI)

Corresponding risk

Intervention

The mean mental
quality of life in the
control groups was
40.9

The mean mental quality of
life in the intervention
groups was

1.5 higher

(0.11 lower to 3.11 higher)

189
(1 study)

SISISIC]

very low"?

Not significant
(p=0.055).

Physical quality
of life

SF-12°
Follow-up: mean
7 days

The mean physical
quality of life in the
control groups was
27.2

The mean physical quality
of life in the intervention
groups was

0 higher

(0.23 lower to 0.23 higher)

189
(1 study)

SISISIC]

very low"?

Not significant.

GP’s satisfac-
tion with plan-
ning

Follow-up: mean
7 days

The mean GP’s sat-
isfaction with plan-
ning in the control
groups was

3.02

The mean GP’s satisfac-
tion with planning in the in-
tervention groups was
0.21 higher

(0.05 to 0.37 higher)

189
(1 study)

SISISIS]

very low"?

Significant
(p=0.02).

GP’s satisfac-
tion with pa-
tient's overall
discharge pro-
cess

Follow-up: mean
7 days

The mean GP'’s sa-
tisfaction with pa-
tient's overall dis-
charge process in
the control groups
was

3.42

The mean GP’s satisfac-
tion with patient's overall
discharge process in the
intervention groups was
0.18 lower

(0.37 lower to 0.01 higher)

189
(1 study)

SSISIS]

very low"?

Not significant
(p=0.36).

GP’s satisfac-
tion with hospi-
tal communica-
tion

Follow-up: mean
7 days

The mean GP’s sa-
tisfaction with hos-
pital communication
in the control groups
was

3.52

The mean GP’s satisfac-
tion with hospital commu-
nication in the intervention
groups was

0.05 lower

(0.19 lower to 0.09 higher)

189
(1 study)

SISISIS)

very low"?

Not significant
(p=0.65).

! One study with few patients.
2 Unclear handling of missing output data, no blinding of services provided. Unclear if, or to what extent the element of coopera-
tion among the other elements of the multifaceted intervention, had an effect on the measured outcome.
® Medical Outcomes Study Short Form 12

Table 39: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og

utfall i Reyno

Ids 2004.

Reynolds W, Lauder W, Sharkey S, Maciver S, Veitch T, Cameron D. The effects of a transitional discharge model for psychiat-
ric patients. J Psychiatr Ment Health Nurs 2004;11(1):82-8

Patient or population: patients with mental health disorders

Type of intervention: complex coordination of services after discharge

Intervention: Transitional discharge model where nurse worked with patients until a working phase of a therapeutic relation-
ship had been formed. Peer support was provided.
Comparison: Usual treatment
For all information on the various elements of the intervention and comparison, see table 45 in appendix 2.

Readmission

Assumed risk

Control

lllustrative comparative risks* (95% Cl)

Corresponding risk

Intervention

625 per 1000

1000 per 1000

19

SISISIS]

Not significant.

Follow-up: mean 5 (316 to 1000) (0.505 to (1 study) very low"?

months 15.225)

Change in quality See comments See comments 19 [SISISIS) The difference

of life (1 study) very low"?  between

Follow-up: mean 5 groups not

months analyzed, but
only the control
group reported
improvements
in general life
satisfaction.

Symptoms severi- 19 DOOO Unclear if the

ty (1 study) very low"?  difference
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Follow-up: mean 5 between the
months groups is cal-
culated.

! One study with very few patients.
2 Unclear allocation procedure and no blinding of services provided. Unclear if, or to what extent the element of cooperation
among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 40: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Rutherford 2001.

Rutherford A, Burge B. General practitioners and hospitals. Continuity of care. Aust Fam Physician 2001;30(11):1101-7.

Patient or population: patients with gynaecological cancer or borderline malignancy

Type of intervention: complex planning of services while patient still in hospital

Intervention: GPs were invited by telephone with information on the study.

Comparison: GPs not invited

For all information on the various elements of the intervention and comparison, see table 46 in appendix 2.

lllustrative comparative risks*

(95% ClI)
Assumed risk Corresponding risk
Control Intervention
GP visited hospital 47 per 1000 296 per 1000 RR 6.30 125 POOO Significant
Follow-up: mean 4 (92 to 954) (1.95 t0 20.3) (1 study)  very low"? (p<0.001).
weeks
GPs reported tele- 302 per 1000 794 per 1000 RR 2.63 126 PO Significant
phone calls (535 to 1000) (1.77 t0 3.91) (1 study)  very low"? (p<0.001).
GP confidence in See comment See comment Not estima- 128 POOO No numbers given,
management of pa- ble (1 study)  very low"? but authors write: No
tient's future prob- significant diffe-
lems rences between
study groups.
Patient satisfaction See comments See comments Not estima- 128 POOO No calculated diffe-
with GP management ble (1 study)  very low"? rences given, the
authors write "In
general patients
were satisfied with
GP management, no
difference seen
across the study
groups”.
Patient confidence in See comment See comment Not estima- 128 [CISISIS] No calculated diffe-
GP management of ble (1 study)  very low"? rences, the authors
future problems write; "In general
patient confidence
was high in GP

management of fu-
ture problems, with
no differences bet-
ween groups”

* Only one study with few patients.
2 Unclear handling of incomplete data, no blinding. Unclear if, or to what extent the element of cooperation among the other
elements of the multifaceted intervention, had an effect on the measured outcome.

Table 41: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Shaw 2000.

Shaw H, Mackie CA, Sharkie I. Evaluation of effect of pharmacy discharge planning on medication problems experienced by
discharged acute admission mental health patients. Int J of Pharm Pract 2000;8(2):144-53.

Patient or population: patients with affective and psychotic disorders

Type of intervention: complex transmission of various types of information

Intervention: The study pharmacist visited the ward each weekday morning. Specific problems were acted upon. Information
about medicines was given.

Comparison: No intervention prior to discharge

For all information on the various elements of the intervention and comparison, see table 47 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk
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Control Intervention

Readmission 109 per 1000 284 per 1000 OR3.25 97 POOO Not significant.
Follow-up: mean 3 (104 to 610) (0.95 to (1 study) very low"?

months 12.76)

Decline domiciliary 326 per 1000 443 per 1000 RR 1.36 92 hOOO No significance
visit (228 to 861) (0.7 to (1 study) very low™? given, probably
Follow-up: mean 3 2.64) Not significant.
months

Knowledge of medi- See comment See comment Not esti- 62 OO There was no sig-
cation mable (1 study) very low™? nificant difference
Follow-up: mean 12 in total knowledge
weeks scores between

the two groups.
Only probabilities
of differences with-
in each group

given.

Medication prob- The mean medica- The mean medication 53 POOO Not significant.
lems tion problems in  problems in the inter- (1 study) very low™?
Follow-up: mean 4  the control groups vention groups was
weeks was 1.0 lower

1.9 (1.94 to 0.06 lower)
Medication prob- The mean medica- The mean medication 35 POOO No siginificance
lems tion problems in problems in the inter- (1 study) very low"? calculated because
Follow-up: mean 12 the control groups vention groups was of multiple medica-
weeks was 1.0 lower tion problems per

2.4 (1.98 to 0.02 lower) patient.

* One study with very few patients.
% The groups were not comparable at baseline, unclear allocation procedure and no blinding. Unclear if, or to what extent the
element of cooperation among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 42: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Styrborn 1995.

Styrborn K. Early discharge planning for elderly patients in acute hospitals - An intervention study. Scand J Soc Med
1995;23(4):273-85

Patient or population: geriatric patients

Type of intervention: complex planning of services while patient still in hospital

Intervention: The physician made a geriatric-medical assessment regarding the need for subsequent medical follow-up. The
district nurse collaborated in assess the correct level of acre and provided continuity between hospital and primary care.
Comparison: Standard routines.

For all information on the various elements of the intervention and comparison, see table 48 in appendix 2.

Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Discharged to The mean discharged The mean discharged to 405 [SISISIS) No level of
home/service house to home/service house home/service house in (1 study) very low"? significance
Percentage of hos- in the control groups  the intervention groups given, pro-
pital stays was was bably not
Follow-up: mean 6 72.2 per cent 3.1 lower significant.
months

" One study with few patients.

2 Financial dependency among the areas makes the importance of the intervention group unclear as beds were sold among the
areas. No blinding of services provided. Unclear if, or to what extent the element of cooperation among the other elements of
the multifaceted intervention, had an effect on the measured outcome.

Table 43: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Vuong 2008.

Vuong T, Marriott JL, Kong DCM, Siderov J. Implementation of a community liaison pharmacy service: A randomised controlled
trial. International Journal of Pharmacy Practice 2008;16(3):127-35

Patient or population: geriatric patients

Type of intervention: complex transmission of various types of information

Intervention: Standard care and a home visit for a community liaison pharmacist, a report was generated and transmitted to
GP, pharmacy and other relevant healthcare professions via facsimile.

Comparison: Standard care.
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For all information on the various elements of the intervention and comparison, see table 49 in appendix 2.
Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Number of medi- The mean number of The mean number of 259 CISISIS] Not significant
cation medication in the control medication in the in- (1 study) very low"? (P=0.662).
Follow-up: mean groups was tervention groups was
12 weeks 7.55 0.17 higher

(0.55 lower to 0.89 high-

er)
Medication ad- The mean medication The mean medication 259 POOO Significant
herence adherence in the control adherence in the inter- (1 study) very low"? (p=0.028). No
Follow-up: mean groups was vention groups was Cl given.
12 weeks 0.41 0.18 lower

* One study, few patients.

2 Unclear allocation, no blinding, and many patients withdrew during the study. Unclear if, or to what extent the element of coop-
eration among the other elements of the multifaceted intervention, had an effect on the measured outcome.

Table 44: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Ward 2008.

Ward KT, Bates-Jensen B, Eslami MS, Whiteman E, Dattoma L, Friedman JL, et al. Addressing delays in medication admin-

istration for patients transferred from the hospital to the nursing home: A pilot quality improvement project. American Journal
Geriatric Pharmacotherapy 2008;6(4):205-11.

Patient or population: geriatric patients
Type of intervention: complex transmission of various types of information

Intervention: Physician wrote in a nursing hospital specific form, faxed before patient left the hospital, and the nurse faxed to
the pharmacy that could deliver before the patient arrived.
Comparison: Usual discharge process.

For all information on the various elements of the intervention and comparison, see table 50 in appendix 2.
Illustrative comparative risks* (95% ClI)
Assumed risk Corresponding risk

Control Intervention

Hours to medication The mean time to The mean time to med- 20 [SISISIS) Not significant.
at NH medication at NH ication at NH in the (1 study) very low"?
Follow-up: mean 6 in the control intervention groups
weeks groups was was

9.4 6.2 higher

(0.13 to 12.27 higher)

Missed medication 710 per 1000 1000 per 1000 RR0..71 20 SISISIS) Significant
Follow-up: mean 6 (470 to 1000) (0.47to (1 study) very low™? (p=<0.05).
weeks 1.09)

2 One study with very few patients.

% Unclear if incomplete data addressed, no blinding. Unclear if, or to what extent the element of cooperation among the other
elements of the multifaceted intervention, had an effect on the measured outcome.

Table 45: Oppsummeringstabell av dokumentasjonsgrunnlaget for sammenligning og
utfall i Weinberger 1996.

Weinberger M, Oddone EZ, Henderson WG Does increased access to primary care reduce hospital readmissions? Veterans
Affairs Cooperative Study Group on Primary Care and Hospital Readmission. N Engl J Med. 1996 May 30;334(22):1441-7

Patient or population: patients with various diagnoses, diabetes, COPD, congestive heart failure
Type of intervention: complex planning of services while patient still in hospital
Intervention: |.a. assessment of post-discharge needs, developed list of medical problems, provided education materials.

Comparison: Not access to the primary care nurse and received no supplemental education or assessment of needs beyond
what was customarily offered at each site.

For all information on the various elements of the intervention and comparison, see table 51 in appendix 2.

Illustrative comparative risks*
(95% ClI)

Assumed risk Corresponding risk
Control Intervention
Monthly readmission The mean The mean monthly 1396 ® Significant

rate monthly read- readmission rate in (1 study)  very low"? (p=0.005).
Follow-up: mean 180  mission rate in  the intervention
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days the control
groups was
0.14 per cent

groups was

0.05 higher

(0.02 to 0.08 high-
er)

Quality of life See comments  See comments 1396 SISISIS) No numbers given,
Follow-up: mean 180 (1 study)  very low"? but authors write "No
days significant diffe-
rences between
groups at one month
(p=0.99) or six
months (p=0.53)".
Satisfaction with care See comments See comments 1396 POOO No numbers given,
Follow-up: mean 180 (1 study)  very low"? the authors write:

days

"The intervention
group significantly
more satisfied
(p<0.001) at one
month and this dif-
ference persisted at
six months".

*One study.

% Unclear randomization and blinding, unclear handling of missing outcome data. Unclear if, or to what extent the element of
cooperation among the other elements of the multifaceted intervention, had an effect on the measured outcome.
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Vedlegg 4. Ekskluderte studier,
med eksklusjonsgrunn

Forfatter, artikkel
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WORK 1993 Feb;18(1):57-64.

Ikke en studie
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in the discharge planning process. Soc Work Health Care
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Ikke en studie
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2001;13(6):404-8.
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intervention on hospital discharge transition planning in a spe-
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Ikke utskrivning
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care for patients with chronic heart failure in the community:
The importance of a disease management program. Chest
2002;122(3):906-12.

Ingen som representerer kommu-
nen, ingen samhandling

Ali W, Rasmussen P. What is the evidence for the effectiveness of
managing the hospital/community interface for older people? A
critical appraisal of the literature. Systematic review. 2004.

Ingen samhandling

Allen D, Rixson L. How has the impact of ‘care pathway technolo-
gies' on service integration in stroke care been measured and
what is the strength of the evidence to support their effective-
ness in this respect? International Journal of Evidence-Based
Healthcare 2008;6:78-110.

Ingen samhandling

Allen K, Hazelett S, Jarjoura D, Hua K, Wright K, Weinhardt J, et al. A
Randomized Trial Testing the Superiority of a Postdischarge
Care Management Model for Stroke Survivors. Journal of Stroke
and Cerebrovascular Diseases 2009;18(6):443-52.

Ingen samhandling

assisted child: transitional issues. Journal of perinatology : official
journal of the California Perinatal Association 1994;14(1):48-55.

Allen KR, Hazelett S, Jarjoura D, Wickstrom GC, Hua K, Weinhardt J, et Ikke samhandling

al. Effectiveness of a postdischarge care management model for

stroke and transient ischemic attack: A randomized trial. Journal

of Stroke and Cerebrovascular Diseases 2002;11(2):88-98.

Allen NL, Simone JA, Wingenbach GF. Families with a ventilator- Ingen kontrollgruppe

Al-Rashed SA, Wright DJ, Roebuck N, Sunter W, Chrystyn H. The value
of inpatient pharmaceutical counselling to elderly patients prior
to discharge. Br J Clin Pharmacol 2002;54(6):657-64.

Ingen samhandling

patient-directed discharge letters. Psychiatr Prax 1998;25(4):172-4.

Al-Rashid S, Wright DJ, Reeves JA, Chrystyn H. Opinions about hospi- | Ingen kontrollgruppe
tal discharge information in the UK. Part 1. General practition-

ers. Journal of Social and Administrative Pharmacy 2001;18(3):91-6.

Amering M, Denk E, Griengl H, Sibitz I. "Because it concerns me"-- Ingen kontrollgruppe
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