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In conclusion, although no single overarching model of nursing and midwifery 

practice in the community emerged from the literature, what does emerge are 

evidence-based dimensions that can inform an effective model for the future. The 

essential components of a proposed model of nursing and midwifery in the 

community for consideration are: (1) Right nurse or midwife providing the right 

care to the right people in the right setting - in essence there is space for both 

generalist and specialist depending on the care needs of the client, whether 

individual, family or community. (2) Use of generalist nursing wrapped around 

specialist nursing in providing care where clients at all levels require such 

service input for optimum outcomes. This approach will ensure that clinical 

outcomes are meaningful and lasting and more sustainable. Operationalising a 

model for nursing and midwifery in the community demands a need for strong 

leadership and effective clinical governance (See Figure 1). 

 

Figure 1 refers to a conceptual framework drawn from the literature which 

captures the evidence visually. This can be used to inform a lifespan, person-

centred approach to providing appropriate and effective nursing and midwifery 

care in a primary health care context and thus could represent a model to inform 

DoH deliberations. It is underpinned the principles of primary health care and 

person-centred care, supported by a philosophy of integration and collaboration. 

This home based client (individual, family or community) needs to be at the 

centre of any health service, exists on a trajectory from conception to death and 

another trajectory from wellness to illness.  Their health needs on any point of 

either trajectory can be mainly preventative or curative or a mixture of both. 

Care needs may require a generalist nursing approach or may require a specialist 

nursing or midwifery approach. The dimensions relevant to nursing and 

midwifery which are critical to effective and efficient practice relate to: 

integration and collaboration; transitional where appropriate; appropriate 

education to include competencies and skills; targeted interventions and a care 

management approach. Effective and efficient care is supported by adjuncts 

including telehealth and non-professionals.   

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Conceptual Framework
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Chapter 1: Introduction  

1.1 Background 
The organisation, delivery and funding of healthcare is a source of concern for all 

governments worldwide and is subject to perpetual change and revision.  While 

the delivery of efficient, safe, equitable and cost effective healthcare is of 

paramount importance; the identification of a model that delivers across each of 

these dimensions presents a ubiquitous challenge to all governments and their 

associated healthcare agencies.  Successive health strategies strive to place 

primary care at the centre of the health services, as this is the first point of access 

to healthcare for most people. As nurses and midwives constitute the largest 

group of frontline staff, it is critically important to examine how their services 

are organised and delivered. Central to this process is the identification and 

operationalisation of cogent and comprehensive models of community nursing 

and midwifery practice.   

 

The purpose of this review is to identify current models of registered nursing 

and midwifery practice in the community with the aim of informing subsequent 

policy developments. 

1.2 Nursing and Midwifery Models in a Community Context 
There are variations in the community setting as to how care is delivered and 

coordinated, often as a result of the underpinning economic model of the 

healthcare system. Thus in some systems there is a significant separation 

between the provision of primary medical care and other aspects of primary 

healthcare (such as nursing and midwifery) whereas in other systems they are 

quite closely integrated. This may arise from historic arrangements but is usually 

sustained by different contractual agreements with the different healthcare 

professionals.  Various models of care exist with a diversity of service provision 

and providers (O'Sullivan, Cullen et al. 2015, Pye 2015).  Systems also vary in the 

proportion of primary care (including primary medical care) delivered by health 

professionals other than doctors e.g. by advanced nurse practitioners.  There is 

some reasonably robust literature comparing systems at the broadest (country) 

level but there is a paucity of published literature describing and collating 
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primary care delivery models with much precision and even less, which 

compares models.  

 

The health needs of Western populations have changed due to factors such as 

increases in life expectancy, increased ethnic and cultural diversity, advances in 

health, social and welfare contexts as well as greater care complexity.   All health 

systems face similar problems of increasing aging and dependent populations 

with fewer younger carers and escalating costs of new forms of medical 

treatment and technology.  Primary health care planning and service delivery is 

compromised by multiple complex challenges related to: increasing populations; 

a higher prevalence of chronic health conditions; concerns about mental health; 

obesity; and a rise in the number of individuals living into old age, with 

increasing levels of dependency. Internationally, concerns in relation to the 

provision of health care relate to a costly and potentially unsustainable future for 

the health services over the next 30 years, due largely to a growth of chronic 

conditions. A change in primary health care structures will be required to 

underpin service provision at affordable levels.  This will require better use of 

people and resources, enhanced partnerships and systems of health care, 

improved governance and leadership, together with robust methods of 

evaluation. Countries with more highly developed systems of primary health 

care tend to have higher health care spend and better outcomes (Kringos et al. 

2013, Starfield et al. 2005).  

 

Several authors highlight the need to reinvent primary health care (Rawaf, et al. 

2008, Chan 2009, Frenk 2009; Department of Health and Children 2001).  The 

need for change includes the increased provision of both community 

involvement and community services. Change requires comprehensive 

approaches at different levels and includes doctors, team practice, hospital, the 

wider environment tailored to specific settings and target groups (Grol and 

Grimshaw 2003; Department of Health and Children 2001).  Four key essential 

attributes are associated with primary care and primary health care service 

delivery, these being, first-contact care, person-focused care, as well as 

comprehensive and coordinated care, that is both family and community 
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detailed consideration of the specific research questions.  In Chapter 3, a 

synthesis of data extracted from the international empirical literature is 

structured according to six categories.  This is followed by consideration of 

models presented in the grey literature from Australia, America, Canada, 

Netherlands and the UK, together with an overview of Irish grey literature. 

Chapter 5 presents a narrative summary of outcome of a survey of national 

leaders in community nursing and midwifery.  This is followed by an in-depth 

discussion, contextualisation and conceptualisation of findings and 

recommendations.  Detailed data extraction tables are provided within the 

Appendices. 

1.6 Summary 
This review seeks to address a deficit regarding effective models of nursing and 

midwifery in the community by critically examining international literature and 

existing structures and initiatives in Ireland.   The review, presenting a breadth 

of evidence with in-depth consideration of important areas such as outcomes 

and the quality of studies, together with a detailed knowledge synthesis and 

presentation of recommendations for policy, practice, research and education, 

will inform policy development relevant to community nursing and midwifery 

nationally and may be of interest to policy makers, researchers and practice 

leaders internationally. 
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Chapter 2: Review Methodology 

2.1 Introduction 
As specified by the Department of Health, the aim of this project was to deliver 

an evidence review to identify current models of registered nursing and 

midwifery practice in the community to inform policy development.   

2.2 Review Questions 
Specific review questions relating to this aim included: 

 

1. What definitions exist for community nursing or midwifery? 

 

2. What are the different models of care available for community nursing 

or midwifery?   

 

3. What are the main components/features of community nursing or 

midwifery models of care?   

 

4. What is the focus of the various community nursing or midwifery 

models of care in terms of (a) population groups; (b) health conditions or 

problems; and (c) healthcare contexts / settings?  

 

5. What nursing / healthcare professionals / other personnel are involved 

in implementation of various community nursing or midwifery models of 

care? 

 

6. What is the range of outcomes assessed in community nursing or 

midwifery models of care?  

 

7. What components of each community nursing or midwifery model of 

care are associated with improved outcomes? 

 

8. What are the resource implications identified in specific community 

nursing or midwifery models of care? 
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9. What are the enablers / barriers to implementation of the model as 

reported by authors? 

 

10. What are the recommendations made for practice, education, research 

and/or policy? 

 

11. What level of quality is the evidence obtained? 

2.3 Review Methods 
This desk-based secondary research evidence review was guided by systematic 

review methodology (Higgins & Green 2011a; Centre for Systematic Reviews and 

Dissemination 2008) and was conducted in line with the Preferred Reporting 

Items for Systematic Reviews and Meta-Analysis (PRISMA) statement (Moher et 

al. 2009).   

 

In addition to the empirical review of international evidence relating to models 

of community nursing and midwifery, a review of grey literature, focusing on 

Ireland together with the United Kingdom, Netherlands, Australia, America and 

Canada was conducted.  These countries were purposively selected because a 

preliminary search and screening for relevant literature found that most 

international empirical evidence was published from these countries.   

 

Consideration was also given to the existence of models of care in Ireland but 

that may not be in the published literature. To this end, a survey was sent by 

email to the Chair of the National Directors of Public Health Nursing, and all 

community related Professional Development Co-ordinators requesting 

information on any models/interventions/initiatives involving community 

nursing/midwifery/ public health nursing in their areas (See Appendix 2).   

2.3.1 Selection Criteria for Studies  

Initial Search  

The PICOCS framework (Box 1) was used to develop an initial search strategy 

and to support selection criteria (Davies 2011). 
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Figure 2: PRISMA Flow Chart 

 

Table 1: Summary of outputs from international grey literature review 
 

Country USA UK Netherlands Australia Ireland Canada 
n after initial 
Google search 

50 50 50 50 50 50 

n remaining after 
title review 

5 18 8 8 21 6 

n remaining after 
full text review 

2 8 8 8 8 5 

Final n papers 
included for data 
extraction 

1 5 1 6 5 5 
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2.3.4 Data Extraction 

Data were extracted from all papers, meeting the inclusion criteria.  The review 

questions formed the basis for structuring the data extraction tables.  Data were 

extracted based on: authors, date and country of origin; type of evidence; aim of 

the study; definitions relating to models of community nursing or midwifery, 

population group and size; setting; health condition / problems; outcomes 

assessed and effects; components of the intervention associated with improved 

outcomes; resource implications; enablers and barriers relating to the 

implementation of the model of nursing or midwifery; conclusions and 

recommendations for education, research, policy and/or practice.  The same 

table was used to extract information from both grey and empirical evidence. 

2.3.5 Quality Appraisal 

Studies were stratified and grouped according to study type i.e. RCTs and 

systematic reviews, meta-analyses or meta-reviews and a quality assessment of 

each were conducted as follows: 

 

Randomised Controlled Trials 

The Cochrane Risk of Bias Tool for Randomised Controlled Trials (Higgins et al. 

2011a,b) as recommended by Zeng et al. (2015) was used to assess the quality of 

RCTs.  This risk of bias tool covers the following six domains:   

o Random sequence generation (selection bias) 

o Allocation concealment (selection bias) 

o Blinding of participants and researchers (performance bias) 

o Blinding of outcome assessment (detection bias) 

o Incomplete outcome data (attrition bias) 

o Selective reporting (reporting bias) 

o Other bias  

Response options were low risk, high risk, or unclear risk.  

 

Systematic reviews, meta-analyses, meta-reviews 

The quality of systematic reviews/meta-analyses and meta-reviews was assessed 

using the AMSTAR as proposed by Shea et al. (2007 2009).  This tool consists of 
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Grey Literature 

The extracted data were synthesised into a narrative summary of findings by 

country.  This synthesis is presented in Chapter 4. 

 

Email Survey of National Leaders in Community Nursing or Midwifery 

The data from the email survey of national leaders were reviewed, tabulated and 

are presented for synthesis in Chapter 5. 

2.4 Summary 
This chapter has presented the rigorous methodology for this review of effective 

models of community nursing and/or midwifery.  It has highlighted the 

significant quantity of evidence reviewed in a relatively short timeframe.  Quality 

assessment instruments selected are described in depth together with the 

inclusion and exclusion criteria applied and method of data extraction.  The 

outcome of this process is presented in the Chapters that follow.  
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Chapter 3: Review of International Empirical Evidence 

3.1 Introduction 
In this chapter, the results of the review of international empirical evidence are 

presented.  The first section presents an overview of the characteristics of all 

included studies and the degree to which they answer the research questions 

central to this review.  This is followed by a summary of data presented to reflect 

the six categories identified.   

3.2 Characteristics of all included studies 
A total of 118 empirical studies were included in this evidence review.  The 

papers reviewed represent four types of evidence as presented on Table 2 by 

category area.  The evidence was drawn from meta-analyses (n=3), systematic 

reviews with meta analysis (n=3), systematic reviews (n=27), and randomised 

controlled trials (n=85).  No meta-reviews were sourced. 

 
Table 2: Types of Evidence by Thematic Area  
 
 Meta 

Review 
Meta 
Analysis 

Systematic 
Review and 
Meta 
Analysis 

Systematic 
Review 

RCT 

Integrated and 
collaborative 
care models 
(n=33) 

0 1 1 9 22 

Home based 
community 
nursing 
(n=32) 

0 0 1 8 23 

Telehealth 
(n=15) 

0 0 0 1 14 

Transitional 
Care (n=9) 

0 1 1 3 4 

Non 
professionals 
(n=10) 

0 1 0 3 6 

Preventative 
(n=19) 

0 0 0 3 16 

Total 0 3 3 27 85 
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The country of origin of the studies is outlined in Table 3.  The majority of 

empirical evidence was generated in the US (n=44), followed by Australia 

(n=17).  Interestingly, no empirical evidence, meeting the inclusion criteria for 

this part of the review, emerged from Ireland.  

 

An analysis of coverage in terms of the number of studies that addressed each 

question in the empirical review is presented in Table 4.  There was some 

diversity across the studies on the extent to which the 13 questions relevant to 

the review were addressed.   

 

 



Table 3: Country of origin of studies (n=118 studies) 
 

Country of origin 
Integrated and 

collaborative care 
models (n=33) 

Home based 
community 

nursing 
(n=32) 

Telehealth 
(n=15) 

Transitional Care 
(n=9) 

Non professionals 
(n=10) 

Preventative 
(n=19) 

USA (n=44) 7 8 8 2 6 13 
Australia (n=17) 4 5 2 2 4 0 

UK (n=15) 4 6 1 1 0 3 
Netherlands (n=13) 7 2 1 2 0 1 

Canada (n=5) 3 2 0 0 0 0 
New Zealand (n=4) 2 1 0 1 0 0 

Spain (n=3) 1 2 0 0 0 0 
Switzerland (n=3) 2 1 0 0 0 0 

Iran (n=3) 0 1 1 0 0 1 
China (n=2) 0 1 0 1 0 0 

Sweden (n=1) 0 1 0 0 0 0 
Japan (n=1) 0 1 0 0 0 0 

Germany (n=1) 0 1 0 0 0 0 
Norway (n=1) 0 0 0 0 0 1 
Finland (n=1) 0 0 1 0 0 0 

Malaysia (n=1) 1 0 0 0 0 0 
Austria (n=1) 1 0 0 0 0 0 

Portugal (n=1) 0 0 1 0 0 0 
Italy (n=1) 1 0 0 0 0 0 

 



 

 

Table 4:  Number of studies providing data on each question addressed in this report by thematic area  
 
 Integrated and 

collaborative 
care (n=33) 

Home based 
community 
nursing 
(n=32) 

Telehealth  
(n=15) 

Transitional 
care (n=9) 

Non 
Professionals 
(n=10) 

Preventative 
(n=19) 

Q1 Defintions 4 7 2 2 2 1 

Q2 Overview of model 31 32 15 7 10 19 

Q3 Main components  29 29 14 9 10 19 

Q4 Population group and size 33 32 15 9 10 19 

Q5 Health condition / problem 33 32 15 9 9 19 
Q6 Healthcare context/setting  33 32 15 9 10 19 

Q7 Nursing disciplines involved 33 31 15 8 10 19 

Q8 Outcomes assessed and effects on outcomes 32 32 15 9 10 19 
Q9 Components of intervention associated with 
improved outcomes 

27 15 13 7 9 18 

Q10 Resource Implications 21 18 2 4 3 11 

Q11 Enablers 16 8 9 2 6 10 
Q12 Barriers 10 8 11 2 5 8 

Q13 Recommendations  29  24  13 9 9 19 
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3.3 Quality review of included studies 
The Cochrane ROB tool was applied to 85 RCTs and the AMSTAR to 35 review 

studies.  A summary of the risk of bias detected for the RCTs included is 

highlighted in Figure 3.  As indicated, there was considerable variation in the 

quality of RCTs included.  Blinding of participants was the most consistent 

criterion met in most studies, evident in approximately 30% of RCTs. The nature 

of many RCTs e.g. home based care, is likely to have contributed to challenges in 

meeting these criteria. Based on these limitations and unclear or high risk of bias 

evident for other criteria presented in Figure 2, it can be concluded overall that 

the methodological quality of RCTs included in this review is weak.  

 

 
 
Figure 3: Summary Bar Chart of Risk of Bias for all RCTs Included in this 

study (n=85) 

 

However, the pattern of quality was found to vary across the 6 categories of 

community nursing identified.  Most RCTs in the the transitional care category 

met al.l criteria assessed as evident in over 60% of studies.  Over 40% percent of 

the RCTs within the integrated/collaborative category met al.l criteria assessed. 

These two categories compared favourably over home based RCTs with only 

25% of studies meeting all quality criteria.  The methodological quality of  RCTs 
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was found to be weakest for telehealth and preventative care with less than 10% 

of the latter and less than 15% of the former meeting all criteria.   

 

Figure 4 indicates that the methodological quality of the review documents is 

substantially better, with most studies included conforming to quality 

recommendations, in the majority of areas.  In fact, as the figure below 

demonstrates, the construct and design of the studies were likely to prevent bias.  

In examining the internal validity of the systematic reviews, certain facts emerge.  

The characteristics of included studies were specified in over 90% of studies.  

Quality assessment, details of the literature search, duplicate selection and data 

extraction procedures as well as appropriate use of quality to formulate the 

conclusion was evident in over 75% of the studies.  This may be contrasted with 

weaker results in relation to the likelihood of publication bias being assessed 

and also the inclusion of a list of included / excluded studies.  Unlike the RCTs, no 

particular differences in quality are apparent across the systematic reviews in 

the 6 categories of nursing.  However, the lesser number of reviews identified 

comparative to the number of RCTs may have affected this. 

 

Figure 4: Summary Bar Chart of the AMSTAR quality review (n=33 studies)

0% 25% 50% 75% 100%

A priori design

Duplicate selection and data ext
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3.4 Review and analysis of data 

To facilitate review and analysis of this large number of studies (n=118) it is 

necessary to identify distinct (but not mutually exclusive) categories based on 

the primary aim of each research paper.  This resulted in the emergence of six 

category areas i.e.  Integrated and Collaborative Care (n=33); Home Based 

Community Nursing (n=33); Telehealth (n=15); Transitional Care (n=9); Non-

Professional (n=10) and Preventative (n=18).  Sub categories are presented on 

the visual overview (Figure 5). 

 

There was considerable diversity across the studies reviewed on the extent to 

which the research questions relevant to this review were addressed. This in 

particular related to what type of models have been developed and whether they  

are led by, or involve nurses or midwives (see Table 4). In the Systematic 

reviews in relation to maternal and child health, these sometimes include 

midwives, however this is not always reflected in the text. Furthermore in some 

of the individual papers, midwives are included but are often not visible. 

Therefore, midwife is only documented where relevant papers have included 

them specifically.The following sections present a synthesis of the findings under 

the identified category addressing each of the questions as appropriate. In the 

first two categories, where the number of studies for synthesis is particularly 

large, tables have been used to process elements of the synthesis. 
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Figure 5: Visual overview of categories and sub categories of evidence 

* n=papers rather than studies 
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3.5 Integrated and Collaborative Care  
Collaboration and integration are often interpreted in different ways by 

healthcare professional. Within the community setting integrated and 

collaborative care involve health care professionals working in tandem to 

improve patient outcomes. 

3.5.1 Characteristics of Studies 

A total of 33 studies reported on integrated and collaborative care.  This 

evidence is drawn from meta-analysis (n=1) systematic reviews with meta-

analysis (n=1), systematic reviews (n=9) and RCTs (n=22).  

 

Studies were primarily from the USA (n=7), Netherlands (n=7), UK (n=4), 

Australia (n=4), Canada (n=3), Switzerland (n=2) and New Zealand (n=2). 

Studies also originated from Italy (n=1), Spain (n=1), Austria (n=1) and Malaysia 

(n=1).  

 

Quality assessments were completed for all included studies as outlined in 

Chapter 2.  The Risk of Bias Tool (ROB) assessed quality of RCTs (n=22) and 

most studies showed a largely unclear or mixed risk of bias as outlined on Figure 

6.  However, two studies demonstrated low risk of bias overall (Albers-Heitner et 

al. 2012, Houweling et al. 2011), with the remaining demonstrating high risk of 

bias across several domains (Coburn et al. 2012, Jonkers et al. 2012, Coventry et 

al. 2015).   

 

Systematic reviews and meta-analysis studies were assessed using the AMSTAR.  

The systematic reviews were generally found to be of medium to high quality 

overall (Table 5). 
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Table 5: Summary of the AMSTAR applied to studies in Integrated and Collaborative Care Category 
 

 
A Priori 
design 

Duplicate 
selection 
and data 
extract 

Lit. 
search 

Publication 
status as 
inclusion 
criterion 

List of incl/ 
excl 

studies 

Characteristics 
of included 

studies 
specified 

Quality 
assessed 

Appro. use 
of quality to 
formulate 

conclusions 

Appro. 
method of 
combining 

findings 

Likelihood of 
publication 

bias assessed 

Conflict of 
interest 

considered 

Low et al. 2014 Yes Yes No No No Yes Yes Yes No No Yes 

Stall et al. 2014 Yes Yes No No No Yes No Yes No No Yes 

Clarke et al. 2010 Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Swan et al. 2015 No Yes Yes No No Yes Yes Yes Yes Yes No 

Martinez-Gonzalez et al. 
2014 Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Martinez-Gonzalez et al. 
2015 Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Martin-Misener et al. 2015 Yes Yes Yes Yes No Yes Yes Yes Yes Yes Yes 

Heise et al. 2014 No DK Yes Yes No Yes Yes No DK DK DK 

Gibson et al. 2013 Yes Yes Yes DK Yes Yes Yes Yes No DK Yes 

Hoare et al. 2011 No No Yes Yes DK Yes DK No DK No No 

Van Dillen et al. 2014 No Yes Yes No No Yes Yes DK No No No 
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The core components of the integrated or collaborative care interventions 

described were disparate and varied and ranged from health education to 

advance care planning to hospital out-patient follow-up as indicated in Table 7.  

 

Table 7: Core Components of Integrated or Collaborative Care 

Interventions 

Core Components Authors 

Early identification and treatment of 
exacerbation of the illness 

Levine et al. 2012 

Patient-specific health education Adlbrecht et al. 2011; Katon et al. 2012; 
Levine et al. 2012; Selvaraj et al. 2012 

Caregiver management of the 
disease / support 

Levine et al. 2012; Boult et al. 2011 

Advance care planning Levine et al. 2012 
Follow-up home visits Adlbrecht et al. 2011; Levine et al. 2012 
Promoting self-management   Boult et al. 2011; Adlbrecht et al. 2011; 

Levine et al. 2012; Jonkers et al. 2012; 
Selvaraj et al. 2012 

Communication and coordination Low et al. 2011; Selvaraj et al. 2012 
Substituting usual physician led care 
with nurse led care 

Houweling et al. 2011; Martin-Misener et al. 
2015; Martinez-Gonzalez et al. 2015 

Computer program / email / phone 
assisted case management 

Adlbrecht et al. 2011; Elley et al. 2011; Low 
et al. 2011; Selvaraj et al. 2012; Low et al. 
2011; Cicolini et al. 2014 

Assessment/education followed by 
an integrated care plan and 
rehabilitation 

Richardson et al. 2013; Senior et al. 2014 

Home care Stall et al. 2014 
Regular interprofessional care 
meetings and after-hours support 

Senior et al. 2014 

Sessions on self-help based around 
psycho education, cognitive and 
behavioural exercise 

Osterbaan et al. 2013 

Face-to-face sessions Coventry et al. 2015; Elley et al. 2011; Kneipp 
et al. 2011;2013 

Routine primary care Stewart et al. 2014A 
Hospital outpatient follow-up Stewart et al. 2014A 
Self-assessment form Cicolini et al. 2014 
Community rehabilitation Clarke et al. 2010 
Individualised care plans Coburn et al. 2012; Katon et al. 2012 
Additional assessments Coburn et al. 2012 
Nurse led independent judgement Martinez-Gonzales et al. 2014; Ortego et al. 

2014 
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Supervisory nurse led care Heise & van Servellen 2014 
Diary keeping Albers-Heitner 2012; Harris et al. 2015, 

Jonkers et al. 2012 
Training sessions Kneipp et al. 2011; 2013 
Problem solving Katon et al. 2012 
Counselling on self-monitoring   Tiessen et al. 2013 
Screening Clark et al. 2012 
Behaviour change techniques and 
feedback 

Harris et al. 2015 

Record keeping, reminders, and 
feedback and training  

Jansink et al. 2013 

 

A number of studies utilised health promotion strategies as core components of 

the intervention including patient specific health education (Adlbrecht et al. 

2011, Katon et al. 2012, Levine et al. 2012, Selvaraj et al. 2012), self assessment 

forms (Cicolini et al. 2014), sessions on self-help based around psycho education, 

cognitive and behavioral exercise (Osterbaan et al. 2013) and promoting self-

management (Boult et al. 2011, Adlbrecht et al. 2011, Levine et al. 2012, Jonkers 

et al. 2012, Selvaraj et al. 2012).  

 

With regards to management, core components included early identification and 

treatment of exacerbation of the illness (Levine et al. 2012), and substituting 

usual physician led care with nurse led care (Houweling et al. 2011, Martin-

Misener et al. 2015; Martinez-Gonzalez et al. 2015). Furthermore, caregiver 

management of the disease and support (Levine et al. 2012, Boult et al. 2011), 

advance care planning (Levine et al. 2012), regular interprofessional care 

meetings, after-hours support (Senior et al. 2014), communication, coordination 

(Low et al. 2011, Selvaraj et al. 2012), and assessment and education 

(Richardson et al. 2013, Senior et al. 2014) were successful core components in 

the implementation of interventions.  

 

Core components also focused on the use of technology which involved 

computer programs, emails, and phone assisted case management. A further 

focus was on interventions based in the community/home. The core components 

of these interventions included follow up home visits (Adlbrecht et al. 2011, 

Levine et al. 2012), general home care (Stall et al. 2014), screening (Clark et al. 
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2012), routine primary care (Stewart et al. 2014a), hospital outpatient follow-up 

(Stewart et al. 2014a), and community rehabilitation (Clarke et al. 2010).  

 

Many nurse-led primary care interventions used behaviour change techniques 

and feedback, diary keeping (Harris et al. 2015), face-to-face sessions (Elley et al. 

2011), nurse-led independent judgement (Martinez-Gonzales et al. 2014), 

counselling on self-monitoring (Tiessen et al. 2013), supervisory nurse led care 

(Heise & van Servellen 2014), training sessions (Kneipp et al. 2011, 2013), 

individualised care plans, problem solving (Katon et al. 2012), additional 

assessments (Coburn et al. 2012), as well as record keeping, reminders, feedback 

and training (Jansink et al. 2013).  

3.5.4 Role of the nurse  

The majority of interventions were led by registered nurses from a range of 

specialities (as outlined on Table 8).  Practice nurses (PN) delivered the 

intervention in 12/33 studies. 

 

Table 8: Type of Nurse Delivering Intervention in Integrated and 

Collaborative Care 

Nurse role Study 
Psychiatric nurses Osterbaan et al. 2013 
Practice nurses Boult et al. 2011; Coventry et al. 2015; Elley et al. 

2011; Gibson et al. 2013; Harris et al. 2015; Hoare et 
al. 2011; Houweling et al. 2011; Jansink et al. 2013; 
Katon et al. 2012, Ortego et al. 2014; Tiessen et al. 
2013; van Dillen and Hiddink 2014 

Cardiac nurse specialists Adlbrecht et al. 2011; Clarke et al. 2010 
Nurse practitioners and 
advanced nurse practitioner 

Martinez-Gonzalez, et al. 2015; Martin-Misener et al. 
2015; Swan et al. 2015 

Urology nurse specialists Albers-Heitner 2012 
Public health nurses Kneipp et al. 2011/2013 
Nurse educators Selvaraj et al. 2012 
Research nurses Clark et al. 2012 ; Jonkers et al. 2012 
Multidisciplinary team 
interventions 

Levine et al. 2012; Low et al. 2011; Senior et al. 2014; 
Stall et al. 2014. 
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3.5.5 Population and settings 

Adult population groups of all ages participated in the majority of interventions. 

One UK study focused on individuals above 16 years (Coventry et al. 2015).  Two 

systematic reviews and one RCT reviewed the efficiency of intervention on 

primary care staff (Hoare et al. 2011, Jansink et al. 2013, van Dillen and Hiddink 

2014).  Studies focused on a range of conditions with chronic and cardiac 

illnesses most prevalent (see Table 9).   

 

Table 9: Conditions of People Supported by Integrated and Collaborative 

Interventions 

Conditions Study 

Chronic illness (non 
specific) 

Boult et al. 2011; Coburn et al. 2012; Kneipp et al. 
2011/2013; Levine et al. 2012; Low et al. 2011; 
Martinez-Gonzales et al. 2014; Martin-Misener et al. 
2015; Senior et al. 2014 

Dementia Low et al. 2011 
Mental health disorders Coventry et al. 2015; Osterbaan et al. 2013; Heise & 

van Servellen 2014; Jonkers et al. 2012; Katon et al. 
2012 

Cardiac conditions Adlbrecht et al. 2011; Clarke et al. 2010; Cicolini et al. 
2014; Ortego et al. 2014; Selvaraj et al. 2012; Stewart 
et al. 2014A; Tiessen et al. 2013 

Chronic fatigue 
syndrome/myalgic 
encephalitis 

Richardson et al. 2013 

Osteoporosis Clark et al. 2012 
Diabetes Gibson et al. 2013; Houweling et al. 2011; Jansink et 

al. 2013 
Weight management van Dillen and Hiddink 2014 
Urinary incontinence Albers-Heitner 2012 

 

Most people were cared for in the home environment (Adlbrecht et al. 2011, 

Albers-Heitner 2012, Levine et al. 2012, Low et al. 2011, Senior et al. 2014, Stall 

et al. 2014), primary care (Boult et al. 2011, Cicolini et al. 2014, Coventry et al. 

2015, Hoare et al. 2011, Jonkers et al. 2012, Katon et al. 2012, Kneipp et al. 

2011,2013, Ortego et al. 2014, Richardson et al. 2013, Selvaraj et al. 2012, 

Stewart et al. 2014a, Swan et al. 2015, van Dillen and Hiddink 2014) or in general 

practice (Clark et al. 2012, Osterbaan et al. 2013, Elley et al. 2011, Gibson et al. 
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2013, Harris et al. 2015, Hoare et al. 2011, Houweling et al. 2011, Jansink et al. 

2013, Martinez-Gonzales et al. 2014, Tiessen et al. 2013).  Other studies were set 

in outpatient secondary mental health services (Osterbaan et al. 2013), 

specialised outpatients (Adlbrecht et al. 2011), and community or ambulatory 

settings (Martinez-Gonzales et al. 2014, Martin-Misener et al. 2015). 

3.5.6 Range of outcomes assessed  

The range of outcomes assessed was extremely varied from issues such as 

mortality (both diseases specific and all-cause mortality) to healthcare 

utilisation, and cost.  See Table 10 for a full range of assessed outcomes.  The 

effects of the interventions were similarly varied but were mostly positive, 

neutral or not determined (usually because of issues with the execution of the 

particular study e.g. small sample size).    

 

Table 10: Outcomes Assessed by Integrated and Collaborative Care 

Interventions 

Type of Outcome Studies 

All cause mortality Low et al. 2011; Stewart et al. 2014a; Clarke et al. 2010; 
Adlbrecht et al. 2011; Coburn et al. 2012; Martinez-
Gonzalez, et al. 2015 

Disease specific mortality Clarke et al. 2010; Adlbrecht et al. 2011; Coburn et al. 
2012;Hoare et al. 2011 

General clinical outcomes Low et al. 2011; Stall et al. 2014; Osterbaan et al. 2013; 
Stewart et al. 2014a; Cicolini et al. 2014; Clarke et al. 
2010; Jonkers et al. 2012; Kneipp et al. 2011/2013; Hoare 
et al. 2011 

Disease specific outcomes Low et al. 2011; Senior et al. 2014; Stall et al. 2014; 
Osterbaan et al. 2013; Stewart et al. 2014a; Clarke et al. 
2010; Adlbrecht et al. 2011; Martinez-Gonzales et al. 
2014; Martinez-Gonzalez et al. 2015; Martin-Misener et al. 
2015; Ortego et al. 2014; Boult et al. 2011; Albers-Heitner 
2012; Selvaraj et al. 2012; Katon et al. 2012; Houweling et 
al. 2011; Gibson et al. 2013; Clark et al. 2012; Hoare et al. 
2011; van Dillen and Hiddink 2014; Jansink et al. 2013 

Risk factor reduction Cicolini et al. 2014; Clarke et al. 2010; Swan et al. 2015; 
Martinez-Gonzales et al. 2014; Martin-Misener et al. 2015; 
Ortego et al. 2014; Selvaraj et al. 2012; Katon et al. 2012; 
Tiessen et al. 2013; Harris et al. (2015); Elley et al. 2011; 
van Dillen and Hiddink, 2014; Jansink et al. 2013 

Mental health Low et al. 2011; Osterbaan et al. 2013; Coventry et al. 
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Type of Outcome Studies 

2015, Jonkers et al. 2012, Kneipp et al. (2011/2013), 
Katon et al. 2012 

Medicines use Low et al. 2011; Coburn et al. 2012); Martin-Misener et al. 
2015 

Medication adherence Heise & van Servellen, 2014 
Functional status Low et al. 2011; Senior et al. 2014; Stall et al. 2014; 

Coventry et al. 2015; Jonkers et al. 2012; Ortego et al. 
2014 

Quality of life Low et al. 2011; Coventry et al. 2015; Clarke et al. 2010; 
Albers-Heitner, 2012; Katon et al. 2012; Richardson et al. 
2013; Tiessen et al. 2013; Houweling et al. 2011; Jansink 
et al. 2013 

Self care  Low et al. 2011; Coventry et al. 2015 
Self efficacy Swan et al. 2015; Jansink et al. 2013 
Social interactions Low et al. 2011; Jonkers et al. 2012 
Carer burden Low et al. 2011; Senior et al. 2014 
Carer health Senior et al. 2014 
Patient satisfaction Levine et al. 2012; Low et al. 2011; Senior et al. 2014; Stall 

et al. 2014; Swan et al. 2015; Martin-Misener et al. 2015; 
Houweling et al. 2011; van Dillen and Hiddink, 2014 

Carer satisfaction Low et al. 2011; Stall et al. 2014; Martin-Misener et al. 
2015 

Healthcare utilisation Levine et al. 2012; Low et al. 2011; Senior et al. 2014; Stall 
et al. 2014; Stewart et al. 2014a; Adlbrecht et al. 2011); 
Martinez-Gonzalez et al. 2015; Martin-Misener et al. 2015; 
Albers-Heitner, 2012; Kneipp et al. 2011/2013; Gibson et 
al. 2013 

Cost Levine et al. 2012; Stall et al. 2014; Clarke et al. 2010; 
Adlbrecht et al. 2011; Coburn et al. 2012; Jonkers et al. 
2012; Swan et al. 2015; Katon et al. 2012; Richardson et al. 
2013; Clark et al. 2012; Elley et al. 2011 

 

3.5.7 Impact on outcomes 

Interdisciplinary homecare teams were associated with increased patient 

satisfaction (Levine et al. 2012).   

 

Case management was associated with increased institution free survival in frail 

elderly (Senior et al. 2014); better anti-depressant medication adherence (Heise 

& van Servellen 2014); patient satisfaction, caregiver satisfaction; improved 

function, quality of life, social interactions, physical health, decreased depression, 

decreased caregiver burden, decreased pain and decreased mortality and 
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decreased service use including hospital admission, ER use, length of stay and 

use of community services (Low et al. 2011).   

 

Home based care was associated with positive effects on individuals, carers and 

system outcomes (Stall et al. 2014).  In disease specific studies, home based care 

was shown to have positive benefits in atrial fibrillation (Steward et al. 2014); 

cardiac rehabilitation (Clarke et al. 2010); and heart failure (Aldbrecht et al. 

2011).    

 

The effects of collaborative care varied with the condition where it was 

implemented.  Thus, in mental health collaborative care tended to improve 

mental health outcomes including an increase in depression free days 

(Osterbaan et al. 2015, Katon et al. 2012) and in cardiovascular disease 

collaborative care lead to reduction in risk factors (Selvaraj et al. 2012).  In the 

studies involving psychological therapy there was a decrease in self-reported 

and recorded depression (Coventry et al. 2015, Jonkers et al. 2012).   

 

Community based nurse management was associated with a reduction in all-

cause mortality in elderly patients (Coburn et al. 2012) and where nurses 

undertook mental health visits, with a reduction in depression scores and 

primary care visits although there was no effect on functional status (Kneipp et 

al. 2011, 2013).   Utilising non-physician providers (in primary care) was said to 

have results comparable to physicians in relation to reduction in hospitalisation 

(Houweling et al. 2011); improvements in lung function after exercise training 

(Ortego et al. 2014) and both clinical outcomes and patient satisfaction in 

cardiovascular risk reduction (Swan et al. 2015).   

 

The effects of nurse-led primary care interventions varied with the area of 

activity.  Thus in a study of nurse led care for urinary incontinence there was an 

increase in QALYs (Albers-Heitner, 2012); in two studies of physical activity 

nurse-led interventions led to increased levels (Harris et al. 2015 & Elley et al. 

2011); in another study nurse-led care was associated with improved blood 

pressure control (Martinez-Gonzalez et al. 2015); and cardiovascular risk 
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management by nurses was also associated with risk reductions (Tiessen et al. 

2013).  In another study nurse-led care was associated with a reduction in home 

healthcare utilisation (Boult et al. 2011) although in one study there was no 

apparent benefit in diabetes management (Jansink et al. 2013).   

 

Outcomes from task shifting (from physician to nurse) was associated with no 

difference in outcomes across a very wide range of clinical (disease specific) 

parameters and service outcomes  (Martinez-Gonazlez et al. 2015).  Likewise, 

provision of complementary or extension of existing services, was associated 

with a range of improved clinical outcomes, process outcomes, patient 

satisfaction and sometimes at reduced cost (Martin-Misener et al. 2015).  

Patients with chronic fatigue provided with non-directive counselling by trained 

nurses reported improved health related quality of life (Richardson et al. 2013) 

and patients provided with lifestyle counselling reported higher patient 

satisfaction (thought to be related to longer consultation times with nurses) (van 

Dillen & Hiddink, 2014). 

3.5.8 Components associated with improved outcomes 

In the majority of papers (21/33) the components associated with improved 

outcomes were not separately identified.  Where components were identified it 

was not always clear how the impact of the particular components were 

separated from the overall effect.   

 

In a systematic review that included both case management and integrated care 

it was found that case management was associated with favourable outcomes, 

whereas integrated care was associated with increased utilisation but no 

improvement in clinical outcomes. Consumer directed care was associated with 

improved satisfaction but not improvement in clinical outcomes (Low et al. 

2011).  In a study of stepped treatment for common mental health disorders the 

rapid provision of low intensity treatment in primary care and improved 

collaboration between healthcare providers was deemed to be important 

(Osterbaan et al. 2013).  In a study of the integrated collaborative care for 

patients with depression and long term physical conditions, integration with the 
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practice nurse was deemed important  (Coventry et al. 2015).  In a study of heart 

failure management,  knowledge of the BNP (beta naturetic peptide) was 

associated with greater effectiveness of home based nurse care intervention  

(Adlbrecht et al. 2011).    

 

Two systematic reviews of non-physician providers found a general tendency for 

care provided by Advance Nurse Practitioners (ANPs) to be associated with 

better outcomes than other types of nurses. (Swan et al. 2015, Martinez-Gonsalez 

2015).  A high quality systematic review of general and specialist nurses 

providing ambulatory care noted that when nurse practitioners informed the 

patient of the cause of their illness, how to relieve symptoms and what to do if 

symptoms persisted there was a higher level of patient satisfaction reported 

(Martin-Misener et al. 2015).   

 

A systematic review Heise & van Servellen (2014) concluded that interventions 

to improve anti-depressant medication adherence involving nurses in various 

roles included: care management/ monitoring; education about medicines and 

depression; feedback to healthcare providers; referral to mental health and 

social care providers. A high quality study of nurse-led screening for 

osteoporosis it was found that radiographic confirmation improved success rates 

(Clark et al. 2012).   

3.5.9 Resource implications 

Many of the included studies did not report on resource implications (n=16), 

while several others did not provide comparisons of costs between interventions 

and control groups/usual care (n=5). 

 

An RCT, of unclear quality, by Levine et al. (2012) revealed lower costs were 

associated with the implementation of a home based care programme from 

chronically ill older people, compared with usual care. However, overall costs 

were not significantly reduced when demographics and health condition were 

considered. A medium quality systematic review by Stall et al. (2014) reported 
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that two studies found substantial cost savings associated with home based 

primary care programmes for homebound older adults.  

 

Coburn et al. (2012) report that there were no overall statistically significant 

differences between intervention and control groups in relation to costs, 

although this was not a very high quality study.  However, hospitalisations and 

expenditure were reduced in the intervention group for those at highest risk. 

Medicare spending for this group were therefore reported to have reduced by 

397 US dollars per patient per month (Coburn et al. 2012, Cicolini et al. 2014) 

reports that once established, a nurse-led email reminder system for patients 

with cardiovascular disease was inexpensive and required very little extra time 

per day to use. 

 

Osterbaan et al. (2013) and Coventry et al. (2015) emphasise the need to 

consider the training costs involved in training staff to deliver such 

interventions.  Similarly, van Dillen and Hiddnick (2014) reported that funding 

was a significant barrier to implementing lifestyle counselling by practice nurses, 

although this was not a very rigorous systematic review. Time constraints are 

also considered in a high quality study by Houweling et al. (2011) who found 

that GPs spent an average of 28 minutes with patients with diabetes compared 

with an average of 128 minutes by nurses. However, the extra time expended by 

nurses was considered to be linked to increased patient satisfaction. 

 

3.5.10 Barriers and enablers  

For 15 of the 33 papers there were no barriers or enablers reported.  Enablers 

that were identified included having a team of medical and social providers in a 

study of an intervention to reduce hospitalisation (Levine et al. 2012). 

Furthermore, combining elements of case management, integrated care and 

consumer directed care was perceived as an enabler in a systematic review of 

nurse led care for elderly patients (Low et al. 2014).  In another study, on-going 

house visits by primary care providers was identified as an enabler of better care 

for house bound elderly (Stall et al. 2014).  The level of collaboration between 

psychological wellbeing providers and nurses was thought to be something that 
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of case management of chronic illnesses in a deprived population (Kneipp et al. 

2011, 2013), although this was not a high quality study.  Weather and existing 

health problems were recognised as barriers to a study designed to improve 

physical activity levels (Harris et al. 2015).  In addition, lack of time was cited as 

a barrier to implementation of lifestyle counselling in a relatively poor quality 

systematic review (van Dillen and Hiddink 2014).  

3.5.11 Recommendations: Research, Education, Policy and Practice 

Research and Education 
 
The most consistent suggestion was that more research should be undertaken 

(16 of 33 papers) with about half suggesting that studies need to include or 

improve economic analysis  (Stall et al. 2014, Osterbaan et al. 2013, Martin-

Misener et al. 2015, Albers-Heitner 2012, and Martinez-Gonzalez et al. 2015).  

Others recommended the roll out of the intervention(s) included in the study 

and/or embedding of the intervention(s) into routine clinical practice. More 

specific suggestions included improving the identification of high risk patients 

(Levine et al. 2014); more detailed analysis of the effect of different factors on 

outcomes (Kneipp et al. 2011, 2013, Harris et al. 2015); and improving the skills 

or knowledge of providers through education or training (Richardson et al. 2013, 

Gibson et al. 2013, Clarke et al. 2012, van Dillen and Hiddink 2014). 

 

Practice 

A number of recommendations were made with regard to enhancing practice.  

Care management organisations need to consider targeting when designing 

programs for high-risk groups (Levine et al. 2012).  Furthermore, administrators 

and providers of services need to have a clear focus on their service and 

prioritisation of outcomes (Low et al. 2011), making interventions more targeted 

and specific with boundaries and tasks more clearly defined (Cicolini et al. 2014, 

Martinez-Gonzalez et al. 2014) with follow up for a longer period (Cicolini et al. 

2014, Swan et al. 2015).  Stewart et al. (2014a) states that specialist outpatient 

clincis should be be available to provide fast assessment and management of 

patient.   
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al. 2015), home based care (Aldbrecht et al. 2011, Clarke et al. 2010, Stall et al. 

2014, Steward et al. 2014), and utilising non- physician providers (Houweling et 

al. 2007). Interestingly, diverse effects of collaborative care was noted amongst 

specific conditions such as depression and cardiovascular disease (Osterbaan et 

al. 2015, Katon et al. 2012, Selvaraj et al. 2012).  

 

In medium to high quality papers barriers to interventions included healthcare 

professionals lack of time  and patients having pre-existing health problems (van 

Dillen and Hiddink 2014). Key enablers to interventions involved: on-going 

house visits by primary care providers (Stall et al. 2014), extra telephone 

support, utilising training, and structured protocols (Martinez-Gonzalez 2015). 

In addition, it should be noted that greater deployment of APNs is needed to 

alleviate primary care shortages (Swan et al. 2015), and greater interdisciplinary 

collaboration (van Dillen and Hiddink 2014). Intervention cost savings were 

associated with home based primary care programmes (Stall et al. 2014).  A 

focus needs to remain on resource issues such as time (Houweling et al. 2011) 

and funding (Van Dillen et al. 2014). 

 

High quality practice recommendations were identified such as the 

implementation of cost effective exercise programmes (Ortego et al. 2014) and 

permitting PNs to prescribe medications at community level (Houweling et al. 

2011). 

 

Future research should focus on the inclusion of economic analysis (Stall et al. 

2014, Martin-Misener et al. 2015, Albers-Heitner 2012, Martinez-Gonzalez et al. 

2015); and need to prioritise outcomes (Low et al. 2011). They should also 

include longer follow up periods (Swan et al. 2015). The skills and knowledge of 

providers need to be improved through education or training (van Dillen & 

Hiddink 2014).  

 

In relation to policy, the role of the practice nurse needs to be clearly defined 

with regard to task allocation in clinical practice (Martinez-Gonzales et al. 2014). 
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In addition, more evidence-based guidelines, protocols and checklists will assist 

in transferring specific tasks amongst clinicians (Martinez-Gonzale et al. 2015). 
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3.6 Home-Based Community Nursing  
 

Home-based community nursing interventions occur in the place the person 

receiving care or support considers to be their home. 

3.6.1 Characteristics of studies 

A total of 32 studies reported on home based care interventions.  This evidence 

is drawn from systematic reviews with meta-analysis (n=1), systematic reviews 

(n=8) and RCTs (n=23). 

 

Almost one in four studies focusing on home based care interventions (n=8) 

originated from the US (Bruce et al. 2015, Friedman et al. 2014, Marek et al. 

2013, Alicea-Planas et al. 2013, Sharps et al. 2013, DeSocio et al. 2013, Paul et al. 

2012, Butterfield et al. 2011).  Six studies were from the UK (Robling et al. 2015, 

Gomez et al. 2013, Tappenden et al. 2012, Parker et al. 2012, Watson et al. 2011, 

Toot et al. 2011) and five originated from Australia (Weller et al. 2013, Hudson 

et al. 2013, Luckett et al. 2013, Wen et al. 2012, Wen et al. 2011).  Others were 

conducted in Canada (n=2) (Aydede et al. 2014, Wagg et al. 2014), The 

Netherlands (Uitdehaag et al. 2014, Mejdoubi et al. 2014, 2013) and Spain (Leiva 

et al. 2014, Aragonés et al. 2012). Countries from which single studies were 

identified included New Zealand (King et al. 2012), Switzerland (Imhof et al. 

2012), Iran (Poortaghi et al. 2013, 2011), China (Chien et al. 2015), Sweden 

(Behm et al. 2014), Japan (Ukawa et al. 2011) and Germany (Corrieri et al. 2011).  

 

The quality of included studies was assessed as outlined in Chapter 2.  The 

quality assessments using the Cochrane ROB tool (applied to 23 RCTs) and the 

AMSTAR tool (applied to 10 review studies) revealed considerable variation in 

the quality of studies included in this home based care category.  Three RCTs 

demonstrated a low risk of bias across all seven domains of the ROB (Wen et al. 

2012, Ukawa et al. 2011, Chien et al. 2015, Mejdoubi et al. 2014) with the 

remainder exhibiting unclear or mixed bias as outlined on Figure 7.  The quality 

of review studies was generally higher with one review (Gomez et al. 2013) 

meeting all the criteria of the AMSTAR (Table 11). 
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Table 11: Summary of the AMSTAR applied to studies in Home Based Care Category 
 
 

 
A Priori 
design 

Duplicate 
selection 
and data 
extract. 

Lit. 
search 

Publication 
status as 
inclusion 
criterion 

List of incl/ 
excl 

studies 

Characteristics 
of included 

studies 
specified 

Quality 
assessed 

Appro. use 
of quality to 
formulate 

conclusions 

Appro. 
method of 

combin. 
findings 

Likelihood of 
publication 

bias assessed 

Conflict of 
interest 

consider. 

Corrieri et al. 2011 No No No No No Yes Yes Yes N/A No Yes 

Tappenden et al. 2012 Yes Yes Yes Yes No Yes Yes Yes Yes No Yes 

Weller et al. 2013 No Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Toot et al. 2011 Yes Yes Yes Yes No Yes Yes Yes No No Yes 

Aydede et al. 2014 No Yes Yes No No Yes Yes Yes Unsure No Yes 

Gomez et al. 2013 Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Luckett et al. 2013 Unsure Yes Yes No Unsure Yes Yes Yes Yes Yes Yes 

Parker et al. 2012 Unsure No Yes Yes No Yes Yes Yes N/A N/A No 

Wagg et al. 2014 Yes Yes Yes Yes No No Yes Yes Unsure No No 
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support linked with domestic violence (Sharps et al. 2013).  With regards to 

family interventions one study focused on the effect of VoorZorg, a Dutch Nurse 

Family Partnership programme offering family support, health education advice 

and intervention where risk is identified such as preventing child abuse and 

domestic violence (Mejdoubi et al. 2014, 2013). A further focus was on an 

intervention linked with the Family Nurse Partnership addressing support for 

first time teenage mothers and their children until the age of 24 months (Robling 

et al. 2015).  From a curative perspective core components included a focus on 

wound care and leg ulcer management (Weller et al. 2013, Watson et al. 2011). 

 

Management interventions were identified with regards to both case and care 

management (Marek et al. 2013, Wagg et al. 2014, Poortaghi et al. 2013, 2011; 

Aragonés et al. 2012, King et al.  2012) and blood pressure management (Leiva et 

al. 2014). Care management interventions included home based cardiac 

rehabilitation and development of patient self-efficacy (Poortaghi et al. 2013, 

2011), restorative home care provision for older people (King et al. 2012), 

medication management linked with self-management (Marek et al. 2013), and 

continence care service provision (Wagg et al. 2014). 

 

Interventions focused on mental health included the provision of depression 

care paths for patients at home (Bruce et al. 2015), crisis resolution for older 

people with mental health problems (Toot et al. 2011), promoting functional 

improvement with regards to assessment of mental capacity for older people at 

home (Ukawa et al. 2011), motivational interviewing focused on behavioural 

training for young adults with schizophrenic spectrum disorder (Chien et al. 

2015). 

 

Interventions focused on palliative care included family and carer support linked 

with the provision of a family caregiver support nurse (Hudson et al. 2013) and 

home palliative care services (Gomez et al. 2013).  Also included were: follow up 

home care support for patients with oesophageal pancreatic or hepabiliary 

cancer (Uitdehaag et al. 2014); chronic kidney disease (Aydede et al. 2014); 

reviews investigating the effect of palliative care services on rates of home death  
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Table 12: Type of Nurse Delivering Intervention in Home Based Care. 

Nurse role Study 

Registered nurse (specialism not 
specified) 

Aydede et al. 2014; Behm et al. 2014; Leiva et al. 
2014; Wagg et al. 2014; Alicea-Planas et al. 2013; 
Marek et al. 2013; Weller et al. 2013; King et al.  
2012;Paul et al. 2012; Watson et al. 2011 

Community nurse Bruce et al. 2015; DeSocio et al.  2013; Poortaghi 
et al. 2013, 2011; Wen et al.2012; Wen et al. 2011 

Health Visitor Tappenden et al.( 2012) 

General trained Primary Care 
Nurses 

Aragonés et al. (2012) 
 

Family Caregiver Support Nurse 
(FCSN) 

Hudson et al. (2013) 
 

Family Nurses (Family Nurse 
Partnership/FNP) 

Robling et al. (2015) 
 

Psychiatric nurses 
(hien et al. 2015;Toot et al. 2011; Ukawa et al. 
2011  
 

Case or Care Co ordinator Nurses Marek et al. 2014, 2013; Wagg et al. 2014; 
Aragonés et al. 2012; King et al. 2012 

Palliative Home Care Nurses 
(Specialist) 

Gomez et al. 2013; Luckett et al. 2013 
 

Multidisciplinary team 
interventions including the nurse 

Behm et al. 2014; Parker et al. 2012 
 

Gerontology nurse specialists 
Friedman et al.  2014;  Corrieri et al. 2011 

Nurse practitioners and advanced 
nurse practitioner 

Marek et al.  2013; Mejdoubi et al. 2014, 2013; 
Uitdehaag et al. 2014; Imhof et al. 2012; Parker et 
al. 2012; Corrieri et al. 2011 

Public health nurses 
Butterfield et al. 2011 

Home Visitors (not specified if 
registered nurses) 

 Sharps et al. 2013 
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3.6.6 Range of Outcomes Assessed 

Due the varied nature of the study populations and the interventions 

implemented across the studies, a diverse range of outcomes were assessed 

(Table 14). 

 

Table 14: Outcomes Assessed by Home Based Care Interventions 

Type of Outcome Studies 

All cause mortality Tappenden et al. 2012 

All cause morbidity Behm et al. 2014 

Disease specific outcomes Watson et al. 2011; Weller et al. 2013 

Risk factor reduction Mejdoubi et al. 2013/2014; Robling et al. 2015; 

Tappenden et al. 2012 

Mental health Bruce et al. 2015; Toot et al. 2011; DeSocio et al. 2013 

Medication adherence Marek et al. 2013; Weller et al. 2013 

Functional status Friedman et al. 2014; Bruce et al. 2015 

Quality of life Imhof et al. 2012; Poortaghi et al. 2011; King et al. 2012;  

Wagg et al. 2014; Uitdehaag et al. 2014   

 

Self efficacy Butterfield et al. 2011; Alicea-Planas et al. 2013, Poortaghi 

et al. 2013; Paul et al. 2012 

Self agency change DeSocio et al. 2013; Butterfield et al. 2011; Chien et al. 

2015 

Carer wellbeing and 

support 

Hudson et al. 2013 

Healthcare utilisation Corrieri et al. 2011; Imhof et al. 2012; Tappenden et al. 

2012; Paul et al. 2012; Toot et al. 2011; Chien et al. 2015; 

Parker et al. 2012; Robling et al. 2015 

Cost Corrieri et al. 2011; Marek et al. 2013; Toot et al. 2011; 

Uitdehaag et al. 2014; Parker et al. 2012 

Maternal / child health  Wen et al. 2011/2012; Paul et al. 2012; Mejdoubi et al. 

2013/2014; Robling et al. 2015.    

Quality of health2 Behm et al. 2014; Tappenden et al. 2012; Poortaghi et al. 

                                                        
2 Different health care indexes scales  or health care subscales  taken 
independently out of QOL scales 
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in the intervention group.  The adherence therapy programme for schizophrenia 

patients delivered by Chien et al. (2015) not only showed an improved 

functioning of those involved but also had a reduction in symptom severity and 

re-hospitalisation.   

 

The implementation of a home-based nurse coordinated program was shown to 

be a cost saving intervention for elderly medication self-management (Marek et 

al. 2014).  In addition, the intervention had a significant impact on cognitive 

functioning, depressive symptoms, functional status and quality of life in both 

mental and physical functioning (Marek et al. 2013).  Some of these latter 

findings are in contrast to the findings of both Imhof et al. (2012) and Friedman 

et al. (2014). Imhof et al. (2012) highlighted that the impact of an advanced 

nurse practitioner doing home visits showed no significant difference on quality 

of life for those over 80 years in comparison to standard home care.  Despite no 

impact on quality of life home visits did show a significant reduction in acute 

events in the intervention group along with a significant reduction in falls in a 

three month period.  Whereas Friedman et al. (2014) found bathing to be the 

only ADL that showed significant improvement following monthly home visits. 

 

In the palliative care arena, dying at home is often a key component impacting on 

quality of life.  Gomez et al. (2013) found in their meta-analysis the increased 

odds of dying at home with the support of a home palliative care service across 

seven trials with 1222 participants.  In addition the review highlighted 

significant beneficial effects home palliative care had in reducing the burden of 

symptom with no difference in effect on caregiver grief.  Luckett et al. (2013) 

produced a similar review exploring community specialist palliative care 

services providing home nursing and had identical significant findings.  

However, sensitivity analysis for the high-quality studies found no effect.  

Uitdehaag et al. (2014) found that cancer patients receiving a nurse-led follow-

up at home intervention compared with conventional follow-up in the outpatient 

clinic were significantly more satisfied with the visits.  Despite this satisfaction, 

QoL and health care consumption, within the first four months were comparable 

between the two groups. 
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In a Spanish study Aragonés et al. (2012) showed that a multi-component 

programme based on the chronic care model adapted to primary care Public 

Health System had a significant impact on severity of depression.  The 

intervention also increased treatment response rates which were 15.4% higher 

in the intervention group than in the controls, and the remission rate were 

13.4% higher.  A similar intervention which combined a depression care path for 

patients at home supported by home health care nurses (Bruce et al. 2015) 

found a similar significant improvement in depression severity.  Toot et al. 

(2011) in a systematic review looked at the impact crisis resolution/home 

treatment teams would have on older people with mental health problems; they 

used admission to hospital and use of services as the key outcome measures. 

They reported that significantly less individuals were admitted (69% V 100%), 

and significantly more remained at home (49% V 42%) within the group that 

received support from the crises treatment teams in a two year follow up.  

Ukawa et al. (2011) give further credibility to the value of community based 

interventions in the area of mental health.  They demonstrated that home visits 

utilising a Functioning Improvement Tool (FIT) showed a significant 

improvement in MMSE scores amongst older participants with mild cognitive 

decline. 

 

Mejdoubi et al. (2013) evaluated the effects of the VoorZorp programme to 

address risk factors and prevent child abuse.  This intervention showed a 

significant reduction in smoking and prolonged breast feeding compared to 

regular management. This home visit program was effective in reducing 

victimization.  This effect continued up to the 24 months after birth.  Robling et 

al. (2015) assess the effectiveness of a Family Nurse Partnership (FNP) 

intervention to first-time teenage mothers up to 24 months after birth. Unlike 

Mejdoubi et al. (2013) this study found no difference in smoking habit.  However 

on several of the other secondary outcomes there was a small positive effect on 

breastfeeding, maternally reported cognitive and language development, levels 

of social support, quality of relationship with partner, and self-efficacy. There 

was also a higher number of hospital visits for child (81% in FNP, 77% in 

controls). 
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Wagg et al. (2014) in summarising their reviews of continence management 

services in the community  visualised the ideal service as a modular service with 

eight core components. These included case detection, initial assessment and 

treatment, care coordination, caregiver support, community based support, 

specialist assessment and treatment, use of containment products and use of 

technology. They believed this service needs to transcend both primary and 

secondary health care settings. 

3.6.8 Resource Implications 

A systematic review (Corrieri et al. 2011) showed inconclusive results in relation 

to the cost effectiveness of home visiting in falls prevention.  One study 

demonstrated it to be cost effective and another paper showed cost effectiveness 

for only one subgroup.  As the different studies reported different formats it was 

not possible to combine the costings.  Introducing home visits by ANPs according 

to Imhof et al. (2012) would result in an overall saving due to reduced healthcare 

utilisation and falls reduction.  Wen et al. (2012) question the economic viability 

of their home based intervention claiming that despite the positive outcome, 

costs could be an argument against implementation.  Marek et al. (2014) found 

that a home based nurse care coordination service in conjunction with a pill 

organiser was a cost-effective intervention for the elderly in relation to 

medication self management.  The addition of an electronic dispensing machine 

was not seen to have added value for money.  Gomez et al. (2013) concluded that 

the evidence on cost-effectiveness of home palliative care services (six studies) 

was inconclusive.  Uitdehaag et al. (2014) found that a home nurse-led follow-up 

for cancer patients was less expensive than conventional medical follow-up. 

However, the total costs for the first four months of follow-up in this study were 

higher in the nurse-led follow-up group because of a higher frequency of visits.   

 

3.6.9 Enablers and Barriers 

It is notable that not all studies discussed enablers and barriers.  Some explored 

both enablers and barriers (Sharps et al. 2013, Marek et al. 2014, Bruce et al. 

2015, Luckett et al. 2013) while others address either barriers (Leiva et al. 2014, 

Alicea-Planas et al. 2013, Aydede et al. 2014) or enablers (Poortaghi et al. 2011, 


















































































































































































































































































































































































































































































































































































































































