Community-based complex interventions to sustain independence in older people, stratified by frailty:
a systematic review and network meta-analysis (NIHR128862; CRD42019162195)
Supplementary material 4. Intervention group summaries

Intervention group summaries

LT (0101 1 2 N 2
Group: ADL, aids, education, exercise, multifactorial-action and review with medication review
ANA SEIF-MANAEEIMENT . ... eereee e e e e e s e e e e s s ree e s s e e e s e e e s seessseesaseesaneeeeaneesanseesasnesaneessnnnesnn 4
LT (0T 0T 1 o =S 7
LCT oYU T o N = Y1 F=T o] 17T = S 9
LT (0T U T 1 = Vo= 11 (o 13
Group: Education, exercise, multifactorial-action and review with medication review and self-
MANAEEMENT STFATEEIES ..eereiiiiieiiiererre e e e e e e s e e s e e e e e s e e s s ee e s ne e s s e e e s aneesenseesseessneeesneessnneaas 16
Group: Education, multifactorial-action and review with medication review .......ccccccveeeccvcveeeennnnnn. 18
Group: Education, multifactorial-action and review with medication review and self-management
S U= L =7 == PR 21
Group: Education, multifactorial-action and review with self-management strategies.................. 24
LT (oYU T I = (T (o == 26
Group: EXercise and PSYCNOIOBY......uuuiiccieeiiiiieiiceeiee s eeere s s e s sse s s sar s s sne e e s s enn e s s s ane e s s e nn e e e s anees 30
LC 1o TUT o 1l (0] 1 =07 (= 33
Group: Homecare and multifactorial-action ..........eeeeeeei e e e e e 35
Group: Home care, ADL, multifactorial-action from care-planning and review with self-
MANALEMENT STATEEIES .ueeiiieeii ittt e e e e e e e e e e s s e e s anr e re e e e s ses s nnnneeeeensaennsnnn 37
Group: Homecare, multifactorial-action and rEVIEW ......cc.eeueeeieeer e e ee e e 40

Group: Homecare, multifactorial-action from care-planning and review with medication review. 43

Group: Homecare, multifactorial-action and review with self-management strategies.................. 46
Group: Meaningful activities and €dUCAtION ......ccciei e 48
LCT oYU T oY UYL= Yo (o] = = o o (o o 51
Group: Multifactorial-aCtion @Nd FEVIEW .....eeiivccccccieieeee e e s e e s e e e e e e s e nnr e e e e s e s e nnnreeeeeeenas 54
Group: Multifactorial-action and review with medication review ........cccceeeeveieecvceeiee e, 58
Group: Multifactorial-action and review with medication review and self-management strategies

............................................................................................................................................................. 63
Group: Multifactorial-action and review with self-management strategies.......ccccccvvrierirereceernnen. 66
Group: Multifactorial-action with mediCation FEVIEW .........eueeeieiee e e e e ee e e 68
Group: NULFITION @NA EXEICISE .uiiieiiiiicecceeiie e ee e ettt e e e s e e ee e e e e e s s s e e s ne e e e e e e s se e snnneeeeeeeeeesnnneeeeeenennn 70
GrOUP: RISK-SCIEENING...ceieeieeeeeeeeeeee e e e essee e s e s s e e e e e e se e e e s se e same e s s aneesaseesaseeeennesenneesneesanneeeannesaneesn 73
R Lo =] e TS 76



Community-based complex interventions to sustain independence in older people, stratified by frailty:

Group: ADL

a systematic review and network meta-analysis (NIHR128862; CRD42019162195)
Supplementary material 4. Intervention group summaries

There are two interventions in this group: Dorresteijn 2016?, Siemonsma 20182

TIDieR item

Description

1. Brief name

2. Why

Goal: Both interventions had a focus on encouraging and enhancing independent
living for older people. One was focused upon those who had a fear of falls which
reduced and restricted their activity levels. This intervention also aimed to reduce
burden on the healthcare services. The other intervention was focused upon

increasing physical activity to prevent decline in a sustainable way.

Rationale: One intervention is based upon previous programme effectiveness.
Both interventions have grounding in cognitive theories related to self-efficacy
and control. The sustainability of the intervention was rationalised as likely due to
embedding exercises within routine activity in one report. The other saw

provision at home as beneficial to sustainability.

3. What

(materials)

One intervention is vague in describing intervention material referring only to
training materials for the providers of the intervention. The other intervention
listed DVD’s with case studies of challenges and solutions, printed materials
including educational leaflets, checklists and worksheets, action planning
documentation, standardised assessments and an evaluation questionnaire for

participants.

4, What

(procedures)

The descriptions of the processes for carrying out the interventions were varied.
Both interventions mention an aspect of cognitive restructuring, motivational
interviewing or confidence building. Training was provided in both interventions
in a targeted and supervised way. One mentions how this training could be
monitored and adapted over time and was to focus on daily tasks. One is focused
on reducing fear of falling. One intervention mentions the input of caregivers.

One also mentions accessibility to usual care by a multidisciplinary team.

5. Who

provided

Both interventions were delivered by healthcare professionals with specialised
intervention training. One was delivered by community/geriatric nurses. The

other by physiotherapists. Usual care was provided by relevant professionals.
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6. How

Provision was face to face and to individuals or with a significant other present.
One intervention included input over the telephone; the other describes home

based contact only.

6b. How

organised

One report does not mention intervention organisation, the other places
organisation on the facilitator and the participants’ significant other to undertake

activities.

7. Where

Both interventions were implemented in The Netherlands, and in the

participants’ home.

8. When and

how much

Eligibility for the interventions varied. One intervention was accessible on
referral. The other was available to people over 70 living in their own homes,
identified by a postal screening questionnaire as having a fear of falling and fair

to poor self-perceived health with a level of frailty.

The nature, duration and frequency of delivery varied. One intervention
comprised seven sessions, three of which were face to face around 60-75
minutes in duration and four of which were over the telephone about 35 minutes
in duration. The other intervention was delivered over a maximum of 18 sessions.

One intervention duration was ten weeks the other three months.

9. Tailoring

Both interventions were tailored to the needs, abilities and preferences of the
individuals. One intervention aimed to provide tailored training on a feared
activity of the participants’ choice. The other intervention was tailored to the
participants’ home environment and was monitored and adapted throughout the

programme.

10.

Modifications

Neither report described modifications to the intervention.

11. How well

(planned)

One report does not mention any plans for adherence or fidelity assessment. The
other report conducted an evaluation of acceptability and feasibility by the
participant. They also aimed to collect information on adherence to the
intervention protocol, the time spent on delivery of the intervention and identify

any barriers to implementation.
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12. How well

(actual)

One report did not undertake adherence or fidelity assessment. The other found
that the intervention was perceived as feasible and acceptable by deliverers and
participants. The intervention protocol was broadly adhered to. Action planning
decreased over the duration of the intervention from over 70% to just above
50%. It was noted that training on a feared activity was problematic as this feared

activity was often hard to identify.

Group: ADL, aids, education, exercise, multifactorial-action and review
with medication review and self-management

There are two interventions in this group: Szanton 20113, Szanton 2019*

TIDieR item

Description

1. Brief name

2. Why

Goal: Both interventions were targeted at both intrinsic (personal) and extrinsic
(environmental) factors which contribute to disability in older people. In addition
both interventions were targeted at those who were living on a low income. Both
interventions had a focus on function, either by improvement in function or
reducing functional difficulties. One intervention also mentioned reducing
disability and the use of person centred goal setting to improve overall health,

wellbeing and quality of life.

Rationale: Both reports mention the value of person centred approaches to care
provision. One intervention refers to the need to address multiple factors which
contribute to the decline of older people with a multi-component intervention,
with consideration of the idea that such factors often interact to increase the
impact on disability. This intervention also noted the need to reduce healthcare
costs. The other intervention attributed the higher level of disability in lower
income adults to a range of factors including environmental ones. This
intervention was theoretically grounded and based on the success of piloting

work.
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3. What

(materials)

Both interventions used a similar material base. A client/clinical assessment
protocol, home modifications and assistive devices, letters and/or referrals from
nurses to primary care providers. Additionally a DVD of TaiChi exercises was
provided in both interventions. One intervention also mentioned a health
passport. The other intervention included the provision of a medication calendar
and a Community Aging in Place - Advancing Better Living for Elders (CAPABLE)
notebook to participants. In addition to the above one intervention described
training materials for the providers, including a manual, audio tapes to record the
sessions, a checklist to review the sessions and reminders regarding upcoming

sessions.

4. What

(procedures)

Both interventions included a multi-domain assessment with subsequent
planning and arrangement of care based upon this. This assessment focused
upon a range of domains including function, depression, pain, strength,
medication and environmental factors among others. Physical exercise training
and health related education provision on various topics including medication
management, falls risk and self-management strategies were part of both
interventions. The provision, fitting and relevant training on the use of
adaptations to the environment was part of both interventions. Both
interventions included access to relevant additional support such as TaiChi
training and mental health support for depression. Both interventions included
routine reviewing and refinement of planning as well as access to usual care. One

intervention also described the training and supervision of providers.

5. Who

provided

Both interventions were delivered by nurses and occupational therapists. The
adaptations were made by handymen. One intervention described input from a
primary care provider and the other from relevant professionals of a

multidisciplinary team as required.

6. How

The intervention was provided at home to individuals face to face. One
intervention mentioned the collaborative development of care planning between

providers and the inclusion of motivational interviewing to participants.

6b. How

organised

In both interventions the care plans were designed to be delivered by a
multidisciplinary team; occupational therapists and home modification co-

ordinators organised and facilitated the housing adaptations. Both interventions
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involved planning documentation and appropriate letters and referrals to be sent
by nurses. One intervention mentioned the staggering of intervention delivery to
give participants time to engage with components. The other intervention used a

secure share-site for the ease of sharing documentation across providers.

7. Where

Both interventions were undertaken in the USA, and were delivered at home.

8. When and

how much

Both interventions targeted those who were from low income circumstances,
with at least one limitation to activities of daily living and two limitations to
instrumental activities of daily living. One intervention was location specific and
participants were recruited from a waiting list for home based services. The

participants were contacted by post.

The nature, duration and frequency of intervention delivery was similar across
interventions, both involving around six visits from occupational therapists, four
visits from nurses, each of around 60 to 90 minutes in duration. One intervention
lasted six months, the other four months. Both interventions describe home visits

to provide adaptations over as many visits as required.

9. Tailoring

Both interventions were tailored to the participant’s goals, preferences, and risk
level. This included the number and nature of visits as well as the development of
strategies. One intervention described the tailoring of the training, the
adaptations at home and the behavioural plan. The other intervention included a

medical alert if polypharmacy was a significant concern.

10.

Modifications

No modifications were mentioned in either report.

11. How well One report did not mention the intention to measure fidelity or evaluate the

(planned) intervention. The other included staff training, reminders for participants,
supervised learning of exercises and the supervision of providers to improve
adherence.

12. How well One report did not mention report on fidelity or evaluate the intervention

(actual) effectiveness. The other intervention noted that 92.8% of participants received at

least eight sessions, less than 4% received less than three sessions, which had
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been defined as a minimum threshold for treatment. There was a mean of 9.1

visits per participant.

Group: Aids

There are two interventions in this group (Borrows 2013°, Tomita 2007°)

TIDieR item

Description

1. Brief name

2. Why

Goal: One intervention had one clear goal, to reduce disability; whilst the
other goal and rationale was focused upon decreasing dependence to sustain
living at home, and to enable informed decision making by older people on

equipment and products to maintain living at home.

Rationale: One report did not distinguish between the goal and rationale;
however the implication was that independent living centres provide an
opportunity to support informed decision making and safe use of aids and
adaptations to maintain living at home. The other intervention was based on
previous studies showing the benefit of assistive technology in sustaining living
at home, additionally the technology of choice was based upon evidence due

to ease of installation and use.

3. What

(materials)

A range of materials were provided to participants in these interventions. One
intervention was focused upon assistive technology, providing X10 Active
Home kits including the necessary software, other standalone products,
activity monitoring software and a computer and internet access as required.
The other intervention was orientated to physical supportive equipment such
as toileting and bathing equipment, medical equipment was also available on
loan. Additionally this intervention provided information and advice on the

safe use of equipment to maintain independence at home.

4, What

(procedures)

Both interventions involved an assessment of needs; one specifies this as an
assessment of both the individual and their home setting. One intervention

included the installation of equipment, training on the safe use of this and
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ongoing support. The other intervention used the assessment to identify
appropriate equipment which the participant was required to fit, although
they could try out demonstration equipment at the independent living centre,
which they received transportation to. Advice on other supportive service

options was also identified during in this assessment.

5. Who provided

One intervention was provided by an Occupational Therapist or nurse, with a
geriatric nurse providing support. Equipment was fitted by a computer
engineer. This report explicitly mentionned intervention specific training. The

other intervention is provided by an Occupational Therapist assistant.

6. How

Both interventions were provided individually and face to face, however one
was at home and provided additional support by telephone. The other

intervention was provided in the independent living centre.

6b. How organised

Organisation was not always entirely clear in one intervention but stated that
there was a cost limit of $400. The other intervention was organised by the

British Red Cross.

7. Where

One intervention was undertaken in the USA and in the participant’s home

and the other in the independent living centre(s) in the UK.

8. When and how

much

One intervention had clear eligibility criteria, participants had to be 60 years of
age, living alone, have impairments to activities of daily living or instrumental
activities of daily living, to be interested in technology and have no cognitive
impairments. The other intervention simply mentioned access to be two

weeks after randomisation.

The assessments for the intervention varied in length, one involved a 90
minute assessment, the other a 150 minute assessment. The technology
intervention allowed for three to nine hours for engineer to install the
equipment at the participant’s home, with this intervention support was given

as required.

9. Tailoring

Both reports describe the interventions being tailored to the needs,

preferences, and also the safe capacity of the participant. One intervention
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mentioned follow up support being as required, the other mentioned training

on the equipment being tailored.

10. Modifications Neither report mention modification to the intervention.

11. How well One report did not mention work to assess fidelity or adherence. The other
(planned) intervention mentioned that fidelity to the intervention was promoted.
Additionally this study collected data on the type of technology which was

provided, as well as problems encountered and solutions to those problems.

12. How well One study did not report on fidelity or adherence. The other reported that

(actual) 100% of participants received software, although there was variation in what
support items they accessed. Two years later 65% of participants were still
using one or multiple pieces of assistive technology. Lack of use of the
equipment was usually related to a failure of the equipment, either meaning
functional failure, the equipment not meeting the needs of the participants or

the participant’s inability to use it.

Group: Available care

There are 97 interventions in this group Alegria 20197, Arthanat 20198, Balaban 1988°, Barenfeld
2018, Bleijenberg 2016, Blom 20162, Botjes 20133, Bouman 2008, Brettschneider 2015%,
Cameron 2013, Carpenter 1990%, Cesari 2014, Clark 1997*°, Clark 2012%, Coleman 1999%,
Counsell 200722, Cutchin 2009%, Dalby 2000%*, de Craen 2006%, Dorresteijn 2016, Fabacher 19942,
Fairhall 2015%, Fischer 2009%, Ford 1971%°, Gene Huguet 20183, Gill 20023!, Giné-Garriga 2020%,
Gitlin 20063, Grimmer 201334, Gustafson 20213, Gustafsson 20133, Harari 2008%, Hay 1998%*, Hay
1998, Hebert 20013°, Henderson 2005, Hendriksen 1984%!, Hogg 2009%?, Holland 2005*3, Howel
2019*, Imhof 2012%, Jitapunkul 1998%, Kerse 2014%’, Kono 2004¢, Kukkonen-Harjula 20174,
Lambotte 2018°°, Leung 2004, Leveille 19982, Liddle 1996°3, Liimatta 2019°, Loh 2015°°, Lood
2015°¢, Mann J 20217, Melis 20088, Meng 2005°°, Messens 2014%°, Metzelthin 2013, Moll van
Charante 2016°%2, Monteserin Nadal 2008%, Morey 2009%, Morgan 2019%, Newbury 2001°°,
Newcomer 2004%, Ng 2015, Pathy 1992%, Phelan 20077°, Ploeg 20107, Profener 201672, Rockwood
200073, Romera-Liebana 201874, Rubenstein 20077, Serra-Prat 20177, Shapiro 200277, Sherman
201678, Stuck 19957, Stuck 2000%°, Stuck 2015, Suijker 201682, Szanton 20113, Szanton 20194,
Takahashi 201283, Thiel 20198, Thomas 2007%, Tomita 2007, Tulloch 19798, van Dongen 2020%’,
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van Heuvelen 2005%, van Hout 2010%°, van Leeuwen 2015, van Lieshout 2018°, van Rossum

1993°, Vetter 19843, von Bonsdorff 2008%*, Wallace 1998%, Walters 2017°, Wong 2019%, Yamada

2003%

TIDieR item

Description

1. Brief name

2. Why

Around 22 reports included some rationalisation and goals in their description
of the intervention. Four referred to an ageing or frail population living with
unmet needs or in some stage of functional decline. Three others describe
current care, including the need to limit costs, provide quality care and to
compare standard primary care with the specialist care of geriatricians. Two
reports indicated a need to promote independence in the older population.
Five reports mentioned standardised care, whilst eight described access to
non-active components of interventions such as assessments or social

interaction.

3. What

(materials)

Twenty-seven reports make some mention of materials required. Ten studies
used various assessments, some of which were standardised. Eight described
written materials provided to participants, a further study provided
intervention materials to control participants at the end of the research
process and another provided participants with placebo nutritional
supplements. Four reports mentioned access to usual care equipment and
services. At least ten reports described the sharing of information gleaned
during assessment with other healthcare professionals through referrals etc.
for ethical purposes. Materials for provider training and the assessment of

fidelity were also mentioned in a small number of reports.

4, What

(procedures)

A large majority of reports had some description of the procedure for the
intervention. In 82 cases this included reference to usual available care, which
a participant would access of their own accord. Ten reports described the
assessment of participants, six mentioned social contact with the research
team and referred to this as increased attention. Seven studies explained that
identification of emergency needs required this information to be shared with

other professionals as an ethical or moral obligation. Some studies provided

10
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non-active components to participants, in one case this was a placebo
nutritional supplement, in five others this was written materials and eight
interventions included peer contact, such as workshops or educational

lectures.

5. Who provided

Almost half, around 43 reports, did not mention the providers. However,
thirty-nine did refer to the provision of usual care by the expected
professionals, while 15 mentioned the participants own GP or physician. It was
not always clear if this was related to an aspect of the intervention which
would be beyond usual care or not. Five reports explicitly referred to input
from the research team. Additional providers mentioned were nurses, social
workers, occupational therapists, non-trained or non-medical personnel,
health educators and students, these last were usually when an intervention

involved some non-active components such as placebo social interaction.

6. How

Sixty-four reports did not describe how ‘available care’ was delivered. At least
thirteen of the remaining number referred to usual care being provided in the
most appropriate way, for example in clinics and at home, through distanced
or face to face methods. Some reports are less clear though a small
percentage have face to face and individual contact for assessments, three
used the postal service to provide information or collect assessments from
participants, five conducted telephone calls and three had workshop or group

sessions as part of a placebo, non-active component of the control.

6b. How

organised

The majority, over 60, reports did not describe organisation. However around
one third made some reference to organisation for funding. This was usually
the nationally recognised approach to care funding in which the study was
practising, be that state funded care or through varied insurance plans. GPs
and primary care physicians were mentioned as involved in organisation in at
least 14 reports. This was often in a gatekeeper role, recommending care and
referring on to other services. Two reports mentioned explicit input in

organisation of study including a nurse and a research assistant.

7. Where

All reports gave some indication of the location in which the studies were
undertaken, though the country of one of these was unclear. Ninety-four

studies were carried out in one country alone, whilst two were multi-site

11
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studies in four different countries. One study was carried out in Denmark,
Northern Ireland, Germany and Spain: the other in Belgium, Spain, Ireland and
Italy. Of the remaining studies the majority were also European, including 16
in The Netherlands, eight in the UK, four each in Germany, Spain and Finland.
Three were carried out in Sweden, three in Switzerland and one each in
France, Denmark and Belgium. A significant amount were also Northern
American, including 26 in the USA and eight in Canada. Seven were caried out
in Australia and one in New Zealand. Seven were undertaken in Asian
countries, two in Japan, two in Hong Kong, one each in Thailand, Malaysia and

Singapore.

8. When and

how much

Most of the studies had set inclusion and exclusion criteria. Although ten were
not described at all. Fifty-nine studies involved those with identified specific
needs, be that level of frailty, a diagnosis of a specific chronic condition or
limitations to activities of daily living. Another common inclusion criterion was
a minimum age limit. Fifty-three studies used age limits, usually just a
minimum age, the lowest being 50 years and over, the highest being 85 years
and over. Other common inclusion criteria were involvement in a service,
which was mentioned in 26 reports, specific socio-economic factors,
mentioned in at least nine reports, recent hospital attendance and
involvement in a research cohort. Multiple studies excluded participants

based on cognition and end of life status.

Few reports mentioned frequency of input given the nature of available care,
however five did mention the contact of those administering assessments and
ten described to some extent the nature of non-active components such as

social telephone calls or workshop sessions.

9. Tailoring

Only ten of the 97 reports detailed any tailoring. Five mentioned that tailoring
would be enacted by the participant themselves in line with their own care
needs. Three studies explicitly described processes to access emergency
services should the need be identified through the research process. Four
studies had non-active or control components which involved tailoring, such

as a social activity tailored to the participants preferences.

12
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10. Only one report mentioned modifications which related to reformation of
Modifications service provision during the project.

11. How well Very few reports detailed any steps to ensure fidelity to the intervention.
(planned) Three of these were related to the recording and supervision of contacts

participants had with providers to ensure delivery was as per protocol. Two
reports also mentioned training of providers to ensure active components
were not administered to control participants, and one conducted inter-rater-
reliability evaluation between active and control group’s receipt of the
assessment. At least two reports described steps taken to limit control
participant access to the active components of the intervention, a further
report detailed that any cross-contamination was measured. Two reports

detailed steps to ensure participant compliance with the control element.

12. How well Very few reports detailed success of delivery. Two reports noted that a

(actual) substantial proportion of participants allocated to available care accessed
active components of the experimental intervention privately, while two
others noted that participants accessed at least some aspects of the
experimental intervention by some means. One reported on high levels of
attrition, one explained that some participants had been referred to care due
to initial assessments revealing emergency need. Three studies with non-
active components found compliance with these to be reasonably good for
the control group. Inter-rater- reliability was 0.79-0.94 for the study which
measured assessments between control and active groups across providers.

One study noted that the intervention was delivered as intended.

Group: Education

There are three interventions in this group Barenfeld 2018°, Gustafsson 2013%¢, Lood 2015°¢

TIDieR item Description

1. Brief name

2. Why Goal: All three interventions had very similar goals, focused around the

prevention or delay of deterioration in health and quality of life of older

13
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people. Two were focused upon the prevention of frailty and morbidity, one
of these was also to support ageing in place. Two interventions were aiming
to reduce the consumption of care. Two interventions were also targeting

minority groups with language barriers.

Rationale: Person-centred care approaches were the core rationale for two of
the interventions, as was the premise that peer learning would prove
beneficial. All three interventions were based upon previous research,
including RCT’s of group education. In one intervention it was put forth that a
multidisciplinary team was well placed to provide health education and

benefit the health outcomes of older people.

3. What All three interventions provided health advice information in a written

(materials) format. One also provided the information in audio format. Two interventions
provided information in different languages as well as the native language.
One intervention also mentioned documentation materials and referrals as
required. One other intervention described how usual care needs were to be
met with regards to equipment provision.

4. What All three interventions worked with a group session format, where health and

(procedures) social care professionals delivered a specific session. Sessions provided

education and a forum for peer discussion which was relevant to participants
and required their input and exchange of experiences. All interventions
provided group sessions then a follow up of one individual session at home.
All interventions enabled access to usual care, including home care and
medical services. One intervention also described how providers were

supported, and one other described the input of interpreters.

5. Who provided

All three interventions were provided by a multidisciplinary team including an
Occupational Therapist, a Nurse, a Physiotherapist and a Social Worker. Usual
care was provided by a range of staff as required. One intervention also

required the input of supportive staff such as translators.

6. How

All three interventions were delivered face to face in group sessions of four to

six participants and then with one session delivered individually.

14
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6b. How

organised

Organisation for the intervention was described in varying detail. All three
describe the input of the four key professionals and the participant. One
intervention described the training of providers and some of the auditing
processes, this intervention and one other also mention the funding from the
state and the other describes input from the university. One intervention

stated the importance of provider continuity.

7. Where

All three interventions were undertaken in Sweden, individual sessions were
delivered at the home of the participant, however the location of the group

session delivery was unclear in the reports.

8. When and

how much

All three interventions require participants to not have existing support to
carry out activities of daily living. Two interventions have a minimum age
requirement of 70 years and to be a migrant to Sweden. The other
intervention required participants to be classified as prefrail. It appears that

the interventions were location specific.

All three interventions were delivered through four weekly sessions, lasting
between one and half and two hours. The follow up individual sessions were

delivered about two to three weeks after the final group session.

9. Tailoring

All three interventions describe tailoring to the needs of the participant. In
the group sessions this involved pertinent discussion for the group and follow
up was tailored to the individuals needs. The two interventions aimed at

supporting migrants could tailor language as required.

10. Modifications

None of the reports described modifications to the interventions.

11. How well

(planned)

All three reports described steps taken to improve adherence and monitor
fidelity. All three developed their intervention with input from stake holders
including representatives of the participant group. One intervention also
described training for providers and apriori approval of deviations from
protocol. One other intervention implicated the use of consistent providers
for continuity. The other intervention improved attendance by goal setting at
registration and predefining minimum participation levels of 50% of meetings

to be attended by participants.
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12. How well

(actual)

Intervention attendance was monitored and reported for all interventions.
One intervention had 73% attendance at 3 or more sessions, one other had
99% attendance at 3 or more sessions while the other had 100% attendance

at 3 or more sessions.

Group: Education, exercise, multifactorial-action and review with
medication review and self-management strategies

There are two interventions in this group: Faul 2009%, Leveille 1998°2

TIDieR item

Description

1. Brief name

2. Why

Goal: To reduce the risk of frailty, disability and dependence by enhancing

existing care models with the promotion of self-management strategies.

Rationale: Both interventions were theoretically driven and evidence based.
Drawing upon previous work implicating the benefits of such programmes with
older people of reducing risk of decline by empowering and informing older

people.

3. What

(materials)

Both interventions developed care or action planning based on an assessment
of the participant and advice sheets were provided to the participant. One
intervention provided a self-management workbook and referrals to services.
The other used standardised assessments, accessed existing care notes and also
provided an exercise software programme. This intervention also used scripting

for their telephone contact.

4, What

(procedures)

Both interventions required a comprehensive assessment, although the content
of the data collected was only described for one, which focused on function,
mobility, mental health, medication and the home environment. A tailored care
or action plan was developed in both interventions, according to the needs and
preferences of the participant. This included a tailored exercise plan. Both
interventions provided information on health behaviour. One intervention also

explicitly mentions referrals on to mental health and substance misuse services.
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Both interventions describe follow up input and telephone contact. One

intervention used peer support mentoring, for which training was undertaken.

5. Who provided

One intervention was provided by an interdisciplinary team, led by a physical
therapist and working with a physical therapist student and a social work
student. The other was overseen by a geriatric nurse practitioner and required
the input from health mentors, lay leaders, primary care physicians, dieticians

and social workers as required.

6. How

Both interventions have individual provision, one also used group sessions.
Provision was face to face, both interventions were conducted within the home
and used telephone contact, one also appears to have been in senior centres as

well.

6b. How

organised

Organisation varied, one intervention was overseen by the interdisciplinary
team, students were supervised, aims were to forge community links. Reports
were shared with participant’s primary care physicians. The other intervention
depended upon a number of large health providers for the development and

implementation of the intervention as well as access to participants.

7. Where

Both interventions were provided at home, one was also provided in a senior

centre. Both interventions were run in the USA.

8. When and how

much

Inclusion and exclusion criteria varied between interventions. One had a
minimum age of 65, requirement for participants to have a permanent address,
to be literate and have a primary care physician. The other intervention
required referral based on one or more chronic condition. One study excluded
those living in long term care, those with acute needs or recent serious health
events, or those in receipt of home care. The other study excluded those living

with dementia or with terminal conditions.

The interventions varied the number of visits one conducted three, while the
other conducted between one and eight. The duration of visits was mentioned
in one study as 1-2 hours. One study had a requirement of eight phone calls, the
other had between one and 22 calls. The duration and frequency of group

sessions was noted for one study.
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9. Tailoring

Both interventions required the tailoring of care and exercise routine planning
based on needs and preference of the participant. One study had tailored

referrals

10. Modifications

This was not mentioned in the reports.

11. How well One report describes the use of training and supervision to intervention

(planned) providers to ensure fidelity. The other intervention promoted home exercise
sessions to improve compliance with this aspect of the intervention.

12. How well This was not reported in detail for either study. One report mentioned that

(actual) generic issues rather than self-management strategies were more commonly

discussed in contact sessions. The other intervention found that participants
were reasonably willing to attend sessions but participation at exercise classes

was lower than anticipated.

Group: Education, multifactorial-action and review with medication

review

There are three interventions in this group: Newcomer 2004%, Ploeg 20107?, Stuck 19957°

TIDieR item

Description

1. Brief name

2. Why

Goal: All three interventions had a goal of reducing health resource use and
thus lowering health care costs. Two interventions aimed to provide timely and
comprehensive care and improve patient health. One of these and the
remaining intervention aimed to prevent decline by reducing risk factors,

increasing quality life years and improving health and wellbeing.

Rationale: Two interventions were based on previous research findings.
Proactive and preventative approaches and appropriate use of health services
and beneficial relationships with health care professionals were mentioned by
these two interventions also. One of these interventions believed improved
access and awareness of preventative health planning would be advantageous,

whilst the other suggested that home-based care provision would be of benefit.
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The third intervention simply stated that the intervention would improve

quality of life and reduce mortality compared to usual care.

3. What

(materials)

All three interventions utilised referrals based upon need. Two used
standardised screening measures. All three used types of recording and
documentation, in care planning including one which described electronic
records. Two interventions described the provision of information, one of these
was about local community resources. One intervention provided aids and

equipment as and when needed.

4, What

(procedures)

All three interventions involved a multidomain assessment, referrals from this,
as well as some form of care planning process following the assessment.
Additionally, all three interventions provided educational materials in some
form. Two reports described the monitoring process. Three reports described
interaction to promote empowerment of participants, including coaching and
encouragement from the providers. One intervention included communication
from the participant to the primary care provider, one mentioned involvement

of the family physician and one described the review process.

5. Who

provided

All three interventions were primarily provided by Nurses, though each was
described differently, one as a Nurse Case Manager, one as a Home Care Nurse
and one as a Geriatric Nurse. Two reports mentioned the input of the Family
Physician or Primary Care Physician, other input on these two interventions
came from health care professionals as needed. Research Assistant input was

required for one intervention.

6. How

Two interventions involved the initial assessment being undertaken face to face
at the home of the participant. Follow up contact could be by telephone. In the
other intervention initial screening was undertaken by post, with the option for

telephone or face to face assessments if required.

6b. How

organised

All three interventions described the bulk of organisation by the nurse provider
and some input organisationally by various health care professionals as needed
following referrals. Medication reviews were part of all interventions and two

mention specialist input. One intervention required input from project
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geriatricians, another mentioned the participants taking an active role. Two

mentioned input from the family doctor.

7. Where

Two interventions were undertaken in the USA and one in Canada.

Two interventions were undertaken at home, one predominantly involved self-
assessment. Follow up care was provided in a variety of locations one was

specifically at home, while one other described community care settings.

8. When and

how much

Only one report described detailed inclusion criteria, while one invited
participants from the voter registry. The one which described inclusion criteria
included those who were enrolled on a specific health insurance programme for
a minimum of a year, had a high risk of adverse health outcomes and were aged

80 and over or 65 and over with one chronic health condition.

The nature, duration and frequency of contact was very variable across the
interventions. One involved the potential for daily contact for a period of time
while others only had three required contacts. All three reports mentioned that

contact was as per requirement but in addition to routine reviews.

9. Tailoring

All three interventions mentioned some tailoring to the need of the participant.
One varied the mode of assessment (postal, telephone or face to face) to need.
The frequency and nature of contact was tailored to need as were the referrals

to services in all three interventions.

10.

Modifications

Only one report described modification, this was to care protocols during the

research project.

11. How well One report did not describe any steps taken to measure fidelity or promote

(planned) adherence. Two interventions described the documentation of adherence to
treatment or appointment by participants and reasons for not adhering. The
process of care was described as collected in one report as was physician co-
operation in adherence.

12. How well One intervention described how 42 participants were contacted to establish

(actual) reasons for non-adherence. Another inferred that the bulk of participants

received the minimum required visits (n=3), as three was the mean average

number of visits received. In the other report detailed descriptions were made
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of adherence by both participants and the professionals involved. Five thousand
six hundred and ninety-four recommendations were made across all
participants with an average of 28.8 per participant, over half of these were not
fully complied with although adherence was stable across the duration of the
study. Major problems were more likely to be identified in the first year of
involvement, while therapeutic and preventative recommendations were
similar over time. Adherence was better from physicians than referrals to other

professionals or community services or those requiring self-care.

Group: Education, multifactorial-action and review with medication
review and self-management strategies

There are five interventions in this group: Coleman 19992}, Counsell 2007%?, Meng 2005, Metzelthin

2013, Stuck 20158

TIDieR item

Description

1. Brief name

2. Why

Goal: The goals of the five interventions were closely aligned, though
differently described. Three interventions were clearly seeking to improve the
health, function and quality of life of older people, two of these sought to do
this by identifying risk factors for decline, two of these three also sought to
promote self-management of health. Of the other two interventions one
sought to change how primary care was delivered, increasing ancillary
support to manage unmet needs in the chronically ill. The other was focused
on improving geriatric care, driving down costs and reducing long term care

admissions. Reducing care costs was mentioned by three reports in all.

Rationale: All studies were rationalised through previous research, three
through existing study findings and four through reviews. At least three had
also got a theoretical grounding, often in behaviour change theory. One had
used intervention mapping from existing findings. One study was heavily

grounded in the idea of person-centred care and the need to manage
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frequently undiagnosed geriatric syndromes. One study was also informed by

policy recommendations.

3. What

(materials)

A range of materials were used in the five interventions. Four reports describe
training materials and protocols for providers. Two of these and the
remaining other used treatment strategies for specific conditions. Two
interventions utilised existing health records while one described their use of
validated assessments. At least two reports described referrals and
communication with professionals. One mentioned case management and
care planning materials. Two interventions explained the input of the
participant, one of these provided self-management videos to study

participants, another used motivational interview materials.

4, What

(procedures)

All five interventions were based around an initial assessment of needs, four
of these were described as multidomain, one of which is formulated from
electronic software designed to draw information from pre-existing patient
records. Information from assessments was discussed by a multidisciplinary
team in four interventions, three of which explicitly described planning from
this assessment. Four interventions explained the review process and timing
which varied. Three of these and the remaining other described the provision
of self-management advice, though again the approach to delivering this
varied. One intervention mentioned the process by which pharmacist input
was implemented, though all assessments incorporated an aspect of
medication review. One report described the provision of assistive devices,
and one detailed the input of family members in care planning and post

intervention care planning. Four reports detail usual care access.

5. Who provided

All five interventions had major input from nurses, four of these had GP or
primary care physician input as well. Other professionals were involved to
varying degrees including Physiotherapists, Occupational Therapists,
Pharmacists and Social Workers. Multidisciplinary input was described to
varying degrees as being when it was required. Three reports explicitly refer

to the provision of specialist training on delivery of the intervention.

6. How

For one intervention provision was not reported. For the remaining four, all

were provided face to face and at home with some provision over the
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telephone in all instances. Three interventions were provided individually,

one of these with a family care giver if one was available.

6b. How

organised

Organisation of the five interventions varied, although all five required
organisational input from nurses to some degree. Three of these also required
organisational input from GPs or primary care physicians, these same three
place responsibility on the multidisciplinary team for organisation of sessions
and ongoing care needs. Two reports described case conference sessions

while one detailed the organisation of clinics.

7. Where

Three interventions were undertaken in the USA, one in The Netherlands and
one in Switzerland. Four interventions took place in the participants home,
while the other was caried out in clinics and practice rooms at the health care

facility undertaking the study.

8. When and

how much

A variety of inclusion and exclusion criteria were listed for the studies. Three
had minimum age limits, two of these being 65 years of age and over and one
being 70 and over. Three studies required the participant to be identified as
at risk of increase care needs, two included frailty status as part of their
inclusion criteria. One included those with a reduced income level, while two
others were limited to specific primary care practices. One study excluded
those with limitations on basic activities of daily living, cognitive impairments
or terminal diagnosis, while two others included those with some limitations

on (instrumental) activities of daily living.

9. Tailoring

All five reports described how the intervention was tailored to the

participants needs in line with their assessment. Three also incorporated the
preferences of the participant. Four interventions provided contact levels ad
hoc so these were also varied. The intervention with group sessions tailored

discussion to the needs of the group.

10. Modifications

Only one intervention described modifications made during delivery. This was
necessary due to changes to funding and reassignment of services. Steps were

taken to ensure that delivery was as close to randomisation as possible.

11. How well

(planned)

All five reports described steps taken to improve adherence and measure

efficacy and fidelity to the intervention, although some to a minimal degree.
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Four reports detailed the use of trained providers and two of these also used
ongoing supervision to improve fidelity. Two also used existing record keeping
processes to improve adherence. Two interventions included a process
evaluation, one of which had been supported by feasibility work. One other

intervention had also undertaken feasibility studies.

12. How well

(actual)

Studies had varied success with their interventions, one study found that
though no benefit could be shown in results, participants expressed
satisfaction with the intervention. One other study reported high levels of
adherence to meeting requirements and care planning, suggesting that non-
adherence to care planning was often related to participant reluctance. A
third study found that most aspects of the intervention were well complied
with, and home visits were well received, however some aspects were not
complied with by providers or participants. This was similarly seen in the
fourth report, where implementing the full protocol was problematic,
assessments were conducted but care planning not always successful. Though
participants were most often considered as committed to the plans. For the
final study, which was undertaken through self-assessment, over 85% of
assessments were returned and almost 60% of participants remained in the
project for a full two years, although some aspects of the intervention were

not as successfully adhered to as others.

Group: Education, multifactorial-action and review with self-management

strategies.

There are two interventions in this group (Hattori 2019%, Moll van Charante 2016%)

TIDieR item
1. Brief name

2. Why

Description

Goal: One case was focussed on improving independence by
encouraging self-management skills whilst the other case was
focussed on reducing the incidence of dementia and cardiovascular

disease, and the burden of functional disability in the elderly.
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3. What (materials)

4. What (procedures)

5. Who provided

6. How

6b. How organised

7. Where

Rationale: Both cases were based on previous research. One case was
based on the association between vascular and lifestyle risk of
dementia and the potential to prevent dementia if risk factors are
agreed. The other case on the other hand was based on effectiveness

of multicomponent interventions

Varied devices used in both cases. Both cases used equipment to
measure care goal activities. One case used original assessment for
comprehensive clinical assessment, assessment sheet for self-
management and booklet for preventing long-term care needs. The
other case used detailed protocol which guided recommendations

and referrals.

Both cases started with comprehensive clinical assessments and a
joint discussion of care goals and planning. Both cases involved

training of staff during intervention provision.

One case had intervention provided by a rehabilitation specialist such
as an OT or physiotherapist with training by a care manager. The
other case involved a practice nurse with supervision of a GP. Both
cases had other professionals like dietitians, dental hygienists and
other specialised health professionals also participating when

required.

One case was delivered individually but the other case was presumed

to be individually delivered.

In all cases, mechanisms were in place to facilitate care coordination
including meetings to discuss patients’ goals with at least one case
conference and a practice nurse under supervision of a GP who

coordinated the intervention.

One case was in the Netherlands in general practices organised in
health centres and the other case was in Neyagawa, Osaka, Japan in a

long term care insurance system for people with mild to severe
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8. When and how much

9. Tailoring

10. Modifications

11. How well (planned)

12. How well (actual)

disability. One case was delivered face-to-face and the other case was

presumed to be delivered face-to-face.

In one case, the intervention was for five months which included one
home-visit, up to 12 modules weekly lasting two to three hours and
one review module. The other case was a nurse-led intervention

every four months for six years and a total of 18 visits to the GP.

The care plan for both cases were tailored based on the participant’s

needs assessment and goals.
Not mentioned in both cases.

In both cases, measures were taken to promote fidelity through
supervision and monitoring of the interventions. One case monitored
the intervention through regular visits to the practice nurses. The
other case did not state specifically who did the monitoring and

supervision.

One case had a high attendance rate with 76% attending at least one
module and 66% attended at least seven modules. The other case
had a relatively high drop-out rate with 544 participants receiving less

than two visits per year before the end of study.

Group: Exercise

There are seven interventions in this group Giné-Garriga 202032, Morey 20061, Morey 2006%,

Morey 2006, Morey 2009%, Morgan 2019%°, von Bonsdorff 2008%*

TIDieR item

1. Brief name

2. Why

Description

Goal: Two reports did not discuss the goal of their intervention. The

remaining five all stated that a primary goal was to increase physical
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activity, one also mentioned the reduction of sedentary behaviour.
Further aims included the improvement of health, function, quality
of life and retention of independence, the reduction in disability
and need for supportive services are also mentioned. One

intervention explicitly refers to long term behaviour change.

Rationale: Six reports refer to a theoretical basis for behaviour
change and motivational techniques. Two reports refer to reviews
undertaken to ground their intervention, while three discuss
evidence-based effectiveness. Two studies were based upon
feasibility or previous interventions. The benefit of motivational
support is highlighted in three reports and at least three used
recommendations and guidelines for healthy physical activity to

ground development of their intervention.

A variety of materials were used across interventions. A core
component was the provision of written materials to the
participant, in five interventions these were based on physical
activity promotion, either exercise tips or advice about physical
activity services in the area. Two interventions provided materials
unrelated to physical activity such as general health promotion.
Four interventions mention activity planning in their materials used.
Access to care notes to include activity planning or to gather
information as required in five interventions. Three studies
provided pedometers to participants, two provided training
equipment. Documentation to track activity was provided to
participants in two studies. Progress reporting was mentioned in
two interventions. Referrals were mentioned in one study. Three
reports mention manuals and scripting or fidelity assessment in

their reports.

All seven interventions involve the development of a tailored plan
to promote physical activity, five studies explicitly mention input
from participants on the development of this. Two studies also

describe a focus on strength and walking or balance training. A
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pedometer was provided in two interventions. Support to set and
maintain goals is mentioned in five studies. Follow up support and
review were also mentioned by at least five studies, although how
this was provided (either by post, phone or face to face) is not
always clear. The provision of health-related information is
mentioned by three reports, three reports explicitly refer to
behaviour change techniques. Usual care is mentioned as available
in three interventions. One study mentions using referrals as part of

the intervention.

The intervention was provider by a range of individuals. Six reports
detail the need for providers to be trained in the specifics of the
intervention. Five interventions had input from primary care
physicians or GPs and four from health counsellors. Two studies
involved nurses or healthcare workers. Others involved in delivery

included a qualified fitness instructor and a physiotherapist.

All seven interventions were provided individually and face to face.
Five interventions also use telephone contact and two used the
postal system. Group contact is mentioned in two interventions and
one explicitly refers to the follow up process. One intervention
preferred participants to have the support of a family member or
loved one. Motivational interviewing and strategies for motivation,
problem solving, goal setting and self-management are mentioned

as key in five reports.

One report does not mention how the intervention was organised.
The six other interventions involve primary care providers or GP
input, counsellors had an organisational role in three interventions
and participant input was required in four interventions. A
university, trained facilitators, the physiotherapist, and the local
health and social services had input in one intervention. It was
noted in three reports that the intervention was underway during a

time of change in health promotion services.
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7. Where Interventions were delivered in a range of locations; although it
was not always clear what was undertaken in each place. Veterans’
health clinics are mentioned in fours interventions, primary care
centres are mentioned in three, additionally, GP surgeries and

leisure centres are identified locations in one intervention each.

Four interventions were delivered in the USA. The remaining three
were in various European locations, one in the UK, one in Finland,
and one was delivered in four countries including Denmark,

Northern Ireland, Germany and Spain.

8. When and how much The criteria for inclusion in the intervention were varied. Five
interventions carried a minimum age, one was 65 years and over,
the remaining four were 70 years and over. Four involved veterans
only, one recruited old volunteers. Three studies assessed physical
ability to safely take part and three required participants to have
high levels of sedentary behaviour. Two studies required
participants to not have dementia or at least be cognitively intact.
Fours studies excluded those with high physical activity levels. Four
excluded those with terminal diagnoses or specific health

conditions.

The nature, duration and frequency of input varied over the
interventions. One intervention provided 32 face to face exercise
sessions, twice weekly for 16 weeks. While the majority (four) only
mention one face to face contact. Telephone contact varied
between three and 13 calls. One intervention mentions mailed

updates. Intervention duration ranged from 16 weeks to two years.

9. Tailoring All seven reports detail some level of tailoring in line with the
participant’s ability and capacity. One describes tailoring following
progress by the participant. One suggests the involvement of

friends of family is optional.

10. Modifications Not mentioned in any of the reports.
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One study did not mention how they were promoting adherence or
measuring implementation fidelity. Adherence to the intervention
was promoted through the telephone contacts in at least two
interventions. Involvement of the primary care provider was also
seen as beneficial to adherence in one report. Implementation and
fidelity to the intervention was measured and analysed in at least
two interventions. One report explicitly mentions the use of
qualitative approaches such as interviews to evaluate the

intervention.

One study did not mention how well the intervention was
implemented. Four reports mention positive endorsement by the
service provider. Three interventions report on flexibility with
phone call delivery. Two interventions report that all participants
received baseline input. One describe minimum dosage input being
received by all participants. One report states that the anticipated
duration of delivery was as intended. Call delivery was above 90% in
one intervention, another reported that at least 302 of 318

participants received a minimum of four calls.

Group: Exercise and psychology

There are three interventions in this group: Alegria 20197, Jing 2018, van Heuvelen 20058

Brief name

Why

Goal: to improve physical and psychological

health / reduce physical and mental disability.

Rationale: Previous demonstration of
effectiveness of each component, including
psychological benefits of physical exercise. The
combination was expected to provide further

additional benefits.
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What: materials

Some provided equipment and instructions for
the exercises and materials to support the

psychological tasks.

What: procedures

Providing exercise sessions.
Providing psychological training.

One intervention additionally provided

encouragement calls to continue practising.

One intervention additionally provided regular

mood screening.

Staff were provided with training prior to
intervention in two studies, and regular

supervision in one.

Who In some cases, specialists in exercise or
psychological training provide the relevant
component. In others the provider is a
community health worker or nursing student.

How Both components were provided individually

and in group sessions in different combinations.

The interventions included face-to-face contact
as well as telephone calls. In one intervention,
the two components were provided as parts of

one session.

How organised

Few details of organisation provided.

Where

China, Netherlands and USA.

The intervention took place in community

facilities and at the participant’s home.

When and how much

Started in different circumstances:
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(a) participants did not have cognitive

impairment and were not very active;
(b) participants were housebound;

(c) participants had low mood and mild-

moderate disability.

Physical exercise session frequency was
between three times per week and once every
two weeks for approximately 3 months.
Sessions continued at greater or lesser
frequency or not at all after this for an

additional 6 weeks to 3 months.

Psychological training occurred for 18 weeks to
6 months, at a frequency of every 2 to 2.5
weeks for at least 3 months, with step-down to

monthly training for the last 3 months in one.

Tailoring The psychological training was tailored to
individuals’ problems in two interventions.
Optional remote delivery was available in one
intervention depending on participants’

circumstances.

Modifications Not mentioned

How well (planned) One provided feedback on delivery, which was
recorded. One encouraged participation by
offering transport and sending newsletters.
Encouragement calls or personal attention

were also detailed in two interventions.

How well (actual) Most participants did not attend all sessions in

the two studies that reported details.
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Group: Homecare

There are 12 interventions in this group (Auvinen 2020, Bernabei 1998%, Dupuy 2017%,
Fernandez-Barres 20171%, Fristedt 20197, King 2012%, Lewin 2013!%, Mann WC 1999,
Rooijackers 2021, Teut 20132, van der Pols-Vijlbrief 201713, Wolter 20134

TIDieR item Description

1. Brief name

2. Why Goal: Only three of 12 interventions mentioned an explicit Goal, where the goal
was to provide care and support to older people enabling them to stay at home.

One added the goal of continuity of care for older people.

Rationale: Ten reports made no mention of the rationale for the intervention,
one mentioned the importance of responding to the needs of older people and
the other identified that caregivers were an important resource for the care of

older people.

3. What Eight reports did not mention the materials used for the intervention. One

(materials) intervention mentioned the use of fake sensors as this was a control group,
another mentioned care plans to identify support needs, one mentioned likely
equipment for carrying out usual care and one other provided participants with

a healthy diet brochure.

4. What In all interventions there was some reference to the provision of usual care,
(procedures) including home care services. Two reports mention assessments being carried
out as part of usual care practice and one of these interventions developed care

plans from this assessment.

5. Who Intervention provision was by a range of practitioners. In four interventions this

provided was by nurses, one of these was supported by a doctor. Four other
interventions were provided by paid care support workers. External co-
ordination was mentioned in two other interventions. Five interventions
mentioned the input of a range of health and social care professionals to carry

out care as required.
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6. How

Delivery was not always described. Eight interventions were delivered
individually and ten face-to-face. One intervention mentioned that some group

input may be part of some intervention input.

6b. How

organised

In one report the organisation was not described. Of the remaining 11 four
were organised by home care providers, two had external coordination, two
had state input mentioned in reference to organisation. Other individuals

mentioned include nurses, home care staff, care providers and nurses.

7. Where

One report does not state a location of provision. Of the remaining 11, eight
were undertake in European locations, including Germany, Spain, The
Netherlands, Finland, Sweden, Italy and France. One intervention was based in
the USA, one in New Zealand and one in Australia. Whilst it was not always
explicitly mentioned the nature of provision suggests that the intervention was

provided in the participant’s home.

8. When and

how much

There were various inclusion and exclusion criteria for eligibility to the
intervention. Ten reports mention that participants needed to be in receipt of
usual care. Additionally age limits of age 65 and over or age 75 and over were
prerequisites for eligibility in three instances. Additional requirements for
inclusion were that no previous assessments were undertaken on the
participant, that they had high level need or polypharmacy, that they were
house bound, that they had a frailty level which indicated decline over the
preceding six months, that they resided within a certain housing community or
that they were undernourished. Only three interventions specified exclusion
criteria, one excluded those with the highest level of need, two excluded those
with cognitive impairments, one of these also excluded those who were

terminally ill or bedbound.

The nature and frequency of contact was rarely described, for four reports it

was and then it was assumed that this would vary according to need.

9. Tailoring

Four interventions mention that provision would be tailored according to the

need of participants. The remaining eight do not describe tailoring.

10.

Modifications

No reports mention modification to their intervention.
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11. How well No reports mention steps taken to improve implementation or adherence to
(planned) the intervention.

12. How well Not mentioned in many reports though one report found that home care staff
(actual) promoted reablement principles that were not part of the intervention.

Group: Homecare and multifactorial-action

There are five interventions in this group (Parsons J 2012%, Parsons M 201216, Parsons M 2017/,

Tuntland 20158, Whitehead 2016'%)

TIDieR item

Description

1. Brief name

2. Why

Goal: Although the goals of the interventions were differently described the
overall focus was to enable older people who were identified as requiring support
to live at home, to maintain home living. Identification of the appropriate level of
care appears to be a key aim across interventions. The promotion of health
related quality of life, independence and social connectedness was mentioned as
an explicit aim of one intervention. Rehabilitation as set at an appropriate level

was mentioned by another. One other mentioned reducing care costs was an aim.

Rationale: Two reports did not explicitly state a rationale. One is somewhat
ambiguous stating that there is a need for appropriate home care service
provision. One intervention was based on evidence that older people often lose
function when in hospital and those who do lose function often fail to regain it.
This intervention suggests that home care has the potential to improve this
situation. One intervention is based on Care Act guidelines around care provision

and that a key component of this is empowerment and reablement.

3. What

(materials)

Materials were minimally described in the reports. Three of the interventions
described using standardised assessments. One mentioned the development of
care planning with client input. Two others describe accessing services or

equipment through referral systems as required.
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4, What

(procedures)

The process of the intervention was not always clearly described. Four
interventions describe an assessment process; one of these is at a six week time
point to identify continuing needs. Care planning from the assessment is stated by
one intervention. Four interventions explicitly refer to access to standard home
care service provision and other healthcare services remaining in place. One
intervention described little other than to indicate that the care package was

designed to include input from family and community services.

5. Who

provided

Assessments were conducted by needs assessors and processed by healthcare co-
ordinators for two interventions. One of these also mentions the input of the
research team. Home care aide input is mentioned explicitly by two interventions.
The role of those undertaking assessments in not clearly specified in three
interventions. One intervention mentions reablement workers and social care
managers. Input from additional healthcare professionals as required is

mentioned in the delivery of all five interventions.

6. How

It is not always clear how assessments were undertaken, two interventions
mention this being an individual assessment but with no indication that it was
face to face. Three interventions mention the provision of care being face to face
and individual in nature. One other clearly states that provision of care is face to

face and at home.

6b. How

organised

A range of organisations and individuals were involved in the organisation of the
interventions, three interventions utilised an assessment agency with needs
assessors to undertake assessments. One of these interventions also had
organisational input from the research team, home care co-ordinators and home
care aides. Two interventions had healthcare organisation input, one of these
reports mention funding by the health district board. One intervention mentions
organisation by the relevant healthcare professional providing care. Another was
organised by reablement workers for an initial six weeks, then an Occupational

Therapist and home care service should continued care be required.

7. Where

Three interventions were implemented in New Zealand, one in Norway and one in

the United Kingdom.

Four interventions mention delivery of the intervention at home.
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8. When and

how much

Eligibility to all five interventions was after referral to home care services. One of

these required this to be on hospital discharge.

The nature, duration and frequency of intervention input was not always
mentioned. Two interventions note that input frequency and duration was varied.
One states that there was no time limit to input. However one other conducted

six weeks of reablement followed by homecare as required after this time point.

9. Tailoring

All five interventions were tailored in line with the needs of the individual. One
mentions consideration of the preferences of the individual, whilst another was
tailored to the effort given by the individual. Three mention flexibility over the

duration of input.

10.

Modifications

Four reports do not mention any modifications. One intervention required
modifications to be made following changes to the recruitment approach of

Occupational Therapists in the service.

11. How well Three reports do not mention any plans for adherence or fidelity assessment. One

(planned) report describes the collection and analysis of the care planning documentation.
The other conducted a cost analysis identifying the number of contacts, the
provision of equipment and individual reported additional service use.

12. How well Three reports did not undertake adherence or fidelity assessments. One

(actual) intervention found that 15% of care plans documented individualised activity

related to functional improvement. The other intervention remarked on changes

to the intervention due to changes in the recruitment of staffing.

Group: Home care, ADL, multifactorial-action from care-planning and
review with self-management strategies

There are three interventions in this group: King 2012'%, Parsons M 2017, Rooijackers 2021

TIDieR item

1. Brief name

Description
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Goal: The three interventions all aimed to improve, restore,
promote or maintain independence or function. One intervention
also had a goal of improving wellbeing of participants. All three
interventions desired improved service provision. One intervention

aimed to reduce admission to long term care.

Rationale: All three interventions were based on previous studies or
existing models of working which showed benefit to older people.
Studies mentioned a theoretical basis in the evidence for

restorative approaches and social theories.

All three interventions used a range of assessments over a number
of domains, one explicitly referred to psychological, social and
physical components. Two reports detailed training materials for
staff and one intervention mentioned goal setting documentation,
action planning documentation and exercise booklets for

participants.

All three interventions required a multi-domain assessment to be
undertaken, all three were also co-ordinated by a nurse. Goal
setting, care planning and tailored exercise planning is also part of
all three interventions. Regular review, referrals and staff training
are each mentioned as part of one intervention. Usual care is

available across all interventions.

Registered nurses and support workers are involved in the provision
of all three interventions. One intervention involved
multidisciplinary input as well. Training was important for providers

of all three interventions.

All three interventions were provided face to face, three mention
this being on an individual basis. One intervention mentions

telephone contact as well.

All three interventions appear to have nurse co-ordinators as a core

organisational feature. Support worker input is key across all three
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interventions as well. Hospital staff were involved in one
intervention, a physiotherapist or occupational therapist in another.
Funding is through healthcare insurance for one intervention while

one other mentions input from charitable services.

All three interventions were delivered at home. Two interventions

mention involvement of one key healthcare provider.

Two studies were undertaken in New Zealand, one in The

Netherlands.

All three interventions required participants to be in receipt of
home care. One had an age limit of 65 years and over. One
recruited those with high levels of need placing them at risk of long
term care admission. One study placed a language restriction on
participants. Only one study excluded those with serious or terminal

illness or cognitive impairment.

The duration and frequency of contact varied across the three
interventions. Contact ranged from multiple daily contacts to a
minimum of once a fortnight. One mentions four-six months of
input, and one mentions 12 months duration. Two interventions

mention reassessment, one at 12 months one at six.

All three interventions were tailored care planning according to the
assessment of participants. Two mention this being in conjunction
with the participant. One describes the adaptation of visits

according to need.

10. Modifications

11. How well (planned)

This was not mentioned by any of the reports.

One study did not mention any attempt to assess implementation
or fidelity. The two other studies both delivered training and
support to intervention providers. One study undertook feasibility
work. One promoted adherence thorough prompts to providers.
One report details a process evaluation through the collection of

documents about records and qualitative methods.

39



Community-based complex interventions to sustain independence in older people, stratified by frailty:

a systematic review and network meta-analysis (NIHR128862; CRD42019162195)
Supplementary material 4. Intervention group summaries

12. How well (actual) One study did not mention any attempt to assess implementation

or fidelity. A variety of findings were reported by the remaining two
studies. One was delivered during the expected time-frame, follow
up calls were received between 70-89% of the time, although over
50% of initial assessments did not identify tasks. The other
intervention describes barriers to implementation such as low
staffing and resistance from clients, whilst additional funding and
digital care planning facilitated implementation. Compliance
measured as 73%-86% for attendance at over half of the meetings,
over 50% of assighnments were completed by team members. Staff
were noted as perceiving change as positive due to the

intervention.

Group: Homecare, multifactorial-action and review

There are six interventions in this group (Hall 1992'%, Markle-Reid 20062, Parsons M 2012¢,

Ryvicker 201122, Ryvicker 201122, Shapiro 200277)

TIDieR item

Description

1. Brief name

2. Why

Goal: The six interventions had a number of goals, four of which promoted the
improvement of function in older people with some level of dependency
through home care to enable independent living for as long as possible. Two
reports indicated that reducing service duplication and integration of services by
promoting better across service communication as additional aims. Improving
the home care service by optimising the role and enhancing retention was an
aim of one other intervention. One other intervention indicated the early input

of interventions to promote proactive care as a goal.

Rationale: one report did not describe the rationale for their intervention. Two
interventions suggested that integrated care approaches appear beneficial to
support the holistic care neds of older people. Two interventions were based on

previous research. One intervention suggested that that are barriers to providing
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successful home care and this impacts on home care worker retention and the
outcomes of those using the service. One other report identified the potential

that home care provision has to improve the wellbeing of older people.

3. What

(materials)

Two reports did not describe the materials used in their intervention. The
remaining four all described a variety of assessments for older people, some of
these were routinely undertaken in usual care, others were specifically
developed for the intervention. One intervention also accessed medical records
to complete assessments. One intervention developed guidance called ‘Sive
Promises’ to aid with communication between older people and the staff
providing care. One intervention also described documentation used in the

supervision of staff who delivered the intervention.

4, What

(procedures)

All six interventions used an assessment to identify needs, one of these
specifically involved patients’ preferences. Care-planning was explicitly
developed from this assessment in four interventions, one involving family
caregivers in this process. A further four describe the review process, with one
again including patients preferences in this. Services were arranged as part of
three interventions. Training and supervision are described in the reports of two

interventions. Additionally, access to usual care is noted in four reports.

5. Who provided

A range of professionals were involved in the provision of the interventions;
many by multiple individuals and roles. Nurses were involved in three
interventions and case workers in three as well. Access to a multidisciplinary
team was mentioned in four interventions, though this was sometimes in
conducting assessments and at other times in carrying out care. A personal
support worker was mentioned in one intervention. Another mentioned the

need to ensure providers were trained in intervention delivery.

6. How One report did not describe how the intervention was delivered. Four
interventions were delivered face to face, four at home and four individually
(although these were not always the same four). One intervention also used
telephone contact and another required input from a caregiver.

6b. How Organisation was variable. One intervention required little planning and

organised organisation. Two interventions relied upon case managers to organise the
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intervention, clinicians were involved in care planning for three interventions.
Nurse input was described as key in three interventions as was the home care

team in two of these. The family caregiver had some input in one intervention.

7. Where

Five of the six interventions were undertaken in North America; two in Canada,
three in the USA. The remaining intervention was carried out in New Zealand.
Four of the six reports described delivery at home, one mentioned specific care

settings, whilst the other does not state the location of intervention delivery.

8. When and

how much

All six interventions commenced following on from assessment indicating that
the older person required home care. Two of the interventions required
evidence on the assessment for capacity for improvement, whilst one other
required a specific level of ill-being. One intervention had a minimum age

requirement of 75 years of age.

The nature, frequency and duration of the interventions was not well described,
four reports described an initial assessment and then all six refer to review of

this assessment, although for some this was at specific time points and others it
was ongoing or as required. Only one report described duration and this was 18

months long.

9. Tailoring

All six interventions were designed to be tailored to the needs and capacity of
the participant identified at assessment. Two interventions tailored according to
participant’s wishes also. One intervention was tailored to the caregiver as well;

this intervention also tailored the supportive contact according to need.

10.

Modifications

Four reports did not mention any modifications. One mentioned that there were
changes to the criteria to assess support changed during implementation,
impacting on the service provision. One report mentioned that there were
changes made to the hours provided by home care over the duration of the

intervention.

11. How well

(planned)

Only two reports described steps taken to assess fidelity and adherence, the
remaining four did not. The two that did carried out a survey on the
intervention, used both standardised intervention materials and training
materials for providers. They both also conducted interviews with delivery team

managers and carried out observations of meetings.
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12. How well

(actual)

Four interventions were not assessed for fidelity. One report described
components of the intervention were widely accepted, although some
components were not considered feasible the ‘Five Promises’ guidance was seen
to show benefit. Training was seen to be inconsistent and Clinician and
commitment to support the intervention was variable. The other report

described how there was little capacity to implement the intervention.

Group: Homecare, multifactorial-action from care-planning and review
with medication review

There are three interventions in this group Bernabei 1998%%, Fristedt 2019, Wolter 2013

TIDieR item

Description

1. Brief name

2. Why

Goal: All three interventions had a goal of reducing institutional admissions be
that to hospital or long-term care, one also sought to reduce the cost of
providing care to older people. Two reports mentioned the aim of improving
function, one report implied this would improve quality of life for older people.

One report describes the need to improve communication between services.

Rationale: One report mentioned the need to integrate social and medical
services to provide clarity over their purpose, this intervention was also
grounded in policy recommendations and the wishes of older people

themselves. The two other interventions were developed following on from

previous research showing the benefit of such interventions. One of these was
part of a government policy to improve quality of care, the other was to identify

deficits in current care processes.

3. What

(materials)

All three interventions included assessments of need, though these varied in
type they were designed to cover multiple domains of need, with a requirement

for sufficient data to develop a care plan. Two interventions required access to

existing medical records, one of which also required agreement for care

planning with the participants GP. Two interventions mention equipment
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required by staff such as transportation and a laptop in one intervention, and a

protocol for conducting assessments in another.

4, What

(procedures)

All three interventions conducted multidomain assessments. Two explicitly
refer to care planning from this. One intervention describes the monitoring
process following assessment in detail while the other two mention reviewing.
Two interventions mentioned the staff training process and one describes the
need for agreement of care plans with the participants care providers. All
interventions included access to usual care services, although one does replace

some existing service provision with the intervention multidisciplinary team.

5. Who

provided

One intervention is provided by a case manager and the participants GP as well
as a specialist trained multidisciplinary team. A multidisciplinary team provides
one other intervention, while the third is provided by home care nurses and

staff. All reports mentioned the input of multidisciplinary team members as per

usual care needs.

6. How

All interventions were provided individually and face to face. One intervention
mentioned that some of the services accessed may be in different locations and
in group contexts as was relevant. Another intervention required collaboration

with participants and/or their relative(s).

6b. How

organised

The interventions were organised differently. Although two interventions relied
upon some level of state involvement. One of these involved input from existing
services, case managers and the GP and used weekly sessions to discuss the
intervention implementation. The other of these the geriatrician for the
intervention took over the primary care responsibilities for the participants. The

third intervention was organised by the home care service and nurses.

7. Where

All three interventions were undertaken in Europe, one in Germany, one in
Sweden and one in Italy. All three were implemented at home. Two reports
mentioned the system of care in which they were operating, this was varied,

and integration of services was mixed.

8. When and

how much

Two interventions were accessible to participants upon receipt of home care
services, although one of these specified no previous assessment and planning

to be undertaken. The other interventions criteria were participants being over
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75 years or age and having a level frailty which indicated decline over the

previous six months.

The nature, duration and frequency of input was not described in detail by the
reports. One intervention lasted for 12 months with input over alternate

months; another intervention had an assessment visit then varied amounts of
contact over the following 15 weeks. The other report does not mention input

explicitly, although reassessment is mentioned.

9. Tailoring All interventions could be tailored to the needs of the participant, one was also
tailored to the needs of the relatives. Two interventions also mentioned the
provision of support from providers being tailored to needs and wishes of
participants.

10. There were no mentions of modifications to the interventions in any reports.

Modifications

11. How well Two reports did not mention any steps taken to improve fidelity or measure

(planned) adherence. However, one explicitly mentioned that staff providing the
intervention received training and advice, and support was on hand to improve
fidelity.

12. How well Two reports did not describe fidelity or implementation of the intervention. The

(actual) other report however described how the intervention saw an increase in the

level of care planning and in keeping care plans up to date. Although,
implementation of the intervention varied between providers, some being able
to implement well or rapidly (optimal) and others unable to implement even
over a longer period of time (sub-optimal). Nurses feedback indicated that a
year was needed to implement. Further analysis indicated that there were
certain factors associated with improved implementation including services
with higher levels of qualified staff, staff having lower workloads, and smaller

services were more likely to implement well.
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Group: Homecare, multifactorial-action and review with self-management

strategies

There are two interventions in this group Hall 1992%, Parsons J 20121%°

TIDieR item

1. Brief name

2. Why

3. What (materials)

4. What (procedures)

Description

Goals: The goals of the two interventions were broadly aligned. One
intervention stated that assisting frail older people to live at home
for longer and sustain their total wellbeing as a goal, the other
focused on the restoration and maintenance of function as well as
engagement with community services. Both interventions focused
on the empowerment of older people to take control of their own
lives, one intervention also wished to change the philosophy of
home care provision from increasing dependence to promoting

independence.

Rationale: one study was based on previous work which showed a
gap in existing home care interventions. The other intervention was
also based on existing evidence, suggesting that hospitalised older
people often lose function and then do not regain this once back at
home, identifying home care as having potential to improve this

situation.

One intervention used a protocol to guide care planning
formulation and then referrals to services. The other intervention
developed and used a specific tool called Towards Achieving
Realistic Goals in Elders tool (TARGET), standardised assessments
care planning and client reviewing are also mentioned as materials

in this report.

Both interventions use multidomain assessments the planning and

arrangement/organisation of care and a regular review component.
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5. Who provided

6. How

6b. How organised

7. Where

8. When and how much

9. Tailoring

One intervention stated that review was monthly. Both
interventions also used supported goalsetting and had access to
usual care, and home care specific to their needs based on standard
existing assessments. One intervention also mentions the training

of deliverers ahead of providing the intervention.

The interventions were provided by different teams. One used
nurses to conduct the assessment and carry out care the other used
trained needs assessors, home care coordinators, and home care
aides as well as the research team in the delivery of their
intervention. Both reports mention access to healthcare

professionals as needed.

Both interventions are provided to individuals, however only one
states that this is face to face, the nature of the assessment for the

other intervention is unclear.

Organisation of the intervention also differed. One is organised by a
nurse who provides referrals based on their assessment then
community services arrange relevant services. The other
intervention requires the assessment agency to conduct needs
assessments, the home care agency to coordinate this, and the
coordinators to plan and review the relevant care to be provided by
home care aides. The research team are also mentioned as having

organisational input in one intervention.

One intervention was conducted in Canada, the other in New

Zealand

Eligibility for both interventions was on enrolment or referral for
personalised care at home. In both cases this was based on
standardised assessments identifying this need, visits and support
were according to need. One intervention mentioned specific

review at three and 12+ months.

In both cases care planning was tailored to need and with

preferences identified by the participant based on their
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multidomain assessment. One intervention also mentions that

usual care was also based on the need of the client.
10. Modifications Modifications were not mentioned in either report.

11. How well (planned) One intervention did not mention any plans for adherence or
fidelity assessment. In the other intervention support plans and
details of services accessed were collected and analysed, the
number of reviews undertaken by home care coordinators was also

gathered.

12. How well (actual) One intervention did not report on adherence or fidelity. The other
intervention identified almost 2/3rds of planning included activity
targeting functional improvement. However, the review process
was not increased by use of TARGET. 85% of participants engaged in
goal setting and 10 referrals to allied health professionals were

made.

Group: Meaningful activities and education

There are two interventions in this group (Clark 1997*°, Clark 2012%)

TIDieR item Description

1. Brief name

2. Why Goal: The Interventions were both designed to benefit the physical,
psychological and functional health of older people. One also mentioned
attending to cognitive health as well. Both interventions had the aim of reducing
decline; this was to be targeted through engaging people in meaningful
activities. One study mentioned education to inform better health practice in
older people. The other intervention mentioned that they targeted an ethnically

diverse population, and a desire to embed the intervention in everyday routine.

Rationale: Both interventions were developed based on previous study,
additionally both interventions mention occupation specifically as part of

successful ageing. One of the interventions rationalised development through an
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occupational science theoretical basis, acknowledging that occupation is socially
generative and productive. Previous study had been used to select components
of this intervention for evidence based benefit. The other intervention indicated

that activity and lifestyle are modifiable factors for targeting change.

3. What One report did not specify the materials they provided although it was noted

(materials) that they were culturally adapted for the population. The other intervention
provided educational materials including ‘25 ways to stay healthy’ which was
developed by participants, a life redesign journal and an instructional video on
crime prevention.

4. What Both interventions consisted of the same procedures. This was to provide

(procedures) educational sessions on various topics to groups of older people. Additionally

individual education sessions were provided which could be tailored to the
participant. Interventions provided opportunities to take part in activity sessions.
Functional training was available to enable easier engagement with activities

and usual care was also noted as available to participants.

5. Who provided

Both interventions were provided by occupational therapists, particularly trained
in supporting older people. These were able to speak appropriate languages as
required. One intervention also mentioned a session being delivered by a police

officer.

6. How

Both interventions were provided face to face and using both group and
individual settings. Interventions aimed to facilitate peer interaction and were

using psychological approaches to ensure intervention efficacy.

6b. How

organised

One intervention report mentioned the funding source as the National Institute
of Health and the American Occupational Therapy Foundation. The other
intervention suggested that continuity in provision was key, and that money was

available to compensate participants for taking part in activities.

7. Where

Both interventions were undertaken in the USA. The individual components of
the interventions were provided at home. The group sessions were provided at
community based sites for one intervention although the location of the group

sessions in the other intervention is unspecified.
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8. When and One intervention was available to older people living in specific locations

how much following a health assessment by a physician. The other intervention was
undertaken with people over 60 years of age, recruited through various
approaches within a specific location, for example targeting senior housing and
community centres. Both interventions were aiming to reach culturally and

ethnically diverse populations where there was an assumed health disparity.

Both interventions provided two hourly group sessions once a week, one
provided hourly individual sessions once a month, the other made up to ten
hours of individual sessions available, this intervention lasted six months the

other nine.

9. Tailoring Both interventions were tailored according to the needs and activity preferences
of the individuals. These activities could be adapted over the intervention

period. Both interventions could be tailored to the language of the participant.

10. Neither report detailed modifications made to the intervention.

Modifications

11. How well Both reports detail efforts to maintain fidelity and assess adherence to the

(planned) intervention. Both reports describe training to the providers. One intervention
also asked participants to refrain from speaking to each other about their
activity involvement to avoid contamination across activities. One intervention
took steps to ensure that providers were continuous across the intervention
delivery. In addition reminders were sent about activities taking place and

contamination across activity provision was measured.

12. How well For one intervention 65% of the participants attended at least half of the

(actual) sessions. For the other intervention on average, participants attended 56% of
the scheduled sessions. Whilst 17% of individuals did not attend any
intervention sessions. There was some cultural variation in attendance, conflict
was seen across participants but this was well managed by intervention

providers.

50



Community-based complex interventions to sustain independence in older people, stratified by frailty:

a systematic review and network meta-analysis (NIHR128862; CRD42019162195)
Supplementary material 4. Intervention group summaries

Group: Multifactorial-action

There are nine interventions in this group Borrows 2013, Botjes 20133, de Craen 2006%°, Grimmer

20133, Hay 19983, Siemonsma 20182, Stewart 200523, Stewart 2005%3, Williams 19921

TIDieR item

Description

1. Brief name

2. Why

Goal: One report did not mention an explicit goal of their intervention, the
remaining eight had a variable focus around promoting independence or
preventing and/or delaying dependence or functional decline in older people.
For three interventions this was also to maintain living at home, and for
another this was to ensure that older people could continue to contribute to
society. Three interventions had an additional aim of reducing the cost of care
provision. One desired the promotion of health and wellbeing for older

people.

Rationale: There were mixed rationales for the interventions, one report did
not state a rationale. Four interventions were based on previous research or
evidence in the literature. One of these was also theoretically driven by the
perceived benefit of patient involvement in care decision making. Three other
interventions were based on the perceived benefit of their approach, be that
by utilising specific staff expertise or by implementing specific ways of
working. Further rationalisations were evident including the need for working
proactively, which was mentioned twice, adherence to policy

recommendations or that certain patient groups posed specific risk.

3. What

(materials)

One report did not mention the materials that were used in their
intervention. For six interventions assessment documentation, be that
electronic or paper based, was described. Three interventions mentioned the
provision of appropriate therapy, equipment or adaptations. Two
interventions described communication with health care professionals and
participants in their materials. One study required access to patient clinical
records and referrals. The provision of information to participants was

mentioned in one report; one other describes the used of a protocol to guide
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care. As one intervention was based on the internet a computer and internet

access were required for this.

4, What

(procedures)

All nine interventions described an assessment of need, for four reports this
was described in more detail as being multidomain. Six interventions describe
the implementation of appropriate recommendations, referrals, therapy or
adaptations in line with this assessment. One of these six and one other
mentioned care or action planning following assessment. Three interventions
required the participants to have input on the solutions to their care needs.
Three also mention access to usual care. Two reports mentioned processes
designed to sustain the programme by developing community partnerships

and improved communication between different support services.

5. Who provided

Eight of the nine interventions were provided by professionals. Three of these
were occupational therapist led, one of these may have been an occupational
therapist assistant at times. One intervention was physiotherapist led while
another was provided by physiotherapists and occupational therapists. One
was led by a research nurse, one by a health visitor and one by a social
worker. The remaining intervention was conducted online however there was
a volunteer on hand to provide support if required, although their background

was not specified.

6. How

Not all reports clearly describe how the intervention was delivered. In six
reports it was evident that provision was face to face, and in five this was
individually provided. One intervention was provided both face to face and
over the telephone. Another intervention was less clear in detailing how it
was provided, although the setting appeared to be clinically based. One
intervention was conducted online with the option of support for those

struggling to complete the assessment questionnaire.

6b. How

organised

For one intervention organisation was not mentioned, for the remaining eight
interventions there was varied input. State or local authority input was
mentioned in three reports. The relevant provider such as the occupational
therapist, social worker, research nurse or health visitor was responsible for

organisation in most instances. Established care providers and GP’s were also
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involved in three interventions. Additionally, the older person was seen to

have some responsibility for organisation in two interventions.

7. Where

Seven interventions were undertaken in Europe, four in the UK, three in The
Netherlands. One intervention was implemented in Australia and one in
Canada. Six interventions were carried out at the participants home, one
mentioned attending clinic and one a location befitting the participants

therapy requirements.

8. When and

how much

The eligibility requirements for inclusion were varied, though four had a
minimum age requirement, this ranged from 65 and over to 85 and over. Five
specified that participants had to have an evident need or referral to services.
Two were following hospital discharge, although one was upon discharge
from emergency services and the other from inpatient care. One intervention
required participants to have a level of frailty, although the assessment was
unspecified, one recruited through a pre-existing cohort. Another specified

that participants have mental capacity to be included.

The nature, frequency of input and duration of the interventions was rarely
described in any detail. Contacts ranged from one to 18 occasions. The
duration of the intervention was only mentioned in three reports ranging

from three weeks to six months.

9. Tailoring

All interventions involved tailoring to participants need. Two also mentioned
tailoring of support level according to need and two others mentioned

attending to the preferences of the participant.

10. Modifications

None of the reports described modifications to their interventions.

11. How well Five interventions did not take steps to measure or promote fidelity or

(planned) adherence. One intervention conducted a process evaluation of the
experience of the intervention by participants. One documented compliance
with referrals. Whilst two others promoted adherence and interest with
regular contact and meetings.

12. How well Four reports do not describe the success of intervention implementation. One

(actual) intervention found that 60/109 participants were able to take part, and of

these over 90% received a care plan. Non-compliance was explored and found
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to be related to lack of support or access to computer equipment. Although
the experience was seen to be beneficial at times some of the suggestions
were not welcomed by participants. In one other intervention 66/147 showed
need, of which approximately 50% accepted support offered, of those who
did not the proposed solutions was not seen as likely to help by participants.
Another intervention identified that compliance for first appointments was
quite good although uptake dropped off after this, however healthcare
professionals rated compliance with the intervention as high for those who
did attend appointments. For the two interventions which promoted
adherence and interest with regular contact and meetings these were poorly

attended.

Group: Multifactorial-action and review

There are 15 interventions in this group Challis 20042%, Cutchin 20092, Hattori 2019'%, Henderson

2005%, Hendriksen 1984*!, Imhof 2012%, Kono 20048, Kono 2012%%%, Kono 2012%%%, Kono 2016'%’,

Lambotte 2018%°, van Rossum 1993°?, Vass 200528, Vetter 1984, Williams 1992124

TIDieR item

Description

1. Brief name

2. Why

Goal: Not all Reports identified a goal of their intervention, however the
majority did. Goals most often focused upon older people, improvement of
their health and function being a goal of seven interventions, quality of life
and wellbeing a part of three of these and an aim of a further two. Supporting
independent living was an aim of two, promoting self-care a focus of one
other. The identification of needs was a goal of five interventions, one simply
stating that older people had needs, two others identifying that these were
often unmet and of a medical and social nature, two others suggested early
identification of these needs was key. Other primary goals were to reduce
health resource use in six interventions, in particular for long term admissions
in two reports. Four interventions also identified that accessing care and

support was vital for older people.
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Rationale: Not all reports were rationalised, and one was unclear in rationale.
Eight interventions were based on previous research which showed benefit,
four in particular focusing on proactive and preventative approaches to care.
Evidence that unmet needs lead to acute care admissions was the foundation
for two interventions. Two interventions had a grounding in theory. One
intervention was policy informed, one suggested that social care could
manage many needs of older people better than primary care providers. One
of the reports highlighted that they had developed their intervention

collaboratively.

3. What

(materials)

Four interventions did not describe any materials they provided. Seven
described the assessment documentation they used, five used referrals and
communications to other services. Four others mentioned documentation
relating to summaries of the assessments, such as care plans or feedback to
participants and families. Four interventions described the use of protocols,
instructions, or manuals by providers. One intervention developed and used a
coding system to aid with carrying out the intervention. One also described

the loan of assistive equipment to participants.

4. What

(procedures)

All interventions consisted of some kind of assessment, some described these
in some detail, others used specific validated assessments, but all 15 were
defined as covering multiple domains, such as physical, social, psychological
and cognitive aspects. Six of these assessments resulted in the production of
care plans in collaboration with participants, one of these also included family
in care planning. Seven interventions provided information and advice to
participants, five also provided referrals on to other services. Thirteen reports
described the review process in some detail. Twelve interventions explicitly

mentioned that access to usual care would be sustained for participants.

5. Who provided

The interventions were provided by a range of individuals. Eight interventions
were provided by more than one person, the remaining seven appeared to be
unidisciplinary. Ten interventions had some Nurse input although the
specialisms of the Nurses was varied, including Community Psychiatric Nurses,
Advanced Practise Nurses, Public Health Nurses and Community Care or

District Nurses. Social services personnel were involved in four interventions
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and Health Visitors involved in two. Occupational Therapists involved in two
others, one of these also involved a Physiotherapist. Other professional input
came from a medical student, a geriatric specialist, a Care Manager and a GP.
Four reports also described the specific training given to intervention

providers.

6. How

Although provision was not always described, face to face delivery was
implied in all reports. At least 11 interventions were provided to the
participant at home, and 14 appeared to have had some individual provision.
One intervention also notes that some group delivery may have occurred
depending on the nature of the recommendations made to the participant.
Six interventions also used telephone calls to contact participants, however
one of these interventions required the telephone call to be initiated by the
participant or their family member. One intervention also posted out
recommendations and required the participant to act on those
recommendations. One intervention explicitly stated that providers were

continuous for each participant, to aid in building a rapport.

6b. How

organised

Organisation of the intervention was by a range of individuals, however in at
least 12 instances this was the professional providing the intervention, be that
a Nurse, Occupational Therapist, Physiotherapist, Health Visitor or other
professional. Funding was described in four reports, this came from the state
and in one case was supported by research funds. Although many
interventions describe input of multiple professionals including GPs, four
explain that decision making was to be unidisciplinary. Four interventions
mentioned that the participant had to take responsibility for organising care

in line with recommendations.

7. Where

Thirteen interventions were described as being provided in the participant's

home.

Eight interventions were undertaken in Europe, three in the UK, two in
Denmark, one in Switzerland, one in Belgium and one in the Netherlands. One
intervention was undertaken in Australia, another in the USA and five others

were carried out in Japan.
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8. When and

how much

For one intervention it was not stated when input commenced. For the other
reports inclusion and exclusion criteria were wide ranging. Five interventions
were to start following assessment which indicated a specific level of need.
Four were specific to location but that the participants own accommodation,
their GP surgery or upon their discharge from hospital. One required their
participants to be registered with the welfare authority. Seven had minimum
age requirements, these ranged from 60 and over to 80 and over. One
required a specific level of frailty in their participants and four required a level
of ADL limitation but with capacity to ambulate. Participants were excluded if
they had a severe cognitive impairment or dementia in two studies and were
at the end of their life in of these. One other report excluded those who had

used welfare services in the preceeding three months in three studies.

The nature, frequency and duration of input was varied across interventions
and was not always clear. The longest visits were up to two hours in length.
The longest intervention duration was three years, while the shortest stated
was nine months. Input over this duration was varied, 12 visits was the most
contacts a participant could expect to have though most interventions ranged
between quarterly and bi-annually contacts. Other contacts included
scheduled and ad hoc telephone calls. One intervention appeared to have

also included ad hoc visits as required and upon request.

9. Tailoring

One report did not mention any tailoring to the intervention, the remaining
14 all indicated tailoring of provision was in response to the participants
needs assessment. Five interventions considered the preferences and wishes
of the participant, one of these also considered family input. Four
interventions tailored additional contact to need. One report mentioned that

participants had the right to decline recommendations.

10. Modifications

None of the reports described any modifications made to the intervention.

11. How well

(planned)

Seven reports did not describe if or how they took steps to improve or
measure adherence to, or the efficacy of, their intervention. Three reports
described supervision, training and monitoring of providers. At least three
described the role of a detailed protocol and system of working in consistent

delivery by different providers. One study ensured that providers could raise
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qguestions and queries to enhance their practice and one other carried out
quality assessments on the data collection process. At least two documented
contacts and actions made during planning. One intervention was piloted, and

one other conducted qualitative investigation along side the trial.

12. How well Seven reports did not describe how well their intervention was implemented.

(actual) Four interventions examined participant compliance with visits, all four
suggested this was at least 60%, one was as high as 98%, although one other
study found that the number of visits per participant varied widely in their
intervention. Actions and recommendations from their assessment were
measured in three studies, compliance was over 50% in two studies, however
for the other intervention, almost 80% of the time no recorded action was
made in a visit. Consistency in provision was considered good in one study, in
another a provider left and had to be replaced and in a third the intervention

delievery was very varied across the two providers.

Group: Multifactorial-action and review with medication review

There are 24 interventions in this group Bouman 2008, Brettschneider 2015, Cesari 20148, Challis
2004'%, Dalby 2000%%, Fabacher 1994%¢, Fairhall 2015%, Ford 1971%°, Fox 1997, Harari 2008%,
Hebert 20013, Hogg 2009, Kono 2016'%, Leung 2004°, Melis 20088, Rubenstein 20077°, Stuck
2000%, Suijker 20162, Thomas 2007%, Thomas 2007, Tulloch 1979%, van Hout 20108, Vass
20058, Yamada 20038

TIDieR item Description

1. Brief name

2. Why Goal: Most interventions had the goal of maintaining and improving the
function of older people, additional aims included improving quality of life and
reducing negative outcomes. Reducing the costs associated with health resource
use and long-term care admissions were also identified goals of half of the
interventions. Six interventions explicitly described the importance of
identification of health needs over a number of physical, psychological and

social domains. Behaviour change and self-management promotion was
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mentioned by four reports. Other goals of interventions included reducing care-
giver burden, promoting appropriate health care access and increasing human

interaction within care provision.

Rationale: An ageing population and current complexity with the identification
of risk, as well as the prevalence of unmet need and treatable conditions.
Furthermore, variations in screening and appropriate service provision were
seen as important to address by interventions. The majority of interventions
claimed to be based upon previous evidence regarding the benefits of
multidisciplinary screening, multidisciplinary or specialist input on outcomes for
older people. More than half of the studies were based on previous study
findings and/or pilot work. Home visits were believed to be key to success in at
least 11 interventions. The importance of the nurse role was mentioned by two
reports. Other rationalisation included the perceived benefits of behaviour

change techniques and care-giver support.

3. What

(materials)

One study did not report on the materials used. Over 20 interventions described
the use of assessment tools which covered a range of domains. The delivery of
these appears to have been by a healthcare professional in most cases, although
one was posted to participants and their caregivers to complete. Care note
access was required in nine interventions. Over half of interventions mention
access to referrals. Eight interventions communicated recommendations to GPs,
five to participants. Four interventions listed training for staff and five provided
guidelines. Three interventions refer to the provision of resource information.
Participants were provided with equipment for the monitoring of health
conditions in one intervention. One intervention explicitly refers to equipment
used to assess a participant for use by a healthcare professional. Recording
documentation which was used by health care professionals, the research team

and the participant was mentioned in six reports.

4, What

(procedures)

All interventions involved multi-domain assessments although one was carried
out as self-assessment by post; the majority were undertaken by trained
healthcare staff. A range of domains were incorporated including, among
others, physical health, cognition, mental health, medication and social aspects.

All interventions develop some sort of care planning; nine interventions
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explicitly refer to consultation and agreement on this planning with the
participant. Reviewing of the planning was mentioned across the interventions,
however the way in which this took place was varied, sometimes with face-to-
face contact at home while others placed telephone calls. Actions from the
assessment and planning were often related to referrals on to other services,
and/or the provision of the information and advice, be that to the participant or
caregiver or other healthcare staff. Five interventions explicitly refer to the need
for participants to take actions themselves. Nine describe support from others
to sustain the recommendations and actions. Multidisciplinary discussion was
mentioned by at least three interventions. Access to usual care was described as

maintained in at least 13 interventions.

5. Who provided

Nurses, including those with more general and specific skill sets were the main
implementers of the intervention in 17 descriptions. Geriatrician input was part
of eight interventions; GPs were significant contributors to five interventions.
Other professionals defined as involved included social workers and physicians’
assistants. Multidisciplinary input was often described in the interventions as
accessed when required; this would be from dieticians, physiotherapists,

pharmacists and health visitors among others.

6. How

Intervention provision was primarily to the participant on an individual basis.
Twenty-one interventions describe face-to face contact, 16 are explicitly at the
participant’s own home. Nine explicitly describe telephone contact with
participants at some point in the process, be that initial assessment or follow-
up. Two studies were conducted in clinics and two others were primarily
utilising routine care note data. One was conducted through self-assessment by

post. Three interventions describe the need for family or caregiver involvement.

6b. How

organised

Organisation of the intervention was not always clear or explicitly stated. The
intervention was organised by a range of individuals most frequently, in at least
14 cases, this was by a nurse. Having the input of a range of individuals was
mentioned in eight reports; GP input was mentioned in twelve reports, although
at times this was suggested as not required. The participant or their caregiver

was expected to co-ordinate their response to the assessment in at least four

60



Community-based complex interventions to sustain independence in older people, stratified by frailty:

a systematic review and network meta-analysis (NIHR128862; CRD42019162195)
Supplementary material 4. Intervention group summaries

interventions. Geriatricians took a lead role in organisation for three

interventions.

7. Where

At least some of the intervention was provided to the participants at their home
in 21 described studies. Health care settings including rehabilitation centres and

clinics were also delivery sites in at least seven reports.

Eleven interventions were provided in European countries, including The
Netherlands, the UK, Germany, France, Denmark and Switzerland. The USA and
Canada were the location of a further nine interventions. Three interventions
were provided in Asian locations, Hong Kong and Japan. Australia was the site of

one intervention.

8. When and

how much

Not all reports described the inclusion and exclusion criteria for involvement.
Studies varied significantly on how they recruited and involved participants.
Some used age as a limitation, however this varied from 50 years and over to 80
years and over. Some studies included those who had been recently discharged
from hospital or were awaiting other service input. Some studies used
assessment of frailty level or disability as an inclusion criterion. Some studies
excluded individuals who were severely ill or living with dementia or severe
cognitive impairments. Other exclusions were based on the intervention being

supported by the GP or geographical limitations.

The frequency, duration and nature of input across interventions was highly
variable. In some reports this was unclear. Some interventions provided a
minimum of one contact at assessment only, whilst others provided a range of
contacts based on need. Length of involvement in the intervention was also
varied, from a minimum of seven weeks to four years; most interventions were
around 1-2 years. Frequency of contact ranged from bi-weekly to annual input.
Visit length was described in at least nine reports, the duration of visits being
between 20 minutes and two hours. The nature of the follow up interaction was

less formally described and often appeared to be tailored.

9. Tailoring

All intervention reports described some level of tailoring. Twenty-three
interventions reflected tailoring to the needs identified for the participant

during their assessment. Most of this included the number and duration of
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contacts. Nine interventions described collaboration with the participant, whilst
four had a preference for input from caregivers or family as well. Four
interventions mention contribution from GP’s or Pharmacists as and when
required. Flexibility about the location of the intervention delivery was also

mentioned in two reports.

10. Modifications

Only one intervention described a required modification, this was due to a lack

of equipment and the need to adjust the aim of the intervention.

11. How well

(planned)

Approaches to measuring how well the intervention worked were described in
16 reports, the remaining eight did not have descriptions of this. To promote
adherence and fidelity seven studies describe training and supervision of
providers, three studies implemented follow up contact, three had used piloting
work to improve the feasibility of the intervention, two used other pre-existing
groups to enhance the intervention, two used family input to promote
compliance, one used a small team of nurses to promote good relationships,
one used goal setting approaches and a postal questionnaire included stamped
addressed envelopes to promote questionnaire return. Various approaches to
measuring adherence were described while around ten studies just described
this generally, five mention specific documentation on assessment or follow up
visits and discussions with participants, three describe analysis of the
recommendations, and three refer to the collection of barriers and facilitators.

Only one report described evaluation of the intervention by the participant.

12. How well

(actual)

Eight studies did not report on how well the interventions actually worked. This
information was compiled in variable ways including a measurement of
compliance. Full compliance was reported for seven studies, varying between
13% and 90%. Partial compliance was reported for eight studies, varying
between 42% and 97%. Three studies reported on the number of problems
identified. Two collected information on the time spent by nurses at visits, or
the number of visits undertaken. One study reported on sustainability over time.
A number of other studies described barriers to their intervention including
resistance from other clinicians in three studies, a lack of motivation to change
or disagreement from participants was mentioned by two studies, logistic issues

in one study, feasibility perception in one study, lack of financial resources for
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participants to act on recommendations in one study, and variability in the
provider working-style in one study. Three studies described variation in
adherence to the recommendations, for example medication change had a

higher adherence rate than changing smoking/alcohol use behaviours.

Group: Multifactorial-action and review with medication review and self-
management strategies

There are three interventions in this group Fox 1997?°, Phelan 20077°, van Leeuwen 2015%

TIDieR item

Description

1. Brief name

2. Why

Goal: The goals of the three interventions were broadly aligned and similar in
nature. All three sought to improve health and reduce disability and poor
health outcomes. One intervention was aiming to increase adherence to
healthy behaviour advice. While the two others wanted to improve the
quality of care and reduce hospitalisations. One of these interventions was

also seeking to improve quality of life and reduce carer burden.

Rationale: Three interventions were rationalised on the premise that
provision of health information may promote better self-care. Two
interventions were based on evidence of success from similar approaches,
one of these and one other had a behaviour change theory to ground the
intervention development. One intervention was also based on policy
recommendations, one on the idea that professionals trained in geriatric care
were best placed to advise on supporting older people. The third suggested
that there were benefits to early intervention and integrated care between

various professionals and their patients.

3. What

(materials)

There were a number of materials used in delivery of the interventions. All
three interventions described care planning documentation. One also
mentioned documentation to collect health history, nutritional diaries,
equipment to collect physiological data, various health advice materials and

referrals. This and one other describe materials used to record meeting
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information. Two interventions described heath assessments in some detail
relating to validation and standardisation. One of these also ensured that the

patient and GP received documentation of care planning.

4, What

(procedures)

All three interventions utilised a multidomain assessment. All three also had a
follow up or review procedure, although how this was conducted varied. Two
interventions provided individualised health information and advice, one of
these also described risk identification, referrals and behaviour change or
motivational sessions. Two interventions created action or care plans, one
described how specialist input from geriatricians and geropharmacists was
enacted, including family caregiver involvement. Two reports detailed access

to usual care.

5. Who provided

All three interventions had input from nurses, though these came from
various specialisms including public health and geriatrics. Two interventions
involved various gerontological specialists including geriatricians, and one also
involved a geropharmacist. One intervention included a primary care

practitioner.

6. How All three interventions were provided face to face and individually with
additional telephone contact.

6b. How All three interventions were organised by team members, generally led by the

organised nurses. Patient input was required in organisation of the intervention as well.
The geriatric team described were required to support with organisation for
two interventions. Two reports mentioned funding, one was by the state and
the other was by a large health organisation.

7. Where Two interventions took place in the USA, and one in the Netherlands. Two
interventions were undertaken in clinics or community hubs. The other took
place at the participant’s home.

8. When and Two interventions had minimum age limits; one was aged 60 years and over,

how much this intervention was targeted at those with lower wealth and utilising the

public health service for the first time. The other intervention limited by age

was open to those aged 75 and over and using a particular health
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organisation. The third study targeted those who were identified as frail

coexistent with polypharmacy.

The nature and duration of input was somewhat varied across interventions,
though all included an initial assessment. The review period was not always
stated, however for one intervention this was every six months. One

intervention required referrals to be enacted within three months.

9. Tailoring

All three interventions tailored planning in line with the needs and
preferences of the participant. The frequency of follow up visits or review
processes was also tailored in two interventions, specifically with an

additional visit at three months on one study should this be required.

10. Modifications

No reports described modifications to the interventions.

11. How well

(planned)

All three studies took some steps to increase adherence and fidelity. One
intervention documented the recommendations made, and the
implementation of these. One other engaged with supportive measures for
providers to support with troubleshooting. The third intervention
standardised processes to improve adherence, and measured implementation
at the participant, provider and organisational level. In addition to this the
third intervention also undertook qualitative work to identify barriers and

facilitators to implementation.

12. How well

(actual)

All three reports described how well their intervention was delivered to some
extent. One found that around % of participants were at least moderately
adherent to the intervention recommendations, economic limits were
identified as a barrier to adherence. Another intervention found almost % of
those invited received a visit, on average participants received two visits and
six phone calls. The third intervention found that adherence for some
components increased over time, while others decreased. Additionally, there
was some variation in delivery between different providers. Of the providers
who received the training, the motivational interview training was seen to be

beneficial to practice, however the training on theassessment was not.
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Group: Multifactorial-action and review with self-management strategies

There are two interventions in this group Walters 2017°, Wong 2019%’

TIDieR item

Description

1. Brief name

2. Why

Goal: Both interventions aimed to support older people to live independently

through addressing health and social problems proactively.

Rationale: Evidence bases such as literature reviews and stakeholder opinions
identified that multifaceted strategies would optimise self-management change.
Additionally, a range of theories and approaches exist for promoting successful

ageing, self-efficacy, care management and behaviour change among others.

3. What

(materials)

A range of materials were required for the interventions. One was manualised
and used a range of health educational materials, equipment for exercise and
planning documentation. The other used a structured assessment, and health
educational materials, promotion of self-management through identification

with older celebrities, and referral systems.

4, What

(procedures)

The interventions both used care planning to identify relevant services and
referrals. Self-efficacy and behaviour change techniques were used to promote
monitoring and self-care. Additionally, regular routine follow up and review as
well as access to all standardised care were features of both procedures. One
intervention explicitly emphasised exercise, education and environmental
change (i.e., home adaptation) as part of the assessment process, but this was

not provided to all participants.

5. Who provided

One intervention was provided by a non-specialist support worker with training
in behaviour change techniques. The other intervention used intervention-
trained nurse case managers and community workers under the supervision of

the nurse case managers.

6. How

Both interventions were focused on face-to-face interaction at assessment. One
intervention explicitly involved a family carer in this. Other contacts could be

undertaken by remote methods such as telephone or video calling. Techniques
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to promote self-care were focused on self-efficacy and behaviour change

approaches.
6b. How The interventions involved the nurse or support worker organising care in
organised conjunction with the participant, in relation to the care planning. With one
intervention this was explicitly reviewed and modified as required.
7. Where One intervention was undertaken in a district of Hong Kong, the other in two

regions of the UK.

The intervention was carried out at home.

8. When and how

much

With one intervention, participants were eligible for involvement if they were
60 years or more and not engaged in other health or social programmes. The
other intervention recruited those who were 65 years or more and classified as

mildly frail.

The number, frequency and duration of visits differed between the
interventions. Face to face contacts ranged from 30-120 minutes, with an
expectation of a minimum of six contacts. Telephone contacts were mentioned

as being 6-12 minutes long by one intervention.

9. Tailoring

The interventions were tailored based on the co-developed care plan which
identified the participants needs, goals and wishes. One intervention also

tailored the behaviour change technique to the participant.

10. Modifications

Not mentioned

11. How well For both interventions, fidelity and adherence were promoted through training

(planned) providers in intervention delivery and recording and documenting the contact
sessions with participants. One intervention also included case conference
meetings, the other involved consultation with stakeholders to facilitate
intervention delivery.

12. How well Only one study reported on actual adherence. For this intervention, delivery

(actual) was largely as intended with coverage of a range of domains and tailored goals

identified. 96% of participants identified at least one goal, fidelity to the
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intervention at appointments was assessed at 72.1%, attendance at

appointments was 91.3%.

Group: Multifactorial-action with medication review

There are five interventions in this group Balaban 1988° Mann J 2021%, Newbury 2001%, Rockwood

200073, Sherman 201678

TIDieR item
1. Brief name

2. Why

3. What

(materials)

4, What

(procedures)

Description

Goal: Although goals were varied common aims were to identify those who
were at risk of having unmet needs, often including social needs, could benefit
from additional care and support with a goal of improving wellbeing, reducing
admissions to hospital and retaining functional independent living in the
community. Some interventions utilised goal setting and tailoring approaches to

improve the likelihood to success.

Rationale: Evidence indicates there is unmet need in the older population which
may lead to higher level resource use. Identification of those at risk and person-
centred planning may be an appropriate preventative measure in improving

health outcomes for older people as well as reducing admissions to hospital.

Materials required were not mentioned in one study. However, for the
remaining four a range of approaches were used to undertake assessments.
Some assessments were completed using routinely collected data, all involved
Nurse or clinician visits to carry out a physical assessment and questionnaires.
The process was usually documented in participants patient records and
relevant prescriptions and referrals to services were made. One intervention

used goal setting as part of the process.

Procedures were different across the interventions although all carried out an
assessment of needs, usually this was explicitly undertaken at the participant’s
home, this was primarily focused upon medical and social needs, however a

psychosocial and functional approach was taken with one assessment.
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5. Who provided

6. How

6b. How

organised

7. Where

Assessments were usually undertaken by Nurses, sometimes with
multidisciplinary input as well. Medication checks were included in all five
assessments. One intervention took a person-centred approach and explicitly
incorporated the wishes of the participant, another intervention also undertook
goal setting at assessment. The provision of the recommended care was
sometimes the role of the participants own GP, other times this was provided as
part of the intervention. In one intervention it was unclear who would act on
recommendations made. Follows were mentioned as part of two intervention

procedures.

Primarily interventions were provided by nurse, some of whom were specialised
in geriatric care. Two interventions involved geriatricians in the assessment

phase. One used a programme physician.

One intervention explicitly referred to the involvement of physiotherapists,
Occupational Therapists, Social Workers, Dieticians, Audiologists and Speech
and Language Therapists as part of the care carried out following assessment.

Other interventions relied on GPs to enact required care.

Only one study mentions how participants were initially contact this was by
letter and telephone. All studies refer to contact with clinicians, for most
interventions this was at the participants home and presumably therefore was

face to face.

In four interventions there was significant nurse input. Although with one study

it was not clear who was in charge of the care planning process, this was usually
undertaken by a nurse, with support from physicians or specialist geriatricians in
two studies. The recommendations were at times carried out as part of the

intervention and other times were sent to the participants GP.

A range of international locations were involved, including Australia, Sweden

and Canada.

Interaction with participants was usually at home or in a primary care facility.
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8. When and

how much

9. Tailoring

10. Modifications

11. How well

(planned)

12. How well

(actual)

Identification of participants varied. Three studies involved people based on
age, those 75 and over for two of these and the other involved those aged 70
plus, or 50 plus who appeared at risk due to physical and/or social needs
limiting their access to services or increasing risk of ill health. The two remaining
interventions were access based on their risk of decline related to health or

social illbeing.

All studies had a minimum of one visit, the remaining contact was based on

needs identified.

All reports mention some elements of tailoring, given that assessments were
aiming to identify specific needs. The need for follow up care and
recommendations were mentioned as tailored in four of the interventions. The
timing and location of assessment (and if necessary, the follow up) was also

mentioned as flexible in three reports.

Only one intervention mentioned modifications the nature of these was not

specified.

Three reports explicitly refer to training to enhance fidelity, additionally two of
these also used reliability checks on the assessments made. One intervention

had also been part of a feasibility pilot.

Studies varied in reporting who well the intervention worked. Two made no
reference to effectiveness. One stated that on average participants who were
able received on average 2.0-3.8 visits. Another reported on inter-rater
reliability of assessments being between 0.79-0.94 across assessors. One other
intervention was reported as carried out as planned and the process was

straightforward.

Group: Nutrition and exercise

There are three interventions in this group Loh 2015°°, Serra-Prat 20177, van Dongen 20208’

TIDieR item

Description
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1. Brief name

2. Why

Goal: The three interventions involve a combination of nutritional advice and
physical exercise with the long term aim of improving frailty status, physical
functioning and/or reduce loss of independence. For one intervention good oral

care was implicated.

Rationale: Previous research implicates muscle wastage as a contributing factor
to frailty, insufficient or poor diet also contributes to this health state. Evidence
supports the use of multicomponent nutritional and exercise programme in

enhancing physical functioning.

3. What

(materials)

The interventions primarily used a combination of leaflets and educational
information such as DVDs describing or promoting physical exercise and
providing nutritional advice. In addition to this some interventions provided
referrals to nutritional units, training sessions and checklists relating to physical
exercise and nutritional exercise undertaken, and oral care advice. One

intervention provided cash rewards for involvement in sessions.

4. What

(procedures)

A range of processes were seen across the interventions. Screening and
identification of particular risk was seen in one of the interventions. All
interventions involved an exercise session with provision of an exercise
programme to be undertaken at home, one of the interventions provided a
more tailored programme. Nutritional advice provision was more varied,
involving screening and referral, workshops and a tailored diet provision or
group advice sessions. Interventions provided a range of other activities
designed to promote adherence including phone calls, training and support for

healthcare professionals, goal setting and peer engagement.

5. Who provided

Who provided the intervention was not always clear. When stated a range of
healthcare professionals were seen to be involved. Nutritional advice was
provided by dieticians or nutritionists, physical activity training was provided by
physiotherapists or trained fitness instructors. Other professionals, including

health promotion employees were involved to facilitate involvement.

6. How

Although not always clear in the reporting, physical training and nutritional

exercise appears to have been provided face to face. Some of these sessions
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were group or workshop based. Some sessions had motivational techniques
built in. Additional educational supplements were supplied. Telephone calls

were provided to enhance adherence and for additional consultation purposes.

6b. How

organised

This was either not mentioned or somewhat unclear in reporting for two
interventions, suggesting involvement by various disciplines in executing
relevant aspects such as the nutritional assessment, overseen by the research
nurse. One intervention was partially coordinated by care sport collaborators

who connected primary care services and the sports sector.

7. Where

The interventions were carried out in Spain, The Netherlands and Malaysia. In
some reports there is little detail about the locations of the intervention, it is
suggested that primary care centres were used. Two of the interventions

detailed either the use of local sports settings and/or community facilities.

8. When and

how much

Only two interventions provide details relating to eligibility, one intervention
was aimed at those 60 and over, the other stipulated 70 and over with

prefrailty.

There was variation in the number frequency, duration and nature of contact
across the interventions. The exercise component varied in input from one
session with recommendation to follow an exercise plan at home, to 24 weeks
of sessions which decreased from hourly bi-weekly sessions to weekly sessions.
The nutritional component varied from input only upon referral to 6, 30-minute

sessions. The intervention which provided oral care advice provided 2 sessions.

9. Tailoring

This was not always reported upon. One intervention provided referral to
dietary services if their nutritional assessment showed a risk. One intervention
provided tailoring to all components including tailored exercise programmes
and dietary advice. Additionally, participants could choose to attend additional

activities that were offered.

10. Modifications

Not mentioned in any of the reports

11. How well

(planned)

The reporting of this varied across interventions. From a planned process

evaluation to detail attendance, satisfaction, enablers and barriers to
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involvement, to attendance records for physical activity and dietary intake

and/or telephone contact to monitor compliance.

12. How well

(actual)

This was not reported for all interventions. For one study 47.5% were
considered to have adhered at 12 month follow up. One intervention found that
attendance was high at intensive support sessions (first 12 weeks), between
98.8% and 83.6%, but lower at (later) moderate support sessions, between
59.8% and 56.1%. Protein intake improved from baseline to 12 weeks and still

remained higher than baseline at 24 weeks follow up.

Group: Risk-screening

There are six interventions in this group Bleijenberg 2016, Bleijenberg 2016, Carpenter 1990,

Jitapunkul 1998%, Kerse 2014%7, Pathy 1992%°

TIDieR item

Description

1. Brief name

2. Why

Goal: to preserve daily functioning and enhance their quality of life and maintain
community living. Two interventions clearly mention the identification of those

at risk of decline or with unmet needs

Rationale: based on evidence that there are older people living with unmet
needs and identification of those at risk and with unmet needs through
appropriate screening targeted action planning can be achieved in other similar

programmes and pilot work.

3. What

(materials)

A range of screening assessments or electronic patient records were used in the
identification of risk and unmet needs including frailty measures, at least one of

these assessments was explicitly by postal self-report.

Guidelines on the appropriate prescription of aids, medication or referral to

health and social services following assessment varied across the interventions.

4, What

(procedures)

Identification through the screening of patient records or using questionnaires

and assessments either delivered by a range of individuals, from volunteers to
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trained health care professionals, for at least one intervention this was

undertaken through self-assessment by the older person.

Identification of those deemed at risk or with unmet need resulted in a protocol
to be enacted for accessing appropriate care. This was usually through needs
based tailored referrals to health and social care services, prescriptions and

access to aids.

5. Who provided

Screening assessments were undertaken by a range of individuals from
volunteers to nurses, non-professionals and trained staff. One study mentioned
interpretation of the screening assessment by a trained nurse. All but one
intervention detailed that the reports generated were to be acted upon by the
participant’s GP or a geriatrician. Other health and social care professionals

were to be involved with enactment of care as was relevant.

6. How

For one intervention this was not described. For at least three interventions the
initial assessment is done at distance, usually by post. One described an at home
face to face assessment. The follow up of any required care based on the
screening assessments was explicitly to be undertaken individually and at home
by relevant clinicians in two interventions. Location and type of follow-up care is

less clear in two further interventions, and not mentioned in the remaining two.

6b. How

organised

Organisation of the screening process was by a range of individuals or was
unstated for some of the interventions. Organisation of the subsequent care
was often undertaken by the participants GP or members of the GP practice
such as health visitors or nurses. The interventions varied as to whether the care
was unidisciplinary or multidisciplinary. One intervention explicitly refers to

organisation by the research team and facilitation by the district health board.

7. Where

Four of the interventions were based in Europe, two in the UK, two in The

Netherlands. One was in New Zealand and one in Thailand.

Two interventions do not specify a location for carrying out the intervention,
one states that some assessment will be carried out at home, three others

mention that the intervention is based in the participant’s home.
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8. When and

how much

Eligibility for intervention involvement varied across studies, one did not
mention a minimum age, two recruited at 60 years and over with an indication
of multimorbidity, polypharmacy or lack of contact with services, one recruited
at 65 and over, one at 75 and over, whilst another recruited at varying ages

depending on ethnicity.

Repetition of the screening process was mentioned as being annual in one study

or every three years in another.

Input from services according to need varied, four interventions explicitly
mention follow up support being needs based, ranging from a minimum of one

visit to quarterly visits for three years to as required.

9. Tailoring

One intervention did not mention any tailoring. The remaining five mention
tailoring based on the assessments undertaken. Additional tailoring to the
specific needs and required input by service for individuals including the nature

and frequency of follow up visits and contact was also mentioned.

10.

Modifications

Only one report describes modifications which were required due to reforms to

geriatric services

11. How well Only two reports describe approaches to maintain fidelity. One refers to use of

(planned) manualised training of the staff involved, the other refers to use of manualised
training and supervision of staff, collection of information on barriers and
facilitators of the intervention and the undertaking of a 6 week pilot study.

12. How well This was not mentioned by two of the reports. The feasibility of the

(actual) interventions was variable and information relating to this differs. One

intervention, while perceived as feasible by staff, only managed to deliver follow
up care to a third of those assessed as in need or at risk.  Referral rates in the
study group exceeded the control group until the final year of the study for one
intervention. One study saw assessment completion and return rates of 88%.

Another study reported that 40% of those screened were not in need of visits.
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