The key features and role of peer support within group self-management
interventions for stroke? A systematic review.
Running Head: Group self-management interventions: A review
Article Type: Systematic review
Ella Clark1*, Alison Mac Crosain2, Nick S Ward1,3, Fiona Jones4
1

National Hospital for Neurology and Neurosurgery, Queen Square, London, England,

2

School of Psychology, University of Surrey, Surrey England.

3

Sobell Department of Motor

Neuroscience and Motor Disorders, University College London, London, England, 4 Faculty
of Health, Social Care and Education, Kingston University and St Georges University of
London, London, England.
*Corresponding Author: Box 146, 33 Queen Square, London, WC1N 3BG,
e.clark@ucl.ac.uk, 0203 4488774.

1

The key features and role of peer support within group self-management
interventions for stroke? A systematic review.
Abstract
Purpose: To assess the key features of group self-management interventions for stroke and
explore the role of peer support in this setting.
Method: A segregated mixed research synthesis was conducted. A literature search was
performed in OvidSP, EMBASE, AMED and EBSCO (up to January 2017). Studies were
included if they delivered group interventions containing self-management principles to stroke
survivors on more than two consecutive occasions. The bias of included studies was assessed
using NICE guidelines. Quantitative data were analysed using frequency counts and
qualitative data were analysed thematically.
Results: 12 studies were included in the review including a total of 3298 participants (age
range 56-89) and eight different self-management interventions. Key features of group selfmanagement interventions were identified as increasing knowledge, collaboration and/or
communication, accessing resources, goal setting and problem solving.

Peer support

facilitated the sharing of experiences, social comparison, vicarious learning and increased
motivation.
Conclusion: Future self-management interventions should be designed to maximise peer
support and incorporate techniques which facilitate, knowledge building, goal setting, access
to resources, problem solving and communication.

Key Words: Stroke, self-management, group interventions, self-efficacy, peer support, chronic
disease.
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Introduction
Stroke is now acknowledged as a chronic condition, with survivors reporting high levels of
unmet needs and feelings of abandonment [1]. Consequently, there have been calls to focus
resources on the long-term management of life after stroke [2] and use techniques that have
been successfully used to manage other long-term conditions such as arthritis and diabetes
[3]. Indeed, the National Clinical Guidelines for stroke now state, “people with stroke should
be supported and involved in a self-management approach to their rehabilitation goals” [4]
pg. 4].
Self-management interventions aim to support individuals to manage the medical and
emotional aspects of their condition in order to maintain or create new life roles [5]. Social
cognition theory commonly underpins such interventions and so increasing an individual’s
self-efficacy or their belief in their ability to complete a specific task is central to the selfmanagement process [6]. How individual interventions increase self-efficacy varies in
practice, but the majority use multiple techniques such as goal setting, knowledge building,
and problem solving [7].
The interest in self-management for stroke has grown over the past decade as has the
evidence base. Two articles reviewing the research to date summaries the key findings.
Firstly, a recent Cochrane review found that when compared to standard care, stroke selfmanagement interventions significantly increased self-efficacy (P=0.03) and quality of life
(P=0.02) [8]. Secondly, a systematic review focussing on function and participation after
stroke found evidence in favour of self-management interventions compared to baseline [5].
The literature also highlights that self-management interventions can be delivered in different
formats; one-to-one or group [9]. One advantage of group over one-to-one delivery is that it
offers peer support, something highlighted as valuable to recovery by stroke survivors
themselves [10].

3

Peer support is likely to be important to self-management interventions because
“maximising the possibilities for social engagement [is] a way of increasing the effectiveness
of chronic illness management” [11]. The literature cites many mechanisms of action through
which peers may facilitate the management of stroke. Firstly, in a study exploring
expectations of a group self-management intervention, stroke survivor’s revealed they felt
peers may facilitate problem solving and the sharing of experiences as they have the same
lived experience of stroke[12]. Secondly, through the validation of feelings[5] peers may also
offer emotional support, which 2/10 stroke survivors feel is currently lacking[13]. Finally,
qualitative findings from the chronic disease self-management program found peers provided
a platform on which social comparison can take place[14].
Despite the growing evidence base that peer support may play a valuable role in the
management of stroke, the role of peer support within group self-management interventions
is understudied and potentially underutilised. The same problem is found when trying to
identify the key features of group self-management interventions. Although attempts have
been made to isolate the key components of 1-1 self-management interventions, the same has
not been attempted for group interventions. Consequently, because the key features of group
self-management are unknown, it is likely this approach is underused [5,8].
Given the increasing importance of group self-management strategies for stroke
survivors, the aim of this systematic review is to 1) determine the key features of group selfmanagement interventions for stroke, and 2) explore the role of peer support in this setting.

Method
A segregated mixed research synthesis was used to meet the review aims. A protocol for this
study can be found on PROSPERO (CRD42016017351) which details study selection, data
extraction, inclusion/exclusion criteria and outcomes of interest. The review was written in
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accordance with the PRISMA statement for reporting systematic reviews evaluating
healthcare interventions to ensure all relevant information was included [15].

Article Selection Process
The study inclusion criteria were as follows: (1) the intervention was delivered solely in a
group setting; (2) the intervention included participants who had suffered one or more strokes
(3) participants were aged 18 or over; and (4) the self-management intervention was
delivered on more than two consecutive occasions. Studies were excluded if: (1) they were
labelled as a pilot, feasibility or a phase 1 study as they would have insufficient statistical
power to be representative of the wider stroke population; (2) they were unpublished
conference literature; (3) they did not specifically mention ‘self-management'. A flow chart
illustrating the article selection process is shown in Figure 1.
The search strategy used key terms informed by the aims (e.g. stroke, selfmanagement and group), and was developed using Medical Subject Headings (MeSH) to
ensure synonyms were included. Each database was searched from the first available date
through to December 2016. The search strategy was used in OvidSP to search EMBASE,
AMED and PsychInfo was as follows:((stroke or strokes or (brain adj3 infarction) or (cerebral
adj3 infarction)).ti,ab. or *stroke/ or exp *cerebrovascular accident/ or exp *cerebrovascular
accidents/ or *brain infarction/ or *brain stem infarctions/ or *lateral medullary syndrome/ or
*cerebral infarction/ or *multi-infarct/ or *infarction, anterior cerebral artery/ or *infarction,
middle cerebral artery/ or *infarction, posterior cerebral artery/ or *stroke, lacunar/) and
(group or groups).ti,ab. and (("self-management" or "self-care" or "self-treatment").ti,ab. or
exp self-care/ or exp self-management/). As other databases recognise different search terms,
a separate search strategy was used in EBSCO to search CINAHL (nursing, allied health,
biomedicine, healthcare; through Dec 2016; Appendix 2).
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Once duplicate papers were removed using referencing software (Zotero), EC and
AM screened the papers independently using the titles and abstracts to determine eligibility.
Studies that did not meet the criteria were excluded and the full articles of those remaining
were read to determine if they were eligible following the same process as above. Any
discrepancies were discussed between EC and AM, with the option to involve the whole
research team if required (NW and FJ).

Data Extraction
A data extraction template was developed based on the Cochrane Consumers and
Communication Review Group’s data extraction template [16]. Data were extracted on: (1)
sample (size, and condition studied) (2) participants (3) the intervention (content, additional
materials, frequency, theoretical underpinning, facilitators, delivery mechanism, group size
and whether family and friends could attend) and (4) outcomes. The outcomes of interest
were the key features of each group self-management intervention being used (e.g. problem
solving or goal setting) and qualitative data which could assess the contribution of peer
support to the self-management process.
Quantitative outcomes were extracted in the form of statistical significance (P values)
and confidence intervals (CI; if reported) as well as inferences on clinical significance (based
on effect size). Qualitative data were extracted in the form of direct quotes from participants.
Information relating to the intervention design was also extracted, including length,
frequency, theoretical underpinnings and behaviour change techniques. Where information
was missing, studies based on established interventions were assumed to include the same
content. For example, studies using the Chronic Disease Self-Management Programme
(CDSMP) were reported as using the same behaviour change techniques as listed in the
original CDSMP publication [3]
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Assessing Bias
Studies were assessed for bias using the NICE quality appraisal checklists[17]. Both
quantitative (checklist F) and qualitative (checklist H) aspects of intervention studies were
assessed. The following items from checklist F were omitted: (i) item 2.4 (Were participants
or investigators blind to exposure and comparison?), because the nature of self-management
interventions makes investigator blinding at delivery impossible, and (ii) items 2.9 (Did the
intervention or control comparison reflect usual UK practice?) and 2.10 (Did the setting
reflect usual UK practice?), as the studies were not conducted in the UK. Each checklist
assesses bias across five categories; population, method of selection of exposure or
comparison group, outcomes, analysis and internal/external validity. The result is a score that
indicates the risk of bias as high (-), moderate (+) or low (++). Two researchers were
involved in this process, EC assessed all twelve studies and AM assessed two of the studies.
EC and AM drew the same conclusions about the risk of bias for two studies so no further
assessments were made by AM. Publication bias was accounted for by contacting the authors
of the included studies and requesting any unpublished data.

Analysis
A segregated mixed research synthesis was used to assess the primary outcomes of
interest, the contribution of peer support and the key features of group selfmanagement interventions. Accordingly, the qualitative and quantitative studies were
analysed and synthesised separately, and subsequently combined (see Sandelowski et al
for more detail)[18]. Quantitative analysis involved frequency counts of the selfmanagement techniques used in each intervention and the reported values for outcomes of
interest. Some insight into clinical significance can be gained from effect size, and so
more weight was given to studies reporting this information when determining the key
features of interventions.
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Qualitative data were analysed using methods recommended by The Centre for
Reviews and Dissemination’s guidelines [19]. Thematic analysis was used which ultimately
categorises data into key themes [19],[20]. The analysis involved highlighting words or
phrases that were relevant to the review aims and coding them as follows; a quote such as,
‘Well, what attracted me was that it was in workshop format as opposed to a lecture format,
which I saw as an opportunity to exchange ideas with others’[21] would be coded as ‘sharing
ideas’ and ‘delivery format’’. As new data were analysed, previously coded papers were reexamined in an iterative process to enable comparison and further analysis [22]. The process
continued until no new codes emerged from the data and ‘unique and specific themes’ began
to emerge [23]. For example, data coded as ‘motivation’ and ‘confidence’ contributed to the
key theme ‘vicarious learning. Extracts or quotes were then selected from the coded data to
illustrate the themes, creating, “patterns of meaning and issues of potential interest in the
data” (pg.15) that address the research question” [23].
A segregated mixed research synthesis is acknowledged as a suitable method for
exploring complex health services interventions such as a group self-management
interventions for stroke [24]. Qualitative and quantitative aspects of the data were synthesised
once they had been analysed separately. In keeping with guidance, the findings are not
further reduced but are ‘organized into a coherent whole’ with qualitative work adding detail
to quantitative findings [18].

Results
The most common reasons for study exclusion were: (1) irrelevance, (2) the intervention was
not identified as a self-management intervention; or (3) studies were labelled as pilot or
feasibility. The study selection process is detailed in figure 1. A total of 12 studies were
included (table 1): Eight were quantitative and all utilised pre-post intervention outcome
comparisons, three were qualitative and explored reflections post intervention [14,21,25] and
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one was mixed methods which utilised both the above techniques to compare two different
self-management interventions [26]. Four studies were based in Canada[21,25–27], three in
Australia[14,28,29], three in America [3,30,31]one in China [32] and one in Hong-Kong
[33]. In total, 3298 participants were included across the 12 studies. The length of time post
stroke was reported by nine studies [3,14,21,25,26,28,30,31,33] and ranged from less than three
months to 10 years. All studies reported the age of participants with a range of 56 to 89.

Figure 1 to be inserted here.

Nine of the studies used the Chronic Disease Self-Management Programme (CDSMP) or an
extension of it. All the self-management interventions were delivered in the community and
reported the key features used (see supplementary table 1 for more detail). Each qualitative
study discussed the extent to which peer support contributed to self-management. All the
studies except one [33], either directly mentioned theoretical underpinning, or stated the
influencing programme which has a clear theoretical basis (see table 1). The risk of bias
present in each study is indicated in table 1. According to the NICE quality appraisal
checklists, all of the studies had good or excellent internal validity rating indicating a low risk
of bias.

Insert table 1 here

Key features of group self-management interventions
The number of self-management techniques used per intervention was seven with a range of
five to nine (see supplementary table 1). Frequency counts revealed the most commonly used
self-management techniques to be education/increasing knowledge which was referenced by
nine studies, and collaboration/communication which was referenced by eight. Accessing
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resources, goal setting and problem solving were each mentioned by five of the studies.
Discussing emotional wellbeing and decision making were the techniques used the least and
only utilised by three of the studies. Of the studies that reported clinically significant
outcomes [28,31–33], the most commonly used self-management techniques were increased
knowledge which was mentioned by three studies, followed by communication/collaboration
and decision making which were mentioned by two studies. The least used self-management
techniques for clinically significant studies were the discussion of your future self and
discussing emotional wellbeing.
Qualitative data revealed that developing skills in goal setting and how to break these
goals down into small steps were important to stroke survivors. Both these techniques were
discussed in three of the qualitative studies [14,21,26], for example, ‘I think what I got most
from the programme was the action plans. For me, I have these great huge goals but I don’t
ever break them down so I had to think about those kinds of things ’[21] p.1142] Enablers
echo this sentiment stating the need to; ‘break things down into small bits–because if you give
yourself a big goal it’s too hard, you just don’t want to do it’ [14]p. 83].
Two of the three qualitative studies discuss the timing of intervention delivery as a key
intervention feature. One study suggested a group self-management intervention could fill the
gap in care that many stroke survivors experience once they are discharged from hospital
[14], whilst the another reported that the majority of stroke survivors thought the group selfmanagement intervention should be available right away: ‘If I would have taken the course
right away I might have been able to recognise more of those chronic things or seen people
that might be having some of the same frustrations’ [21] p.1141].

The role of peer support
The role of peer support was explored in all three qualitative studies and the qualitative
aspects of the mixed methods study. Four different roles of peer support in a self-
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management context were discovered – shared experience, social comparison, vicarious
learning and mutual gain.
The four studies with qualitative aspects all reference the role that peer support plays
in finding a shared experience and creating empathy[14,21,25,26]: “There are others out there
that are the same as yourself and you feel secure in the fact that we all realise what we’ve
been through” [14]p. 83]. The practical side of shared experience is illustrated by one
participant who said, “We’re all in the same situation here. If one of us gets stared at,
everybody gets stared at. We can all wave at them…” [26]p.514]. Shared experience also
helped individuals to, “not feel so alone in what was going through” [21]p. 1140] which
provided emotional comfort.
The second role that peer support played in self-management interventions was to
create a platform for social comparison or being able to compare one’s self to other group
members[14,21,25,26]. Stroke survivors felt that this helped their own ability to problem
solve, for example one stroke survivor said, “when you talk to other people…you see…how
they handle their problems. Yeah, compared to yourself” [25]p.9]. However, it was seen as
important that individuals relate to other members of the group, “I really actually think it was
very beneﬁcial to put folks who have all had strokes together. It would be harder to relate
with people in the group if they had a different chronic condition”[21] p.1140]. The
importance of relatability was further highlighted by one participant who felt this was lacking
in their group: “I’m in a group with seniors – their concerns and their abilities are different
than mine” [18, p.1141]. The findings suggest social comparison was found to be important
to stroke survivors, and may be affected by how much peers relate to one another.
The third role of peer support was that it enabled vicarious learning which was
referenced by three of the four qualitative studies. Vicarious learning can facilitate feelings of
mastery and motivation: ‘The woman that was going to knit, you know, her aim was to start
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her knitting again. And you could see that she was quite pleased with herself. Like quite
pleased. I, ah, consider that as a, a motivation for the group. Because they hey, you know,
that’s really positive [pause] I can, I can feed on that. Good things are happening in my
group [pause]. It, it, it builds confidence I guess’[25]p. 9]. Vicarious learning was identified
by three studies as increasing motivation and the likelihood of an individual taking
action[14,21,25] ‘No matter how badly off I am, someone else has difﬁcult challenges too and
they can do it so I can too’ [21]p.1143].
Finally, the concept of mutual gain was identified by three studies and is the result of
the reciprocal nature of peer support[14,21,26]. An individual may ‘gain’ an increase in
confidence through helping others -‘giving’[21]. The ‘gaining’ and ‘giving’ may also happen
independently, for example, one participant described how they had ‘gained’ from peer
support, “Working with other people makes you see not just their strengths but your own
strengths better” [17, p.1143]. Another highlights how they benefitted from ‘giving’, “the
confidence that comes by knowing that you can actually help other people” [21]p.1143].
Mutual gain is related to the concept of shared experience, as individuals can offer support to
one another when faced with a challenging situation [26]. Shared experience, social
comparison, vicarious learning and mutual gain represent the different ways in which peer
support contributes to the self-management process in a group setting.

Discussion
The National Clinical Guidelines for stoke suggest that self-management interventions should
be used to better support the long-term needs of stroke survivors [4]. Delivering selfmanagement in a group setting can offers benefits such as shared problem solving and social
comparison which are a result of peer support. However, attempts to implement group
interventions on a larger scale are hampered by limited appreciation of the key ingredients of
group self-management and in particular by the role that peer support plays (if any).
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Twelve studies contributed to the review, all of which were found to be of high
quality. The key features of effective group self-management were increased knowledge,
communication/collaboration and decision making. We confirmed previous findings that goal
setting and information giving are commonly used self-management techniques [4].
However, there were some differences in our results compared to previous research which
identified action planning and homework as the self-management techniques used least in the
intervention [4]. Our review found that discussing emotional wellbeing and thinking about
your future self were used the least. As our review only explored group based interventions
and previous work explored interventions that used both group and one-to-one delivery this
may explain the difference in results.
A mixed methods synthesis allowed insight into which components were seen as valuable
by stroke survivors. The synthesis thus offers insight into some of the challenges that they may be
facing in the chronic phases of recovery. The fact survivors valued goal setting and breaking
these up into small steps suggests they may experience a difficulty in knowing how to begin their
recovery journey. This is in line with previous results from a survey of 2700 stroke survivors,
which suggested that individual’s ‘don’t know where to start’ when trying to gather information
about stroke[13]. Thus future interventions should focus on offering support that can help stroke
survivors feel able to take the first step towards recovery.

It is important to point out that while previous work which explored one-to-one selfmanagement interventions has used statistical significance to indicate an effect, our review
incorporated clinical significance which is considered a strength of the work. Studies that
present effect sizes alongside p-values when reporting intervention results offer some insight
into clinical significance as well as statistical significance. However, future research should
liaise with clinicians and the stroke population to determine if they feel the outcomes that
effect sizes are reported for are of value to their clinical experience. If this is not done,
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researchers are at risk of obtaining a large effect size in an outcome that is not clinically
meaningful to stroke survivors.
It is important to note that while we explored commonly used components of group selfmanagement interventions we cannot infer causation. More work would be needed to further
understand whether certain components have a direct impact on outcomes, and to what extent.
This is important because it may be that although both knowledge and problem solving are
commonly used techniques in self-management interventions, only problem solving is able to
cause an increase self-efficacy. It may also be that certain components influence some

outcomes but not others, for example, problem solving may increase an individual’s selfefficacy whilst the development of communication strategies may influence a stroke
survivors’ quality of life. It is for this reason that future work should also explore peer
support as a potential mechansism of change. A study published after this review was
completed found no positive effect of the CDSMP[34]. However, this may be because the
study explored the wrong outcomes. If the role of peer support had been explored, which the
current review highlights could play an important role in group self-management
interventions, a different conclusion may have been reached.
Peer support was found to have a number of roles within group self-management
interventions for stroke as it facilitated shared experience, social comparison, and learning
from vicarious experience. The latter were all identified in previous work by asking what
stroke survivors who had not taken part in a group intervention felt the challenges and
benefits associated with doing so might be [12]. Peer support also enabled stroke survivors to
derive a sense of mutual gain from interactions with peers. The latter enabled a flat hierarchy
of interaction to be created which contrasts to the interactions often experienced between
patients and health care professionals, even in the context of a self-management setting [35].
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Limitations
A potential limitation of this study was the high level of ambiguity and a lack of detail in the
reporting of intervention content. For example, although some studies specified how
problem-solving skills should be developed during the intervention, (“problem definition,
generation of possible solutions, implementation of a solution, and evaluation of the
outcome” [29]p.737], others merely stated , “facilitators led problem solving sessions specific
to action plans” [21]p.1138]. A second example is found for setting small steps or action
plans, with some studies offering a lot of detail, (‘At the end of each session, participants
were asked to make an “action plan” that specified a concrete step they could take to help
prevent recurrent stoke. They were encouraged to choose something relevant to what they
had learned during the week’s session’ [30]p.2] and others merely stating the use of, ‘weekly
action planning and feedback’ [3]p.7]. A recently published Template for Intervention
Description and replication (TIDieR) should be used by future work to overcome this
problem but we acknowledge this was published after all but one of the included studies [36].
A second limitation is the heterogeneity in both the interventions and outcome
measures used, thereby preventing a full meta-analysis from being conducted. However, it is
unsurprising that different outcomes are selected when there is such a wide range of effects
reported by self-management interventions [5,8,37]. The complexity of these interventions
compounds the issue further and as interventions grow in complexity, so does the likelihood
of unexpected mechanisms of change occurring. As a result, researchers are encouraged to
use ‘a range of measures’ to try and capture these mechanisms [38]. The use of mixed
methods overcomes this challenge to some extent as it offers a richness of detail which could
not have been obtained through a meta-analysis and thus increases the chance that
unexpected mechanisms are captured.
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A third limitation of the study that that the search criteria restricted studies to those
published in English, the majority of studies were set in western societies which limits how
representative the findings are. Finally, none of the studies were conducted in the United
Kingdom (UK), so their application to the National Health Service (NHS) is limited.
However, heterogeneity is sometimes important, as being able to compare studies arising
from a range of countries makes the resulting data more representative.

Future Recommendations
Based on the findings of this study, future self-management interventions should maximise
peer support if they wish to benefit from shared experiences, social comparison vicarious
learning, and mutual gain. Having an understanding of which components were seen as valuable
by stroke survivors offers insight into some of the challenges that they may be facing in the
chronic phases of recovery. The fact survivors valued goal setting and breaking these up into
small steps suggests they may experience a difficulty in knowing how and where to start their
recovery journey, and thus future interventions should try and offer support in these areas. It is

also important to point out that while we identified commonly used components we did not
explore causal relationships.
Future research should explore the whether there any other mechanisms through
which peer support can be maximised and ensure future group self-management interventions
incorporate the key features identified in this review. In addition, ways to reduce the
heterogeneity of content reporting, such as developing comprehensive self-management
measures that can capture a range of outcomes, should be explored. Finally, the integration
and implementation of group self-management interventions within the UK’s NHS should be
explored, in particular, whether or not this is feasible.
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Conclusion
We have conducted the first mixed methods synthesis exploring group self-management for
stroke survivors. The most commonly used components of group self-management
interventions were found to be education/increasing knowledge,
collaboration/communication, accessing resources, goal setting and problem solving. Future
work should determine whether there are any causal relationships between specific
components of the interventions and outcomes. Peer support within the interventions was
found to facilitate shared experiences, social comparison vicarious learning, and mutual gain.
Future interventions should be designed to maximise peer support to enable stroke survivors
access to the afore mentioned benefits.
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Table 1. Description of included studies
Study

Cadillac et
al. (2011)[28]

Design

Multicentre
single blind
phase II,
randomized
controlled trial
(RCT).

Internal
validity

++

Sample
Size
Chronic
disease

Type of
control,
N

Time Intervals and Outcomes
measured

N=143
Stroke

1.
CDSMP
N=47

Baseline and 6 months post
intervention.
Primary outcomes: Recruitment,
participation, participant safety.
Secondary outcomes: Positive and
active engagement in life (ActPos),
quality of life (AQoL), Irritability
and Depression Assessment (IDA).
,

2. SSMI
N=48

Results
Statistical significance / qualitative outcomes /
other
Primary outcomes: 6 declined before baseline
assessments, resulting in 143 (96%) participants
randomized. More individuals in the generic
group who withdrew reported the programme was
not appropriate for their recovery and/or they
were no longer interested.11 severe adverse
events reported but none attributed to the
interventions.
Secondary outcomes for SSMI: ActPos,
coefficient =0.69 (CI=0.58-0.79), Atoll,
coefficient=-0.005 (CI=-0.08-0.07), IDS,
coefficient=-1.00 (CI=-3.43-1.42).

Catalano et
al. (2003)[14]

Longitudinal
randomised
controlled
design

++

N=37
Stroke

None

Five intervals spaced evenly over
18 months following their stroke.
A short structured interview
designed to elicit perceptions of
recovery, loss, and expectations
about the future, using four openended questions.

6 themes identified:
(1) The importance of social contact and
comparison, (2) Increased awareness and
knowledge about stroke, (3) Motivation to
pursue goals and activities, (4) A sense of
achievement, (5) Maintenance of gains, (6)
The paradoxical nature of social support

Dongbo et al.
(2003)[32]

RCT

+

N=954
Hypertension,

Wait-list
control
N = 428

Baseline (T1), end of program
(T2), 6 month follow up (T3)

Treatment group compared with control:
Weekly minutes of exercise (P=0.01), cognitive
symptom management (P=0.005)

Effect size/
Clinical
significance
ActPos:
CDSMP (0.66),
SSMI (1.47)
AQoL; CDSMP
(-1.33), SSMI (0.90)
IDA
depression:
CDSMP (1.39), SSMI (1.04), anxiety:
CDSMP (2.87), SSMI (1.52)
N/A

Cognitive
symptom
management

heart
disease,
lung
disease,
stroke,
arthritis,
peptic
disease,
diabetes.

Hirsche et al.
(2011) [21]

Semi
structured
interviews

++

N=22
Stroke,
MS,
spinal
cord
injury.

None

Chinese CDSM measure: Exercise,
cognitive symptom management,
communication with doctor, selfefficacy, self-rated health, health
distress, shortness of breath, pain,
disability, illness intrusiveness,
depression, energy, fatigue, social
and role activity limitations.
Health care utilization measure:
Physician visits, emergency room
visits, hospital stays, nights in
hospital
Cost of programme
Within a week of programme
completion. Experiences of the
CDSMP, what was learnt, any
changes in the way conditions are
managed, and when to introduce
the workshop.

communication with doctor (P=0), self-efficacy
to manage symptoms and disease (P=0.001),
health distress (P=0.31), shortness of breath
(P=0.71), pain (p=0.6), disability (P=0.02), illness
intrusiveness (P=0.54), depression (P=0.15),
fatigue (P=0.12), energy (P=0.83), social role
limitations (P=0.36), physician visits (P=0.59),
emergency room visits (P=0.93), hospital Stays
(P=0.53), nights in hospital (P=0.58).
The cost of the programme was just 1/9 of
hospital admission savings.

(0.38),
depression (0.1)

5 themes identified:
(1) Factors affecting learning opportunities
(2) Group (3) Workshop content (4) Preprogramme influences (5) Outcomes.

N/A

Huijbregts et
al. (2008)[26]

Longitudinal
cohort design
Mixed
methods

+

N=18
In
Moving
On after
Stroke
(MOST)

Living
with
stroke
(LWS).
N=12.

Baseline (T1), end of the
intervention (T2) and 12 weeks
follow up (T3).
Participation, Reintegration to
Normal Living (RNL), activity
specific balance scale (ABC),
functional independence measure
(FIM), abbreviated Geriatric
Depression Scale (GDS), Care Giver
Strain Index (CSI), Goal Attainment
Scaling (GAS) tested in MOST only,
Chedoke McMaster Stroke
Assessment Activity inventory
(CMSA-AI), cost analysis, focus
group (one with carers and
patients).

- Participation: significantly more effective when
study information received from health
professional (P < .05).
- ABC, RNL, FIM: Between groups change ns.
Within group significant changes for MOST
(ABC scale (P=0.05), RNL (P<0.05) and FIM
(P<0.05). LWS (ns). GDS & CSI: Small
sample precluded meaningful examination of
change. GAS: 13 met or exceeded their longterm goal, 5 did less than expected. CMSA-AI:
Between groups change ns. When exercise
participation at T1 accounted for at T3 (p =
.05).
- Both groups were glad to meet other stroke
survivors, felt less alone, wanted continued
contact with group, said it was beneficial that
carers could attend. Both groups said the
groups helped them problem solve.
- LWS was cheaper to run than MOST.

Not given

Jaglal et al.
(2013)[27]

Pre-post
comparison
design

+

N=213
Lung
disease,
heart
disease,
stroke,
chronic
arthritis.

CDSMP
telehealth
multi-site
N =109

Baseline 4 months follow up.
The six-item self-efficacy scale,
Stanford disability scale, adapted
social role limitations and mental
health index.
Visual numeric scales for:
Pain/physical discomfort,
psychological well-being,
energy/fatigue, health distress,
self-rated health status.

No statistically significant differences in
outcomes between single- and multi-site groups
except for self-rated health (P=0.05). Within
group changes: Self-efficacy (P<0.01), stretching
and strengthening (P<0.001), aerobic exercise
(P<0.001), cognitive symptom management
(P<0.001), communication with physicians
(P<0.001), social role function (P=0.015),
psychological well-being (P=0.001),
energy/fatigue (P=0.04), health distress
(P<0.001), self-rated health (P=0.004), disability
(P=0.083), pain/ physical discomfort (P=0.191)

Not given

Kendall et
al. (2007)[29]

Longitudinal
RCT

+

N=73
Stroke

Standard
care.
N=42

Kronish et
al. (2014)[30]

RCT

++

N=600
Stroke

Wait list
control
N=299

Lorig et al.
(1999)[3].

RCT

+

N=952
Heart
disease,
lung
disease,
stroke,
arthritis

Wait-list
control
N =476

Sit et al.
2007)[33]

Quasi
experimental
design

+

N=147
Stroke

Standard
care and
health
promo
leaflet
N=70.

Baseline(T1), 6 (T2), 9 (T3) and 12
(T4) months after stroke.
The Stroke Specific Quality of Life
scale (SSQOL), the Self-efficacy
Scale.
Baseline and 6 months follow up,
Charlson Comorbidity Index,
depressive symptoms, medication
adherence, blood pressure (BP),
LDL cholesterol
Baseline and 6 months post
intervention.
Self-rated health scale, disability,
psychological wellbeing scaleMHI-5 (from SF36), pain and
physical discomfort, the energy
/fatigue scale, health distress,
duration of exercise, use of
cognitive symptom management,
communication with physicians,
social/role activity limitations
Shortness of breath, utilization
measures.

Between group differences, Energy (ns),
Language (ns), Vision (ns), Mobility (ns), Fine
motor tasks (ns), Mood (ns), Personality (ns),
Thinking (ns), Social roles (ns), Family roles (ns),
Work productivity (ns)
Between groups at 6 months:
3-month stroke prevention measures (P=0.98),
LDL cholesterol (P=0.46), BP(P=0.02), systolic
BP (P=0.04), taking antithrombotic medication
(P=0.61), ddepression (P=0.16).

Not given

Between groups: Stretching and
strengthening(P=0.05), weekly minutes of
exercise(P=0.0003), cognitive symptom
management(P=0.0001), communication with
physicians(P=0.006), less hospitalisations
(P<0.05), fewer hospital night stays(P=0.01),
self-rated health(P=0.02), health distress
(P=0.001), fatigue(P=0.003), disability
(P=0.002), social activity/social role
limitations(P≤0.001), energy/fatigue (P-0.003),
pain/physical discomfort(P=0.27), shortness of
breath(P=0.56), psychological wellbeing(P=0.1),
visits to physicians (P=0.11).

Not given

Baseline (T0) pre intervention one
week after (T1) and three months
after (T2) the completion of the
intervention.
Stroke knowledge, self-healthmonitoring, medication
compliance scale, self-reported
Alcohol and cigarette
consumption, exercise scale, selfreported Dietary intake

Between group differences for: Medication
compliance T1 (P=0.004), treatment seeking
response at T1 and T2 (both P<0.001), self BP
monitoring at T1 and T2 (both P<0.001), stroke
knowledge (ns), consuming salted preserved food
(P=0.042), eating thick poultry soup (ns),
participation in walking exercise at T2
(P<0.001), alcohol and cigarette consumption not
reported.

Stroke
warning signs
(0.28);
medication
compliance
(0.27); salted
preserved
food intake
(0.22), risk
factors (0.55)

Not given

Taylor et al.
(2012)[25]

Semistructured
interviews

++

N=19
Stroke

None

Wolf et al.
(2016)[31]

Randomised
clinical study

++

N=185
Stroke

12 week
wait-list
N=86

Post intervention.
Interview topics: 1. Previous
experiences with groups or videoconferencing; 2. Participation in
the discussion portion of Moving
On after Stoke Telehealth Remote
(MOST-TR) via video-conference;
3. Participation in the exercise
portion of MOST-TR via videoconference; 4, Factors enabling or
limiting. Participation in the group.
Baseline (T1), end of the month
wait-list period (controls only-T2),
end of intervention, (T3), 6-9
months follow up (T4).
Primary outcomes: Chronic
disease Self-Efficacy Scale
(CDSES), participation strategies
self-efficacy scale

All participants valued access to the programme
without having to travel long distances. They felt
safe in discussions and when exercising with the
group across videoconference. Participants
recognized a loss of subtleties in communication
and the group facilitators found it difficult to
discern whether participants were finding the
exercises too difficult or too easy.

N/A

Between groups
CDSES: Exercise regularly (p=0.008), get
information about disease (P=0.239), obtain help
from others (P=0.045), communicate with
physician (P=0.010). Manage: Disease in general
(P=0.000), symptoms (P=0.058), shortness of
breath (P=0.016), depression (P=0.08), do chores
(0.001), social/recreational activities (P=0.122)
PS-SES: Managing: Home (P=0.04), community
(P=0.000), work and productivity (P=0.043),
communication (P=0.314), staying organized
(P=0.23), advocating for resources (P=0.002)

Exercising
regularly(0.57)
, obtain help
from others
(0.44), manage
disease in
general(0.74),
depression
(0.66), doing
chores(0.75),
work
productivity
(0.37),
advocating
resources
(0.65)

Note: N=number, CDSMP=CHronic Disease Self-Management Program, SSMI=Stroke Self-Management Intervention, CI=Confidence Interval, ns=non-significant

