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ABSTRACT

Purpose: Despite the growth of literature regarding community-based 
interventions (CBI) in low- to middle-income and high-income countries, its 
effectiveness in improving outcomes related to activities of daily living (ADL) 
and quality of life (QOL) in people with stroke is inconclusive. This systematic 
review compared the effectiveness of community-based interventions with the 
usual or hospital-based treatments in improving ADL and QOL outcomes in 
this population.

Method: Four databases were systematically searched from inception until 
December 31, 2020, for relevant experimental studies from high-income and 
low- to middle-income countries that compared CBI with the usual/hospital 
rehabilitation on outcomes related to ADLs and QOL in clients with stroke. 
Results: All the 10 experimental studies that were included came from high-
income countries (Italy, United Kingdom, South Korea, Canada, and Australia), 
involving 1575 participants (806 males, 656 females, 113 not classified) with 
age range from 22-103 years. Seven articles measured ADL performance, 
and 10 measured QOL. Results indicated that CBI generally demonstrates 
improvement in ADL and QOL values similar to usual or hospital-based care. 
There was wide variability in the interventions described and the outcome 
measures used for both groups. Risk of bias assessment revealed issues with 
randomisation, blinding and follow-up. Stroke-specific baseline characteristics 
such as length of time since diagnosis and laterality varied considerably in all 
of the studies. 
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Conclusion and Limitations: CBI did not demonstrate significant difference 
in improving ADL and QOL outcomes for people with stroke compared to 
usual care, possibly due to the high quality of rehabilitation services existing in 
the countries where the studies took place. There is a need to use standardised 
outcome measures and interventions to ascertain these outcomes.

Key words: community-based intervention, community-based rehabilitation, 
activities of daily living, quality of life, stroke rehabilitation, rehabilitation

INTRODUCTION
Stroke or cerebrovascular accident (CVA) is an acquired brain injury resulting 
from blockage or rupture of associated blood vessels in the brain. The condition 
can lead to complex impairments in physical and cognitive functions, resulting 
in restrictions in an individual’s ability to perform basic activities of daily 
living (BADL) or instrumental activities of daily living (IADL) (Desrosiers et 
al., 2005; World Health Organisation, 2002). Environmental constraints such 
as lack of access to community services result in limited participation, feelings 
of abandonment and social isolation (Norrving & Kissela, 2013). Individuals 
living with stroke also experience depression (Norrving & Kissela, 2013; Tang, 
Sun, Pang, & Harris, 2018) and reduction in their perceived quality of life (QOL) 
(Desrosiers et al., 2005). 

Stroke is the third leading cause of disability worldwide (Feigin, Norrving, & 
Mensah, 2017). The age-adjusted prevalence rate for stroke has increased to 
299.1 per 100,000 people for ischaemic stroke and 116.6 per 100,000 people for 
haemorrhagic stroke globally, which is nearly double their value since 1990 
(Feigin et al., 2015). In terms of years lived with disability (YLD) which is the 
health loss brought about by non-fatal conditions (Institute for Health Metrics 
and Evaluation, 2019; Mokdad et al., 2018), the age-standardised YLD rate 
percentage change in people with stroke increased by11.2% from 2007 to 2017 
(James et al., 2018). This increase has been attributed to the continued progress in 
medical care for people recently diagnosed with stroke (Brainin, Teuschl, & Kalra, 
2007; Gorelick, 2019; Muka et al., 2015; Wang & Langhammer, 2017). The global 
lifetime risk for stroke however was predicted to increase from 22.8% in 1990 to 
24.9% in 2016 (Gorelick, 2019) due to population growth, ageing and unhealthy 
lifestyles (Ezejimofor et al., 2016; Yan et al., 2016). Therefore, disability related to 
stroke is steadily becoming an epidemic and the number of cases will rise further 
in the years to come. 
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Stroke is one of the main causes of overall disease burden in both high-income 
countries and low-to-middle income countries (HICs and LMICs) because of 
the increasing number of people living with stroke-related disability (Thrift 
et al., 2014). It is therefore important for countries to focus on minimising the 
resulting disability to reduce their economic burden. Multidisciplinary physical 
rehabilitation, in conjunction with medical care, has been shown to improve 
stroke-related functional outcomes (Langhorne, Bernhardt, & Kwakkel, 2011; 
Teasell, Foley, Hussein, & Cotoi, 2018). Organised multidisciplinary stroke units 
have been shown to significantly reduce death or dependency outcomes (odds 
ratio = 0.74; 95% confidence interval = 0.61 – 0.90; p = 0.002) (Stroke Unit Trialists’ 
Collaboration, 2013). This approach to stroke rehabilitation is commonly used in 
HICs and is costly to administer.  A client in the United States spends an average 
of 8,218 US dollars for post-acute rehabilitation (Agency for Healthcare Research 
and Quality, 2019). This trend of high-cost physical rehabilitation is also consistent 
among other developed countries, and consequently denies access to individuals 
who cannot afford it. 

LMICs face a much greater challenge in setting up stroke units due to lack of 
specialists, facilities, and other system-level barriers (Bernhardt, Urimubenshi, 
Gandhi, & Eng, 2020; Bettger et al., 2019; Yan et al., 2016), resulting in limited 
availability of effective rehabilitation services (Bettger et al., 2019; Gimigliano & 
Negrini, 2017; World Health Organisation, 2019; Yan et al., 2016). The cost of 
travelling to rehabilitation facilities makes the service even more burdensome 
for people with stroke and their families. In one Malaysian study, the average 
total cost for outpatient rehabilitation services for the first three months was 
547.10 US dollars, which is already a third of the client’s combined average 
monthly income for three months (Hejazi, Mazlan, Abdullah, & Engkasan, 
2015). A similar situation can also be inferred in the Philippines where 55.8% 
of health expenditures are out-of-pocket payments (Navarro, Baroque, Lokin, 
& Venketasubramanian, 2014; Philippine Health Insurance Corporation, 2014; 
Wong et al., 2017). Lack of access to affordable rehabilitative measures has been 
reported to result in decreased quality of life in people post-stroke (Choi-Kwon, 
Choi, Kwon, Kang, & Kim, 2006; Mahesh, Gunathunga, Jayasinghe, Arnold, & 
Liyanage, 2018). These challenges also make the burden of having stroke higher 
in LMICs than in HICs (Abegunde, Mathers, Adam, Ortegon, & Strong, 2007; 
Navarro et al., 2014; Yan et al., 2016).

The prohibitive cost and limited access to conventional stroke rehabilitation 
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has resulted in the development of other approaches to narrow the gap. One of 
these is to bring the treatment strategies into the home or community of people 
living with stroke; this is known as community-based intervention (CBI). CBI 
is delivered either to a set place within the community or at the residences of 
people with disability, with a single person or a group receiving the service at a 
time (Iemmi et al., 2015; Liu et al., 2020; Ryan, Enderby, & Rigby, 2006). CBI has 
been developed in both LMICs and HICs to provide people living with stroke 
continued rehabilitation services after discharge from hospital care, to augment 
limited healthcare services, and to promote strategies for the prevention of certain 
conditions (Iemmi et al., 2015; Johnson, Bird, Muthalib, & Teo, 2020; Magwood et 
al., 2020; Mannan et al., 2012; Yan et al., 2016). 

CBIs are used by the government, health institutions and professionals, case 
managers or community workers (Bettger et al., 2019; Iemmi et al., 2015; Johnson 
et al., 2020; Mannan et al., 2012; Ryan et al., 2006). When community workers 
are involved, they usually undergo training prior to delivering the interventions 
(Jansen-van Vuuren & Aldersey, 2019; Mannan et al., 2012).

Community-based interventions in both LMICs and HICs are evolving; many 
studies describe various strategies and techniques being implemented, especially 
in stroke rehabilitation (Graven, Brock, Hill, & Joubert, 2011; Iemmi et al., 2015; 
Magwood et al., 2020; Yan et al., 2016). While many of the interventions designed 
for addressing the healthcare needs of people living with stroke are expected to be 
more evidence-based, specialised and expensive in HICs due to better healthcare 
systems, CBIs are not necessarily expensive as these are commonly developed to 
improve access to these services by stroke survivors (Jeong & Kim, 2007; WHO & 
World Bank, 2011). In fact, some of the CBIs developed in high-income countries 
have found their way into low- and middle-income countries. An example of 
this is early supported discharge (Langhorne & Widen-Holmqvist, 2007) which 
has been implemented in India and China (Yan et al., 2016). Inexpensive CBIs 
developed in either LMICs or HICs have been instrumental in providing people 
living with stroke the means to access their healthcare needs, especially when 
provided within the context of community-based rehabilitation (CBR).

However, very little is written about the impact of CBI delivered within the 
CBR approach on the performance of Activities of Daily Living (ADL) and QOL 
of people living with stroke (Cleaver & Nixon, 2014). Five reviews of CBIs in 
LMICs showed that there is potential benefit for community-based interventions 
to improve functional outcomes for people with disabling conditions living 
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within these countries (Bowers, Kuipers, & Dorsett, 2015; Cleaver & Nixon, 2014; 
Finkenflügel, Wolffers, & Huijsman, 2005; Iemmi et al., 2015; Yan et al., 2016), but 
only a few of the studies included in these reviews discussed the direct effect of 
CBI on the ADL performance and QOL of people with stroke. Majority of these 
studies on CBI are also of poor rigour and quality, thereby making the claims 
about the effectiveness of CBI delivered in LMICs inconclusive (Bowers et al., 
2015; Iemmi et al., 2015). The lack of randomised controlled trials (RCTs) suggests 
the limited capacity of LMICs to conduct healthcare-oriented research (Bowers 
et al., 2015; Iemmi et al., 2015) possibly due to lack of interest of researchers and 
universities in such studies (Feng et al., 2013).The costs and training associated 
with conducting research and the lack of funding could have fuelled this lack of 
interest, or there might be some other independent reason (Bettger et al., 2019; 
Bowers et al., 2015; Pandian, Liu, Gandhi, & Lindley, 2017). This necessitates 
serious attention because CBI is provided as a rehabilitation service within the CBR 
framework, and the number of people with stroke who will need rehabilitation is 
expected to increase (Feigin et al., 2017; Magwood et al., 2020).

In addition, there is no study that has summarised the impact of CBIs applicable 
for LMICs on ADL performance and QOL of persons living with stroke, despite 
the steady growth of research concerning the effect of CBI among functional 
outcomes of stroke survivors within HICs (Graven et al., 2011; Magwood et al., 
2020). 

Objective
The growing need for effective and accessible approaches to improve the function 
of people living with stroke is an important issue that affects both HICs and 
LMICs (Bernhardt et al., 2020; WHO & World Bank, 2011), despite their differing 
healthcare service capacity and socio-political environments. The current 
systematic review was undertaken to identify CBIs for people living with stroke 
in HICs that are accessible in LMICs and LMICs as well, and then compare their 
effectiveness with usual care offered through multidisciplinary stroke units in 
improving ADL and QOL outcomes of stroke survivors.

METHOD

Data Sources and Searches
The Preferred Reporting Items for Systematic Reviews and Meta-analyses 
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(PRISMA) statement was used as a guide in the research process (Liberati et 
al., 2009; Moher, Liberati, Tetzlaff, & Altman, 2010). A Health Sciences librarian 
helped develop the search strategy. The following databases were used for the 
search: PubMed, Science Direct, Cumulative Index to Nursing and Allied Health 
Literature (CINAHL), and Scopus. The search terms used a combination of the 
following words: “community-based”, “stroke” (or CVA), “routine” (“usual”, or 
“hospital”), “activities” (or ADL), and “quality of life” (see Figure 1) depending 
on the search protocol of the databases. Search was conducted from October 
18, 2018, to December 31, 2020. Push notifications were included to alert the 
researcher to new articles that matched the criteria.

Figure 1. Search terms used in PubMed.

#1: (stroke OR CVA OR cerebrovascular)
#2: (cbr OR “community based” OR “community-based” OR community)
#3: ((hospital based OR hospital-based) OR typical OR conventional OR standard OR usual)
#4: ((qol OR quality of life) OR (adl OR (activity OR activities)))
#5: (Randomized Controlled Trial [pt] OR Pragmatic Clinical Trial [pt] OR Controlled Clinical 
Trial [pt] OR Clinical Trial [pt] OR Clinical Study [pt] OR trial [tw] OR study [tw])
#6: (#2 AND #3)
#7: (#6 AND #1)
#8: (#7 AND #4)
#9: (#8 AND #5)
#10: ((Community Medicine [mh] OR Therapeutic Community [mh] OR Community Integration 
[mh] OR Community Health Services [mh] OR Community Networks [mh] OR Hospitals, 
Community [mh]))
#11: Stroke Rehabilitation [mh] OR ((Stroke [mh] OR stroke [ti] OR CVA [ti] OR cerebrovascular 
[ti] OR cerebrovascular [tw] OR stroke [tw]) AND rehabilitation)
#12: (Quality of Life [mh] OR qol [tw] OR “quality of life” [tw]) OR (Activities of Daily Living 
[mh] OR adl [tw] OR activity of daily living [tw] OR activities of daily living [tw] OR (activities 
OR activity))
#13: (Rehabilitation Centers [mh] OR Rehabilitation Research [mh] OR Stroke Rehabilitation 
[mh] OR Rehabilitation [mh] OR Hospitals [mh] OR (typical OR conventional OR standard OR 
usual))
#14: (#10 AND #13)
#15: (#14 AND #11)
#16: (#15 AND #12)
#17: (#8 AND #16)
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The search criteria were as follows:

(1)	 Mention of “community-based” or “community rehabilitation” (or similar 
terms) in either the title, abstract or key words; 

(2)	 Experimental studies or systematic reviews involving people with stroke 
and using usual or hospital care as comparison; and,

(3)	 The outcomes assessed in the study must include ADL (BADL or basic 
activities of daily living, IADL or instrumental activities of daily living, or 
combined) and/ or QOL. 

Studies that were excluded were:

(1)	 Non-intervention studies and articles in languages other than English; 

(2)	 All studies whose title and full text described CBI that focuses on advanced 
and/ or expensive technology that is not commonly available in LMICs (e.g., 
robots, virtual reality requiring specialised equipment, and treadmill with 
body weight support),

(3)	 Studies that were not completely performed within the community, or 
requiring clinical or hospital facilities; and, 

(4)	 Articles published prior to 1979.

All trials comparing any intervention that is described as “community-based” 
for physical rehabilitation with usual or routine care and including people with 
stroke as participants, were included in this study.

“Community-based” was defined as either the house of the participants or facilities 
that are already present within their community (e.g., gyms, community or town 
halls, recreation centres). “Intervention” in this study included any management 
focusing on health, education, or social aspects of people living with stroke, that 
attempts to improve their functional outcomes. This may include rehabilitation, 
exercise, counselling, training programmes and other approaches that can be 
delivered to one person at a time or to a group. In addition, the term “routine” and 
its synonyms “standard”, “conventional” and “usual”, and “hospital” were used 
for the comparison group, to ensure that all conventional modes of rehabilitation 
service delivery were included in this study.

The outcomes of interest included ADL performance and QOL scores. “Basic 
activities of daily living” (BADL) refer to the performance of tasks related to 
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self-care, such as hygiene, eating, dressing, toileting and transfers (Costa Filho, 
Mambrini, Malta, Lima-Costa, & Peixoto, 2018; Spector & Fleishman, 1998). 
“Instrumental activities of daily living” (IADL) are those that must be performed 
to be able to stay within the community, such as shopping, transportation, 
gardening, housework and community ambulation (Oort et al., 2019). “Quality 
of life” (QOL) was defined as an individual’s personal appraisal of one’s place 
in life, in culture and in the value system where one lives and where one makes 
relationships to objectives, standards or interests (Beslerová & Dzuričková, 2014).

Study Selection
Duplicate copies and articles in foreign languages were removed during the title 
and abstract screening. The screening of the remaining articles was systematically 
performed by the authors to identify those that satisfied the inclusion criteria. 
The reference list of all the included articles was also examined for additional 
articles. All the articles that met the set criteria were assessed for quality using the 
Physiotherapy Evidence Database (PEDro) and the modified Downs and Black 
scale (mDBs) (Hooper, Jutai, Strong, & Russell-Minda, 2008). Only those that 
received a rating of fair or higher (score of 15 or higher) in mDBS were considered 
for the synthesis of results. 

Data Extraction Process
The authors summarised and synthesised the data into a Microsoft Excel® 
spreadsheet using the appraisal tool developed from the Cochrane Handbook 
(Higgins & Green, 2011). The following information was collected: study design, 
country of study, baseline characteristics of the participants, details of intervention 
and control groups, duration of follow-up, and outcome results. The economic 
status of the country of study was determined as “high-income” or “low- to 
middle-income” based on the World Economic Situation and Prospects (WESP) 
2019 criteria (United Nations, 2019). The groups were then described using the 
intervention they received. The community-based intervention received by the 
experimental group was further categorised based on the type of intervention 
provided (health, education, social intervention). When described in the selected 
studies, the facilitators and decision-makers in treatment, extent of collaboration 
and participation among stakeholders were also included, to allow for a clearer 
description of these interventions. Exercise interventions were further identified 
using the Frequency, Intensity, Time and Type (FITT) equation. The duration of 
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follow-up assessment was described in weeks or months.

The summary measures of interest for data synthesis were the pre-test and post-
test values of both groups on all outcome results for ADL performance and QOL, 
including mean or mean change and standard deviations. Whenever appropriate, 
the authors of the selected articles were contacted via e-mail, to request missing 
information.

Risk of Bias Assessment
The selected articles were subjected to risk of bias assessment using the 
Physiotherapy Evidence Database (PEDro) and the modified Downs and Black 
rating. The PEDro scale is a widely used and valid 11-item risk of bias assessment 
tool for assessing RCTs (Elkins, Herbert, Moseley, Sherrington, & Maher, 2010; 
Macedo et al., 2010). A PEDro score for each article was either obtained from 
pedro.org.au or generated by the authors. The modified Downs and Black 
rating is a valid and reliable 27-item checklist used for a more comprehensive 
assessment of both randomised and non-randomised trials (Downs & Black, 
1998). One of the authors (RT) and an independent reviewer separately scored 
each article using the mDBS criteria and discussed the results. Any unresolved 
inconsistencies were then sent to a research expert for arbitration. The use of both 
PEDro and modified Downs and Black checklists ensured fair estimation of bias 
for the selected articles. Assigning the level of evidence for all included studies 
is a necessary step in systematic reviews, as weighing the results of conflicting 
studies through their methodological quality ensures objectivity of drawn 
conclusions and allows decision-makers to be aware of the individual study’s  
potential limitations (Centre for Evidence-based Medicine, 2016; Cotoi, Teasell, 
& EBRSR Research Group, 2018).

Data Synthesis and Analysis
Two healthcare statisticians assisted in the analysis of the quantitative data for 
this study. Estimates of mean and standard deviations were obtained based on 
statistical tools provided by Cochrane Handbook version 5.1.0 (Higgins & Green, 
2011) and Hozo, Djulbegovic and Hozo (2005). Studies receiving a PEDro score 
of 6 or more are considered as “good quality” (Hahne, Ford, & McMeeken, 2010). 
For modified Downs and Black, a score of at least 20 was considered as “good”, 
15 to 19 as “fair”, and at most 14 as “poor” (Hooper et al., 2008). Level of evidence 
was assigned for each study using the Centre for Evidence-Based Medicine 
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(CEBM) criteria for studies concerning treatment (CEBM, 2016), based on the 
type and quality of study and the confidence interval of the results. The highest 
level that could be obtained was ‘1a’, and downgrading was done if the article 
failed to meet any of the criteria mentioned above. Meta-analysis was considered 
for outcomes when there were at least 3 studies using the same outcome measure 
(Cheung & Vijayakumar, 2016).

RESULTS

Study Selection
Of the 344 articles reviewed, 10 articles were included in this study. Title and 
abstract review removed 263 articles, and full text review removed an additional 
13 articles (see Figure 2).

Figure 2. PRISMA flow diagram.
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Description of Included Studies
Tables 1 and 2 below contain a summary of the details of included studies. All 
of the studies were published from 1997 to 2014 (17 years) and involved a total 
of 1,575 participants (806 males, 656 females, 113 not classified). Six were RCTs, 
while the rest were quasi-experimental. Five studies were graded ‘1b’ and five 
studies were graded ‘2b’ using the CEBM criteria. Also, all 10 studies came from 
high-income countries (Italy, United Kingdom, Canada, Australia, and South 
Korea). Participants were reported to be similar at baseline across all these studies; 
however, only age was reported consistently. Other baseline characteristics were 
not consistently reported, such as gender distribution (9 out of 10) and time 
elapsed since stroke diagnosis (5 out of 10 studies).

Table 1. Summary characteristics of studies included.
Author 

and Year
Country of 

Study
Sample 

Size
Duration of 

Study
Outcome 

Measures Used Selection Criteria Baseline Characteristics

Benvenuti 
et al (2014) Italy 188 3 months

	 ADL: NEADL, 
BI

	 QOL: SIS

Inclusion:

	Duration post-stroke: > 3 
months

	Age: > 40 y/o
	Paretic limb function: > 3 

Enjalbert Scale
	Permission from primary care 

giver
Exclusion:
	Cognitive dysfunction
	Symptomatic congestive heart 

failure
	Unstable angina
	Under oxygen therapy
	Recent MI or hospitalization
	Pain interfering with exercise
	Poorly controlled BP

Age: 45 – 93*

Sex: 102 Male, 86 Female

Time Elapsed Since 
Stroke (y): 2.1 – 5.2*

Donnelly et 
al (2004)

United 
Kingdom 113 12 months

	ADL: NEADL, 
BI

	QOL: EQ5D, 
SF36, QOL

	Duration post-stroke: 4 weeks
	Potential to benefit from 

further rehabilitation
	Not a resident in a nursing or 

residential home
	No pre-existing physical 

or mental disability that 
makes further rehabilitation 
inappropriate

Age: 59 – 91*

Sex: not indicated

Time Elapsed Since 
Stroke (y): not indicated

Harrington 
et al (2010)

United 
Kingdom 243

12 months 
(ADL)

9 weeks 
(QOL)

	 ADL: RMI, FAI
	 QOL: 

WHOQOL-
BREF

Inclusion:
	Age: >50 y/o at onset of stroke
	Returned to community > 3 

months
	Able to participate in group 

activities
Exclusion:
	Living in nursing homes

Age: 50 – 92*

Sex: 132 Male, 111 Female

Time Elapsed Since 
Stroke (y): not indicated
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Jeong & 
Kim (2007) South Korea 33 8 weeks 	 ADL: None

	 QOL: K-SSQOL

	Duration post-stroke: > 6 
months 

	Muscle strength test: 2–4 (poor 
to moderate) 

	Disability on one side of the 
body

	No history of rehabilitation 
	 Intact auditory function 
	Ability to communicate 

Age: 44 – 76*

Sex: 23 Male, 10 Female

Time Elapsed Since 
Stroke (y): 0.9 – 10*

Lincoln et 
al (2003)

United 
Kingdom 421 6 months

	ADL: NEADL, 
mBI

	QOL: EQ5D

Inclusion:
	Duration post-stroke: < 2 years
	Age: > 16 years
	Needs intervention from 

more than one rehabilitation 
discipline

Exclusion:
	Lived outside the geographical 

area of the study or had been 
treated by the community 
stroke team in the previous two 
years

Age: 22 – 101 

Sex: 222 (Male), 199 
(Female)

Time Elapsed Since 
Stroke: not indicated

Markle-
Reid et al 

(2011)
Canada 101 

(baseline) 12 months 	ADL: None
	QOL: SIS, SF-36

	Duration post-stroke: < 18 
months

	Newly referred to (< 2 weeks) 
and eligible for home care 
services 

	Living in the community 
	Mentally competent to give 

informed consent (or with 
substitute decision-maker)

	Competent in English (or with 
an interpreter available)

Age: 42 – 101*

Sex: 45 (Male), 37 
(Female)

Time Elapsed Since 
Stroke: < 6 months (57 
out of 82)

Patterson 
et al (2010) Australia 43 3 months 	ADL: None

	QOL: EQ5D

Inclusion:
	Community dwellers with a 

confirmed diagnosis of stroke
Exclusion:
	Unable to answer the 

questionnaires due to cognitive/ 
language deficit

Age: 44 – 89*

Sex: 25 (Male), 18 
(Female)

Time Elapsed Since 
Stroke: 1.2 – 9*

Rudd et al 
(1997)

United 
Kingdom 331 12 months 	ADL: RADL

	QOL: NHP

Inclusion:

	Able to perform functional 
independent transfer (if alone) 

	Able to perform transfer with 
assistance (if with a willing 
caregiver)

Exclusion:

	Living too far away

Age: 27 – 103

Sex: 185 (Male), 146 
(Female)

Time Elapsed Since 
Stroke: not indicated

Stuart et al 
(2009) Italy 93 (baseline) 6 months 	ADL: BI

	QOL: SIS

	Age: > 40 y/o
	Duration post-stroke: > 9 

months
	Function: ability to walk 

independently for 6 minutes at 
a velocity ≥30 - 90 cm/s, either 
with or without an assistive 
device

	No comorbid conditions that 
are contraindications to exercise 
participation

Age: 49 – 91* 

Sex: 54 (Male), 24 
(Female)

Time Elapsed Since 
Stroke (y): 0 – 9*

Wolfe et al 
(2000)

United 
Kingdom 43 12 months 	ADL: mBI

	QOL: NHP

	All patients who remained at 
home after stroke onset

Age: 48 – 96* 
Sex: 18 (Male), 25 
(Female)
Time Elapsed Since 
Stroke: not indicated

* - estimated based on 2SD (age), 1SD (stroke duration)
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Table 2. Summary of risk of bias assessment.

Author and Year Type of Study
Level of 
Evidence 
(CEBM)

Risk of Bias Assessment Statistical Analysis 
Employed

Benvenuti et al 
(2014)

Quasi-
experimental 2b 	 Downs and Black: 17 

	 PEDro Score: 2 	 Per protocol

Donnelly et al (2004) RCT 1b- 	 Downs and Black: 18
	 PEDro Score: 6* 	 Per protocol

Harrington et al 
(2010) RCT 1b- 	 Downs and Black: 21

	 PEDro Score: 8* 	 Intention-to-treat

Jeong & Kim (2007) RCT 1b- 	 Downs and Black: 19
	 PEDro Score: 5* 	 Per protocol

Lincoln et al (2003) Quasi-
experimental 2b 	 Downs and Black: 19

	 PEDro Score: 4* 	 Per protocol

Markle-Reid et al 
(2011) RCT 1b- 	 Downs and Black: 20

	 PEDro Score: 6* 	 Per protocol

Patterson et al 
(2010)

Quasi-
experimental 2b 	 Downs and Black: 17

	 PEDro Score: 5 	 Intention-to-treat

Rudd et al (1997) RCT 1b- 	 Downs and Black: 21
	 PEDro Score: 7* 	 Per protocol

Stuart et al (2009) Quasi-
experimental 2b 	 Downs and Black: 16

	 PEDro Score: 3 	 Per protocol

Wolfe et al (2000) RCT 1b- 	 Downs and Black: 21
	 PEDro Score: 7* 	 Intention-to-treat

* - pre-appraised in PEDro website (https://pedro.org.au/)

Various interventions were utilised in each group across the included studies; 
these are summarised in Table 3. For the CBI group, 5 studies used coordinated 
professional rehabilitation services from at least a physical therapist (PT), 
occupational therapist (OT), and speech language therapist (SLT). Rehabilitation 
services were delivered by either a multidisciplinary team that holds regular 
meetings to coordinate their services (Donnelly, Power, Russell, & Fullerton, 
2004; Lincoln, Walker, Dixon, & Knights, 2004; Rudd, Wolfe, Tilling, & Beech, 
1997; Wolfe, Tilling, & Rudd, 2000) or an interdisciplinary team that develops 
an integrated and individualised plan of care (Markle-Reid et al., 2011). Two 
studies used exercise classes facilitated by local exercise instructors supported 
by a physiotherapist (Harrington et al., 2009; Stuart et al., 2009), two studies used 
exercise combined with peer support (Patterson, Ross-Edwards, & Gill, 2010) or 
music (Jeong & Kim, 2007), and one study used telerehabilitation (Benvenuti et 
al., 2014).
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Table 3. Details of intervention and results of key outcome measures assessed.
Study and 

Year Details ADL QOL

Benvenuti 
et al 2014

Intervention Group
	 3 sessions therapist, 

2 sessions Habilis 
program (adjusted 
depending on 
patient assessment)

	 Decision-maker: 
Health professional

	 Focus (CBR Matrix): 
Health

	 Sample size: 143
Control Group
	 Outpatient or no 

management
	 Sample size: 45

Pretest

	 NEADL Usual: 14 
(SD: 5.37); NEADL 
Community: 13.2 (SD: 
5.98)

	 BI Usual: 87.4 (SD: 
12.07); BI Community: 
85.1 (SD: 15.55)

Posttest

	 NEADL Usual: 
13.7 (2.01); NEADL 
Community: 17.31 (3.59)

	 BI Usual: 86.9 (3.35); BI 
Community: 89.5 (9.57)

Significant difference?

	 NEADL: Yes
	 BI: Yes

Pretest

	 Not reported

Posttest

	 SIS Communication Usual: 0.3 
(SD: 4.02); SIS Communication 
Community: 2.6 (SD: 10.76)

	 SIS ADLs Usual: 0.2 (SD: 6.04); 
SIS ADLs Community: 5.7 (SD: 
26.31)

	 SIS Mobility Usual: -0.8 (SD: 
7.38); SIS Mobility Community: 
5.6 (SD: 23.92)

	 SIS Manual Dexterity Usual: -1.1 
(SD: 6.71); SIS Manual Dexterity 
Community: 7.3 (SD: 13.15)

	 SIS Participation Usual: 2.2 
(SD: 12.07); SIS Participation 
Community: 3.0 (SD: 11.96)

Significant difference?

	 SIS Communication: No
	 SIS ADLs: Yes
	 SIS Mobility: Yes
	 SIS Manual Dexterity: Yes
	 SIS Participation: No



www.dcidj.org

77

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

Donnelly 
et al 2004

Intervention Group

	 Home visit x 45 
minutes x 2.5/week, 
multidisciplinary 
meetings involving 
patient and closest 
relative

	 Decision-maker: 
Health professionals

	 Focus (CBR Matrix): 
Health

	 Sample size: 59

Control Group

	 Hospital-based
	 Sample size: 54

Pretest
	 NEADL Hospital: 

5.77 (4.79); NEADL 
Community: 4.95 (5.39) 

	 BI Hospital: 13.89 (3.93); 
BI Community: 14.14 
(3.38)

Posttest

	 NEADL Hospital: 
10.43 (5.92); NEADL 
Community: 12 (6.34)

	 BI Hospital: 17.15 (3.81); 
BI Community: 17.98 
(3.10)

Significant difference?

	 NEADL: No
	 BI: No

Pretest

	 EQ5D Hospital: 59.17 (16.15); 
EQ5D Community: 60.48 (18) 

	 SF-36 Physical Functioning 
Hospital: 35.35 (7.2); SF-
36 Physical Functioning 
Community: 35.04 (7.72)

	 QOL Hospital: 16.53 (3.65)
	 QOL Community: 17.67 (4.14) 

Posttest

	 EQ5D Hospital: 68.21 (20.31); 
EQ5D Community: 66.36 (18.45)

	 SF-36 Physical Functioning 
Hospital: 34.67 (32.01)

	 SF-36 Physical Functioning 
Community: 35.59 (31.32)

	 QOL Hospital: 18.92 (4.74); QOL 
Community: 18.57 (4.29)

Significant difference?

	 EQ5D: No
	 SF-36 Physical Functioning: No
	 QOL: No

Harrington 
et al 2010

Intervention Group
	 Group exercise: 

1-hour circuit 
training for balance, 
endurance, strength, 
flexibility, function 
and well-being) and 
interactive education 
in leisure and 
community centers x 
2/week

	 Decision-makers: 
Local exercise 
instructors 
supported by PT

	 Focus (CBR Matrix): 
Health

	 Sample size: 119

Control Group
	 Referral information 

about usual services
	 Sample size: 124

Pretest

	 BI Control: 19 (2.22); BI 
Community: 18 (3.70)

	 FAI Control: 20 (11.22); 
FAI Community: 15.5 
(16.49)

	 RMI Control: 12 (11.36); 
RMI Community: 11 
(8.24) 

Posttest
	 BI: not reported
	 FAI Control: 21 (8.28); 

FAI Community: 17 
(15.76)

	 RMI Control: 12 (8.31); 
RMI Community: 12 
(5.23)

Significant difference?

	 FAI: No
	 RMI: No

Pretest
	 WHOQol-Bref Physical Control: 

53.6 (19.20)
	 WHOQol-Bref Physical CBR: 

53.6 (28.3)
	 WHOQol-Bref Social Control: 

66.7 (35.84)
	 WHOQol-Bref Social CBR: 58.3 

(36.5)

Posttest
	 WHOQol-Bref Physical Control: 

53.6 (22.26)
	 WHOQol-Bref Physical CBR: 

57.1 (56.20)
	 WHOQol-Bref Social Control: 

66.7 (34.08)
	 WHOQol-Bref Social CBR: 66.7 

(26.79)

Significant difference?
	 EQ5D: No
	 SF-36 Physical Functioning: No
	 QOL: No
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Jeong and 
Kim 2007

Intervention Group
	 RAS music-

movement 
(repetitive, rhythmic 
movements) x 2/
week 

	 Decision-makers: 
Health professionals

	 Focus (CBR Matrix): 
Health

	 Sample size: 16

Control Group
	 Referral information 

about usual services
	 Sample size: 17

None Pretest
	 K-SSQOL Control: 2.54 (0.80); 

K-SSQOL Community: 3.25 
(1.08)

Posttest 
	 K-SSQOL Control: 2.92 (0.90); 

K-SSQOL Community: 3.58 
(0.87)

Significant difference?
	 K-SSQOL: No

Lincoln et 
al 2003

Intervention Group
	 Treatment delivered 

by multidisciplinary 
team of PT, OT, SLP, 
Mental health nurse, 
and Rehabilitation 
support worker

	 Decision-makers: 
Health professionals

	 Focus (CBR Matrix): 
Health

	 Sample size: 189

Control Group
	 Outpatient or 

hospital-based
	 Sample size: 232

Pretest
	 not reported

Posttest 
	 BI Routine: 16 (5.19); BI 

Community: 16 (4.44)
	 NEADL Routine: 

25.5 (20.74); NEADL 
Community: 24 (18.52)

Significant difference?

	 BI: No
	 NEADL: No

Pretest

	 Not reported

Posttest

	 EQ5D Routine: 55 (23.70); EQ5D 
Community: 52 (27.41)

Significant difference?

	 EQ5D: No
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Markle-
Reid et al 

2011

Intervention Group
	 Regular home visits, 

screening, risk 
factor modification, 
education, caregiver 
support, referral 
and linkage to 
health and social 
services, monthly 
case conferencing, 
and evidence-
based community 
reintegration plan 
by interprofessional 
team of care 
coordinator, nurse, 
PT, OT, SLP, 
dietitian, social 
worker, personal 
support worker

	 Decision-makers: 
Health professionals

	 Focus (CBR Matrix): 
Health

	 Sample size: 52

Control Group

	 Routine follow-up, 
referral information 
and private care

	 Sample size: 49

None Pretest
	 SIS-16 Usual: 60.86 (21.59); SIS-16 

Community: 54.58 (25.71) 
	 SF-36 Physical Function Usual: 

32.82 (25.20); SF-36 Physical 
Function Community: 26.94 
(27.23)

	 SF-36 Role-Physical Usual: 36.46 
(28.18); SF-36 Role-Physical 
Community: 28.39 (30.58)

	 SF-36 Social Functioning Usual: 
56.41 (32.43); SF-36 Social 
Functioning Community: 54.65 
(35.78)

Posttest

	 SIS-16 Usual: 60.36 (22.94); SIS-16 
Community: 52.74 (30.59) 

	 SF-36 Physical Function Usual: 
28.85 (28.48); SF-36 Physical 
Function Community: 28.84 
(30.68)

	 SF-36 Role-Physical Usual: 50.33 
(28.21); SF-36 Role-Physical 
Community: 47.14 (35.22)

	 SF-36 Social Functioning Usual: 
59.29 (30.71); SF-36 Social 
Functioning Community: 66.57 
(34.69)

Significant difference?

	 SIS -16: No
	 SF-36 Physical Function: No
	 SF-36 Role-Physical: No
	 SF-36 Social Functioning: No

Patterson 
et al 2010

Intervention Group

	 Exercise training 
and peer support 
(sharing accounts of 
personal experience 
and adjustments 
to daily life) 
supervised by OT 
and PT x weekly

	 Decision-makers: 
Health professionals

	 Focus (CBR Matrix): 
Health

	 Sample size: 22

Control Group
	 Class (Group 

discussion)
	 Sample size: 21

None 	 EQ5D: F[1,36]-0.032

Significant difference?

	 EQ5D: No
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Rudd et al 
1997

Intervention Group
	 Domiciliary 

care added to 
conventional care 
x maximum one 
daily visit from each 
therapist; facilitated 
by team of PT, OT, 
SP

	 Decision-makers: 
Health professionals

	 Focus (CBR Matrix): 
Health

	 Sample size: 167

Control Group
	 Stroke unit, medical/

elderly care ward, 
outpatient: hospital 
or domiciliary, 
usual community 
resources

	 Sample size: 164

Pretest

	 BI Conventional: 15 (4); 
BI Community: 15 (4)

	 Rivermead ADL: not 
reported

Posttest

	 BI Conventional: 16 (4); 
BI Community: 16 (4)

	 Rivermead ADL 
Conventional: 27 
(11); Rivermead ADL 
Community: 27 (12)

Significant difference?
	 BI: No
	 RADL: No

Pretest

	 NHP Conventional: 10 (7); NHP 
Community: 11 (7)

Posttest

	 NHP Conventional: 12 (8); NHP 
Community: 14 (9)

Significant difference?

	 NHP: No

Stuart et al 
2009

Intervention Group

	 1-hour APA-stroke 
exercise class x 3/
week x gymnasium 
and home

	 Decision-makers: 
Health professionals

	 Focus (CBR Matrix): 
Health

	 Sample size: 49

Control Group

	 Medical care

	 Sample size: 44

Pretest

	 BI Control: 85.4 (SD: 
13.27); BI Community: 
79.5 (SD: 18.2) 

Posttest

	 BI Control: 86.1 (SD: 
6.63); BI Community: 
83.4 (SD: 11.9)

Significant difference?

	 BI: No

Pretest

	 SIS communication Control: 88.3 
(SD: 19.24); SIS communication 
Community: 74.6 (SD: 28.7)

	 SIS mobility Control: 80.7 (SD: 
21.23); SIS mobility Community: 
68.9 (SD: 18.2)

	 SIS participation Control: 61.5 
(SD: 28.52); SIS participation 
Community: 59.4 (SD: 23.1) 

Posttest

	 SIS communication Control: 89.5 
(SD: 13.27); SIS communication 
Community: 81.8 (SD: 21)

	 SIS mobility Control: 78.3 (SD: 
13.93); SIS mobility Community: 
75.7 (SD: 17.5)

	 SIS participation Control: 52.3 
(SD: 21.23); SIS participation 
Community: 71 (SD: 23.1)

Significant difference?

	 SIS Communication: No

	 SIS Mobility: No

	 SIS Participation: Yes
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Wolfe et al 
2000

Intervention Group
	 Maximum of 

one daily visit 
by each therapist 
with consultant 
coordinating team 
of PT, OT, SLP, and 
therapy aide 

	 Decision-makers: 
Health professionals

	 Focus (CBR Matrix): 
Health

	 Sample size: 23

Control Group

	 Hospital or 
domiciliary 
outpatient care, 
usual community 
resources

	 Sample size: 20

Pretest

	 BI usual: 15.5 (SD: 3); 
BI rehabilitation: 15.25 
(SD: 3.25)/ 

Posttest

	 BI usual: 19 (SD: 1); BI 
rehabilitation: 16 (SD: 3)

Significant difference?

	 BI: No

Pretest

	 NHP usual: 12.75 (SD: 7.25); 
NHP rehabilitation: 13 (SD: 7); 

Posttest

	 NHP usual: 12.5 (SD: 6.5); NHP 
rehabilitation: 9.5 (SD: 7)

Significant difference?

	 NHP: No

The comparison group also received different interventions. In 6 studies, medical 
care or rehabilitation in the hospital or clinics was utilised (Benvenuti et al., 2014; 
Donnelly et al., 2004; Lincoln et al., 2004; Rudd et al., 1997; Stuart et al., 2009; 
Wolfe et al., 2000). Two studies utilised the service of care coordinators who 
managed the overall rehabilitation care of participants, besides providing them 
with information sheets (Harrington et al., 2009; Markle-Reid et al., 2011). These 
coordinators determined the eligibility of people with stroke for professional and 
non-professional services, prior to arranging and coordinating with the providers 
(Markle-Reid et al., 2011). One study used peer support services conducted at 
a local community hall (Patterson et al., 2010) and another study used referral 
services about the usual care available in their community (Jeong & Kim, 2007).

There are also differences on the temporal aspects of the included articles. Time 
elapsed since stroke diagnosis ranged from less than 6 months to approximately 
10 years. Regarding the follow-up testing, one study conducted follow-up after 
2 months (Jeong & Kim, 2007), one study after 9 weeks (Harrington et al., 2009), 
two studies after 3 months (Benvenuti et al., 2014; Patterson et al., 2010), two 
studies after 6 months (Lincoln et al., 2004; Stuart et al., 2009), and five studies 
after 12 months (Donnelly et al., 2004; Harrington et al., 2009; Markle-Reid et al., 
2011; Rudd et al., 1997; Wolfe et al., 2000).

Review of the modified Downs and Black checklist scores showed that 6 studies 
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received “fair” rating (Benvenuti et al., 2014; Donnelly et al., 2004; Jeong & Kim, 
2007; Lincoln et al., 2004; Patterson et al., 2010; Stuart et al., 2009) and 4 studies 
received “good” rating (Harrington et al., 2009; Markle-Reid et al., 2011; Rudd 
et al., 1997; Wolfe et al., 2000). Analysis of the items further revealed that many 
of the included studies have issues with the reporting of principal confounders 
(Donnelly et al., 2004; Harrington et al., 2009; Lincoln et al., 2004; Markle-Reid et 
al., 2011; Patterson, 2010; Rudd et al., 1997), presence of adverse effects (Donnelly 
et al., 2004; Harrington et al., 2009; Jeong & Kim, 2007; Lincoln et al., 2004; 
Markle-Reid et al., 2011; Patterson, 2010; Wolfe et al., 2000), and comparison of 
baseline characteristics of consenters and non-consenters (Donnelly et al., 2004; 
Harrington et al., 2009; Jeong & Kim, 2007; Lincoln et al., 2004; Markle-Reid 
et al., 2011; Patterson, 2010; Rudd et al., 1997; Stuart et al., 2009; Wolfe et al., 
2000). Studies that used multidisciplinary approaches were also unable to clearly 
report the intervention. These 4 studies (Donnelly et al., 2004; Lincoln et al., 2004; 
Rudd et al., 1997; Wolfe et al., 2000) have unclear descriptions of the community-
based interventions delivered to the recipients. The studies only reported the 
average amount of time per session during which the participants had received 
rehabilitation services from occupational therapists, physical therapists, speech-
language therapists and nurses. However, the type and intensity of treatment 
delivered by these professionals were not identified.

Control of bias was also inadequate as there are issues with blinding of participants 
(Benvenuti et al., 2014; Donnelly et al., 2004; Harrington et al., 2009; Jeong & Kim, 
2007; Lincoln et al., 2004; Markle-Reid et al., 2011; Patterson, 2010; Rudd et al., 
1997; Stuart et al., 2009; Wolfe et al., 2000). Many studies failed to use intention-
to-treat analysis when needed (Benvenuti et al., 2014; Donnelly et al., 2004; Jeong 
& Kim, 2007; Lincoln et al., 2004; Markle-Reid et al., 2011; Patterson, 2010; Rudd 
et al., 1997; Stuart et al., 2009), and detect clinically important effect (Benvenuti et 
al., 2014; Donnelly et al., 2004; Harrington et al., 2009; Jeong & Kim, 2007; Lincoln 
et al., 2004; Markle-Reid et al., 2011; Patterson, 2010; Stuart et al., 2009; Wolfe et 
al., 2000).

The review of PEDro scores showed similar issues with allocation, blinding and 
outcomes assessment. Five studies received “good” rating in PEDro scale. Three 
out of 10 studies accounted for all participants in the follow-up assessment, with 
2 studies using intention-to-treat statistical analysis and 1 study having no drop 
out. Meta-analysis was not performed due to insufficiency of studies that used 
similar outcome measures.
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Outcomes related to Activities of Daily Living
Seven out of 10 studies reported six ADL outcome measures: Barthel Index (BI) 
and its modified version (mBI), Nottingham Extended Activities of Daily Living 
Scale (NEADL), Rivermead Mobility Index (RMI), Frenchay Activity Index (FAI), 
and Rivermead ADL scale. Either BI or RMI was used by 7 studies to measure 
improvement in BADLs, while NEADL or FAI was used by 3 studies to measure 
improvement in IADLs.

Of the 7 studies, only 1 study (Benvenuti et al., 2014) reported significantly better 
improvement in BADLs (p = 0.0001) and IADLs (p < 0.002) for the CBI group 
compared to usual care (visit to general practitioner and outpatient PT). The 
remaining 6 studies reported between-group comparisons that show no statistical 
difference for BADL or IADL outcomes (Donnelly et al., 2004; Harrington et 
al., 2009; Lincoln et al., 2004; Rudd et al., 1997; Stuart et al., 2009). Five out of 
6 compared BADL outcomes, with one study showing higher mean value for 
CBI, another one favouring the control group, and the rest showing similar 
mean values for both groups. On the other hand, three out of 6 compared IADL 
outcomes: one study reported higher mean value for CBI, while the other two 
studies favoured the control group among the three studies that used outcome 
measures for IADL. 

Within-group comparisons were not reported by five out of 7 studies (Benvenuti 
et al., 2014; Donnelly et al., 2004; Lincoln et al., 2004; Rudd et al., 1997; Wolfe et al., 
2000). Two studies did not report baseline values for at least one ADL outcome 
measure (Rudd et al., 1997; Lincoln et al., 2004), and 4 studies did not report 
statistical significance of difference between pre- and post-test values of at least 
one ADL outcome measure (Benvenuti et al., 2014; Donnelly et al., 2004; Rudd 
et al., 1997; Wolfe et al., 2000). Nevertheless, all studies showed improvement 
of baseline mean values at follow-up for the ADL outcome measures of the CBI 
group. In the usual group, 1 study (Benvenuti et al., 2014) showed decreased 
performance for both BADLs and IADLs. The remaining 2 studies (Harrington 
et al., 2009; Stuart et al., 2009) reported statistically significant change between 
baseline and follow-up values. One study (Stuart et al., 2009) reported that there 
was significant improvement on BADLs for the CBI group only, while the other 
(Harrington et al., 2009) reported improvement on both BADLs (mobility) and 
IADLs for both the CBI and usual groups.

Outcomes related to Quality of Life
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All 10 studies included QOL as an outcome of interest, using 8 different 
questionnaires, namely Stroke Impact Scale (SISv2 and SIS-16), EuroQol 
5 Dimensions (EQ5D), Nottingham Health Profile (NHP), Quality of Life 
assessment (QOL), World Health Organisation Quality of Life -BREF (WHOQOL-
BREF), Korean Stroke-Specific Quality of Life Scale (K-SSQOL), and Nottingham 
Health Profile (NHP). Among these 10 studies, 2 reported that CBI resulted in 
statistically significant better outcomes for selected areas of SISv2 (Benvenuti 
et al., 2014; Stuart et al., 2009) compared to usual care. Benvenuti et al. (2014) 
reported significant difference in QOL associated with ADLs, mobility, and 
manual dexterity favouring CBI, while Stuart et al. (2009) reported significantly 
better QOL outcomes for participation in the CBI group. The rest of the studies 
did not report between- group statistically significant QOL improvement. 

Among the 8 studies that failed to reach statistically significant results, one 
study (Rudd et al., 1997) reported greater post-test values for the CBI group 
(CBINHP=14+9; Usual=12+8; p=0.11), while two studies (Lincoln et al., 2004; 
Wolfe et al., 2000) reported post-test values in favour of the control group 
(CBIEQ5D=52+27.41, Usual EQ5D=55+23.70, p=0.75; CBINHP=9.5+7; Usual 
NHP=12.5+6.5; p=0.16). Four studies reported CBI and control groups surpassing 
each other in different sections of the outcome measures (Donnelly et al., 
2004; Harrington et al., 2009; Jeong & Kim, 2007; Markle-Reid et al., 2011). No 
comparison can be made for one study (Patterson, 2010) because the mean for 
each group was not provided.

Within group analysis was reported only in the studies of Harrington et al. 
(2009) and Stuart et al. (2009). In these studies, those that received CBI improved 
significantly in the Psychological section of the WHOQOL-BREF, and in the 
Communication and Participation sections of SISv2. Among the 6 studies that 
presented the mean values for the QOL measures in both groups, 3 studies 
(Benvenuti et al., 2014; Donnelly et al., 2004; Harrington et al., 2009; Jeong & 
Kim, 2007; Lincoln et al., 2004; Markle-Reid et al., 2011; Patterson, 2010; Rudd et 
al., 1997; Stuart et al., 2009; Wolfe et al., 2000) reported lack of positive change in 
score in at least one area of the QOL measure for CBI and 2 studies (Benvenuti et 
al., 2014; Markle-Reid et al., 2011) for the control group. In these studies, it was 
observed that there are more instances of decreased mean values for the control 
group than for CBI.

DISCUSSION
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This systematic review revealed the current level of research about the 
effectiveness of community-based interventions in improving outcomes related 
to ADL performance and quality of life among people with stroke. The review 
showed the emerging trend demonstrating that CBI is at least as effective as usual 
care, and in some cases better, in improving both ADL performance and QOL. 
Even though most of the included studies failed to reach statistical significance 
for between-group comparison of post-test values, these studies were reporting 
better follow-up mean/mean change values for the CBI group, particularly in 
QOL (Benvenuti et al., 2014; Rudd et al., 1997; Stuart et al., 2009). 

The absence of randomisation and blinding is an important confounding factor that 
affected generalisability of the study results (Armijo-Olivo et al., 2017; Kamper, 
2018). However, it should be recognised that blinding and randomisation may 
be difficult to implement in community-based research. For example, blinding of 
treatment assignment is likely to be impossible in rehabilitation research where 
participants must be part of the decision-making throughout the research process 
(WHO & World Bank, 2011), and in trials wherein the settings in which the 
intervention is performed are visibly different between groups (Nichol, Bailey, 
& Cooper, 2010; WHO & World Bank, 2011). One of the studies included in this 
review even showed that political and ethical factors can preclude randomisation 
of participants in a community-based study (Stuart et al., 2009).

The included studies show that a wide range of CBIs focusing on health are used to 
improve ADL and QOL outcomes. This is an expected phenomenon, as numerous 
interventions can be designed as community-based to target multiple functional 
outcomes (Bowers et al., 2015; Graven et al., 2011; Iemmi et al., 2015; Markle-
Reid et al., 2011). Approaches such as telerehabilitation, team rehabilitation, 
and exercise were discussed in some studies as potentially useful rehabilitation 
interventions for developing countries (Bettger et al., 2019; Yan et al., 2016). In 
addition, the focus of all interventions was clearly on the medical aspects of 
rehabilitation such as reduction of body impairments and activity training, in 
contrast to those that are more participation-oriented which involve changing of 
community perceptions and family relationships, or empowerment interventions 
which include the formation of self-help groups (Bowers et al., 2015). The focus 
of interventions on medical care was possibly because all the implementers 
are health professionals, who may have received stroke rehabilitation training 
limited to solving issues concerning the physical aspects of health and wellbeing. 
It is possible that QOL outcomes did not improve as much because of lack of 
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interventions that specifically targeted psychosocial factors such as depression, 
self-esteem issues, isolation, or economic issues. Despite this limitation, the 
type of intervention can influence health-related QOL outcomes, particularly 
in the physical and social participation domains. This can be inferred from 2 
studies using different interventions (Benvenuti et al., 2014; Stuart et al., 2009) 
that resulted in significant QOL outcomes on dissimilar areas, in spite of having 
similar characteristics such as the outcome measures used, geographic location, 
age of participants, length of follow-up period, and the absence of randomisation 
and blinding.

The search strategy was unable to retrieve articles that described interventions 
focusing on other important areas that can improve ADL performance and QOL 
such as education, livelihood, and social wellbeing. One reason for this outcome 
is the current view about stroke rehabilitation being a health issue, so that most of 
the management was focused on health outcomes. This is similar to the concern 
raised by some interest groups about the medical nature of the term “rehabilitation” 
(De Groote, 2019). Additionally, the constructs “ADL” and “QOL” are closely 
associated and have historical ties with health and rehabilitation. Both of these 
concepts have been initially and widely used in the medical field (Costa Filho et 
al., 2018; Pennacchini, Bertolaso, Elvira, & De Marinis, 2011). While rehabilitation 
is undeniably an important strategy towards the improvement of ADL and QOL 
outcomes, IADLs and QOL have a close relationship with economic and social 
activities such as access to employment and support systems. This underscores 
the need for exploring the importance of focusing rehabilitation also on other 
components of the CBR Matrix, which are also linked with improved functional 
independence and quality of life (Mahesh et al., 2018; Wang & Langhammer, 
2017; World Health Organisation & Swedish Organisations of Disabled Persons 
International Aid Association, 2002). Empowerment is another emerging area 
for research, focusing currently on health empowerment and not active social 
participation (Iemmi et al., 2015; Sit et al., 2016; WHO & SHIA, 2002). Another 
reason for the lack of returned articles may have been the limited databases used 
in this study which could have skewed the findings towards community-based 
interventions focusing on health, despite previous reviews already noting the 
focus of CBI on health needs of persons living with stroke (Bowers et al., 2015; 
Iemmi et al., 2015). The lack of freely accessible databases among LMICs is also 
an important contributor to insufficient infrastructures for accessing and even 
expanding research (WHO & World Bank, 2011), aside from the potential lack of 
data concerning CBI.
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The current study obtained more articles specific to the research question than 
the previous reviews (Bowers et al., 2015; Iemmi et al., 2015). As expected, all the 
research articles included in the study came from high-income countries. The 
result exemplifies the persistent lack of high-quality community-based research 
output in low- and middle-income countries and any country with low resources 
noted in the previous years (Bowers et al., 2015; Iemmi et al., 2015).The limited 
number of returned articles vis-à-vis the presence of interventions that do not 
require intensive participation from health professionals (Harrington et al., 2009; 
Stuart et al., 2009) highlights the need for improving the research capacity of 
LMICs, and also presents an important reason for including HICs in CBI research 
within the context of community-based rehabilitation. This need can be further 
inferred based on the recent bibliometric analysis of research concerning stroke 
rehabilitation which shows that 75% of the published works from 2003-2013 were 
from HICs (Feng et al., 2013).  Regardless of the country of origin, there is still an 
overall lack of research on the impact and parameters of specific CBIs, possibly 
denoting that both HICs and LMICs are not fully engaged in this field of research. 

It is possible that the term “community-based intervention” has been inconsistently 
used up to the present, and this may have affected the search process as well. 
This is evidenced by how different authors from HICs and LMICs used this 
term, or used terms other than this, within their studies. “Community-based 
Rehabilitation” (CBR) was defined by the World Health Organisation (2010) 
as “a strategy within general community development for the rehabilitation, 
poverty reduction, equalisation of opportunities and social inclusion of all 
people with disabilities,” coming from their joint position statement with the 
International Labour Office and United Nations Educational, Scientific and 
Cultural Organisation in 2004. CBR is focused on approaches that are developed 
in low-resource, capacity-constrained settings, especially LMICs (WHO, 2010). 
However, this term has been used throughout the literature to be synonymous 
with CBI within or outside the context of the CBR programme itself, whether it is 
developed within high-income countries (Bettger et al., 2019; Graven et al., 2011; 
Handberg, Mygind, & Johansen, 2019; Jackson, Troeung, & Martini, 2020; Jeong 
& Kim, 2007) or low- and middle- income countries (Iemmi et al., 2015; Yan et al., 
2016).This makes searching for CBIs applicable to LMICs a tedious process.

Another example is the use of terms such as “domiciliary care” or “home-based 
treatment” which were noted during the search process (Olaleye, Hamzat, & 
Owolabi, 2013). These terms could have also referred to CBI within the context 
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of CBR, as the authors compared which interventions provide more accessible 
services. Though these articles were rejected due to difference in the outcomes 
of interest, future attempts to investigate CBI must consider these terms and any 
other terms that may also denote a similar construct. Indeed, there is a need to 
standardise the concept of CBR throughout the literature in order to consolidate 
evidence about the effectiveness of CBI particularly for persons living with stroke.

It is also worth mentioning that the heterogeneity of the selected ADL and QOL 
outcomes may have been influenced by the variety of interventions implemented 
for both CBI and usual care groups. This is particularly true in studies which 
used multidisciplinary services as a form of intervention for CBI, as most of these 
studies utilised individualised approaches which resulted in different types 
and intensity of interventions. To arrive at stronger conclusions however, these 
interventions and measures must be homogenised to allow meta-analysis of 
outcomes. The use of standardised rehabilitation procedures and measures and 
the accurate description of management must be consistently implemented in 
future studies to allow better estimation of outcomes (Bowers et al., 2015).

It is also possible that the selected studies reported better outcomes for usual care 
as the clients are already receiving high-quality traditional rehabilitation services. 
Those countries with better conventional rehabilitation services will report CBI 
as comparable to or less than the current ones. LMICs must look for alternative 
methods of delivering rehabilitative services such as CBI, because usual care 
in these places is more burdensome, costly, impractical, and/or inaccessible. 
Researchers from both HICs and LMICs must be cognisant that CBIs must at least 
be comparable to tested usual rehabilitation interventions in delivering outcomes 
to be considered effective.

This study reflects a major gap in CBI research on stroke rehabilitation and 
effectiveness of CBI on health-related outcomes. It is important for researchers 
and other stakeholders coming from high-income countries to partner with those 
in low- and middle-income countries in conducting research concerning effective 
and applicable CBI for stroke rehabilitation. Determination of cost-effective and 
accessible CBI for people with stroke is a shared issue that needs urgent response.

CONCLUSION
Community-based interventions have the potential to be effective strategies for 
improving the ADL and QOL outcomes of people with stroke.  More studies 
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concerning CBIs involving different components of the CBR Matrix are needed to 
conclusively ascertain their effectiveness. There is also a need to standardise the 
terminologies to promote retrieval of evidence, and interventions and outcome 
measures to improve the strength of conclusions and applicability of the results 
of similar reviews in the future. 

ACKNOWLEDGEMENT
The authors express their gratitude to Ms. Roselle M. Guisihan, PTRP of the 
Department of Physical Therapy, UP Manila-CAMP, for her participation in the 
risk of bias assessment of the articles included in this study, and to Dr. Maria 
Simplicia E. Flores and Ms. Rowena G. Castillo, PTRP, for proofreading the final 
draft.

REFERENCES
Abegunde, D. O., Mathers, C. D., Adam, T., Ortegon, M., & Strong, K. (2007). The burden and 
costs of chronic diseases in low-income and middle-income countries. The Lancet, 370(9603), 
1929-1938. https://doi.org/10.1016/S0140-6736(07)61696-1

Agency for Healthcare Research and Quality (2019). Medical conditions, 1996-2015. MEPS 
summary tables [Online]. Retrieved July 30, 2019, from https://meps.ahrq.gov/mepstrends/
hc_cond/.

Amerson, R. M., & Strang, C. W. (2015). Addressing the challenges of conducting research 
in developing countries. Journal of Nursing Scholarship, 47(6), 584-591. https://doi.org/10.1111/
jnu.12171 PMid:26444697 PMCid:PMC4626404

Armijo-Olivo, S., Fuentes, J., da Costa, B. R., Saltaji, H., Ha, C., & Cummings, G. G. (2017). 
Blinding in physical therapy trials and its association with treatment effects. American Journal of 
Physical Medicine & Rehabilitation, 96(1), 34-44. https://doi.org/10.1097/PHM.0000000000000521 
PMid:27149591

Benvenuti, F., Stuart, M., Cappena, V., Gabella, S., Corsi, S., Taviani, A., Albino, A., 
Marchese, S. S., & Weinrich, M. (2014). Community-based exercise for upper limb paresis. 
Neurorehabilitation and Neural Repair, 28(7), 611-620. https://doi.org/10.1177/1545968314521003 
PMid:24515928

Bernhardt, J., Urimubenshi, G., Gandhi, D. B., & Eng, J. J. (2020). Stroke rehabilitation in 
low-income and middle-income countries: A call to action. The Lancet, 396(10260), 1452-1462. 
https://doi.org/10.1016/S0140-6736(20)31313-1

Beslerová, S., & Dzuričková, J. (2014). Quality of life measurements in EU countries. Procedia 
Economics and Finance, 12, 37-47. https://doi.org/10.1016/S2212-5671(14)00318-9

Bettger, J. P., Liu, C., Gandhi, D. B. C., Sylaja, P. N., Jayaram, N., & Pandian, J. D. (2019). 
Emerging areas of stroke rehabilitation research in low- and middle-income countries. Stroke, 



www.dcidj.org

90

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

50(11), 3307-3313. https://doi.org/10.1161/STROKEAHA.119.023565 PMid:31619149

Bowers, B., Kuipers, P., & Dorsett, P. (2015). A 10-year literature review of the impact of 
community-based rehabilitation. Disability, CBR & Inclusive Development, 26(2), 104.https://
doi.org/10.5463/dcid.v26i2.425

Brainin, M., Teuschl, Y., & Kalra, L. (2007). Acute treatment and long-term management of 
stroke in developing countries. The Lancet Neurology, 6(6), 553-561. https://doi.org/10.1016/
S1474-4422(07)70005-4

Carrington, L. (2006). Changing concepts of CBR 1: The WHO review. World Confederation 
for Physical Therapy [Online]. Retrieved July 30, 2019, from https://www.wcpt.org/sites/
wcpt.org/files/files/KN-Changing_Concepts_of_CBR1.pdf.

Centre for Evidence-Based Medicine - CEBM (2016). Oxford Centre for Evidence-based 
Medicine: Levels of evidence (March 2009) [Online]. Retrieved July 30, 2019, from https://www.
cebm.net/2009/06/oxford-centre-evidence-based-medicine-levels-evidence-march-2009/.

Chappell, P., & Johannsmeier, C. (2009). The impact of community based rehabilitation 
as implemented by community rehabilitation facilitators on people with disabilities, their 
families and communities within South Africa. Disability and Rehabilitation, 31(1), 7-13.https://
doi.org/10.1080/09638280802280429 PMid:19194807

Cheung, M. W. L., & Vijayakumar, R. (2016). A guide to conducting a meta-analysis. 
Neuropsychology Review, 26(2), 121-128. https://doi.org/10.1007/s11065-016-9319-z 
PMid:27209412

Choi-Kwon, S., Choi, J. M., Kwon, S. U., Kang, D. W., & Kim, J. S. (2006). Factors that affect 
the quality of life at 3 years post-stroke. Journal of Clinical Neurology, 2(1), 34. https://doi.
org/10.3988/jcn.2006.2.1.34 PMid:20396483 PMCid:PMC2854941

Cleaver, S., & Nixon, S. (2013). A scoping review of 10 years of published literature on 
community-based rehabilitation. Disability and Rehabilitation, 36(17), 1385-1394. https://doi.or
g/10.3109/09638288.2013.845257 PMid:24151820

Costa Filho, A. M., Mambrini, J. V., Malta, D. C., Lima-Costa, M. F., & Peixoto, S. V. (2018). 
Contribution of chronic diseases to the prevalence of disability in basic and instrumental 
activities of daily living in elderly Brazilians: The National Health Survey (2013). Cadernos 
De Saúde Pública, 34(1). https://doi.org/10.1590/0102-311x00204016 PMid:29412330

Cotoi, A., Teasell, R., & EBRSR Research Group (2018, March). Introduction and Methods. 
Evidence-Based Review of Stroke Rehabilitation [Online]. Retrieved August 25, 2019, from 
http://www.ebrsr.com/sites/default/files/v18-SREBR-CH1-NET.pdf.

De Groote, W. (2019). Concept Changes and Standardizing Tools in Community-Based 
Rehabilitation. Physical medicine and rehabilitation clinics of North America, 30(4), 709-721. 
https://doi.org/10.1016/j.pmr.2019.07.013 PMid:31563164

Desrosiers, J., Bourbonnais, D., Noreau, L., Rochette, A., Bravo, G., & Bourget, A. (2005). 
Participation after stroke compared to normal aging. Journal of Rehabilitation Medicine, 37(6), 
353-357. https://doi.org/10.1080/16501970510037096 PMid:16287666



www.dcidj.org

91

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

Donnelly, M., Power, M., Russell, M., & Fullerton, K. (2004). Randomized controlled trial of 
an early discharge rehabilitation service: the Belfast Community Stroke Trial. Stroke, 35(1), 
127-133. https://doi.org/10.1161/01.STR.0000106911.96026.8F PMid:14671238

Downs, S. H., & Black, N. (1998). The feasibility of creating a checklist for the assessment 
of the methodological quality both of randomised and non-randomised studies of health 
care interventions. Journal of Epidemiology & Community Health, 52(6), 377-384. https://doi.
org/10.1136/jech.52.6.377 PMid:9764259 PMCid:PMC1756728

Elkins, M. R., Herbert, R. D., Moseley, A. M., Sherrington, C., & Maher, C. (2010). Invited 
commentary: Rating the quality of trials in systematic reviews of physical therapy interventions. 
Cardiopulmonary Physical Therapy Journal, 21(3), 20-26. https://doi.org/10.1097/01823246-
201021030-00005 PMid:20957075 PMCid:PMC2941354

Ezejimofor, M. C., Chen, Y. F., Kandala, N. B., Ezejimofor, B. C., Ezeabasili, A. C., Stranges, 
S., & Uthman, O. A. (2016). Stroke survivors in low- and middle-income countries: A meta-
analysis of prevalence and secular trends. Journal of the Neurological Sciences, 364, 68-76. https://
doi.org/10.1016/j.jns.2016.03.016 PMid:27084220

Feigin, V. L., Krishnamurthi, R. V., Parmar, P., Norrving, B., Mensah, G. A., Bennett, D. A., 
Barker-Collo, S., Moran, A. E., Sacco, R. L., Truelsen, T., Davis, S., Pandian, J. D., Naghavi, 
M., Forouzanfar, M., Nguyen, G., Johnson, C. O., Vos, T., Meretoja, A., Murray, C. L., & Roth, 
G. A. (2015). Update on the global burden of ischemic and hemorrhagic stroke in 1990-2013: 
the GBD 2013 study. Neuroepidemiology, 45(3), 161-176. https://doi.org/10.1159/000441085 
PMid:26505981 PMCid:PMC4633282

Feigin, V. L., Norrving, B., & Mensah, G. A. (2017). Global burden of stroke. Circulation 
Research, 120(3), 439-448. https://doi.org/10.1161/CIRCRESAHA.116.308413 PMid:28154096

Feng, X., Liu, C., Guo, Q., Bai, Y., Ren, Y., Ren, B., Bai, J., & Chen, L. (2013). Research progress 
in rehabilitation treatment of stroke patients: a bibliometric analysis. Neural regeneration 
research, 8(15), 1423.

Finkenflügel, H., Wolffers, I., & Huijsman, R. (2005). The evidence base for community-based 
rehabilitation: A literature review. International Journal of Rehabilitation Research, 28(3), 187-
201. https://doi.org/10.1097/00004356-200509000-00001 PMid:16046912

Gimigliano, F., & Negrini, S. (2017). The World Health Organisation "Rehabilitation 2030: 
A call for action". European Journal of Physical and Rehabilitation Medicine, 53(2). https://doi.
org/10.23736/S1973-9087.17.04746-3 PMid:28382807

Gorelick, P. B. (2019). The global burden of stroke: Persistent and disabling. The Lancet 
Neurology, 18(5), 417-418. https://doi.org/10.1016/S1474-4422(19)30030-4

Graven, C., Brock, K., Hill, K., Joubert, L. (2011). Are rehabilitation and/or care co-ordination 
interventions delivered in the community effective in reducing depression, facilitating 
participation and improving quality of life after stroke? Disability and Rehabilitation, 33(17-18), 
1501-1520. https://doi.org/10.3109/09638288.2010.542874 PMid:21204742

Gupta, N., Castillo-Laborde, C., Landry, & M. D. (2011). Health-related rehabilitation services: 
Assessing the global supply of and need for human resources. BMC Health Services Research, 
11(1). https://doi.org/10.1186/1472-6963-11-276 PMid:22004560 PMCid:PMC3207892



www.dcidj.org

92

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

Hahne, A. J., Ford, J. J., & McMeeken, J. M. (2010). Conservative management of lumbar 
disc herniation with associated radiculopathy. Spine, 35(11), https://doi.org/10.1097/
BRS.0b013e3181cc3f56 PMid:20421859E488-E504.

Handberg, C., Mygind, O., & Johansen, J. S. (2019). Lessons learnt on the meaning of 
involvement and co-creation in developing community-based rehabilitation. Disability and 
Rehabilitation, 41(25), 3052-3060. https://doi.org/10.1080/09638288.2018.1490461PMid:30039722

Harrington, R., Taylor, G., Hollinghurst, S., Reed, M., Kay, H., & Wood, V. A. (2009). A 
community-based exercise and education scheme for stroke survivors: A randomized 
controlled trial and economic evaluation. Clinical Rehabilitation, 24(1), 3-15. https://doi.
org/10.1177/0269215509347437 PMid:20026571

Hejazi, S. M. A., Mazlan, M., Abdullah, S. J., & Engkasan, J. P. (2015). Cost of post-stroke 
outpatient care in Malaysia. Singapore Medical Journal, 56(02), 116-119. https://doi.org/10.11622/
smedj.2015025 PMid:25715857 PMCid:PMC4350462

Higgins, J. P. T., & Green, S. (Eds.) (2011). What data to collect. Cochrane Handbook 
for Systematic Reviews of Interventions [Online]. Retrieved July 30, 2019, from https://
handbook-5-1.cochrane.org/chapter_7/7_3_what_data_to_collect.htm.

Hooper, P., Jutai, J. W., Strong, G., & Russell-Minda, E. (2008). Age-related macular degeneration 
and low-vision rehabilitation: A systematic review. Canadian Journal of Ophthalmology, 43(2), 
180-187. https://doi.org/10.3129/i08-001 PMid:18347620

Hozo, S. P., Djulbegovic, B., & Hozo, I. (2005). Estimating the mean and variance from the 
median, range, and the size of a sample. BMC Medical Research Methodology, 5(1). https://doi.
org/10.1186/1471-2288-5-13 PMid:15840177 PMCid:PMC1097734

Iemmi, V., Gibson, L., Blanchet, K., Kumar, K. S., Rath, S., Hartley, S., Murthy, G. V. S., Patel, 
V., Weber, J., & Kuper, H. (2015). Community‐based rehabilitation for people with disabilities 
in low‐ and middle‐income countries: A systematic review. Campbell Systematic Reviews, 11(1), 
1-177. https://doi.org/10.1002/CL2.116 https://doi.org/10.4073/csr.2015.15

Institute for Health Metrics and Evaluation (2019). Terms Defined. Country Profiles [Online]. 
Retrieved July 30, 2019, from http://www.healthdata.org/results/country-profiles

International Labour Office, United Nations Educational, Scientific and Cultural Organisation, 
& World Health Organisation (2004). CBR: a strategy for rehabilitation, equalisation of 
opportunities, poverty reduction and social inclusion of people with disabilities: Joint 
position paper 2004. World Health Organisation [Online]. Retrieved August 15, 2021, from 
https://www.ilo.org/wcmsp5/groups/public/---ed_emp/---ifp_skills/documents/publication/
wcms_107938.pdf	

Jackson, H. M., Troeung, L., & Martini, A. (2020). Prevalence, Patterns, and Predictors of 
Multimorbidity in Adults with Acquired Brain Injury at Admission to Staged Community-
Based Rehabilitation. Archives of Rehabilitation Research and Clinical Translation, 2(4), 100089. 
https://doi.org/10.1016/j.arrct.2020.100089 PMid:33543112 PMCid:PMC7853357

James, S. L., Abate, D., Abate, K. H., Abay, S. M., Abbafati, C., Abbasi, N., Abbastabar, H., Abd-
Allah, F., Abdela, J., Abdelalim, A., Abdollahpour, I., Abdulkader, R. S., Abebe, Z., Abera, S. 
F., Abil, O. Z., Abraha, H. N., Abu-Raddad, L. J., Abu-Rmeileh, N. M. E., Accrombessi, M. M. 



www.dcidj.org

93

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

K.,... Murray, C. J. L. (2018). Global, regional, and national incidence, prevalence, and years 
lived with disability for 354 diseases and injuries for 195 countries and territories, 1990-2017: 
a systematic analysis for the Global Burden of Disease Study 2017. The Lancet, 392(10159), 
1789-1858. https://doi.org/10.1016/S0140-6736(18)32279-7

Jansen-van Vuuren, J. M., & Aldersey, H. M. (2019). Training needs of community-based 
rehabilitation workers for the effective implementation of CBR programmes. Disability, CBR 
& Inclusive Development, 29(3), 5. https://doi.org/10.5463/dcid.v29i3.742

Jeong, S., & Kim, M. T. (2007). Effects of a theory-driven music and movement program for 
stroke survivors in a community setting. Applied Nursing Research, 20(3), 125-131. https://doi.
org/10.1016/j.apnr.2007.04.005 PMid:17693215

Johnson, L., Bird, M. L., Muthalib, M., & Teo, W. P. (2020). An innovative stroke interactive 
virtual therapy (STRIVE) online platform for community-dwelling stroke survivors: a 
randomized controlled trial. Archives of Physical Medicine and Rehabilitation, 101(7), 1131-1137. 
https://doi.org/10.1016/j.apmr.2020.03.011 PMid:32283048

Kamper, S. J. (2018). Bias: Linking evidence with practice. Journal of Orthopaedic & Sports 
Physical Therapy, 48(8), 667-668. https://doi.org/10.2519/jospt.2018.0703 PMid:30064332

Langhorne, P., Bernhardt, J., & Kwakkel, G. (2011). Stroke rehabilitation. The Lancet, 377(9778), 
1693-1702. https://doi.org/10.1016/S0140-6736(11)60325-5

Langhorne, P., & Widen-Holmqvist, L. (2007). Early supported discharge after stroke. Journal 
of Rehabilitation Medicine, 39(2), 103-108. https://doi.org/10.2340/16501977-0042 PMid:17351690

Liberati, A., Altman, D. G., Tetzlaff, J., Mulrow, C., Gøtzsche, P. C., Ioannidis, J. P. A., Clarke, 
M., Devereaux, P. J., Kleijnen, J., & Moher, D. (2009). The PRISMA statement for reporting 
systematic reviews and meta-analyses of studies that evaluate health care interventions: 
Explanation and elaboration. Annals of Internal Medicine, 151(4). https://doi.org/10.7326/0003-
4819-151-4-200908180-00136 PMid:19622512

Lincoln, N. B., Walker, M. F., Dixon, A., & Knights, P. (2004). Evaluation of a multiprofessional 
community stroke team: A randomized controlled trial. Clinical Rehabilitation, 18(1), 40-47. 
https://doi.org/10.1191/0269215504cr700oa PMid:14763718

Liu, H., Hossain, M. S., Islam, M. S., Rahman, M. A., Costa, P. D., Herbert, R. D., Jan, S., 
Cameron, I. D., Muldoon, S., Chhabra, H. S., Lindley, R. I., Biering-Sorensen, F., Ducharme, 
S., Taylor, V., & Harvey, L. A. (2020). Understanding how a community-based intervention 
for people with spinal cord injury in Bangladesh was delivered as part of a randomised 
controlled trial: A process evaluation. Spinal Cord, 58(11), 1166-1175. https://doi.org/10.1038/
s41393-020-0495-6 PMid:32541882 PMCid:PMC7606133

Macedo, L. G., Elkins, M. R., Maher, C. G., Moseley, A. M., Herbert, R. D., & Sherrington, C. 
(2010). There was evidence of convergent and construct validity of Physiotherapy Evidence 
Database Quality Scale for Physiotherapy Trials. Journal of Clinical Epidemiology, 63(8), 920-
925. https://doi.org/10.1016/j.jclinepi.2009.10.005 PMid:20171839

Magwood, G. S., Nichols, M., Jenkins, C., Logan, A., Qanungo, S., Zigbuo-Wenzler, E., & Ellis, 
C. (2020). Community-based interventions for stroke provided by nurses and community 



www.dcidj.org

94

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

health workers: A review of the literature. Journal of Neuroscience Nursing, 52(4), 152-159. 
https://doi.org/10.1097/JNN.0000000000000512 PMid:32341258 PMCid:PMC7337158

Mahesh, P. K. B., Gunathunga, M. W., Jayasinghe, S., Arnold, S. M., & Liyanage, S. N. (2017). 
Factors influencing pre-stroke and post-stroke quality of life among stroke survivors in a 
lower middle-income country. Neurological Sciences, 39(2), 287-295. https://doi.org/10.1007/
s10072-017-3172-6 PMid:29103178

Mannan, H., Boostrom, C., MacLachlan, M., McAuliffe, E., Khasnabis, C., & Gupta, N. 
(2012). A systematic review of the effectiveness of alternative cadres in community based 
rehabilitation. Human Resources for Health, 10(1). https://doi.org/10.1186/1478-4491-10-20 
PMid:22888953 PMCid:PMC3465230

Markle-Reid, M., Orridge, C., Weir, R., Browne, G., Gafni, A., Lewis, M., Walsh, M., Levy, C., 
Daub, S., Brien, H., Roberts, J., & Thabane, L. (2011). Interprofessional stroke rehabilitation 
for stroke survivors using home care. Canadian Journal of Neurological Sciences / Journal 
Canadien Des Sciences Neurologiques, 38(2), 317-334. https://doi.org/10.1017/S0317167100011537 
PMid:21320840

Moher, D., Liberati, A., Tetzlaff, J., & Altman, D. G. (2010). Preferred reporting items for 
systematic reviews and meta-analyses: The PRISMA statement. International Journal of Surgery, 
8(5), 336-341. https://doi.org/10.1016/j.ijsu.2010.02.007 PMid:20171303

Mokdad, A. H., Ballestros, K., Echko, M., Glenn, S., Olsen, H. E., Mullany, E., Lee, A., Khan, 
A. R., Ahmadi, A., Ferrari, A. J., Kasaeian, A., Werdecker, A., Carter, A., Zipkin, B., Sartorius, 
B., Serdar, B., Sykes, B. L., Troeger, C., Fitzmaurice, C.,... Murray, C. J. L. (2018). The state of 
US health, 1990-2016: burden of diseases, injuries, and risk factors among US states. Journal 
of the American Medical Association, 319(14), 1444-1472. https://doi.org/10.1001/jama.2018.0158 
PMid:29634829 PMCid:PMC5933332

Muka, T., Imo, D., Jaspers, L., Colpani, V., Chaker, L., van der Lee, S. J., Mendis, S., Chowdhury, 
R., Bramer, W. M., Falla, A., Pazoki, R., & Franco, O. H. (2015). The global impact of non-
communicable diseases on healthcare spending and national income: a systematic review. 
European Journal of Epidemiology, 30(4), 251-277. https://doi.org/10.1007/s10654-014-9984-2 
PMid:25595318

Navarro, J. C., Baroque, A. C., Lokin, J. K., & Venketasubramanian, N. (2014). The real stroke 
burden in the Philippines. International Journal of Stroke, 9(5), 640-641. https://doi.org/10.1111/
ijs.12287 PMid:24844610

Nichol, A. D., Bailey, M., & Cooper, D. J. (2010). Challenging issues in randomised controlled 
trials. Injury, 41S(2010), S20-S23. https://doi.org/10.1016/j.injury.2010.03.033 PMid:20413119

Norrving, B., & Kissela, B. (2013). The global burden of stroke and need for a continuum of 
care. Neurology, 80(3 Supplement 2), S5-S12. https://doi.org/10.1212/WNL.0b013e3182762397 
PMid:23319486

Olaleye, O. A., Hamzat, T. K., & Owolabi, M. O. (2013). Stroke rehabilitation: Should 
physiotherapy intervention be provided at a primary health care centre or the patients' place 
of domicile? Disability and Rehabilitation, 36(1), 49-54. https://doi.org/10.3109/09638288.2013.7
77804 PMid:23594059



www.dcidj.org

95

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

Oort, Q., Taphoorn, M. J., Sikkes, S. A., Uitdehaag, B. M., Reijneveld, J. C., & Dirven, L. (2019). 
Evaluation of the content coverage of questionnaires containing basic and instrumental 
activities of daily living (ADL) used in adult patients with brain tumours. Journal of 
Neuro-Oncology, 143(1), 1-13. https://doi.org/10.1007/s11060-019-03136-9 PMid:30887244 
PMCid:PMC6482128

Pandian, J. D., Liu, H., Gandhi, D. B. C., & Lindley, R. I. (2017). Clinical stroke research in 
resource limited settings: Tips and hints. International Journal of Stroke, 13(2), 129-137. https://
doi.org/10.1177/1747493017743798 PMid:29148963	

Patterson, S. A., Ross-Edwards, B. M., & Gill, H. L. (2010). Stroke maintenance exercise group: 
Pilot study on daily functioning in long-term stroke survivors. Australian Journal of Primary 
Health, 16(1), 93-97. https://doi.org/10.1071/PY09055 PMid:21133305

Pennacchini, M., Bertolaso, M., Elvira, M. M., & De Marinis, M. G. (2011). A brief history of the 
quality of life: Its use in medicine and in philosophy. La Clinica Terapeutica, 162(3), e99-e103.

Philippine Health Insurance Corporation (2014). Benefits. PhilHealth [Online]. Retrieved July 
30, 2019, from https://www.philhealth.gov.ph/benefits/.

Rassen, J. A., Bartels, D. B., Schneeweiss, S., Patrick, A. R., & Murk, W. (2019). Measuring 
prevalence and incidence of chronic conditions in claims and electronic health record 
databases. Clinical Epidemiology, 11, 1-15. https://doi.org/10.2147/CLEP.S181242 PMid:30588119 
PMCid:PMC6301730

Rudd, A. G., Wolfe, C. D., Tilling, K., & Beech, R. (1997). Randomised controlled trial to 
evaluate early discharge scheme for patients with stroke. BMJ, 315(7115), 1039-1044.https://
doi.org/10.1136/bmj.315.7115.1039 PMid:9366727 PMCid:PMC2127677

Ryan, T., Enderby, P., & Rigby, A. S. (2006). A randomized controlled trial to evaluate 
intensity of community-based rehabilitation provision following stroke or hip fracture in old 
age: Results at 12-month follow-up. International Journal on Disability and Human Development, 
5(1). https://doi.org/10.1515/IJDHD.2006.5.1.83

Sit, J. W. H., Chair, S. Y., Choi, K. C., Chan, C. W. H., Lee, D. T. F., Chan, A. W. K., Cheung, 
J. L. K., Tang, S. W., Chan, P. S., & Taylor-Piliae, R. E. (2016). Do empowered stroke patients 
perform better at self-management and functional recovery after a stroke? A randomized 
controlled trial. Clinical Interventions in Aging, 11, 1441-1450. https://doi.org/10.2147/CIA.
S109560 PMid:27789938 PMCid:PMC5072569

Spector, W. D., & Fleishman, J. A. (1998). Combining activities of daily living with instrumental 
activities of daily living to measure functional disability. The Journals of Gerontology Series 
B: Psychological Sciences and Social Sciences, 53B(1). https://doi.org/10.1093/geronb/53b.1.s46 
https://doi.org/10.1093/geronb/53B.1.S46 PMid:9469179

Stroke Unit Trialists' Collaboration. Organised inpatient (stroke unit) care for stroke. (2013). 
Cochrane Database of Systematic Reviews, (9), 3-16.	

Stuart, M., Benvenuti, F., Macko, R., Taviani, A., Segenni, L., Mayer, F., Sorkin, J. D., Stanhope, S. 
J., Macellari, V., & Weinrich, M. (2009). Community-based adaptive physical activity program 
for chronic stroke: Feasibility, safety, and efficacy of the Empoli model. Neurorehabilitation 



www.dcidj.org

96

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

and Neural Repair, 23(7), 726-734. https://doi.org/10.1177/1545968309332734 PMid:19318465 
PMCid:PMC3024240

Tang, A., Sun, B., Pang, M. Y. C., & Harris, J. E. (2018). Examining the relationships between 
environmental barriers and leisure in community-dwelling individuals living with stroke. 
Clinical Rehabilitation, 33(4), 796-804. https://doi.org/10.1177/0269215518818234 PMid:30537850

Teasell, R., Foley, N., Hussein, N., & Cotoi, A. (2018). The efficacy of stroke rehabilitation. 
EBRSR [Online]. Retrieved July 30, 2019, from http://www.ebrsr.com/evidence-review/5-
efficacy-stroke-rehabilitation.

Thrift, A. G., Cadilhac, D. A., Thayabaranathan, T., Howard, G., Howard, V. J., Rothwell, P. 
M., & Donnan, G. A. (2014). Global stroke statistics. International Journal of Stroke, 9(1), 6-18. 
https://doi.org/10.1111/ijs.12245 PMid:24350870

United Nations (2019). World Economic Situation & Prospects for 2019 | Department 
of Economic and Social Affairs. United Nations [Online]. Retrieved July 30, 2019, from 
https://www.un.org/development/desa/dpad/publication/world-economic-situation-and-
prospects-2019/.

Wang, R., & Langhammer, B. (2017). Predictors of quality of life for chronic stroke survivors 
in relation to cultural differences: A literature review. Scandinavian Journal of Caring Sciences, 
32(2), 502-514. https://doi.org/10.1111/scs.12533 PMid:28949412

Wolfe, C. D. A., Tilling, K., & Rudd, A. G. (2000). The effectiveness of community-based 
rehabilitation for stroke patients who remain at home: A pilot randomized trial. Clinical 
Rehabilitation, 14(6), 563-569. https://doi.org/10.1191/0269215500cr362oa PMid:11128729

Wong, J. Q., Uy, J., Haw, N. J., Valdes, J. X., Bayani, D. B., Bautista, C. A., Haasis, M. A., 
Bermejo, R. A., &

Zeck, W. (2017). Priority setting for health service coverage decisions supported by public 
spending: Experience from the Philippines. Health Systems & Reform, 4(1), 19-29. https://doi.or
g/10.1080/23288604.2017.1368432

World Health Organisation (2002). Towards a common language for functioning, disability 
and health: ICF. World Health Organisation [Online]. Retrieved July 30, 2019, from https://
www.who.int/classifications/icf/icfbeginnersguide.pdf.

World Health Organisation (2010). Community-Based Rehabilitation: CBR guidelines 
introductory booklet. World Health Organisation [Online]. Retrieved July 30, 2019, from 
https://www.who.int/disabilities/cbr/guidelines/en/.

World Health Organisation (2019). Rehabilitation 2030: A call for action. World Health 
Organisation [Online]. Retrieved July 30, 2019, from https://www.who.int/rehabilitation/
rehab-2030-call-for-action/en/.

World Health Organisation, & Swedish Organisations of Disabled Persons International 
Aid Association (2002). Community-based rehabilitation as we have experienced it: 
voices of persons with disabilities Part 1. World Health Organisation [Online]. Retrieved 
July 30, 2019, from https://apps.who.int/iris/bitstream/handle/10665/42629/9241590432.
pdf?sequence=1&isAllowed=y.



www.dcidj.org

97

Vol. 32, No.4, 2021; doi 10.47985/dcidj.503

World Health Organisation, & World Bank (2011). World report on disability 2011. World 
Health Organisation [Online]. Retrieved August 15, 2021, from https://apps.who.int/iris/
handle/10665/44575. https://doi.org/10.30875/b51b2f2c-en

Yan, L. L., Li, C., Chen, J., Miranda, J. J., Luo, R., Bettger, J., Zhu, Y., Feigin, V., O'Donnell, M., 
Zhao, D., & Wu, Y. (2016). Prevention, management, and rehabilitation of stroke in low- and 
middle-income countries. eNeurologicalSci, 2, 21-30. https://doi.org/10.1016/j.ensci.2016.02.011 
PMid:29473058 PMCid:PMC5818135


