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Early assessment by a mobile stroke team:
a randomised controlled trial
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Abstract

Background: there is overwhelming evidence of the effectiveness of specialist stroke rehabilitation, but more limited evid-
ence of the effectiveness of organised stroke care during the acute phase of stroke.

Objective: to determine the impact on outcome of access to a mobile team during the acute phase of stroke among patients
admitted to general wards.

Study population: 308 patients admitted to one of two hospitals within 5 days of the onset of a clinically diagnosed stroke.
Study design: randomised controlled trial.

Study groups: following admission, patients in the intervention arm were visited by members of a mobile stroke team who
advised clinical staff on appropriate and timely investigation and management. They co-ordinated eatly input from therapy
groups and identified those ready for transfer to the stroke rehabilitation unit. Patients in the control arm were not visited by
the mobile stroke team.

Main outcome measure: all-cause mortality measured at 6 weeks and 12 months.

Results: there was no statistically significant difference observed between study groups in mortality at 6 weeks (95% Cl g
—7.4 to 7.4%) nor at 12 months (95% Cl,4 —4.1 to 15.9%). There were also no differences observed between study groups
in morbidity outcomes or health-related quality of life measured at 12 months.

Conclusion: the trial was terminated before the necessary sample size was collected but findings suggest that the mobile

stroke team failed to confer significant long-term mortality benefit compared with general ward-based care alone.

Keywords: cerebrovascular accident, patient team care, randomised controlled trial, elderly

Introduction

The Cochrane systematic review provides overwhelming
evidence that organised inpatient stroke care reduces death,
dependency and institutionalisation [1]. In the trials contrib-
uting to this review, organised inpatient stroke care could be
provided on discrete wards or by mobile teams during either
the acute or post-acute phase of the stroke. Variations in eartly
management of stroke have been observed [2, 3], and some
suggest that this may be reduced when patients in the acute
phase of stroke are managed in specialist units [4]. However,
while a sub-analysis of trials of organised care during the
post-acute phase of stroke has confirmed the effectiveness of

specialist stroke rehabilitation [5], there are insufficient data
to draw similar conclusions for organised stroke care in the
acute phase of stroke: trials of acute stroke wards, which
accept patients immediately but discharge early, are too small
to be conclusive [1, 6]. There are also concerns about the
additional resources required to establish a direct admissions
stroke unit or an acute stroke ward [7]. In other areas, out-
reach initiatives have successfully promoted clinical adher-
ence to guidelines [8]. Therefore, we designed a randomised
controlled trial to examine the impact on outcome of imme-
diate access to a mobile stroke team who attempted to pro-
mote adherence of clinical and ward staff to guidelines on
effective management during the acute phase of stroke.
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Methods

The study was undertaken at two district general hospitals in
the North West of England that had stroke rehabilitation
units but did not have either a direct admissions stroke unit
or an acute stroke ward. Patients were eligible for the trial if
they had been admitted to hospital within 5 days of the
onset of a clinically diagnosed stroke, and did not have a
myocardial infarction or fracture.

Researchers identified potential participants from the
medical admissions unit and ward staff, and confirmed eligi-
bility with the relevant medical team. After written consent
was obtained from the patient or, when this was not feasible,
assent from the next-of-kin, researchers assessed stroke
severity and pre-stroke function using the Canadian Neuro-
logical Scale (CNS) and Barthel Index (BI) respectively [9,
10]. Patients were randomised by an offsite office using a
computer-generated schedule which stratified patients by
centre. Within each stratum, patients were allocated to either
an intervention or control group. For the first 3 months
patients were allocated using a simple computer-generated
random number procedure. After this period, allocation was
by a minimisation procedure, with a 7 in 10 random element,
using the following characteristics: age, time from symptom
onset, previous stroke, CNS and pre-stroke BI. Recruiters
remained unaware of the grouping of minimisation factors.

When patients were allocated to the intervention group,
the researcher forwarded their details to a mobile stroke
team, which included a consultant with a special interest in
sttoke and a senior therapist. The team visited patients
within 12 hours of randomisation. They did not take over
clinical responsibility for the patient, which remained with
the admitting clinicians and ward staff, but were expected to
advise the responsible clinical team, nursing staff and thera-
pists on acute stroke management using evidence-based
guidelines agreed at both hospitals before the trial com-
menced. The mobile team advised clinical and nursing staff
on the management of acute complications; prompted early
investigation e.g. CT scans within 48 hours of admission
and, in appropriate patients, Doppler scans; encouraged
timely assessment of swallowing, nutritional status, skin
integrity, cognition and mood; co-ordinated eatly input
from therapy groups, including physiotherapists for posi-
tioning and early mobilisation and speech and language
therapists for assessment of swallowing and communica-
tion; promoted early initiation of preventative measures, for
example, antiplatelet therapy and anticoagulation, if appro-
priate, and identified patients who were ready for transfer to
the stroke rehabilitation unit. The therapy co-ordinator did
not undertake therapy on study patients. The team revisited
the patient as necessary to review progress. Members of the
team could visit patients separately, but were expected to
meet regularly to discuss the case. The team recorded adher-
ence to stroke management guidelines on a short proforma
when visiting patients. They reviewed acute stroke manage-
ment guidelines annually and modified them to take account
of the Royal College of Physicians of London guidelines for
stroke, when these became available [11]. Patients in the
control group received usual ward-based care during the
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acute phase of their stroke and were referred to the stroke
rehabilitation unit on request of the clinician of care.

Status of all patients and, if appropriate, date of death
were confirmed by the Office of National Statistics. An
independent clinician, blind to study allocation, reviewed
cause of death from data held in clinical records. Patients
were visited at 6 weeks and 12 months after randomisation
when place of residence was confirmed and functional out-
come and quality of life assessed using the BI, Nottingham
Extended Activities of Daily Living Scale, Frenchay Aphasia
Screening Test, Simple Questions, EuroQol and the Hospi-
tal Anxiety and Depression Scale [10, 12-16]. Twelve
month assessments wetre conducted by researchers blind to
the study allocation, with adequacy of blinding determined
by asking the therapist to guess the patient’s study group.
The frequency with which they guessed correctly did not
differ significantly from 0.5 (P=0.63). The uptake of CT
scan, antiplatelet therapy, physiotherapy and speech therapy
was identified retrospectively from information held in case
records. Access to the stroke rehabilitation unit was only
measured in one centre, because the other was recruiting
medically stable stroke patients to another trial comparing
the effectiveness of home and hospital-based stroke rehabil-
itation, using allocation to this trial as a minimisation factor.

With the agreement of the steering group, eligibility cri-
teria were modified soon after commencement to extend
the time from symptom onset to admission from 3 to 5 days
because some patients experienced delay in referral to hos-
pital, and to include patients on anticoagulants. Local
research ethics committees approved the trial.

The main outcome measure was all-cause mortality,
which was measured at 6 weeks and 12 months, and sec-
ondary measures were death or dependency, defined as a
score of 18 or less on the BI, and death or institutionalised
care, defined as hospital, hospice, nursing or residential
home [1]. An intention-to-treat approach to analysis was
adopted with all recruited patients maintained in the analy-
sis. For primary and secondary measures, standardised dif-
ferences and their 95% confidence intervals for differences
in petrcentages were calculated to take into account stratifi-
cation by centre, and treatment groups compared using the
Mantel Haensel X statistic. The Kaplan—Meier method was
used to estimate survival to 12 months and the magnitude
of the treatment difference estimated using the hazards
ratio, allowing for stratification by centre.

In a previous study, the 6-week mortality of patients
admitted to an acute stroke unit and to general wards was
7.3 and 17.3% respectively [17]. We considered a difference
of 7% at 6 weeks to be clinically important. To detect a 7%
mortality reduction, it was estimated that 816 patients were
required for 80% study power at the 5% two-sided signifi-
cance level and that sufficient patients could be recruited
within 2 years if 85% of the 600 stroke patients admitted to
the two hospitals each year were eligible and 90% of eligible
patients consented. We expected that any clinically import-
ant difference at 6 weeks should be maintained in the long
term. The trial commenced in November 1999 but, after
withdrawal of one centre, was terminated in February 2002,
on the advice of the data monitoring committee, when it
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became clear that the necessary sample size could not be
recruited within a reasonable time frame.

Results

During the study period, 1,172 patients with a clinical diag-
nosis of stroke were admitted, of whom 517 (44%) were not
eligible and 347 (30%) eligible patients were not recruited

Trial of mobile stroke team

(Figure 1): 244 patients were deemed to be ineligible because
they were admitted under the cate of one of the mobile
team and 173 eligible patients wete not recruited because
the next-of-kin could not be identified in time to obtain
assent. Of the remaining 308 (26%) patients, 157 (51%)
were allocated to the intervention group and 151 (49%) to
the control group. Baseline characteristics were similar
across study groups (Table 1). The majority of patients were

Patients admitted with clinical
diagnosis of stroke

Allocated N=157
Received N=142

\ 4
Six-week assessment

Mortality: available for assessment 155

withdrawn 2
Death and dependence:

available for assessment 151

withdrawn 2

refused/not done 4

v

Twelve-month assessment

Mortality: available for assessment 152
withdrawn 5

Death or dependence:
available for assessment 150
withdrawn 5
refused/not done 2

Death or institutionalised care
available for assessment 152
withdrawn 5

Figure |. Trial profile.

N=1172
Ineligible N=517
Not recruited N= 347 >
) admitted by clinical co-ordinator 244
Died ' 57 significant other pathology 79
Transferred or discharged 10 Eligible Patients > 5 days after onset of stroke 154
Clinical team refused participation 42 N=655 anti-coagulated 25
Assent/consent refused 35 not available for follow up 15
Unable to contact next of kin for 173
assent
Missed by research staff 17 | <
Assessment team unavailable 6
Other 7 A
Recruited Patients
N=308
Intervention Control

Allocated N=151
Received N=151

\ 4

Six-week assessment

Mortality: available for assessment 147
withdrawn 4

Death and dependence:
available for assessment 145
withdrawn 4

refused/not done 2

v

Twelve-month assessment

Mortality: available for assessment 147
withdrawn 4

Death or dependence:
available for assessment 142
withdrawn 4
refused/not done 5

Death or institutionalised care
available for assessment 147
withdrawn 4
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Table I. Distribution of baseline characteristics and diagnosis across study groups

Age <65 years
65-74 years
75—84 years
85 +years
Sex Male
Canadian Neurological Scale <5
5-9
>9
Time from symptom onset to 1 day
admission 2 days
3 to 5 days
Prestroke Barthels Index 0-14
15-19
20
Previous history of stroke
Time from admission to randomisation

Median days (IQR)

Intervention Control
n=157 n=151
35 (22%) 30 (20%)
49 (31%) 46 (30%)
49 (31%) 48 (32%)
24 (15%) 27 (18%)
85 (54%) 77 (51%)
33 (21%) 32 (22%)
60 (38%) 60 (40%)
64 (41%) 59 (39%)
142 (90%) 134 (89%)
10 (6%) 12 (8%)
5 (3%) 5 (3%)
12 (8%) 10 (7%)
48 (31%) 45 (30%)
97 (62%) 96 (64%)
40 (25%) 39 (26%)
2 (1-3) 2 (1-3)

Diagnosis Cerebral infarct/unspecified 135 (86%) 128 (85%)
Cerebral haemorrhage 15 (10%) 13 (9%)
Tumour 2 (1%) 3 (2%)
Other 4 (3%) 6 (4%)
Not known 1 (<1%) 1 (<1%)

admitted within 1 day of the onset of their stroke and most
randomised within 2 days of admission (Table 1). Twenty-
eight (9%) patients were diagnosed with cerebral haemor-
rhage. Fifteen patients were found not to have cerebrovas-
cular disease (Table 1).

Most intervention group patients (#=142, 90%) were vis-
ited by at least one mobile team member, and 109 (69%)
patients were visited by both. There were no significant dif-
ferences between study groups in the uptake of CT scans
(diff=2.1%; 95% CI =3.0 to 7.5) or antiplatelet therapy
(diff=-0.8%; 95% CI —10.8 to 9.3), or in the proportion of
patients transferred to the stroke rehabilitation unit
(diff=1.6%; 95% CI —10.5 to 13.5) (Table 2). Compared with
control group patients, intervention group patients were
transferred significantly earlier to the stroke rehabilitation
unit (mean number of days 14.7 versus 24.4; 95% CI —17.0 to
—2.57; t=-2.73, d.£.=49.5, P=0.009), but time to uptake of
other interventions was similar across study groups (Table 2).

Outcome status was determined for 302 (98%) patients
at 6 weeks and 299 (97%) at 12 months. There was no statis-
tically significant difference obsetved between study groups
in mortality at 6 weeks (12 3% versus 12.2%; diff,4;=0.01%;
95% Cl,q; =7.4 to 7.4; X 2 =0.028,d.f.=1, P= 087) nor at
12 months (29 6% versus 23.8%; diff, 5 =5.9%; 95% Cl 4
—4.1 t0 15.9; X*\y =1.30, d.f. =1, P= 025) (Table 2). Com-
pared with the control group, there was a non-significant
increase in the risk of death in the intervention group (haz-
ards ratio=1.27 (95% CI 0.821-1.972)) (Figure 2). Most
deaths occurred before discharge (#=50, 63%) and the
most common causes were stroke or further embolic epi-
sode (#=35, 44%) and chest infection or aspiration pneu-
monia (7=33, 41%).

There were no significant differences between the two
groups in the percentage of patients at 12 months who died
or were in institutional care (diff,4=4.2; 95% Cl 4 —6.8 to
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15.1; XAy =0.56, d.f.=1, P=0.45) or were dead or depend-
ent (diff,;=-6.1;95% CI 4 =17.1 to 4.9; X =1.20; d.f.=1,
P=0.27) (Table 2). Nor were any statistically significant dif-
ferences observed between study groups in other functional
outcomes or quality of life measures at 12 months (Table 2).

Discussion

In this study, the largest trial reported to date, access to a
mobile team failed to confer significant mortality and/or
morbidity benefit compared with standard care. Even
though the trial was terminated early, we can still exclude a
mortality benefit of the desired magnitude of 7% at 6
weeks with at least 90% confidence. At 12 months, the dir-
ection of effect favoured the control group and a benefit
from the intervention can be excluded with 99% confid-
ence. Our main outcome measure was mortality because it
limits obsetver and ascertainment bias. Others have used
this outcome to assess effectiveness of organised stroke
care [1].

Just over two-thirds of patients were visited by both
members of the mobile team, which could have diluted any
potential benefit of the intervention. However, we do not
teel that this can fully explain the observed lack of effect. In
one centre, 85% of patients in the intervention group were
seen by both members of the team, but the magnitude of
treatment effect was similar to the centre with lower com-
pliance (5.0 and 6.8% at 12 months).

Although patients in the intervention group experienced
a significant reduction in the time to transfer to the stroke
rehabilitation unit, the percentage of patients transferred did
not differ significantly between study groups. A similar pro-
portion (14%) of patients in both study groups was also
transferred to general rehabilitation wards, which suggests
an unmet need for specialist stroke rehabilitation.
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Table 2. Compatison of process measures and outcomes between study groups

Intervention Control

n=157 n=151 Difference  Significance test
Clinical activity # (%)
CT scan 151 (96.2%) 142 (94.0%) 2.1% X>=0.37,d.f.=1, P=0.54
CT scan within 48 houts of admission 74 (47.1%) 64 (42.4%) 4.8% x2=0.70, d.f. =1, P=0.40
Antiplatelet therapy® 111 (70.7%) 108 (71.5%) —0.82% X>=0.001, d.£.=1, P=0.97
Physiotherapy referral 132 (85.2%) 128 (85.9%) —0.75% X>=0.0005,d.£.=1, P=0.98
Missing 2 2
Referral for SALT swallowing assessment 83 (54.2%) 79 (52.7%) 1.6% X>=0.03,d.f.=1, P=0.87
Missing 4 1
Transferred to stroke rehabilitation unit® 34 (30.9%) 32 (29.4%) 1.6% x2=0.011,d.£.=1, P=0.92
Mean (SD) time in days from admission to:
Starting antiplatelet therapy 5.9 (6.5) 5.6 (4.8) 0.34 1=0.43, d.f.=197, P=0.66
Missing 10 10
Physiotherapy referral 2.4 (1.88) 3.0 (3.10) —0.59 1=-1.84, d.f. =206, P=0.067
Missing 0 1
Referral for SALT swallowing assessment 1.7 (4.65) 2.9 (7.77) -1.2 +=-1.24,d.£. =160, P=0.22
Transfer to stroke rehabilitation unit” 14.7 (10.32) 244 (17.59) -9.8 +=-2.73,d.f.=49.5, P=0.009
Primary and secondary outcome measures at 6 weeks
Mortality 7 (%o) 19 (12.3%) 18 (12.2%) 0.013% X2 =0.028; d.f.=1, P=0.87
Missing 2 4
Death or dependence # (%0) 94 (62.3%) 96 (66.2%) —4.0% X =0.73; d.f.=1, P=0.39
Missing 6 6
Primary and secondary outcome measures at

12 months

Mortality # (%0) 45 (29.6%) 35 (23.8%) 5.9% X2 =1.30; d.£.=1, P=0.25
Missing 5 4
Death or dependence # (%0) 91 (60.7%) 95 (66.9%) —6.1% Xam =1.20; d.f.=1, P=0.27
Missing 7 9
Death or institutionalisation # (%) 60 (39.5%) 52 (35.4%) 4.2% XZMII =0.56;d.f.=1, P=0.45
Missing 5 4
Simple questions at 12 months # (%)
Good 23 (15.3%) 15 (10.7%)
Indifferent 25 (16.7%) 31 (22.1%) X>=3.271,d.f£.=3, P=0.352
Poor 57 (38.0%) 59 (42.1%)
Dead 45 (30.0%) 35 (25.0%)
Missing 7 1

Intervention Control

n=112° n=116°
Nottingham Extended ADL at 12 months
Mobility median(range) 4 (0-0) 2 (0-06) 2 7.=1.24, P=0.214
Kitchen median(range) 4 (0-5) 4 (0-5) 0 7=1.29,P=0.199
Domestic median(range) 1(0-4) 1(0-4) 0 7.=1.26, P=0.208
Leisure median(range) 3 (0-6) 2 (0-6) 1 7.=1.42, P=0.155
Missing 9 13
Frenchay Aphasia Screening Test at 12 months?
Mean (SD) 17.1 (3.6) 16.3 (4.6) 0.85 1=1.49, d.f.=205, P=0.138
Aphasic 7 (%) 30 (28.8%) 31 (30.1%) —2.3% X>=0.02,d.f.=1, P=0.964
Missing 8 13
EuroQol at 12 months
Mean (SD) self-rated score 65.7 (19.4) 64.2 (21.2) 1.54 #=0.537, d.£. =199, P=0.592
Missing 9 18
Mean (SD) weighted score 0.55 (0.349) 0.51 (0.366)  0.034 1=0.678, d.£.=203, P=0.5
Missing 9 14
Hospital Anxiety and Depression Scale at 12 months
Mean (SD) anxiety score 5.8 (4.45) 5.5 (3.87) 0.37 7=0.63,d.f.=199, P=0.53
Mean (SD) depression score 6.1 (4.04) 6.1 (4.20) 0.06 +=0.10, d.£. =199, P=0.92
Missing 10 17

95% CI for

difference

-3.0to 7.5
—6.3to 15.6
-10.8t0 9.3
-8.7t0 7.3
-9.5t0 12.6
-10.5to 13.5
-1.25t0 1.95
-1.22t0 0.04

=3.2t0 0.74
—17.0 to —2.57

=7.4t07.4

—145t07.2

—4.1to 15.9

-17.1t0 4.9

—6.8 to 15.1

—0.28t0 2.0
-13.5t0 11.2

—41to07.2

—0.07 t0 0.13

—0.79 to 1.53
—-1.09 to 1.20

SALT=speech and language therapy.

"Frequency of commencement of antiplatelet therapy in subjects with non-haemorrhagic stroke: intervention 107 (79.3%), control 103 (80.5%).

PMeasured in one centre only: intervention group # =110 subjects, control group 7 =109 subjects.
“Number alive at 12 months.
dFor comprehension and exptression—using age cut-offs.
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Survival
[6;]

intervention

control

Numbers at risk

6 9 12

months

Intervention 157 124

Control 151 123

116 112 107

118 114 112

Figure 2. Proportion surviving to 12 months.

Limitations of the study

We failed to recruit three-quarters of stroke patients admitted
during the study period. One-fifth were ineligible because
they were admitted under the mobile team consultant, and
in a further 18% assent could not be obtained. These latter
patients were more likely to have severe neurological deficit.

Given the nature of the intervention, it was not possible to
blind patients, carers or care-givers. Therefore, contamination
between the study groups is a possibility. Cluster randomisa-
tion can minimise the tisk of internal contamination, but we
rejected this design because the most appropriate unit of ran-
domisation would have been the hospital, and it was not pos-
sible to fund a study involving a large number of trusts. Other
trials of organised stroke care have also been subject to this

type of bias, but have still produced positive findings [1].

Comparison with other studies

Four other trials have also failed to demonstrate a benefit
from access to a mobile stroke team, but most pre-dated the
introduction of routine CT' scanning and some focused on
rehabilitation [18-21]. Our mobile team members were advi-
sory from only two disciplines. They may have been ineffec-
tive because they were unable to modify health professional
behaviour. Uptake of effective interventions did not differ
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between study groups in our trial and, in the main, the stand-
ard of acute stroke care management was good on the general
wards [3]. Only 38% of patients were randomised within 24
hours of admission, and there was only limited evidence of
eatlier intervention in the mobile team arm (Table 2). The
mobile team was only available during normal working hours
from Monday to Friday, and it was not always immediately
apparent that a patient had had a stroke on admission. Direct
admission to an acute stroke unit may further foreshorten
delays in intervention, and it has been suggested that mortal-
ity and morbidity benefits follow from eatly access to contin-
uous, skilled nursing care, which is provided by these units
[18]. In a recent trial, fewer deaths were observed among
patients with moderate severity stroke who were directly
admitted to a discrete combined acute and rehabilitation unit
compared with similar patients on a general ward afforded
outreach assessment by a mobile team [18]. However, while
acute care differed between the two study groups, there was
also a substantial difference in the quantity and quality of
rehabilitation [22]. Others suggest that acute stroke complica-
tions are reduced through better attention to physiological
parameters, e.g. blood pressure, hydration, temperature and
oxygenation [4], but while recent trials of intensive monitor-
ing in the early phase of stroke are promising, they remain too
small to be conclusive [6].
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Service and research implications

In response to the National Service Framework for older
people many UK hospitals have established discrete acute
stroke units with immediate admission [23], but a recent
survey suggests that these units have a median of 14.5 beds
and often employ admission criteria based on age or stroke
severity [24], which may limit access to specialist stroke
rehabilitation for which there is unequivocal evidence [5]. In
contrast, a Danish stroke unit (providing both acute assess-
ment and rehabilitation) reporting direct admission of all
hospitalised stroke patients has 61 beds for a catchment
population of 124,000 [25]. However, a recent economic
analysis of this trial suggests that the observed benefits may
not justify the additional costs of this type of intervention
[7]. Our study suggests that there is no benefit to patients of
providing outreach acute care, but further research may be
warranted into the cost-effectiveness of acute stroke units.

Key points

* There is overwhelming evidence of the effectiveness of
specialist stroke rehabilitation, but more limited evidence
of the effectiveness of organised stroke care during the
acute phase of stroke.

* Organised inpatient stroke care could be provided on
discrete wards or by mobile teams during the acute phase
of the stroke.

* In a randomised controlled trial, we failed to demon-
strate that early access to a mobile stroke team during the
acute phase of stroke conferred significant mortality or
morbidity benefit compared with general ward-based
care alone.

¢ Further research is warranted into the cost-effectiveness
of discrete acute stroke units, which also promote access
to specialist stroke rehabilitation for which there is une-
quivocal evidence.
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Abstract

Background: hospital and exercise-based cardiac rehabilitation programmes do not suit many older patients and home-
based rehabilitation may be more effective.

Objective: to evaluate a home-based intervention for patients aged 65 years or over discharged home from hospital after
emergency admission for suspected myocardial infarction.

Design: a single-blind randomised controlled trial compating home-based intervention by a nurse with usual care.

Subjects: patients aged 65 years or over dischatged home after hospitalisation with suspected myocardial infarction (72=324).
Intervention: home-based intervention (7 =163) consisted of home visits at 1-2 and 6—8 weeks after hospital discharge by a
nurse who encouraged compliance with and knowledge of their treatment regimen, offered support and guidance about
resuming daily activities, and involved other community services as appropriate.

Measurements: up to 100 days after admission, data were collected on deaths, hospital readmissions and use of outpatient
services. Survivors were sent a postal questionnaire to assess activities of daily living and quality of life.

Results: at 100 day follow-up there was no difference in deaths, activities of daily living or overall quality of life, but those in
the intervention group scored significantly better on the confidence and self-esteem subsections. The intervention group had
fewer hospital readmissions (35 versus 51, relative risk 0.68, 95% CI 0.47-0.98, P<0.05) and fewer days of hospitalisation
after initial discharge (mean difference —1.7, 95% CI —2.09 to —1.31, P<0.05). A total of 42/43 individuals in the intervention
group had resumed driving at follow-up, compared with 32/43 in the usual care group (observed difference between propor-
tions 23%, 95% CI 9-37%, P<0.05).

Conclusion: amongst older patients discharged home after hospitalisation for suspected myocardial infarction, home-based
nurse intervention may improve confidence and self-esteem, and reduce early hospital readmissions.

Keywords: elderly people, myocardial infarction, ischaemic heart disease, cardiac rehabilitation
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