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McMaster Health Forum 
The McMaster Health Forum’s goal is to generate action on the pressing health-system issues of our 
time, based on the best available research evidence and systematically elicited citizen values and 
stakeholder insights. We aim to strengthen health systems – locally, nationally and internationally – 
and get the right programs, services and drugs to the people who need them. 
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QUESTIONS 

• What does the evidence tell us about the optimal size and demographic of the target client/patient 
population, including their placement on the population-health risk pyramid? 

• What does the evidence for care coordination tell us about optimal frameworks for care coordination 
interventions? 

WHAT WE FOUND 

 
Question 1: What does the evidence tell us about the optimal size and demographic of the target 
client/patient population, including their placement on the population-health risk pyramid? 
 

 
We were unable to identify an optimal population size for care coordination, as the appropriate population 
size will differ by specific intervention. However, evidence syntheses 
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common care coordination intervention for high-risk populations – 
care-coordination managers can usually take on a patient population of 
between 50 and 70 individuals.(1) However, some reviews noted that 
patients benefited from being part of a smaller case load when patient 
care has greater levels of interdependence between professionals.(2) 
Further, previous work that RISE has undertaken on case-management 
models also notes that the size of the target population can vary by 
context. For example, rural case-
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Table 1: Outcomes of care-coordination strategies by prioritized ‘Leading Projects’ populations 
 

Population Coordination 
strategies from most 

to least intensive 

Outcomes 

Older adults 
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• 

https://decisionaid.ohri.ca/AZlist.html
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Appendix 1: Background and methods 
 
Background to the rapid synthesis 
 
This rapid synthesis mobilizes both global and local research evidence about a question submitted to the 
McMaster Health Forum’s Rapid Response program. Whenever possible, the rapid synthesis summarizes 
research evidence drawn from systematic reviews of the research literature and occasionally from single 
research studies. A systematic review is a summary of studies addressing a clearly formulated question that 
uses systematic and explicit methods to identify, select and appraise research studies, and to synthesize data 
from the included studies. The rapid synthesis does not contain recommendations, which would have 
required the authors to make judgments based on their personal values and preferences. 
 
Rapid syntheses can be requested in a three-, 10-, 30-, 60- or 90-business-day timeframe. An overview of 
what can be provided and what cannot be provided in each of these timelines is provided on the McMaster 
Health Forum’s webpage on contextualized evidence syntheses (https://www.mcmasterforum.org/find-
domestic-evidence/contextualized-es).  
 
This rapid synthesis was prepared over a 30-
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Appendix 2: Outcomes of care-coordination strategies by population   
 

Population Coordination interventions 
from most to least 

intensive 

Outcomes 

People with severe or 
moderate asthma 

Disease management • Some disease-management programs were found to be effective at improving health outcomes and cost-effectiveness of care.(4) 

People with chronic 
conditions other than 
mental health conditions 

Multi-component 
intervention (patient-centred 
medical model) 
 
Case management 
 
Transitional-care supports  
 
Advance practice nursing 
 
Self-management 
 
Patient education 
 

• The patient medical home model resulted in small improvements in patient experiences, including increased satisfaction, patient-
perceived level of care coordination, and increased access to a primary care physician, however there was insufficient evidence to 
determine the effects on clinical outcomes.(27) 

• Case management, self-management approaches and patient education had no significant effect on emergency department visits or 
clinic visits but did reduce hospital admissions among patients with multiple chronic conditions.(28; 29) 
o The most significant difference was found for older adults and those with the most frequent hospital utilization rate.(28) 

• Transitional-care supports that included transition coaches, self-management and education programs upon hospital discharge were 
found to have mixed outcomes, with some resulting in reduced hospital readmissions while others saw no change.(30; 31) 

• Advance-practice nursing, when coupled with individualized assessments, education care plans and follow-up, showed positive 
outcomes with respect to mortality, readmissions and self-care behaviour.(31; 32)  

• Patient ed
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Population Coordination interventions 
from most to least 

intensive 

Outcomes 

Multidisciplinary team 
delivered early supported 
discharge 

Older adults with dementia 
living in the community 

Multi-component 
interventions 
 
Case management  
 
Integrated care (PACE 
program) 
 
 

• Multi-component interventions, which included periodic assessments, consultations, psycho-education and active case finding, had no 
effect on hospital admission or long-term care home admissions.(12)(2) 

• Case management improved functionality, behaviour, aspects of medication management and use of community services and reduced 
nursing-home admissions; however
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Population Coordination interventions 
from most to least 

intensive 

Outcomes 

High-risk patient 
populations 

Case management  
 
Multi-component 
interventions  

• 
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Appendix 3: Detailed data extraction tables 

 
The following tables provide detailed information about the systematic reviews and primary studies identified in the rapid synthesis. The ensuing 
information was extracted from the following sources: 

• systematic reviews – the focus of the review, key findings, last year the literature was searched and the proportion of studies conducted in Canada 

• primary studies (in this case, economic evaluations and costing studies) – the focus of the study, methods used, study sample, jurisdiction studied, 
key features of the intervention and the study findings (based on the outcomes reported in the study). 

 
For the appendix table providing details about the systematic reviews, the fifth column presents a rating of the overall quality of each review. The 
quality of each review has been assessed using AMSTAR (A MeaSurement Tool to Assess Reviews), which rates overall quality on a scale of 0 to 11, 
where 11/11 represents a review of the highest quality. It is important to note that the AMSTAR tool was developed to assess reviews focused on 
clinical interventions, so not all criteria apply to systematic reviews pertaining to delivery, financial or governance arrangements within health systems. 
Where the denominator is not 11, an aspect of the tool was considered not relevant by the raters. In comparing ratings, it is therefore important to keep 
both parts of the score (i.e., the numerator and denominator) in mind. For example, a review that scores 8/8 is generally of comparable quality to a 
review scoring 11/11; both ratings are considered ‘high scores.’ A high score signals that readers of the review can have a high level of confidence in its 
findings. A low score, on the other hand, does not mean that the review should be discarded, merely that less confidence can be placed in its findings 
and that the review needs to be examined closely to identify its limitations. (Lewin S, Oxman AD, Lavis JN, Fretheim A. SUPPORT Tools for 
evidence-informed health Policymaking (STP): 8. Deciding how much confidence to place in a systematic review. Health Research Policy and Systems 2009; 
7 (Suppl1): S8.) 
 
All of the information provided in the appendix tables was taken into account by the authors in describing the findings in the rapid synthesis.    
 
  





McMaster Health Forum 
 

17 
 

Population of 
focus 

Focus of systematic review Key findings Year of last 
search/ 

publication 
date 

AMSTAR 
(quality) 

rating 

Proportion 
of studies 
that were 

conducted 
in Canada 

multifactorial interventions such as multifactorial assessment treatment 
clinics/services.  
 
Care coordination interventions typically included an initial assessment, 
individualized care plans, referrals and linkages to services, provision of 
counselling, information, education and support to caregivers and people 
with dementia, and regular reassessments. The intervention duration and 
last follow-up assessment time in included studies was 12–18 months. 
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Population of 
focus 

Focus of systematic review Key findings Year of last 
search/ 

publication 

https://www.healthsystemsevidence.org/articles/125595?t=The%20effect
https://www.healthsystemsevidence.org/articles/125595?t=The%20effect
https://www.healthsystemsevidence.org/articles/125595?t=The%20effect
https://www.healthsystemsevidence.org/articles/60397?t=Improving
https://www.healthsystemsevidence.org/articles/60397?t=Improving
https://www.healthsystemsevidence.org/articles/60397?t=Improving
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Population of 
focus 

Focus of systematic review Key findings Year of last 
search/ 

publication 
date 

AMSTAR 
(quality) 

rating 

Proportion 
of studies 
that were 

conducted 
in Canada 

symptom recognition and risk factor modification, resulted in a 
significant decrease in all-cause readmission rates and demonstrated cost-
effectiveness. Greater effectiveness was seen on disease-specific 
outcomes for those with a younger mean age (i.e., under 70). Critical 
components of successful self-management include
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Population of 
focus 

Focus of systematic review Key findings Year of last 
search/ 

publication 
date 

AMSTAR 
(quality) 

rating 

Proportion 
of studies 
that were 

conducted 
in Canada 

People who have 
had a stroke 

Examining the effectiveness of 
community-based interventions on 
people that have experienced a stroke 
(35) 

The review included 54 studies that were categorized into different types 
of interventions, including: comprehensive rehabilitation that included 
two or more disciplines, exercise programmes, gait and balance 
programmes, single discipline rehabilitation, care coordination and 
interdisciplinary management, self-management programs, information 
provision and leisure-based community interventions.  
 
The review found evidence to support exercise improving symptoms of 
depression immediately after the intervention period. Further, the results 
indicate some evidence to support interventions involving leisure 
rehabilitation, comprehensive rehabilitation programmes, and to a lesser 
extent single disciplinary rehabilitation for reducing depression and 
improving health-related quality of life. There was no evidence to support 
gait and balance programs, care coordination, psychosocial and 
interdisciplinary management, self-management programs or information 
provision.  

2009 4/10 
(AMSTAR 
rating) 

8/54 

Older adults living 
in the community 

Examining the effects of care 
management for community-based 
older adults (9) 

The review defined case management as the collaborative process of 
assessment, planning, facilitation and advocacy for options and services 
to meet an individual’s holistic needs through communication and 
available resources to promote quality cost-effective outcomes.  
 
The review examined the case management supports for frail elderly 
people suffering from chronic and ongoing age-related disabilities, 
dementia and co-morbidities. The interventions included in studies in the 
review focus on case managers who have a range of skill mixes such as 
nurses, social workers, allied health professionals and others. Key case 
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Population of 
focus 

Focus of systematic review 

https://www.healthsystemsevidence.org/articles/287084?t=What%20treat
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Population of 
focus 

Focus of systematic review 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4249925/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4249925/
https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.466.285&rep=rep1&type=pdf
https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.466.285&rep=rep1&type=pdf
https://pubmed.ncbi.nlm.nih.gov/26542652/
https://pubmed.ncbi.nlm.nih.gov/26542652/
https://pubmed.ncbi.nlm.nih.gov/26542652/
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Population of 
focus 

Focus of systematic review Key findings Year of last 
search/ 

publication 
date 

AMSTAR 
(quality) 

rating 

Proportion 
of studies 
that were 

conducted 
in Canada 

The review suggests that proactive follow-up is key to improve outcomes. 
An ideal intervention could include an educational component, an initial 
contact within one week of discharge, multidisciplinary coordination and 
continuity of care through repeated contacts.   

Chronic conditions Using interprofessional care plans in 
chronic care for older individuals (26) 

The review included 45 studies that focused on the use of shared care 
plans. Most of the studies aimed to identify models of multidisciplinary 
collaboration.  
 
The majority of included studies focused on disease-specific care plans. 
Main elements of care plans included information on the current state of 
the patient, goals and concerns, actions and interventions, and an 
evaluation of the care delivered and the plan.  
 
Factors found to influence the interprofessional development of a shared 
care plan were found to include interpersonal factors related to individual 
professionals and interactions between team members, organizational 
factors related to conditions and structures such as logistics of team 
meetings, and patient-related factors regarding the integration of the 
patient’s perspective during the care plan development process.  
 
Many of the included studies also identified tools to support the building 
and use of shared care plans. These included an alert system with the 
electronic health record use of an information communication technology 
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