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Rationale for research

� Psychosocial factors and coping mechanisms have a key impact on
quality of life life (Robinson & Pizzi, 2003; Donnellan et al, 2006; Jones
et al, 2007).

� Self management “....Collaboratively helping individuals and their
carersto developknowledge,skills andconfidenceto carefor themselvescarersto developknowledge,skills andconfidenceto carefor themselves
and their condition ....”(DoH, 2005)

� Self-efficacy “ the belief that an individual has about their own
capability to be able to produce a particular outcome” (Bandura,1997) .
� There is limited evidence for self management interventions specific to

stroke survivors (Jones et al, 2009).



The Bridges Programme

� a self-directed but professionally supported workbook to directly focus on 
enhancing self efficacy in order to improve patients’ self management skills 
(Jones 2005). 

� Each section of the workbook specifically targets the sources of self-
efficacy researched by Bandura (1977)

� The Stroke Workbook includes:
Exclusion Criteria

� The Stroke Workbook includes:

vignettes  of 12 stroke survivors

a diary section for setting small weekly personal targets.

www.bridges-stroke.org.uk









Aims of RCT

This RCT aimed to: 

• explore the feasibility of delivering the Bridges stroke self 
management programme in a community setting. 

• investigate the acceptability of this intervention to all stake • investigate the acceptability of this intervention to all stake 
holders using focus groups and exit interviews with stroke 
survivors, their carers and the health care professionals 
involved in Bridges.

• identify changes in self efficacy and quality of life with the 
Bridges programme in comparison to usual care.



Overview of the Bridges RCT



Selection Criteria

Exclusion Criteria Inclusion Criteria 

Hodkinson’s 10 point mini mental 
score ≤ 6 Clinical diagnosis of stroke

Serious hearing and visual problems

Issues with readiness to participate Issues with readiness to participate 
(e.g. unwell carer) New referrals or 

within 4 weeks of commencing 
rehabilitation with the CSTNeglect (star cancellation score 

<48/52)

Competing co-morbidities (e.g. 
cancer) Able to follow a two-stage 

commandRequiring 1-2 advice sessions on 
review only



Recruitment

� Recruitment over 15 months (Feb ‘09-May ‘10) 

� 152 new referrals; 13 individuals omitted 
over a 6 week period

� 25/139 referrals  were enrolled (18 %)

� Last 3 mth outcomes (Oct 2010)



Reasons for exclusion

Expected treatment time<6wks A 48

In community hospital/ Inpatient B 1

Memory/ cognitive problems C 15

Did not wish to participate in programme D 16

Readmitted to hospital E 4
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Poor Rehab potential F 5

Unusual diagnosis/ differential diagnosis G 2

Competing co-morbidity H 5

Deceased I 1

Rehab of old CVA J 3

Other K 13
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Participant Characteristics

Bridges
(N=11)

Control
(N=13)

P VALUE
(Mann Whitney)

Mean (SD) Mean (SD)

AGE 62.18 (13.57) 67.38 (10.60) 0.31

WEEKS POST 
STROKE

7.00 (4.45) 11.38 (12.70) 0.28

BARTHEL 

[S. L1]
Needs to be added in please

BARTHEL 
INDEX
(Max=20)

14.09 (5.30) 17.08 (3.40) 0.10

NEADL
(Max=63)

26.00 (14.19) 34.38 (17.44) 0.31

SSEQ
(Max=10)

6.68 (2.56) 7.94 (1.85) 0.20

SSQOL
(Max=20)

13.22 (2.35) 14.62 (3.42) 0.16



SSQOL and SSEQ - Means



Mean Change Scores for Primary Outcomes

Outcome Group

Baseline to 
Post-

Intervention 
(wk7)

Mean (SD)

Post 
Intervention 

(wk 7) to 
Follow-up (3 

months)
Mean (SD)

Baseline to 
Follow up
(3 months)
Mean (SD)

SSES Bridges 1.04 (1.22) -0.39 (0.84) 0.65 (1.22)SSES
(AVERAGE)

Bridges
Control

1.04 (1.22)
0.65 (0.80)

-0.39 (0.84)
-0.15 (1.29)

0.65 (1.22)
0.51 (1.73)

SES
(AVERAGE)

Bridges
Control

0.79 (1.83)
0.36 (0.82)

-0.51 (1.32)
0.22 (1.72)

0.28 (1.66)
0.55 (2.09)

SSQOL
(AVERAGE)

Bridges
Control

1.11 (1.91)
1.94 (1.77)

1.05 (0.76)
0.12 (2.09)

2.16 (2.33)
2.06 (1.55)

EUROINDEX
Bridges
Control

0.09 (0.26)
0.15 (0.36)

-0.05 (0.15)
-0.09 (0.42)

0.04 (0.31)
0.06 (0.26)

EURO B
Bridges
Control

0.13 (0.17)
0.12 (0.12)

0.02 (0.25)
-0.02 (0.23)

0.15 (0.24)
0.10 (0.21)



Mean Change Scores for Secondary Outcomes

Outcome Group
Baseline to Post-
Intervention (wk7)

Mean (SD)

Post Intervention 
(wk 7) to Follow-

up (3 months)
Mean (SD)

Baseline to Follow 
up

(3 months)
Mean (SD)

GHQ
(TOTAL)

Bridges
Control

-8.45 (6.93)
-11.31 (11.97)

0.45 (6.31)
2.77 (16.98)

-8.00 (5.37)
-8.54 (8.87)

(TOTAL)

SIPSO
(TOTAL)

Bridges
Control

7.55 (8.04)
4.77 (4.78)

0.55 (4.25)
4.08 (7.74)

8.09 (7.41)
8.85 (7.96)

BARTHEL
(TOTAL)

Bridges
Control

1.73 (1.95)
1.46 (2.15)

0.73 (1.27)
-0.08 (1.85)

2.45 (2.50)
1.38 (2.84)

NEADL
(TOTAL)

Bridges
Control

17.40 (13.57)
12.69 (11.43)

2.09 (7.48)
4.23 (10.40)

18.80 (15.22)
16.92 (14.04)



Emerging themes from patients (N=9/11)

Theme 1: 
Peer Learning

Theme 2: 
Goal Setting

Theme 7: 
Long Term 
impact of 
Bridges

Participant 
perspectives

Theme 3: 
Managing 
Progress

Theme 4: 
Role of the 
Professional

Theme 5: 
Timing

Theme 6: 
Positive 

impact of 
Bridges



Stroke Survivor Quotes

“. . . it’s a tool to help you manage and see your progress because I think if left 
on your own without the stroke team and the Stepping Out [Bridges] that you 
wouldn’t be able to monitor your progress and see the changes that you do 
make over that period of weeks and by seeing the changes, the motivation then 
gets better so that you can get on with life quicker and put the effects of the 
stroke and see that things can change and improve.” stroke and see that things can change and improve.” 

Participant E (Theme 3: Managing progress)

“. . . I know that several areas that we chatted about and set as goals were met 
and therefore there was an improvement because the goals were setting different 
standards in behaviour and things like that. So the fact that they are met clearly 
was a statement that I was getting better, getting more active, getting more 
positive, so from that point of view it was very useful.” 

Participant B (Theme 6: Positive Impact of Bridges)



Emerging themes from the stroke team 

Theme 1: 
Variation in 
participant 

receptiveness

Theme 2: Skills 
needed to deliver Theme 5: 

Limitations

Professional 
perspectives

needed to deliver 
intervention

Theme 3: 
Difference from 

normal care

Theme 4: 
Reasons for 

sucess

Limitations



CST Quotes

“I do feel that I use that when I am explaining the workbook, and I’m 
explaining, there’s definitely a difference from my normal goal setting” 

Participant A  (Theme 3: Difference from normal care)Participant A  (Theme 3: Difference from normal care)

“A reflective listening, not just listening but really listening to what they are 
saying even to be able to weed out with the patient what are the important 
points” 

Participant B (Theme 2: Skills required for the intervention) 



Conclusion

� Bridges was feasible to implement and acceptable to all 
stakeholders

� Both groups improved post intervention
� the Bridges group demonstrated more positive change in both 

measures of self-efficacy, of activity (in particular for the NEADL) 
and social integration (SIPSO) post interventionand social integration (SIPSO) post intervention

� the Bridges self-management intervention changed self-efficacy 
as intended

� For the Bridges group, there was a protective effect on 
participants’ quality of life at follow up for QoL.

� This feasibility RCT confirms that the Bridges self management 
programme for stroke warrants further investigation
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