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ABSTRACT

Background: Review templates are commonly used in long-term condition (LTC)
consultations to standardise care for patients and promote consistent data recording.
However, templates may affect interactions during the review and potentially inhibit patient-

centred care.

Aim: To systematically review literature on the impact of LTC review templates on process
and health outcomes, and the views of healthcare professionals and patients on using review

templates in consultations.
Design and setting: Parallel qualitative and quantitative systematic reviews.

Method: Following Cochrane methodology, we searched nine databases (1995-2019;
updated July 2020) for clinical trials and qualitative studies of LTC templates in healthcare
settings. We performed duplicate selection, risk-of-bias assessment and data extraction. The
quantitative and qualitative analyses were conducted in parallel and findings synthesised

narratively.

Results: We included 12 qualitative and 14 quantitative studies (two studies reported both
qualitative and quantitative data and were included in both analyses). Review templates were
well used, but the only study to assess health outcomes showed no effect. Templates can
improve documentation of key measures, and act as a reminder tool; however, this can restrict
the review process, and risks prioritising healthcare professional agendas over patients.
Templates may also limit opportunities to discuss individuals’ concerns about living with their

condition, and act as a barrier to providing patient-centred care.

Conclusion: Future research should evaluate health as well as process outcomes. The
potential benefits of templates in improving documentation should be balanced against
concerns that ‘tick boxes’ may override patient agendas unless templates are designed to

promote patient-centred care.

Keywords: primary care; review templates; patient-centred care; delivery of health care;

chronic conditions; long-term conditions



How this fits in: Electronic disease templates are commonly used in healthcare systems to
optimise and standardise evidence-based care for patients during long-term condition reviews.
However, there are concerns that review templates can be a ‘tick-box’ exercise that has a
negative impact on patient-centred care. We synthesised findings from qualitative and
quantitative studies exploring the utility and impact of templates in long-term condition care.
Our findings highlight the need to improve template design with particular focus on supporting

self-management and patient-centredness.



BACKGROUND

Long-term conditions (LTCs) account for over 15 million premature deaths each year[1],
emphasising a need to invest in strategies to improve management. Contemporary healthcare
for LTCs is founded on evidence-based interventions summarised in clinical guidelines which
recommend management strategies to optimise outcomes and prevent complications[2]. In
contrast, the role of supported self-management and patient activation is also emphasised[3,
4], and there is evidence that a patient-centred approach is associated with improved health
outcomes[5-7]. LTC management should seek to bridge these two concepts by promoting
healthcare professional (HCP) adherence to recommended tasks whilst simultaneously

addressing the patient’s needs and supporting self-management[8].

Electronic disease templates are commonly used in healthcare systems[6] to optimise,
structure, and standardise evidence-based care for patients, and promote consistent data
recording[6, 9]. However, concerns have been expressed that review templates encourage a
checklist approach to consultations, restricting communication and reducing self-management
discussion opportunities[10, 11]. Templates have also been criticised as prioritising the data

needs of the institution over individual patient needs][6].

In the context of a National Institute for Health Research (NIHR) funded programme of work
developing a strategy for implementing supported asthma self-management in primary care
(IMP2ART: IMProving IMPlementation of Asthma self-management as RouTine), we sought
to understand existing qualitative and quantitative evidence related to the design of LTC
templates. Specifically, we aimed to investigate the effectiveness of review templates in LTC
consultations to improve process and health outcomes, and to explore HCP and patient

experiences of using review templates in consultations.

METHODS
Design

Our parallel qualitative and quantitative systematic reviews (undertaken by MM; ES
respectively) followed Cochrane methodology[12], and are reported according to PRISMA
standards[13]. All aspects of the reviews’ design (searches, inclusion/exclusion criteria,

outcomes, analysis) were specified a priori in two protocols.
Search Strategy

Qualitative and quantitative searches were performed independently in June 2019 in the
following databases: MEDLINE (Ovid), Embase (Ovid), Web of Science, CINAHL



(EBSCOhost), PsycINFO (Ovid), and British Nurses Index (ProQuest). Additionally, for
qualitative studies, ASSIA and Sociological Abstracts (via ProQuest) were searched, and for
quantitative studies the CENTRAL database was searched. We hand-searched reference lists
and completed forward citation tracking of included studies. Searches commenced from 1995,
when the increasing importance of guidelines and advances in technology led to the
widespread adoption of computerised medical records[14] which facilitated use of templates
and the secondary use of data[14]. Prior to publication (July 2020), we undertook forward
citation tracking on all included studies, recognised as an efficient approach to updating

reviews[15].
Definition of templates

We defined templates as forms (paper or electronic), checklists, questionnaires, proformas or
smart forms, which aim to: support structured management of patients; promote a systematic
approach of care delivery; enable data recording, data sharing and information retrieval,
assure quality care delivery in-line with evidence-based guidelines; and/or produce

aggregated data used to assess institution performance.
Search terms

Databases were searched for terms to identify review templates and long-term conditions. In
addition, filters relating to methods were included e.g. ‘qualitative’, ‘randomised controlled
trial’. Full search terms for the qualitative and quantitative searches are available in

Supplementary Table 1.
Eligibility Criteria

Table 1 displays the qualitative and quantitative eligibility criteria guided by PICo (Population,
phenomena of Interest, and Context) and PICOS (population, intervention, comparison,
outcome and study design) frameworks. Studies not conducted in a healthcare setting or not

published in the English language were excluded.
Study Selection

After de-duplication in Covidence (https://www.covidence.org), we screened titles/abstracts
(qualitative (MM; ES); quantitative (ES; MM; EK)) and then potentially eligible full texts (MM;
ES; KM) against the review criteria. All screening was done independently by two reviewers;

disagreements were resolved by team discussion.

Data extraction and quality assessment



Data were extracted by MM (qualitative) and ES (quantitative) and independently checked
(KM). Qualitative studies were quality assessed by MM, using The Critical Appraisal Skills
Programme (CASP) checklist[16] for qualitative research. Quantitative studies were assessed
for risk of bias by ES. Randomised controlled trials (RCTs) were assessed using the Cochrane
risk of bias assessment tool[17], and non-randomised studies were assessed using the Risk
Of Bias In Non-randomised Studies - of Interventions (ROBINS-I)[18]. All risk of bias and

quality assessments were independently checked (KM).
Data Synthesis

Data from the qualitative and quantitative studies were synthesised separately using a
narrative synthesis[19] due to the high level of heterogeneity across studies. An overarching
synthesis and interpretation were developed with a multidisciplinary group (academics,

primary care clinicians, health psychologists).

RESULTS

The qualitative search identified 12 studies, and the quantitative search identified 14 studies
(Figure 1: PRISMA diagram). Two studies reported both qualitative and quantitative data and
were included in both analyses[20, 21]. Characteristics and key interpretations of the included

studies are shown in Supplementary Tables 2 (qualitative) and 3 (quantitative).
Study characteristics

Qualitative studies were published between 1999 and 2019 and were undertaken in Australia
(n=1)[22], South Africa (n=1)[20], and the UK (n=10)[6, 9-11, 21, 23-27], in primary care
practices and community health centres. The quantitative studies were published between
1999 and 2018 and were undertaken in Canada (n=1)[28]; Kenya (n=1)[29]; South Africa
(n=2)[20,30]; UK (n=2)[21,31]; USA (n=8)[32-39], in primary care practices, paediatric
hospitals, community health centres, ambulatory care clinics, and mobile clinics. Multiple long-
term conditions were included in the studies, commonly asthma, diabetes, hypertension. Of
the 24 unique studies, nine evaluated existing templates already in use in clinical practice,
eight studies developed templates within a programme of research with the primary intention
of embedding in routine practice, and seven studies had developed templates for research
purposes that were subsequently embedded in clinical practice. Detailed study characteristics

can be found in Supplementary Tables 2 and 3.

Quality and risk of bias



The qualitative quality assessment found that all but one study scored greater than 7 out of a
possible 10 on the CASP checklist. The quantitative risk of bias assessment found that all four
RCTs had some concerns, and all of the non-randomised studies had a moderate to serious
risk of bias. Full assessment details are in Supplementary Table 4 (qualitative) and

Supplementary Figures 1 and 2 (quantitative).
Overview of presentation of results

The qualitative synthesis of HCP and patient views about using review templates is described
first, with illustrative quotes in Table 2. Informed by the qualitative themes (inflexible template
design; competing agendas; shaping patient-practitioner interactions; impact on patient
centred-care; impact on management; HCP use of templates) the quantitative findings present
the impact of template use on recording of assessments; adherence to guidelines, and health

outcomes.
Qualitative Synthesis
Template design and data collection

HCPs found templates acted as a reminder tool during consultations[6, 10, 20-24]. Templates
established structure and made priorities clear, resulting in more efficient reviews[20, 23, 25,
26]. Conversely, rigid template design could be restrictive[11, 21] if structure was followed so
closely that questions appeared out of context[25]. Furthermore, overreliance on structure
reduced the HCPs opportunities to use their own medical knowledge and skills[27]. Although,
some nurses expressed that templates “make life a lot easier’ they also commented that
templates mean “you don't really have to think a lot for yourself’[10, 23]. Templates were
viewed as inflexible if they did not provide space to record important additional comments[20,
21]. Additionally, a ‘tick-box’ design, as opposed to free-text comments, forced HCPs to

categorise patients’ status, overriding nuances[11, 23].
Competing agendas

Templates encouraged HCPs to prioritise their agenda over the patients[10, 11, 25]. Patients
had to work hard to integrate their own concerns into discussions and even when successful,
HCPs used the template to steer patients back to tasks[11]. One template that began with an
opening first question “What is the most important health problem that you would like us to
work on over the next few months?” enquiring about the patients’ agenda, was valued by
HCPs and patients[6]. In some contexts, completing templates was an essential task as it was
how a practice secured its income[9], therefore HCPs felt under pressure to complete tasks

and ‘tick the boxes’ that were related to evidence-based quality indicators[10, 23, 26].



Shaping patient-practitioner interactions

Template use could reduce eye contact and disrupt dialogue[6]. When patients ‘digressed’
from the template tasks to talk about their concerns, some nurses used a shift in gaze towards
the computer template to disturb the patients’ narrative and turn attention back to the tasks[25,
27]. Templates caused less disjunction when screen positioning did not require clinicians to
turn away from the patient[6]. Nurses also used body positioning to indicate that the template
had their full attention by turning their whole body towards the screen, signalling disinterest
and limiting the patients’ narrative[25, 27]. More positively, patients became familiar with the
HCPs priorities imposed by the template and knew what to expect of the review process and

understood what was deemed acceptable during the review[25].
Impact on patient centred-care

HCPs acknowledged that template use could turn reviews into a tick-box exercise which
inhibited patient-centred care[10, 23, 24, 26], with review appointments becoming focused on
collecting data rather than an opportunity for patients to discuss treatment options for
managing their condition[23]. There was a risk of HCPs avoiding discussing patients’ concerns
if they were not related to the condition under review[11, 25], with patients expressing
dissatisfaction if their problems were not addressed[9]. Conversely, patients who were asked
about their concerns responded positively and felt heard[6]. General practitioners (GPs)
suggested that templates could be improved by enabling them to cater for patients with
multiple conditions[22]. Some HCPs adapted their templates and practice to facilitate patient-
centred care e.g. by extending appointment times, adding free-text comment boxes,
employing strategies to involve patients in the review, or by hand writing notes and completing
the template when the patient had left[9, 11, 21-23].

Template impact on treatment options, self-management and health promotion

Some HCPs considered that templates encouraged a pharmacological approach to
management despite patients often preferring non-pharmacological options[10, 23]. Using the
template, GPs shifted topics away from the patient-initiated self-management topics (e.g.
reducing medication need), to a discussion of options around the need for medication[10],
which may deter patients from attending reviews[23]. HCPs felt that following the template and
raising multiple health promotion topics e.g. smoking, diet, alcohol, could cause upset and
lead to the patient feeling criticised[10]. As a result, nurses tended to avoid these lifestyle
topics to preserve the patient relationship[10]. Conversely, some nurses used the template as

an excuse for asking self-management questions[10].

Healthcare professional differences in template use



Nurses, and staff with less training, felt constrained to ‘obey’ templates, whereas GPs were
happier to override template requirements[23]. GPs often considered templates as too
detailed, whereas nurses felt the detail was necessary[21]. GPs who were provided with a
short template were more able to integrate it into their review[6], although they did not always
explore the patient’s agenda if they lacked the required expertise[6]. While nurses engaged
conversationally with patients’ social circumstances, most GPs referred to biopsychosocial
circumstances as context for patients’ health[6]. Staff with less training felt less equipped to
take into account a patients’ social or psychological situation[23]. Finally, nurses initiated self-

management dialogue more frequently than GPs[10].
Quantitative Synthesis
Use of templates

Overall, the majority of studies reported a rapid uptake or increase in use of templates[21, 29-
32, 35-38]. However, one study with some concerns about risk of bias, reported that less than

60% of patients’ folders contained the template[20].
Impact on documentation

Of the 14 included studies, 11 studies (all at moderate risk of bias or with some concerns)
reported that review templates significantly improved the documentation of key measures for
their respective LTC [28-30, 32-39]. The studies that did not improve documentation reported
lack of engagement with the research process, and excessive workload undermining the ability

to complete the template[20-21].

Across the included studies, templates were reported to have the greatest effect on the
process of disease management, including improved documentation of unscheduled care[32,
37, 39] and symptoms[34]. Templates were associated with a significant improvement in
recording of severity[29, 32, 35, 37, 39], with a change in documentation ranging between
20% (p=0.0013)[29] to 73% (p<0.001)[39]. Significant improvement in documentation was
also noted for environmental exposure (e.g. mold, occupational hazards)[29,32]. The results
were mixed with regards to complications or comorbidities, and documented changes in care
plans. In asthma, for example, documentation of asthma action plan provision was mixed. One
study found that documentation increased (10%-74%, p=0.001)[37], whereas one study found
no significant difference[34]. Specifically, the impact on documentation of prescribed controller
medication was mixed[36, 37, 39], though, one study observed increased documentation of
inhaled corticosteroid use before and after template implementation (39.4%-51.1%,
p=0.0170)[35]. Studies of hypertensive and diabetic patients found mixed results in

documentation changes of complications[20, 29]. Finally, one asthma template study reported



a statistically significant increase in documentation of changes in care plans including social
work referral, subspecialty consultation, and medicine change (49%-63%, p=0.0006)[32]. The
only study to report on family history (e.g. history of smokers in family) did not report a

significant change in documentation[34].
Impact on health outcomes

The only study (with some concern about risk of bias) to report on health outcomes showed
no significant effect on glycaemic control for diabetic patients or blood pressure control for

hypertensive patients following the introduction of a template 1-year previously[20].

DISCUSSION
Summary

We identified 24 unique studies investigating the use of templates in review consultations. The
overarching findings show that even when templates are well used, there is no evidence to
suggest that they improve health outcomes. HCPs perceived that templates were a helpful
reminder tool during consultations, and the controlled trials confirmed that they could improve
documentation of key measures in terms of adherence to guidelines. Templates were seen
positively for structuring reviews and establishing clear priority tasks, but conversely were
perceived as restricting the review process to ‘ticking-boxes’, and risked prioritising the HCP
agenda over the patients. Templates may limit the opportunity to discuss self-management

topics, and may act as a barrier to providing patient-centred care.
Strengths and limitations

This is the first systematic review to synthesise the effectiveness of review templates in LTC
consultations with the views and experiences of HCPs and patients. The multidisciplinary team
approach and duplication of the selection processes used in this review strengthen the
findings. However, there are some limitations to the current review that should be noted.
Although we used broad search terms, and screened 13,977 studies, we may have missed
some relevant studies including any non-English studies (we did not have the resources for
translation). Qualitative studies can be difficult to detect, but we reached data saturation in the
themes. The quantitative studies included in this review were assessed to be of either
moderate to serious risk of bias, reducing the strength of the evidence presented. Further, the
studies were heterogeneous, with varying LTCs and review templates, and initiated in diverse

contexts, precluding meaningful meta-analysis.

Comparison with existing literature



The current review found that templates improved the documentation process [28-30, 32-39],
but with no evidence of improved health outcomes. This supports a prior review that showed
that electronic medical records have process benefits, but unclear improvements in clinical
outcomes[40]. We also found that templates can act as a barrier to providing patient-centred
care, which corroborates previous concerns that use of electronic health records negatively
impacted on patient-centred communication[41]. Patient-centred care is important for patients
with long-term conditions[42], and evidence suggests that long-term patient outcomes may be
improved when patients are involved in their treatment planning that requires self-
management[43]. This represents a tension in contemporary clinical practice with policy
rewarding both increased coding of guideline recommended practice in pay for performance
schemes[44], whilst simultaneously promoting personalised care[45-46]. Increasing use of
routine data and the ‘power of information’ is an additional driver for collection of process
data[47], risking further marginalisation of the patient’s agenda. Template design could help —

or hinder — the challenge of managing this tension.
Implications for research and practice

There are a number of reasons why researchers, clinicians, and health service managers
introduce templates into clinical practice. If improving processes or recording of processes is
the aim, then our findings suggest that templates have utility. In contrast, our review found
very little evidence about the potential of templates to improve clinical outcomes (though
absence of evidence is not evidence of absence). Researchers developing or evaluating
templates need to define their objective(s), consider the mechanism by which they believe a
template can achieve that objective, and measure outcomes that demonstrate whether the
objective has been achieved. In addition, the benefits need to be balanced against the

perception that templates can reduce the patient focus of a consultation.

To improve patient-centredness, templates should begin with an opening first question to
establish the patient’s agenda[6], and should incorporate questions that ask patients about
their main health concerns to allow initiation of discussion[22]. Additionally, findings identified
that patients feel dissatisfied with their unaddressed problems[9]; a closing template question
to check if the patients concerns had been addressed may alleviate this. The current review
found that templates were viewed as inflexible[20, 21], and studies suggested that templates
should incorporate open text or flexible options that help balance patient and HCP agendas
and allow for documentation of patient concerns and multiple conditions[9, 22]. Finally, existing
evidence shows that supported self-management can reduce hospitalisations, accident and
emergency attendances and unscheduled consultations[48], therefore, as suggested by an

included study[10], templates should incorporate more self-management questions and



education to aid HCPs to encourage and educate patients in self-management practices. The
IMP2ART programme of work developing a strategy for implementing supported asthma self-
management in primary care will use these findings in the development of an asthma review

template.
Conclusion

Review templates were well used, although limited evidence does not suggest that they
improve patient-related outcomes. Templates can improve documentation of key measures,
and act as a reminder tool during consultations; however, this can restrict the review process,
and risks prioritising the healthcare professional agenda over the patients’ concerns and act
as a barrier to providing patient-centred care. Understanding and managing these potentially
conflicting imperatives could lead to improved design of templates for use in the management

of long-term conditions.



Funding: This research was supported by the National Institute for Health Research (NIHR)
under its Programme Grants for Applied Research Programme (Reference Number RP-PG-
1016-20008). The views expressed are those of the authors and not necessarily those of the

NIHR or the Department of Health and Social Care.

Ethical approval: As this is a secondary analysis of published material, ethical approval was

not required.
Competing interests: The authors have declared no competing interests.

Acknowledgements: Mary Morrissey and Elizabeth Shepherd contributed equally to this
paper as first authors. The authors would like to thank Marshall Dozier, Academic Support
Librarian for the College of Medicine and Veterinary Medicine at the University of Edinburgh,

who assisted in developing the search strategy.



REFERENCES

1. World Health Organization. Noncommunicable diseases. 2018 [cited 2020 06/07/20];
Available from: https://www.who.int/news-room/fact-sheets/detail/noncommunicable-

diseases.

2. Corbo, G.M., Chronic obstructive pulmonary disease and asthma in the primary care setting:
simple questionnaires can promote patient awareness and provide feedback to physicians.
Respiration, 2006. 73(3): p. 277-278.

3. Taylor SJC, Pinnock H, Epiphaniou E, et al. A rapid synthesis of the evidence on
interventions supporting self-management for people with long-term conditions: PRISMS —
Practical systematic Review of Self-Management Support for long-term conditions.
Southampton (UK): NIHR Journals Library; 2014 Dec. (Health Services and Delivery
Research, No. 2.53.) Available from: https://www.ncbi.nlm.nih.gov/books/NBK263840/ doi:
10.3310/hsdr02530

4. Alexander JA, Hearld LR, Mittler JN, Harvey J. Patient—physician role relationships and
patient activation among individuals with chronic illness. Health Serv Res. 2012
Jun;47(3pt1):1201-23.

5. Eaton S, Roberts S, Turner B. Delivering person centred care in long term conditions. BMJ.
2015 Feb 10;350.

6. Mann C, Shaw A, Wye L, et al. A computer template to enhance patient-centredness in
multimorbidity reviews: a qualitative evaluation in primary care. Br J Gen Pract. 2018 Jul
1,68(672):€495-504.

7. Weiner SJ, Schwartz A, Sharma G, et al. Patient-centered decision making and health care
outcomes: an observational study. Ann Intern Med. 2013 Apr 16;158(8):573-9.

8. Peytremann-Bridevaux |, Arditi C, Gex G, Bridevaux PO, Burnand B. Chronic disease
management programmes for adults with asthma. Cochrane Database Syst Rev 2015, Issue
5. Art. No.: CD007988. DOI: 10.1002/14651858.CD007988.pub2.

9. Chew-Graham CA, Hunter C, Langer S, et al. How QOF is shaping primary care review

consultations: a longitudinal qualitative study. BMC Fam Pract. 2013 Dec 1;14(1):103.

10. Blakeman, T., et al., The Quality and Outcomes Framework and self-management
dialogue in primary care consultations: a qualitative study. Br J Gen Pract, 2011. 61(591): p.
e666-e673.



11. Swinglehurst, D., T. Greenhalgh, and C. Roberts, Computer templates in chronic disease

management: ethnographic case study in general practice. BMJ Open, 2012. 2(6).

12. Higgins, J., Green S Cochrane handbook for systematic reviews of interventions version
5.1.0 The Cochrane Collaboration; 2011 Available from: www.cochrane-handbook.org

[Accessed January 2019].

13. Moher, D., et al., Preferred reporting items for systematic reviews and meta-analyses: the
PRISMA statement. PLoS Med, 2009. 6(7): p. e1000097.

14. National Institute for Health and Care Excellence. (2020). History of Nice. Retrieved from

https://www.nice.org.uk/about/who-we-are/history-of-nice [Accessed September 2020].

15. Greenhalgh, T. and R. Peacock, Effectiveness and efficiency of search methods in
systematic reviews of complex evidence: audit of primary sources. BMJ, 2005. 331(7524): p.
1064-1065.

16. Skills, C.A. and Programme. CASP Qualitative Checklist. [cited 2020 07/07/2020];
Available from: https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist-
2018.pdf.

17. Higgins JP, Altman DG, Ggatzsche PC, et al., The Cochrane Collaboration’s tool for
assessing risk of bias in randomised trials. BMJ, 2011. 343: p. d5928.

18. Sterne, J.A., et al., ROBINS-I: a tool for assessing risk of bias in non-randomised studies
of interventions. BMJ, 2016. 355.

19. Popay J, Roberts H, Sowden A, et al. Guidance on the conduct of narrative synthesis in
systematic reviews. A product from the ESRC methods programme Version. 2006 Apr
1;1:092.

20. Steyn K, Lombard C, Gwebushe N, et al., Implementation of national guidelines,
incorporated within structured diabetes and hypertension records at primary level care in Cape
Town, South Africa: a randomised controlled trial. Glob Health Action, 2013. 6(1): p. 20796.

21. Tai SS, Nazareth |, Donegan C, et al. Evaluation of general practice computer templates.
Methods Inf Med. 1999;38(03):177-81.

22. Schattner P, Bolger-Harris H, Saunders M. Using computer based templates for chronic

disease management. Aust Fam Physician. 2008 Apr;37(4):285.

23. Checkland K, McDonald R, Harrison S. Ticking boxes and changing the social world: data
collection and the new UK general practice contract. Soc Policy Adm. 2007 Dec;41(7):693-
710.



24. Turner GM, Mullis R, Lim L, Kreit L, Mant J, et al. Using a checklist to facilitate
management of long-term care needs after stroke: insights from focus groups and a feasibility
study. BMC Fam Pract, 2019. 20(1): p. 2.

25. Rhodes P, Langdon M, Rowley E, et al. What does the use of a computerized checklist
mean for patient-centered care? The example of a routine diabetes review. Qual Health Res.
2006 Mar;16(3):353-76.

26. Wilson, N., The nutritional needs of people living with COPD: a concurrent mixed methods

study of the role of the general practice nurse. 2019, Manchester Metropolitan University.

27. Rhodes P, Small N, Rowley E, et al. Electronic medical records in diabetes consultations:

participants' gaze as an interactional resource. Qual Health Res. 2008 Sep;18(9):1247-63.

28. Roshanov PS, Gerstein HC, Hunt DL, et al. Impact of a computerized system for evidence-
based diabetes care on completeness of records: a before—after study. BMC Med Inform Decis
Mak. 2012 Dec;12(1):1-0.

29. Kleczka B, Musiega A, Rabut G, et al. Rubber stamp templates for improving clinical
documentation: A paper-based, m-Health approach for quality improvement in low-resource
settings. Int J Med Inform. 2018 Jun 1;114:121-9.

30. Mahomed OH, Naidoo S, Asmall S, et al. Improving the quality of nurse clinical
documentation for chronic patients at primary care clinics: A multifaceted intervention.
Curationis. 2015;38(1):1-2.

31. Sykes A, Nyadzayo M, Elkin S. P281 Impact of an Electronic Chronic Disease
Management System For Chronic Obstructive Pulmonary Disease. Thorax. 2012 Dec
1;67(Suppl 2):A188-A188.

32. Beck AF, Sauers HS, Kahn RS, et al. Improved documentation and care planning with an
asthma-specific history and physical. Hosp Pediatr. 2012 Oct 1;2(4):194-201.

33. Co JP, Johnson SA, Poon EG, et al. Electronic health record decision support and quality
of care for children with ADHD. Pediatrics. 2010 Aug;126(2):239-46.

34. Daniels EC, Bacon J, Denisio S, Fry YW, Murray V, Quarshie A, Rust G. Translation
squared: improving asthma care for high-disparity populations through a safety net practice-
based research network. Journal of Asthma. 2005 Jan 1;42(6):499-505.

35. Davis AM, Cannon M, Ables AZ, et al. Using the electronic medical record to improve
asthma severity documentation and treatment among family medicine residents. Family
Medicine. 2010 May 1;42(5):334.



36. Hogan AH, Rastogi D, Rinke ML. A quality improvement Intervention to improve inpatient

pediatric asthma controller accuracy. Hosp Pediatr. 2018 Mar 1;8(3):127-34.

37. Kidd, TL, Improving provider compliance of the NAEPP 2007 asthma guidelines through
the electronic health record (EHR) in a pediatric primary care practice. 2016. Doctor of Nursing
Practice (DNP) Final Clinical Projects, 2016-2019.

38. Mendu ML, Schneider LI, Aizer AA, Singh K, Leaf DE, Lee TH, Waikar SS. Implementation
of a CKD checklist for primary care providers. Clin J Am Soc Nephrol. 2014 Sep 5;9(9):1526-
35.

39. Shapiro A, Gracy D, Quinones W, et al. Putting guidelines into practice: improving
documentation of pediatric asthma management using a decision-making tool. Arch Pediatr
Adolesc Med. 2011 May 2;165(5):412-8.

40. Holroyd-Leduc JM, Lorenzetti D, Straus SE, et al. The impact of the electronic medical
record on structure, process, and outcomes within primary care: a systematic review of the
evidence. J Am Med Inform Assoc. 2011 Nov 1;18(6):732-7.

41. Kazmi, Z., Effects of exam room EHR use on doctor-patient communication: a systematic
literature review. J Innov Health Inform, 2014. 21(1): p. 30-39.

42. Health Foundation. Person-centred care made simple: what everyone should know about

person-centred care. Health Foundation; 2014.

43. Rathert C, Wyrwich MD, Boren SA. Patient-centered care and outcomes: a systematic
review of the literature. Med Care Res Rev. 2013 Aug;70(4):351-79.

44. NHS Confederation, British Medical Association New GMS Contract 2003: investing in

general practice. London. March 2003

45. NHS England. Universal Personalised Care: Implementing the comprehensive model.
2019. Available from https://www.england.nhs.uk/wp-content/uploads/2019/01/universal-

personalised-care.pdf [Accessed October 2020].

46. The Health Foundation. Person-centred care made simple (2016). Available from
https://www.health.org.uk/publications/person-centred-care-made-simple [Accessed October
2020].

47. Department of Health. The Power of Information Putting all of us in control of the health
and care information we need (2012). Available from
https://www.gov.uk/government/publications/giving-people-control-of-the-health-and-care-

information-they-need [Accessed October 2020].



48. Pinnock H, Parke HL, Panagioti M, et al. Systematic meta-review of supported self-

management for asthma: a healthcare perspective. BMC Med. 2017 Dec 1;15(1):64.



Table 1. Inclusion and Exclusion Criteria

Qualitative Search Inclusion and Exclusion Criteria, following PICo framework.

Inclusion Exclusion
Population |Patients with LTCs and healthcare Patients without a LTC, and healthcare
professionals managing patients with professionals’ management of patients
long-term conditions without a long-term condition
phenomena [Studies that explore the use of review Computerised decision support systems;
of Interest  templates (electronic or paper) in the other reminders or record systems
clinical management of LTCs
Context Studies exploring views and experiences
of review templates for clinical
management of LTCs, from the patient or
healthcare professional perspective
Quantitative Search Inclusion and Exclusion Criteria, following PICO framework.
Inclusion Exclusion
Population |Healthcare professionals working in LTC [Non-healthcare professionals, non-LTC
care review consultations
Intervention [Electronic or paper review Computerised decision support systems;
templates meeting our definition other reminders or record systems
Comparison [Standardised/regular LTC care not using
templates
Outcome  |Primary: related to process; No report on any outcomes of interest
comprehensiveness, compliance with
guidelines, frequency of use
Secondary: related to patient health
outcomes; unscheduled care, symptom
control
Study Randomised controlled trials, quasi-
design experimental, non-randomised studies,

mixed-method




Table 2. lllustrative Quotes of Identified Themes.

Template Design & Data Collection

Nurse: “I think they’re absolutely spot on, the templates. They're
just like reminders to make sure you don’t miss anything and
they just make life a lot easier, basically.” (Checkland et al.,
2007)[23]

GP: “ don’t want a load of prompts and a load of forms to fill in
and click and buttons.” (Mann et al., 2018)[6]

Competing Agendas

Nurse: “That becomes number crunching, ticking boxes and
that’s the bit | don't like.” (Checkland et al., 2007)[23]

Shaping patient-practitioner

interactions

GPs: Templates were too “business focused and took away from
real doctoring.” (Schattner et al., 2008)[22]

Impact on Patient Centred-Care

Nurse: “You spend more time looking at the screen and ticking
boxes than actually looking at the person who's come to see

you, which is not very nice for the patient.” (Wilson, 2019)[26]

Patient: “This gives me that kind of overview where you think
“‘well I'm the person that’s getting attended here, it’s not what

this GP wants or thinks it’'s what ... my needs are”.
2018)[6]

(Mann et al.,

Template impact on treatment

options, self-management and

health promotion

Nurse: “I mean she was feeling a bit sort of got at, the fact that
I'd already had the diet and the alcohol. And then smoking was
the last straw really.” (Blakeman et al., 2011)[10]

Healthcare professional

differences in template use

Nurse: “Yeah, you've got an agenda. They may well have an
agenda. And | tend to, rightly or wrongly, get my agenda first.
You know, make sure my agenda’s done.” (Blakeman et al.,
2011)[10]

GP: “There will be another agenda I'll be running side by
side...I've been able to cope ok with that.” (Checkland et al.,
2007)[23]




