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1. Summary 

Background: 

Medication related adverse events have been estimated to be responsible for 5,700 deaths and cost 
the United Kingdom £750 million annually. This burden falls disproportionately on older people. 
Outcomes from interventions to optimise medication management are caused by multiple context 
sensitive mechanisms. The MEdication Management in Older people: REalist Approaches BAsed on 
Literature and Evaluation (MEMORABLE) project uses realist synthesis to understand how, why, for 
whom and in what contexts interventions, to improve medication management in older people on 
complex medication regimes residing in the community, work. 

Method 
 
This realist synthesis uses primary data from interviews to develop the programme theory. A realist 
logic of analysis will synthesise data both within and across the two data sources to inform the design 
of a complex intervention(s) (see flow diagram; appendix 1) to help improve medication management 
in older people.  
 
1. Literature Review 
The review (using realist synthesis) contains five stages to develop an initial programme theory to 
understand why processes are more or less successful and under which situations: Focussing of the 
research question; developing the initial programme theory; developing the search strategy; selection 
and appraisal based on relevance and rigour; and data analysis/synthesis to develop and refine the 
programme theory and context, intervention, mechanisms configurations. 
 
2. Realist Interviews 
Realist interviews will explore and refine our understanding of the programme theory developed from 
the realist synthesis. Up to 30 older people and their informal carers (15 older people with multi-
morbidity, 10 informal carers and 5 older people with dementia), and 20 care staff will be interviewed.  

3. Developing framework for the Intervention(s) 
Data from the realist synthesis and interviews will be used to refine the programme theory for the 
intervention(s) to identify: the mechanisms that need to be ‘triggered’, and the contexts related to 
these mechanisms. Intervention strategies that change the contexts so the mechanisms are triggered 
to produce desired outcomes will be developed. Feedback on these strategies will be obtained.  
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2. Background  
 
Between 2010 and 2050 the number of older people living in the United Kingdom (UK) will nearly 
double from around 10 to 19 million (1). Half of people aged 75 or more are living with two or more 
long-term conditions (2). The Francis Report emphasised that patients should be protected from 
avoidable harm (3). Yet, medication related adverse events have been estimated to be responsible for 
5,700 deaths, at a cost  of £750 million to the UK health service, every year (4). Furthermore, 
between 5 to 8% of unplanned hospital admissions in the UK, are related to medication issues (5).  
 
Safe and effective medication management is particularly challenging in older people with chronic or 
long-term conditions on multiple medications with some degree of frailty and/or cognitive impairment  
(6)(7)(8)(9)(10)(11)(12). Older people, particularly those with dementia, may be more susceptible to 
medication related adverse events and less able to identify when a medication error has taken place 
(6) (8) (13) (14).  
 
Complex care pathways delivered by a diverse range of care staff are needed to support medication 
management (2) (15). For instance, older people often attend multiple clinics and interact with multiple 
health and social care professionals including GPs, community pharmacists, district nurses and 
various secondary care clinicians, all of whom  help to optimise their medication management (6) 
(15). In addition, for many older people, formal and informal carers have a key and pivotal role and 
provide front-line support for their medication management needs (16) (17). However, formal carers 
frequently lack the appropriate training to deliver this role and informal carers, who often have self-
care difficulties themselves, struggle with the responsibility and find the role stressful and burdensome 
(17) (18) (19) (20) (21). Recent NICE guidance has identified the need for a collaborative approach to 
supporting older people with long-term conditions in managing their medication(s) (22).  
 
Realist approaches aim to understand how a given context affects any mechanism, to generate either 
a positive or a negative outcome (23)(24). In other words, they explore the relationship between 
context, mechanism and outcome (CMO) configurations or CMOCs (23). Our MEdication 
Management in Older people: REalist Approaches BAsed on Literature and Evaluation 
(MEMORABLE) study uses a realist synthesis to address the three steps within the Medical Research 
Council framework for Developing Complex Interventions: identifying the evidence base, 
identifying/developing theory and modelling process and outcomes (25) (see flow diagram for 
overview; appendix 1). Recognised guidelines for ensuring the quality of the review and how it is 
reported (the RAMESES guidelines) will be followed (23) (26) (27). In this study the realist programme 
theories will be developed through a combination of secondary (literature review, in the form of a 
realist synthesis: Work Package 1) and primary (realist interviews: Work Package 2) data collection 
methods. In Work Package (WP) 3 we will use data from within and across WP1 and WP2 to further 
develop and refine the realist programme theory. The data collected from each work package will be 
continually analysed to enable emerging findings from one package to inform the other. Finally, the 
resulting refined realist programme theory will be used to design the framework for the intervention(s) 
(WP3).  

 
3. Aims/Objectives  
 
Aim: To use realist synthesis including primary data collection to develop a framework for a novel 
multi-disciplinary, multi-agency intervention(s), to improve medication management in older people on 
complex medication regimens resident in the community. 
 
Objectives 

1. To understand how and why any potentially relevant interventions, to optimise medication 
management, work (or do not work) for particular groups of older people in certain circumstances. 

2. To synthesize the findings from objective 1 into a realist programme theory of an intervention(s) to 
support older people living in the community manage their medication. 

3. To use realist programme theory developed from objective 2 to inform the development of an 
intervention(s) to assist older people living in the community to manage their medication. 
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4. WP1: Literature Review  

Method 

This literature review (in the form of a realist synthesis) comprises five stages: 

1. Focussing the Synthesis: the overall focus is to develop a realist programme theory for an 
intervention to support older people living in the community to manage their medication. The realist 
synthesis will be focussed on the most relevant strategies that would be needed to be used in the 
medicine management intervention developed.  

2. Developing Initial Programme Theory: a programme theory sets out how and why outcomes occur 
within an intervention (23) (28).  

We will iteratively consult with our stakeholder group, and informally search the literature to locate 
current theories (29). This informal searching is more exploratory than the formal searching in step 3 
and aims to rapidly identify a range of possibly relevant explanatory theories. Iterative discussions in 
the project team will aim to understand and synthesise the various theories into an initial coherent 
programme theory. The stakeholder group (that includes patient and public involvement) will provide 
content expertise to help synthesis the initial programme theory and later refinement.  

The initial programme theory (candidate theory) will be refined as the synthesis progresses with input 
from both the project team and stakeholder group. The theory will be mapped out as a series of 
outcome steps required for the final desired outcome, identifying intermediate outcomes that take 
place either sequentially or in parallel (26). For each step (where possible at this stage) the relevant 
and associated context and mechanism for each outcome will be developed from data identified from 
our informal searches (26) (30).  

3. Developing a Search Strategy: we will use a CIMO (Context, Intervention, Mechanisms, Outcome) 
question framework (31) to construct an initial sampling frame for medication management in older 
people. The initial CIMO framework is:  

Context: older people living in the community, medication complexity, ethnicity. Subgroup: 
people with dementia living in the community.  

Intervention: based on previous work and literature reviews possible interventions include 
support from formal or informal carers, education, medication review, self-management, tools 
(including technology) to support adherence.  

Mechanisms: the mechanism(s) triggered by the intervention will be identified by the 
programme theory.   

Outcomes: quality of life, adherence, adverse events, carer burden, economic (care costs 
including residential care and hospitalisations). 

We will then select distinct subsets of literature from within the sampling frame with which to test 
emerging theory (30) (32). At this point we anticipate that we will be able to use a comprehensive 
sampling approach. However, if the size of the literature proves unmanageable then we will employ a 
variety of appropriate sampling strategies (e.g. theoretical sampling, maximum variation sampling, 
extreme case sampling) to optimise the analytical value of the realist synthesis component, as 
specified by the methodology (33).  

The initial sampling frame will be used as the starting point for selection of ‘index papers’ from which 
suggested conceptual or contextual explanations will be identified, developed and explored by 
following links out to wider bodies of relevant literature (30) (32). When retrieved data suggests 
certain mechanisms may be particularly important, the search techniques will be refined to identify 
data from other clinical environments where these mechanisms may also be in operation, so that we 
can better understand their behaviour under different contexts.  

Realist synthesis uses iterative, purposive sampling from a wide range of evidence to develop, refine, 
confirm and refute theories about how and why an intervention works, for whom, and in what 
circumstances (33). Consequently, the search strategy will be developed iteratively and re-visited at 



MEMORABLE PROTOCOL V1 – 9/11/2016 - 8 
 

predetermined milestones, using different permutations and additional concepts (30) (32). Searching 
will be guided by the need to find data to develop the programme theory and hence additional 
searching may be needed. 

We will subsequently use ‘cluster searching’ to identify ‘clusters’ of data from related publications. 
This approach will add to the conceptual richness and contextual thickness of studies initially 
identified within the sampling frame constructed through conventional topic-based searching (32). We 
will identify “sibling” (i.e. directly linked outputs from a single study) and “kinship” (i.e. associated 
papers with a shared contextual or conceptual pedigree) papers and reports to add richness of data 
while preserving both rigour and relevance (32). Active pursuit of citation networks, using Google 
Scholar and Web of Science will be used to link index papers to the wider literature. Searching will 
continue until sufficient data is found (‘theoretical saturation’) to conclude that a candidate programme 
theory is sufficiently coherent and plausible (30).  

We will use the most up-to-date methodological literature when devising search strategies relating to 
older people or medication management (34). Based on previous work international guidance and 
discussions with information specialists, sources will include: Scopus, Web of Science, 
EMBASE/PubMed/MEDLINE, Cochrane, CINAHL, PSYCINFO, ProQuest, Sociological Abstracts, 
Google Scholar, BASE (Bielefield Academic Search Engine)/ETHOS (British Library Electronic Thesis 
Online)/ProQuest Dissertations and Thesis, Grey Literature in Europe (http://www.opengrey.eu/) and 
NHS Evidence and equivalent, external experts and charities/user groups and reference lists of 
relevant papers (30) (35). 

 
4. Selection and Appraisal: Inclusion and exclusion are based on (30) (36): 
 

• Does the document contain any data that can contribute to developing or testing theory 
(relevance)?  

• Are the methods (if any) utilised to generate the relevant data trustworthy and credible 
(rigour)? 

Selection and appraisal is a two-step process:  

1). Potentially relevant documents will initially be screened by title, abstract and key words (30) (32) 
by the Research Associate (RA). A 10% random sample will be checked by AB and GW for 
consistency (any disagreements will be resolved with the input of IM);  

2). The full texts of this set of documents will be obtained and screened by the RA. Again a 10% 
random sample will be checked by AB and GW for consistency using the same approach as outlined 
above.  

The full texts of all relevant documents will be imported into NVivo (a qualitative data analysis 
software tool). Relevant data from included documents will be coded into NVivo. Some of the codes 
will come from the programme theory (i.e. deductive coding). Others will come from the data (i.e. 
inductive coding). These codes will cover concepts that are judged to be important and potentially 
relevant to the programme theory. When coding, where it is possible to make such inferences, data 
will be coded as context, mechanism or outcome. Any data that informs the relationship of data within 
Context-Mechanism-Outcome-Configurations (CMOCs) or between the CMOCs (contained within the 
programme theory) will also be coded (23) (36). 

5. Data Analysis and synthesis: will configure the coded data to develop the CMOCs within the 
programme theory by piecing together data from different sources (23). Relevant data will be 
interpreted as being about context, mechanism and/or outcome within the CMOCs contained within 
our overarching programme theory. These data may come from a range of included documents or 
from the interview transcripts (see WP2 below). The configurations will be presented and discussed 
and debated within our regular project team meetings. We will ask a number of questions about the 
data informed by the approach used in Wong et al. (see Box 1 in the reference) (29). These questions 
will cover: relevance, interpretation of meaning, judgement regarding the CMOCs, judgements about 
the programme theory and rigour. Part of the process of data analysis will involve making inferences 
about the relationships of the CMOCs to the programme theory (23). Where needed, we will attempt 

http://www.opengrey.eu/
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to link our findings to substantive theories to further refine our theoretical understanding; for example 
social cognitive theory is frequently referenced in connection with medication self-management and 
may help to explain some aspects of the programme theory (37) (38).   

6. WP2: Realist Interviews 

Realist interviews are a type of qualitative interview where the researcher does a ‘show and tell’ with 
the participant (39). The participant is initially asked a series of general questions about the topic area 
(i.e. is 'eased in') and then questioned in the most neutral way possible about aspects of the 
programme theory (see appendix 2 for Outline Interview Schedule). Realist interviews will gather 
additional data to confirm, refute or refine aspects of the programme theory developed from the 
literature review work package (WP1) (40). The intention is that these interviews will be used to 
further develop and refine aspects of the programme theory that remain unclear based on the 
analyses of data from the realist synthesis. Or they may surface potentially relevant data about 
aspects of the programme theory that have not been found in the literature.  

Method: Ethical approvals will be sought prior to the start of this WP. Focus groups and/or interviews 
with older people, informal carers, and care staff will be recorded and transcribed verbatim. We will 
ascertain from the participants whether focus groups or one-to-one interviews are most appropriate. 
We are mindful of the sensitive issues which may be discussed and some people may prefer a one-
to-one interview although some may find the group environment empowering. Based on our practical 
experience one-to-one interviews are likely to be needed for care staff. 
 
Sample size: Up to 30 older people and their informal carers (15 older people with multi-morbidity, 10 
informal carers and 5 older people with dementia), and 20 health and social care staff (including 
formal carers). Previous experience indicates that this will generate sufficient data for an in-depth 
analysis from multiple perspectives (41) (42). However, interviews will stop when theoretical 
saturation is reached. The sampling strategy will be informed by the data collected from WP1 and be 
directed by the need to find data relevant to explore and refine aspects of the programme theory 
developed in WP1. Sampling of participants will be as follows: 
 
a. Interviews with older people and informal carers: Participants will be purposively sampled to ensure 
diversity in potentially conceptually-relevant characteristics (for example) including: age; ethnicity; 
gender; number of co-morbidities; presence of dementia; level of support from carer.  

b. One-to-one interviews with health and social care professionals (including GPs, social workers, 
formal carers, nurses, community pharmacists, secondary care consultants) who support older people 
in medication management. Participants will be purposively sampled to ensure diversity in potentially 
conceptually-relevant characteristics (for example) including: locality (rural vs. urban) and the index of 
deprivation in the area that they work.  

Data Analysis: NVivo software will be used to organise the qualitative data. The process of coding the 
data from the transcripts of the interviews / focus groups will be similar to that outlined above in WP1.  

Data coding and analysis will initially be conducted by the RA. One member of the team (GW) will 
independently check 10% of interviews for consistency in coding. Data analysis will take place after 
each interview / focus group and use a realist logic of analysis. Through discussion and disputation 
the project team will make inferences with respect to how the programme theory should be further 
refined (or not) based on the additional data from the realist interviews. In other words, asking the 
question how and why do these findings inform (if at all) the programme theory from WP1 and what 
refinements (if any) do we need to make to it? As quality control processes: a) transcripts will be 
shared with participants and feedback elicited as to their veracity and; b) a 10% sample of transcripts 
will be checked for consistencies in coding, interpretations and inferences made by GW. Any 
disagreements will be resolved by discussion between the RA, GW and IM, with IM being the final 
arbiter.   

6. WP3: Developing the Framework for an Intervention(s) 

The data from the realist synthesis (literature review) and realist interviews will be used to further 
refine realist programme theory of an intervention(s) to support older people, including people with 
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dementia, living in the community manage their medication. If needed, at this stage we will undertake 
additional searching and/or interviews to find additional relevant data to refine the programme theory. 
However, we anticipate that by this stage we will have found enough data for us to reach theoretical 
saturation. We will be able to combine the data from these two sources as we will be using the same 
logic of analysis for both the interview data and that from the realist synthesis (33).  

To move from programme theory to intervention(s) design we will: 

a) use the data from the realist synthesis and realist interviews to identify the most important 
mechanisms within the programme theory that need to be ‘triggered’ to get desired outcomes; 

b) identify which contexts are related to these ‘key’ mechanisms (i.e. which CMOCs are the 
mechanisms found in); 

c) draw on data from the realist synthesis that provides information of the intervention strategies that 
can change the contexts in the relevant ‘key’ CMOCs. In other words, for this last stage we will seek 
information on which intervention strategies we might be able to use to change the contexts in such a 
way that ‘key’ mechanisms are triggered to produce desired outcomes (23). Ultimately the analysis 
will provide information on the required intervention strategies (26) (40) (43). 

These strategies will be presented to a project event involving 30 care staff plus 10 PPI reps to obtain 
detailed feedback on our proposed intervention strategies. This will include discussion on the 
plausibility, feasibility and relevance to patients and the NHS. The data from this event will be 
analysed and the outputs presented to the stakeholder group providing information on the required 
intervention strategies and thus the framework to formulate an intervention(s) for future feasibility 
testing. 
 

7. Project Management and Governance  

Project Management Structure 
 
Project Management will be undertaken by Ian Maidment with support from the Research Associate 
and AHRIC (Aston Health Research and Innovation Cluster). The groups will support this project. 
 
The Project Team (PT).  
This will contain all co-applicants, the Research Associate and the Director of AHRIC (NS).  The core 
team will be responsible for running all aspects of the project and dissemination of results. 
Membership: 
 
Ian Maidment (Senior Lecturer in Clinical Pharmacy, Aston University): Chief Investigator. 
 
Nichola Seare (Director, Aston Health Research and Innovative Cluster): Project Management 
Support. 
 
Research Associate: to be appointed. 
 
Dr Andrew Booth, University of Sheffield, lead on realist review (WP1) 

Associate Professor Judy Mullan, Wollongong University, Pharmacist, International Perspective  

Dr Jane McKeown, University of Sheffield, advise qualitative methods and PPI strategy 

Sylvia Bailey, Age UK, PPI Lead 

Dr Geoffrey Wong, University of Oxford, senior supervisory on realist methods. 

Stakeholder Group (SG)  
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The SG will provide advice to the project team and provide feedback on the veracity of our 
programme theory as it is developed during the project. The group will also monitor progress against 
milestones, provide advice, promote the project, and communicate with stakeholders. The SG will 
advise on study documentation, and help us to refine our dissemination strategy and outputs to 
maximise impact and knowledge mobilisation.   
 
The SG will have an independent chair and other members will include PPI reps, the Research 
Associate, IM and NS and health and social care professionals.  
 

Sponsorship 

Aston University will act as Sponsor for the study. 

Research Ethics Committee (REC) Review 

A Favourable Opinion will be sought from a National Research Ethics Service REC flagged for 
research with adults lacking capacity to consent. 

 
  



MEMORABLE PROTOCOL V1 – 9/11/2016 - 12 
 

References  
 
 
1.  Parliament UK. The ageing population: key issues for the 2010 Parliment [Internet]. [cited 2016 

Oct 17]. Available from: http://www.parliament.uk/business/publications/research/key-issues-
for-the-new-parliament/value-for-money-in-public-services/the-ageing-population/ 

2.  Hobbs FDR, Baker M, Davies DSC. Morbidity matters: challenges for research. Br J Gen Pract 
[Internet]. 2015;65(633):e215--e216. Available from: http://bjgp.org/content/65/633/e215 

3.  Francis R. Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry Executive 
summary Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry [Internet]. 2013. 
Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/279124/0947.pd
f 

4.  National Patient Safety Agency. Safety in doses: medication safety incidents in the NHS 
[Internet]. 2007. Available from: http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59822 

5.  Frontier Economics. Exploring the costs of unsafe care in the NHS [Internet]. 2014. Available 
from: http://www.frontier-economics.com/documents/2014/10/exploring-the-costs-of-unsafe-
care-in-the-nhs-frontier-report-2-2-2-2.pdf 

6.  NICE. Medicines optimisation: the safe and effective use of medicines to enable the best 
possible outcomes. NICE Guidel [Internet]. 2015;(March). Available from: 
www.nice.org.uk/guidance/ng5/resources/medicines-optimisation-the-safe-and-effective-use-
of-medicines-to-enable-the-best-possible-outcomes-51041805253 

7.  Mallet L, Spinewine A, Huang A. Prescribing In Elderly People 2 The challenge of managing 
drug interactions in elderly people. Lancet. 2007;370:185–91.  

8.  The British Geriatrics Society. Fit for Frailty: Consensus best practice guidance for the care of 
older people living with frailty in community and outpatient settings. 2014. 26 p.  

9.  Fox C, Richardson K, Maidment ID, Savva GM, Matthews FE, Smithard D, et al. 
Anticholinergic Medication Use and Cognitive Impairment in the Older Population: The Medical 
Research Council Cognitive Function and Ageing Study. J Am Geriatr Soc [Internet]. 
2011;59(8):1477–83. Available from: http://dx.doi.org/10.1111/j.1532-5415.2011.03491.x 

10.  Jiang H-Y, Chen H-Z, Hu X-J, Yu Z-H, Yang W, Deng M, et al. Use of Selective Serotonin 
Reuptake Inhibitors and Risk of Upper Gastrointestinal Bleeding: A Systematic Review and 
Meta-analysis. Clin Gastroenterol Hepatol [Internet]. 2015;13(1):42–50.e3. Available from: 
http://www.sciencedirect.com/science/article/pii/S1542356514009276 

11.  Richardson K, Bennett K, Maidment ID, Fox C, Smithard D, Kenny RA. Use of Medications 
with Anticholinergic Activity and Self-Reported Injurious Falls in Older Community-Dwelling 
Adults. J Am Geriatr Soc [Internet]. 2015;63(8):1561–9. Available from: 
http://dx.doi.org/10.1111/jgs.13543 

12.  Peklar J, O’Halloran AM, Maidment ID, Henman MC, Kenny RA, Kos M. Sedative Load and 
Frailty Among Community-Dwelling Population Aged ≥65 Years. J Am Med Dir Assoc 
[Internet]. 2015;16(4):282–9. Available from: 
http://www.sciencedirect.com/science/article/pii/S1525861014006720 

13.  Maidment ID, Haw C, Stubbs J, Fox C, Katona C, Franklin BD. Medication errors in older 
people with mental health problems: a review. Int J Geriatr Psychiatry [Internet]. 
2008;23(6):564–73. Available from: http://dx.doi.org/10.1002/gps.1943 

14.  Maidment I. Medication -related adverse events in older people with dementia causes and 
possible solutions [Internet]. 2013. Available from: 
http://eprints.aston.ac.uk/21396/1/Studentthesis-2013.pdf 

15.  SERCO/HSJ. Commission on hospital care for frail older people. Main Report. 
2014;(November):1–69. Available from: 
http://www.hsj.co.uk/Journals/2014/11/18/l/q/r/HSJ141121_FRAILOLDERPEOPLE_LO-
RES.pdf 

16.  National Voices. Supporting self-management. 2014;(September):27. Available from: 
http://www.nationalvoices.org.uk/sites/www.nationalvoices.org.uk/files/supporting_self-
management.pdf 

17.  Local Democracy Think Tank. Key to Care - Report of the Burstow Commission on the future 
of the home care workforce [Internet]. 2014. Available from: http://www.lgiu.org.uk/wp-
content/uploads/2014/12/KeyToCare.pdf 

18.  Strategic Society Centre and Independent Age. The bigger picture: understanding disability 
and care in England’s older population [Internet]. 2014. Available from: 



MEMORABLE PROTOCOL V1 – 9/11/2016 - 13 
 

http://strategicsociety.org.uk/wp-content/uploads/2014/11/The-Bigger-Picture-Understanding-
disability-and-care-in-Englands-older-
population.pdf\nhttp://www.independentage.org/media/847199/biggerpicture_policyfinal.pdf 

19.  Poland F, Mapes S, Pinnock H, Katona C, Sorensen S, Fox C, et al. Perspectives of carers on 
medication management in dementia: lessons from collaboratively developing a research 
proposal. BMC Res Notes [Internet]. 2014;7(1):1–10. Available from: 
http://dx.doi.org/10.1186/1756-0500-7-463 

20.  Lieto JM, Schmidt KS. Reduced ability to self-administer medication is associated with 
assisted living placement in a continuing care retirement community. J Am Med Dir Assoc 
[Internet]. 2005;6. Available from: http://dx.doi.org/10.1016/j.jamda.2005.04.002 

21.  Gillespie R, Mullan J, Harrison L. Managing medications: the role of informal caregivers of 
older adults and people living with dementia. A review of the literature. J Clin Nurs [Internet]. 
2014;23(23–24):3296–308. Available from: http://dx.doi.org/10.1111/jocn.12519 

22.  National Institute for Heath and Care Excellence. Older people with social care needs and 
multiple long-term conditions. NICE Guidel [Internet]. 2015;(November). Available from: 
https://www.nice.org.uk/guidance/ng22 

23.  Wong G, Greenhalgh T, Westhorp G, Buckingham J, Pawson R. RAMESES publication 
standards: realist syntheses. BMC Med [Internet]. 2013;11(1):1–14. Available from: 
http://dx.doi.org/10.1186/1741-7015-11-21 

24.  Greenhalgh T, Wong G, Westhorp G, Pawson R. Protocol - realist and meta-narrative 
evidence synthesis: Evolving Standards (RAMESES). BMC Med Res Methodol [Internet]. 
2011;11(1):1–10. Available from: http://dx.doi.org/10.1186/1471-2288-11-115 

25.  MRC. Developing and evaluating complex interventions: new guidance [Internet]. Vol. 337, 
Medical Research Council. 2008. Available from: 
https://www.mrc.ac.uk/documents/pdf/complex-interventions-guidance/ (accessed 28th 
October 2016) 

26.  Goodman C, Dening T, Gordon AL, Davies SL, Meyer J, Martin FC, et al. Effective health care 
for older people living and dying in care homes: a realist review. BMC Health Serv Res 
[Internet]. 2016;16(1):1–14. Available from: http://dx.doi.org/10.1186/s12913-016-1493-4 

27.  Greenhalgh T, Wong G, Jagosh J, Greenhalgh J, Manzano A, Westhorp G, et al. Protocol—
the RAMESES II study: developing guidance and reporting standards for realist evaluation. 
BMJ Open  [Internet]. 2015 Aug 1;5(8). Available from: 
http://bmjopen.bmj.com/content/5/8/e008567.abstract 

28.  Gordon AL, Goodman C, Dening T, Davies S, Gladman JRF, Bell BG, et al. The Optimal 
Study: Describing the Key Components of Optimal Health Care Delivery to {UK} Care Home 
Residents: A Research Protocol. J Am Med Dir Assoc [Internet]. 2014;15(9):681–6. Available 
from: http://www.sciencedirect.com/science/article/pii/S1525861014003910 

29.  Wong G, Brennan N, Mattick K, Pearson M, Briscoe S, Papoutsi C. Interventions to improve 
antimicrobial prescribing of doctors in training: the IMPACT (IMProving Antimicrobial 
presCribing of doctors in Training) realist review. BMJ Open  [Internet]. 2015 Oct 1;5(10). 
Available from: http://bmjopen.bmj.com/content/5/10/e009059.abstract 

30.  Wong G, Westhorp G, Pawson R, Greenhalgh T. Realist Synthesis. RAMESES Training 
Materials. RAMESES Proj [Internet]. 2013;(July 2013):55. Available from: 
http://www.ramesesproject.org/media/Realist_reviews_training_materials.pdf 

31.  Denyer D, Tranfield D, Van Aken JE. Developing Design Propositions through Research 
Synthesis. Organ Stud. 2008;29(3):393–413.  

32.  Booth A, Harris J, Croot E, Springett J, Campbell F, Wilkins E. Towards a methodology for 
cluster searching to provide conceptual and contextual ``richness’’ for systematic reviews of 
complex interventions: case study (CLUSTER). BMC Med Res Methodol [Internet]. 
2013;13(1):1–14. Available from: http://dx.doi.org/10.1186/1471-2288-13-118 

33.  Funnell S, Rogers P. Purposeful program theory: effective use of thoeries of change and logic 
models. San Francisco: Jossey-Bass; 2011.  

34.  Stevenson M, Taylor BJ, Knox J. Risk in dementia care: searching for the evidence. Health 
Risk Soc [Internet]. 2015;8575(February):1–17. Available from: 
http://www.tandfonline.com/doi/full/10.1080/13698575.2015.1119256 

35.  McMahon T, Ward PR. HIV among immigrants living in high-income countries: a realist review 
of evidence to guide targeted approaches to behavioural HIV prevention. Syst Rev [Internet]. 
2012;1(1):56. Available from: http://dx.doi.org/10.1186/2046-4053-1-56 

36.  Pawson R, Greenhalgh T, Harvey G, Walshe K. Realist review - a new method of systematic 
review designed for complex policy interventions. J Heal Serv Res Policy [Internet]. 2005;10. 



MEMORABLE PROTOCOL V1 – 9/11/2016 - 14 
 

Available from: http://dx.doi.org/10.1258/1355819054308530 
37.  Heisler M, Hofer TP, Klamerus ML, Schmittdiel J, Selby J, Hogan MM, et al. Study protocol: 

The Adherence and Intensification of Medications (AIM) study - a cluster randomized 
controlled effectiveness study. Trials [Internet]. 2010;11(1):95. Available from: 
http://dx.doi.org/10.1186/1745-6215-11-95 

38.  Rogers ER, King SR. Intervention based on social cognitive theory: Evaluating adolescents’ 
knowledge of {OTC} pain medications. J Am Pharm Assoc [Internet]. 2013;53(1):30–8. 
Available from: http://www.sciencedirect.com/science/article/pii/S1544319115302843 

39.  Pawson R tilley n. Realistic Evaluation. 1997.  
40.  Salter KL, Kothari A. Using realist evaluation to open the black box of knowledge translation: a 

state-of-the-art review. Implement Sci [Internet]. 2014;9(1):115. Available from: 
http://dx.doi.org/10.1186/s13012-014-0115-y 

41.  Gillespie RJ, Harrison L, Mullan J. Medication management concerns of ethnic minority family 
caregivers of people living with dementia. Dementia [Internet]. 2015 Jan 1;14(1):47–62. 
Available from: http://dem.sagepub.com/content/14/1/47.abstract 

42.  Zegwaard MI, Aartsen MJ, Grypdonck MHF, Cuijpers P. Differences in impact of long term 
caregiving for mentally ill older adults on the daily life of informal caregivers: a qualitative 
study. BMC Psychiatry [Internet]. 2013;13(1):1–9. Available from: 
http://dx.doi.org/10.1186/1471-244X-13-103 

43.  Rycroft-Malone J, McCormack B, Hutchinson AM, DeCorby K, Bucknall TK, Kent B, et al. 
Realist synthesis: illustrating the method for implementation research. Implement Sci [Internet]. 
2012;7(1):33. Available from: http://dx.doi.org/10.1186/1748-5908-7-33 

 


