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ABSTRACT

Introduction: Integrated community care (ICC) is defined as an interweaving of health-
care and social-care interventions deployed in spatial and relational proximity using an
interdisciplinary and cross-sectoral approach. Consideration of territory scale and time
scale are at the center of ICC practices. Its deployment in public health and social care
networks (HSCN) can be complex due to their broad mandate, the complexity of their
management, and accountability. Therefore, we aimed to describe ICC delivered by
public HSCN to determine how, why, for whom, and in what circumstances ICC works
and produces outcomes.

Methods: A realist synthesis was conducted consisting of five steps consistent with
realist synthesis standards (RAMESES projects) to produce configurations of Context
- Mechanism - Outcomes (CMOc) and development of a middle-range explanatory
theory of why and how the identified outcomes may have occurred.

Results: In total, 26 studies were selected and used, as evidence, to support—either
partially or fully—the production of CMOc based on the initial program theory. Nine
unique CMO configurations were identified based on the data analyses and team
discussion. ICC middle-range theory is informed by the CMO configurations identified.

Discussion: This realist synthesis allowed us to identify the central mechanisms of
ICC delivered by public HSCN and to produce a middle range theory. ICC is based
on a specific philosophy and deployed by a professional agency oriented toward a
community agency within a local system of interdisciplinary and cross-sectoral action.

Conclusion: Our middle-range theory will provide a solid analytical framework as a
foundation for ICC implementation and future research.

RESUME

Introduction: Les interventions en santé et services sociaux intégrées en proximité des
communautés (IIPC) sont définies comme une imbrication d’interventions de soins
de santé et de services sociaux a 'échelle du territoire et considérant la temporalité,
déployées dans une proximité spatiale et relationnelle au moyen d’une approche
interdisciplinaire et intersectorielle. Son déploiement dans les réseaux publics de
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santé et de soins sociaux (RSSS) peut s’avérer complexe en raison de 'étendue de leur
mandat, de la complexité de leur gestion et de leur responsabilité. C’est pourquoi nous
avons cherché a décrire les IIPC dispensées par les RSSS publics afin de déterminer
comment, pourquoi, pour qui et dans quelles circonstances les IIPC fonctionnent et
produisent des résultats.

Méthodes utilisées: Une synthese réaliste a été réalisée en cing étapes conformes
aux normes de synthese réaliste (projet RAMESES) afin de produire des configurations
Contexte - Mécanisme - Effets (CMOc) et de développer une théorie explicative de
moyenne portée sur le pourquoi et le comment des résultats identifiés.

Résultats: Au total, 26 études ont été sélectionnées et utilisées comme preuves pour
étayer - partiellement ou totalement - la production de CMOc sur la base de la théorie
initiale de programme. Neuf configurations uniques CMO ont été identifiées sur la base
des analyses de données et des discussions de l’équipe. La théorie de moyenne portée
des IIPC s’appuie sur les configurations CMO identifiées.

Discussion: Cette synthése réaliste nous a permis d’identifier les mécanismes centraux
des IIPC déployées par les RSSS publics et de produire une théorie de moyenne
portée. Les IIPC sont fondées sur une philosophie et le développement d’une capacité
d’agir professionnelle mise en action vers le renforcement de la capacité d’agir de la
communauté au sein d’un systéme local d’action interdisciplinaire et intersectoriel.

Conclusion: L'utilisation de notre théorie de moyenne portée pour la mise en ceuvre
d’IIPC fournira un cadre analytique solide comme base pour des implantations ou des

recherches futures.

INTRODUCTION

Integrated community care (ICC) is defined as “an
interweaving of localized and temporalized health
and social care interventions provided in proximity
(spatial and relational) in an interdisciplinary and cross-
sectoral manner. ICC aims to improve physical and
mental health, well-being and empowerment, as well
as to facilitate access to and use of care, particularly
among disadvantaged populations or those not served
by the health and social care system” [1, p.5]. An ICC
intervention can be an individual, group, or collective
intervention that uses the strengths and interests of
individuals, communities, and partners as levers to
meet the needs of the population [1, Appendix 1].
Moreover, it combines several intervention strategies:
citizen participation, outreach and support services,
joint intervention, networking actions, mobilization, and
the empowerment of the population on social-capital
components. The intervention can be carried out by
various types of professionals such as social workers,
physicians, and nurses [Appendix 1].

ICC can be distinguished from conventional care by its
delivery based on four characteristics:

* The approach used: health care or social care
centered on or integrating health and social care.

* The environments that deploy them: the public
health-care and social-care network; the community,
municipal, and private sectors; or through
collaboration between these sectors.

* The target population: disadvantaged communities,
addressing all or major population groups (e.g.,
seniors, families, residents of social-housing
complexes, immigrants) of a local area in which
vulnerable or marginalized (material or social
disadvantages) populations live, while specifically
taking into account populations on the fringes of the
health-care and social-care system.

* The targeted outcomes: improve health and well-
being of individuals and communities; health equity;
social capital within the community; social networks;
social cohesion; participation in co-production,
improvements in the accessibility, availability, and
continuity to health care and social care; and actions
on the social determinants of health.

Deploying ICC in public health-care and social-care
networks (HSCN) can be a complex task due to the type of
outcomes targeted but also the type of management and
accountability that ICC requires [2, 3]. Indeed, in terms
of management, HSCN tend to be centralized [4] with
accountability based on quantitative indicators (number
of interventions, number of users, duration and frequency
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of interventions, etc.) [5], while ICC gravitates toward
what Levesque et al. [6] call decentralized, collaborative,
citizen governance requiring accountability combining
quantitative and qualitative indicators (improvement
of well-being, individual and collective empowerment,
social capital, etc.) focused on “meaning.” Moreover,
beyond its deployment complexity, ICC is considered
complex because the outcomes expected following
its deployment are neither constant, immediate,
nor systematically observable [1]. Indeed, outcome
production can vary according to the deployment context
(types of community setting, types of stakeholders, and
types of approaches); the characteristics of individuals,
groups, and populations; and the characteristics of the
local area and temporality.

Thus, in order to better understand ICC and to
encourage its practice in public HSCN, a realist synthesis
project was conducted to document its functioning and
to analyze the processes that produce the targeted
outcomes. The published protocol [7] presents the details
of the realist synthesis project. This paper presents the
results of the realist synthesis.

METHODS

The realist synthesis was carried out in several stages,
as mentioned in the published research protocol [7].
The research question was developed and progressively
evolved during the selection and evaluation of
publications. The selection process allowed reviewers
to make sense of the research question; develop, refine,
and test theories; and support conclusions about the
mechanisms that generate outcomes in certain contexts.
The final research question was: How, why, for whom,
and in which contexts does the ICC deployed by public
HSCN work and produce outcomes?

Realist synthesis contrasts with the more common
systematic review. Pawson et al. [8-11] developed an
approach in response to the question “...what works for
whominwhat circumstances, and in what respects?” [10].
Rather than limiting the scope of the synthesis to those
with specific types of research designs with common
indicators, the realist approach is based on a belief that
any research method can contribute understanding and
knowledge. Thus, arealist synthesis relies on the expertise
of the reviewers to compile a summary of outcomes and
build an explanatory theory (middle-range theory) of why
and how these outcomes might have occurred. What
is lost in replicability is gained in a comprehensive and
rich explanation of a phenomenon. This approach used
in the current synthesis uses the term “mechanism”,
that should not be confused with the general use of the
term in program evaluation, which refers to the activity
or mode of operation of the program being evaluated
[12]. In a realist approach, mechanisms are the way in

which the actors (stakeholders as well as beneficiaries)
use the resources made available by the intervention to
achieve the change targeted by the intervention [13].
These mechanisms are sensitive to variations in context
and are generally not directly observable [14]. Different
steps consistent with realist synthesis standards [15]
were followed: (A) identifying the initial program theory,
(B) searching for evidence, (C) selecting documents, (D)
extracting and organizing data, and (E) synthesizing
evidence and drawing conclusions.

INITIAL PROGRAM-THEORY DEVELOPMENT

A rough theory on the functioning of ICC was developed
in order to better understand implementation processes,
that is, the mechanisms that can be activated by
stakeholders and the process of producing outcomes.
This rough theory was designed in the form of a realist
program theory [16-18]. The theory was based on a
document developed by our team on ICC practices [19]
and went through an iterative process of refinement
as the research progressed. The team engaged in the
process was led by the main authors. Research-team
members contributed to the discussion. We had a
meeting on rough theory with the project’s advisory
committee composed of researchers and health-care
and social-care workers to hear their comments.

SEARCHING FOR EVIDENCE

The search process was designed with keywords
(controlled or free vocabulary) from the PICOSS
[Appendix 1] (Population/Intervention/Comparison/
Outcome/Study design/Setting) [20] approach of
Cochrane systematic reviews based on the research
question. This process is based on a systematic review
method and explained in the Appendix 1 and in the full
search strategy [Appendix 2]. The literature search was
conducted on Ovid Medline, Elsevier Embase, EBSCOhost
CINAHL, Ovid PsycINFO, Proquest - Sociological
Abstracts, Web of Science Core collection, ERUDIT
(queries in English and French), and CAIRN (queries in
English and French) for scientific studies. The research
team was able to call upon its international network of
contacts (mainly based in Canada, Italy, England and
Scotland) to search for grey literature. However, in this
category of publication, owing to limited resources, only
publications written in French, English or Italian were
included. The choice of Italian is explained by Italy’s
advances in the field of ICC but also by the fact that one
of the researchers understands this language. Various
sources of grey literature known to the research team
were also consulted.

SELECTING DOCUMENTS

Different steps were followed to select relevant papers
based on inclusion and exclusion criteria (Table 1) whose
choices are explained in the protocol of the review [7,
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see methods section]. Two reviewers—members of the
research team—independently participated in selecting
studies. Step 1: Conduct a pilot run on a sample of
papers identified in the databases to reach a consensus
on the selection criteria and to clarify them. Step 2:
Independently rate the papers and abstracts as included,
excluded, or unclear based on their titles and abstracts.
The items went into the next step of assessment. Step
3: Perform the final selection by reading full texts using
the same criteria (i.e., texts rated included or unclear
in step 2). At the end of each step, any disagreements
were resolved by discussion to reach a consensus. If a
consensus could not be reached, two other members of
the research team were called in to make a final decision.
The flow diagram of the search results presented
according to PRISMA 2020 standards is available in
Appendix 1.

EXTRACTING AND ORGANIZING DATA

Our approach to data extraction was based on various
guides and past related systematic reviews [8, 21-23].
We then iteratively refined our procedures according to
the focus of our review. The reviewers initially extracted
data [coding grid in Appendix 3] from a sample of four
studies and discussed the data extracted with other
members of the review team to improve the accuracy
of data extraction. Data extraction was carried out
in two sections: PICOSS characteristics [details in
Appendix 1] and Context-Mechanism-Outcomes
(CMO) configurations. We identified context elements,
outcomes, and mechanisms in the text. Sometimes, the
mechanisms had already been identified but, usually,
we had to bring the mechanism to light, linking it to
outcomes [15].

SYNTHESIZING EVIDENCE AND DRAWING
CONCLUSIONS

The research team first summarized the results from the
systematic review [Appendix 1]. Then, for the analysis
of the results from the realist synthesis, the research
team members used an iterative process to develop the
explanatory mechanisms and CMO configurations. A
mechanism that is real but hidden lies at the heart of
the intervention process and is linked with outcomes and
contextual elements [15]. The extracted data were used
to test and refine our rough theories for each inferred
mechanism, using the CMO structure. In each of the
included publications, “nuggets of evidence” [15] were
searched for in the extracted data to identify whether the
inferred mechanism was in play and to understand its
relationship with the associated context and outcomes
using an actor-based approach (interveners, managers,
governance). Nuggets of evidence were used to improve
our rough theories and identify a new CMO configuration.
Each CMO configuration consist of a context that can
be favorable or not, a mechanism that can be activated
by the context or not and outcomes that are produced
when the mechanism is activated. The various CMO
configurations were linked together to create a middle-
range theory and to provide a perspective on ICC.

RESULTS

SEARCH RESULTS

Out of the 14,748 studies published between January
2003 and February 2021 (duplicate records = 5686;
ineligible records = 9003), 52 papers were preselected
for complete reading based on their titles and abstracts.

DIMENSION INCLUSION CRITERIA

EXCLUSION CRITERIA

Type of studies

Empirical studies published in any language for scientific papers,
and in English, French or also Italian for grey literature

Studies with a narrow challenge found only in a
specific local area and abstracts of conferences
without a follow-up full text were excluded

Period of

publications Extended to February 2021

Initially, published between January 2003 and March 2019. —

Target population

Linked with target populations: all or major groups in the

Papers related to specific needs of a limited

and area population (e.g., seniors, families, residents of social-housing population were excluded, as these studies
complexes) and vulnerable or marginalized (material or often focused on specific issues that might not
social disadvantages) populations within specific territories. have represented an approach that could be
Large population groups were also considered (e.g., the generalized across a population (e.g., retired
elderly, vulnerable families, the disadvantaged, marginalized soldiers living with posttraumatic stress
populations with complex problems, etc.) disorder in a specific neighborhood).

Type of Integrated community health and social care with the —

intervention

potential for universal, population-level outreach (available and

accessible to all in a specific local geographic area).

Intervention
leadership
institutions, or private partners

Deployed by public health-care and social-care networks,
with or without the collaboration of the community, other

Interventions deployed by the community or
private sector

Table 1 Inclusion and exclusion criteria.
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After the papers had been completely read, 18 scientific
papers were selected for inclusion in the synthesis [24-
41] [Appendix 4].

Initially, 18 grey literature texts published between
January 2003 and February 2021 were identified through
the research team’s international network of contacts
(mainly in Canada, England, Italy, and Scotland). Applying
the inclusion criteria resulted in eight grey-literature
documents being retained [42-49]. Four of these texts
were treated concurrently with other texts [35, 37, 41,
49]. All the details on the search results can be found in
Appendix 1.

Regarding the realist synthesis, different mechanisms
and CMO configurations emerged from the analysis.
Feedback loops between team members helped to
improve the CMO configuration. Nine mechanisms were
identified and grouped according to three main themes:
philosophy guiding ICC, professional agency adapted
to ICC, and mechanisms related to the local system of
interdisciplinary and cross-sectoral action.

KEY CONTEXTUAL ELEMENTS

The contexts related to the conditions of ICC deployment
and practice presented in the systematic review
[Appendix 1] highlight some general findings found in the
CMO configurations presented herein. For instance, the
principal target populations of ICC practices were mainly
socially vulnerable, remote, or unreached by services;
economically impoverished; and with chronic health
or mental-health problems. The main issues identified
in relation to accessibility, availability, continuity, and
quality are unanswered health-care and social-care
needs, access problems, and few service points in the
local area. These are key points linked to access to and

availability of services in the local area. Quality and
continuity issues were linked mainly to fragmented
health care and social care delivered, lack of community-
based interventions, access to discontinuous health-
care and social-care pathways, limits of single-discipline
practices, access to episodic and low-quality care, and
challenges to patient engagement. These contextual
elements are consistent with the ICC goals and targeted
outcomes.

PHILOSOPHY GUIDING ICC

The philosophy guiding ICC is considered as “a group
of theories and ideas related to the understanding of
a particular subject” [50] and a perspective adopted
on intervention, management, and governance of ICC
practices. Three CMO configurations are related to ICC
philosophy.

CMO1: Willing to recognize the importance

to understand the intervention areaq, the
stakeholders involved, and area population

When (C) managers and interveners take time (CMO2)
to analyze the intervention areq; determine the needs of
the target population and users on the basis of various
statistics (population data, community consultations,
home services, hospital consultations, drugs...); validate
their understanding of local-area characteristics,
including its population (demographics, socio-sanitary,
health, social and cultural factors); identify the needs of
the target population using various strategies (surveys,
meetings, citizen activities...); and mobilize local
stakeholders and citizens to develop an understanding
of the territory and services and to identify population
networks (Figure 1).

of various quantitative and qualitative data
Context

including area population

strategies

identify population networks

Managers, interveners, and governance/decision-makers...

* Take time to analyze the intervention area and determine
the needs of the target population and users on the basis

* Validate understanding of local area characteristics,

« Identify the needs of the target population using various

* Mobilize local stakeholders and citizens to develop an
understanding of the territory and services as well as to

* Lack of time to analyze and identify needs
* Few local stakeholders and citizens mobilized

1

‘llll

Mechanism

Willing to recognize the importance to understand the intervention area, the stakeholders involved,
and area population

1

‘IIII

Outcomes and its social and solidarity networks
interventions

to the needs

+ Shared and holistic knowledge and understanding of the
specifics and dynamics of the local area, its population,

* Better identification of the needs and priorities of
« Better adjustment of the intervention and management

* Increase understanding of the effects of intervention

* Weak knowledge of the area and its population
« Service offer partially aligned with needs

Figure 1 Context-Mechanism-Outcomes configuration 1.
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a willingness to recognize the importance to
understand the territory of intervention, the
stakeholders involved, and area population is
present (M).

It is possible to observe a shared and holistic knowledge
and understanding of the specifics and dynamics of the
local areq, its population, and its social and solidarity
networks (O). This makes it possible to better identify the
needs and priorities of interventions (places, populations,
types of intervention...); to adjust the intervention and
management to the needs and to better understand the
effects of interventions, including on social capital and
the social determinants of health.

CMO2: Recognize and understand the different
perspectives on temporality, in interventions as
well as in management and governance

Deploying an ICC team in a local area constitutes a
change of practice (CMO4, CMO6, and CMO7) in a system
that is sometimes segmented or hospital-centric.
Understanding the dynamics of the local area (CMO1)
and the principles and strategies to be implemented in
ICC (CMO4) helps to deploy ICC in a context of limited
time despite the complexity of the cases and the time
needed to establish bonds. The temporality is different
depending on the perspective of the various stakeholders
or people in the local area and is the need to synchronize
the actions of different actors and to synchronize the
times on people’s needs [1].

It is therefore necessary for interveners, managers,
and governance to recognize and understand the
different perspectives on temporality (M).

When temporality is considered (O), stakeholders
can understand the local area and the people in its
complexities and deploy ICC effectively. Temporality
of the partners, the people, and the community is also
considered in adapting practices (Figure 2).

“Let things happen without forcing, keeping them
from not happening and not insisting to make them
happen” [46, p. 4].

CMO3: Actualize a collective and partnership
learning culture
ICC implementation that is an individualized, group,
and collective intervention adapted to the population’s
realities, needs, or issues in a targeted community in
an evolving context (change in population composition,
new services, construction of social housing, emergence
of security issues...) is linked to unstable public policies
and funding and to the implementation of actions
to test, monitor, and learn. In Trieste, “Reforms meet
resistance and obstacles, either from actors involved
in implementing projects, or from the recipients of the
policies, that is, the inhabitants” [Translated from French,
47, p. 60].

When acting on the complex individual and collective
realities of people requires reflection, co-development
and co-intervention practices are sometimes put in

sometimes hospital-centric

bonds

* Deployment of an ICC team in a local area constitutes a
change of practice in a system sometimes segmented,

Context « Understanding the dynamics of the local area and the
principles and strategies to be implemented in ICC helps
to deploy an ICC in a context of limited time despite the
complexity of the cases and the time needed to establish

¢ The temporality is different depending on the perspective
of the various stakeholders or people in the local area

* ICCis deployed with a short deadline
* No consideration of the time needed for implementation,
knowledge of the approach and adaptation

‘IIII

people and deploy ICC effectively

temporality of the partners, the people and the
community

« Adaptation to practices is based on the consideration of

Mechanism Recognize and understand temporality, in intervention as well as in management and governance
-
| ]
| |
-
« Stakeholders can understand the local area and the * Limited outcomes : “There was concern for the long-term
Outcomes 5

commitment to and sustainability of what already has
been implemented as integrated care appeared to be
moving to a ‘business-as usual’ phase without designated
funding.” (37, p.27)

Figure 2 Context-Mechanism-Outcomes configuration 2.
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place to share, to take into account the issues of time
(CMO2) and place, confidentiality, liaison, data sharing,
and the challenges of coordinating intervention between
partners from different organizations.

“I really do believe...it’s bringing all the agencies
together to brainstorm how we’re going to and listening
to people’s expertise around the table” [Stakeholder, 26,
p. 11]

This context leads to actualizing a collective

and partnership learning culture (M) based on a
reflective, iterative, and respectful posture of the
opinions and realities of the various stakeholders.

The outcomes (O) are the establishment of actions
enabling continuous learning on ICC approaches
between stakeholders and managers of the various
partners, especially public HSCN, and the development
of the capacity to collect and monitor the data and
learning produced. This leads to experimentation
and innovation. The learning culture allows people
to get to know each other, create links, and improves
the ability to interact between the various partners,
citizens, and services in order to deploy better practices
adapted to the needs of the people. Sometimes,
however, it results in certain partners with limitations
(funding, mandate, human resources) withdrawing
(Figure 3).

FROM A PROFESSIONAL AGENCY TO A

COMMUNITY AGENCY ADAPTED TO ICC

Practitioners exert influence, make choices, and take
stances in ways that affect their work or their professional
identities [51]. Community agency is considered the
capacity for collective action in a specific community/
local area [52] and is closely related to empowerment
[53]. Professional agency oriented toward community
agency is at the center of our middle-range theory of ICC.

CMO4: Recognize and understand the needs,
strategies, and specificities of ICC interventions
When ICC takes a flexible, holistic, preventive,
nonjudgmental approach, with low barriers to access
to spatial and relational proximity, is adapted to local
area context and community needs, is deployed with
intervention and accountability tools adapted to the
local area, and acts on various health determinants,
interdisciplinarity, and cross-sectorality (C), ...

stakeholders, managers, and decision-makers
recognize and understand the strategies and
specificities of ICC (M).

This produces (0) rapid, flexible and proactive community-
based care and services in a known, non-stigmatizing,
and user-friendly setting (gathering places integrating
services and promoting their continuity, bringing the

data and learning produced

people

Development of the capacity to collect and monitor the

Time spent allows people to get to know each other,
create links and improve the ability to interact between
the various partners, citizens, and services in order to
deploy better practices adapted to the needs of the

ICC implementation
* Adapted to the populations realities, needs, or issues in a
targeted community in a evolving context
« Linked to public policies and funding that are unstable
Context and to the implementation of actions to test, monitor,
and learn * Practices of co-development and co-intervention that
* Necessity to reflect in order to act on the complex take time to implement and to keep alive
individual and collective realities of citizens + Some partners have immediate limitations
* Practices of co-development and co-intervention
sometimes put in place to share, taking into account
different issues
]
|}
|}
L}
= Actualize a collective and partnership learning culture based on a reflective, iterative, and respectful
Mechanism Rt o X
posture of the opinions and realities of the various stakeholders
u
|}
|}
L}
* Establishment of a reflective culture of continuous
learning on ICC approaches between stakeholders and
Outcomes managers of the various partners

* Sometimes, however, it results in certain partners with
limitations withdrawing.

Figure 3 Context-Mechanism-Outcomes configuration 3.
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population and institutions closer together), particularly
for people not reached by the traditional public system,
which supports the development of social capital for
people who go to community-based places and services
(Figure 4).

“In the first two years of operation, the clinic was
able to decrease the number of monthly visits by high
frequency patients (those who came to be seen more
than 50 times a year) by almost 20%.” “Emergency room
visits to the nearby hospital were decreased by 20%” [28,
p. 6].

CMO5: Willing to promote the ICC practice and

to take into consideration the local area in
governance and management

When services are deployed close to the population, in a
context of access to care and offering information that
is often complex to understand for people, despite the
varying degrees of autonomy offered to interveners and
public policies that unequally recognize the importance
of proximity to the population and the local area...

the will to promote ICC practice and to take into
consideration the local area by managers and
governance actors is central (M).

This fosters ownership, buy-in, and recognition by public
HSCN (or partner institutions), decision-makers and
managers at various levels, as well as the clear positioning
of ICC practice in the organizational, management, and
monitoring structure (O). In some cases, this willingness
was central for managers and decision-makers to anchor

ICC practice in the service structure. In other cases, this
lack of willingness caused the emerging ICC practice
to falter. The presence of citizens and community
partners in governance structures helps to activate the
mechanism. A context of instability in the management
and governance teams impacted the mechanism’s
activation (Figure 5).

CMO6: Willing to embody an approach of people-
centered care

When the development of community-based care
and services that reach out to the population (CMO7)
is adapted to the citizens/users and their relatives
needs and capacities; respects their values, culture,
expectations, and preferences at their own pace with a
nonjudgmental approach, recognizing the knowledge
and perspectives of each person and co-constructing
services with cultural sensitivity with the population and
local partners. Although it can be complex with relatives,
the ICC team must have a...

willingness to embody an approach of people-
centered care with the people, families, and
community (M).

Interveners (O) develop an increased understanding
and recognition of the diverse realities and needs of
people and their families. Their stance evolves and they
work with the links and networks of people and open
up to local organizations, which contributes to increase
the social capital and localization of services within the
community (Figure 6).

o L) hOIIStIC' pre‘ventlvg, nonjudgnTentaI approech * Provision of care and services not adapted to ICC and
Context Low barriers access in spatial and relational proximity 3
ontex i 3 needs of the local population
Services adapted to local area context and community el
neesls * Instability of human resources
Intervention and accountability tools adapted to the local * Jttle time spent ] the ‘ocalares .~
e * Cumbersome and inadequate accountability
Aatonsenvanisiwalihdetsiminans, : ::z::lt::::zy 2; :,ur;:'sr:)grin organizations and leadershi
interdisciplinarity, and cross-sectorality ¥ P gorg P
L}
|}
| |
"
: Stakeholders, managers, and decision-makers recognize and understand the
Mechanism g B
strategies and specificities of ICC
|}
]
n
|
Rapid, flexible and proactive community-based care and * Low visibility of the intervention in the local area
services in a known, non-stigmatising, and user-friendly * Hinders the availability, understanding, and integration of
Outcomes setting the interveners in the local area
Supports the development of social capital for people * Populations less well reached
attending community-based places and services * Collaboration more difficult to establish

Figure & Context-Mechanism-Outcomes configuration 4.




Allaire et al. International Journal of Integrated Care DOI: 10.5334/ijic.7042

* Services deployed close to the population
« Context of access to care and information that is often risec 3
A b e * Instability in the management and governance teams
Context complex for people living in certain disadvantaged areas 3 2 4
d 4 requires buying back into the approach before the
« Varying degrees of autonomy offered to interveners e ]
* Public policies that unequally recognize the importance of < £ 3 A
g 2 * Public policies unfavorable to ICC practices
proximity to the population and the local area o .
= " p * Absence of partners and citizens in governance structures
* Presence of citizens and community partners in
governance structures
L]
-
n
L}
g Willing to promote the practice of ICC and to take into consideration the local area in governance and
Mechanism
management
-
-
L}
-
« Fosters ownership, buy-in, and recognition by the L - s 3
2 b + Lack of willingness caused an emerging ICC practice to
Outcomes institution (or partner institutions), decision-makers, and falter € ene
managers at various levels o « Lack of flexibility for interveners
* Clear positioning of ICC practice in the organizational, « ICC practice unrecognized by managers or governance
management and monitoring structure

Figure 5 Context-Mechanism-Outcomes configuration 5.

+ Community-based care and services that reach out to the
population + Complex relation with relatives
Context * ICC practices adapted to the citizens'/users' and their * Limited knowledge of interveners and managers on ICC
relatives needs and capacities, respect of their values, and its components
culture, expectations and preferences, at their own pace * Mixed willingness and ability of practitioners to engage
with a non-judgmental approach recognising the the service user and his or her relatives with the
knowledge and perspectives of each person necessary flexibility and availability to intervene is
* Co-construction of services with a cultural sensitivity with sometimes observed
the population and local partners
L]
L}
L}
L}
Mechanism Willing to embody an approach of people-centered care with the people, families, and the community
L}
L}
L}
L}
* Interveners develop increased understanding and
recognition of the diverse realities and needs of people
and their families
Outcomes * Interveners’ stance evolves and they work with the links
and networks of people and open up to local ¢ Limited outcomes
organizations
* Contributes to increase the social capital and localization
of services within the community

Figure 6 Context-Mechanism-Outcomes configuration 6.

In Trieste, “microareas experimentation enlarge
this philosophy [..], face-to-face relationships with
persons in the context they live make operators feel the
need to plan specific interventions for each one: they
must regard where a person lives, the way he/she lives,
his/her social relationships, his/her income etc.” [46,
p. 4].

“Do you trust them? Participant: It's good and the
point is you don’t have to worry too much about how
you're seeming to them, you can just be yourself,
and they will try to help in the best way they can” [38,
p. 10].

CMO7: Base its action on spatial and relational
proximity, outreach, and an individual and
collective empowerment approach

When ICCis deployed, it means that interveners must (a)
deploy welcoming and accompanying actions and reach
out to partners and the population where they can be
found in the community (festivities, activities, shops...);
(b) develop links and relationships (development
of bonds with the population, self-help networks,
empowerment...); and (c) focus on approaches centered
on strengths, potentials, involvement, and resources of
individuals, groups, and the community...
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ICC teams base their actions on an approach
(posture) of proximity (spatial and relational)
outreach and individual and collective
empowerment (M).

“[...] she also came to me. That was the difference. Often,
we isolate ourselves. We don’t want to talk about what we
are going through, or we don’t want to disturb others. Even
when things were not going well, she made sure that I
was never left behind” [Translation from French, 44, p. 18].

This makes the services/stakeholders visible (0). It
also reaches out and creates links, promoting access to
services for new people, families, and the community,
including people who live far from services or who engage
in at-risk behavior (removal of physical or psychological
barriers to access) (Figure 7).

A LOCAL SYSTEM OF INTERDISCIPLINARY AND
CROSS-SECTORAL ACTION

A local system of action is a conjunction of actors on a
local territory. “The local system of action is based on the
links of proximity and trust between actors, a network
linking the different actors...” [54 p.73]. The system of
action in ICC is deployed by stakeholders from various
disciplines and partners from various sectors.

CMO8: Take a proactive approach to
interdisciplinary teamwork in synergy with health
and social care in proximity to the population
When (C) the provision of care is linked with outreach
practices, the culture of a given community, and

the needs of the local population, ICC implements
interdisciplinary practices based on the collaboration of
a set of interveners and managers (co-management of
public services), based on sound knowledge of the local
area (CMO1), relying on collective learning strategies
(CMO3), and combining various types of expertise
beyond exclusively health and social care in a long-term
perspective (CMO2).

Thus, taking a proactive approach to
interdisciplinary teamwork in synergy with health
and social care in proximity to the population is
central (M).

The outcomes (O) observed are a flexible sharing of
responsibilities between different kinds of interveners
and reduction of service duplication and accessibility
barriers, a coherent, fluid and global intervention
improving services to people in the local area. This takes
the shape of interdisciplinary public care and service
“teams” (including territorial medicine) who have
complementary skills and are motivated to collaborate,
refer, and respond more effectively to needs (e.g.,
good service and prevention in the local area instead
of recourse to the medical emergency room). The
activation of the mechanism facilitates the transition
from program-based management to cross-sectoral
management through care trajectories and localized
services. It strengthens the adaptability of institutions
and decision-makers to offer ICC-type care and services
(Figure 8).

Interveners...
« Deploy welcoming and accompanying actions and reach
Context out to partners and the population where they can be
gl t.he commumt.y 7 * Interveners that have complex links or the existence of
+ Develop fokene felatianslips tensions with people or relatives
* Focus on approaches centered on strengths, potentials, peop
involvement, and resources of individuals, groups and the
community
-
[
-
-
. Base its action on spatial and relational proximity, outreach, and individual and collective
Mechanism
empowerment
-
]
-
-
* Services/interveners that are visible, who reach out and
Outcomes

create links to promote access to services for new people,
families, and the community, including people who live
far from services or who engage in at-risk behavior

* Limited or mixed outcomes

Figure 7 Context-Mechanism-Outcomes configuration 7.
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Coherent and fluid global intervention improving services
to citizens in the local area

Formation of efficient interdisciplinary care and service
"teams" (including territorial medicine)

Contributes to the transition from program-based
management to cross-sectoral management by care

* Provision of care and services linked with the practices of
outreach, the culture of a given community and the needs
of the local population
Context * Implementation of interdisciplinary practices based on £
2 s * Long time needed to produce outcomes
the collaboration of a set of interveners and managers C i A,
« Complex navigation between professional jurisdictions
(co-management), based on a strong knowledge of the 5 D
. Y * Boundaries within programs
local area and needs of the people, relying on collective e : i o 2
X p B : A « Challenges in information sharing and joint accountability
learning strategies, combining various expertises beyond
exclusively health and social care, in a long-term
perspective
L}
L]
n
| |
Maehanisin Take a proactive approach to interdisciplinary teamwork in synergy with health and social care in
proximity to the population
L}
L]
n
[
* Flexible sharing of responsibilities between interveners « Limited outcomes
* Diminution of services duplication and accessibility « Interveners who work separately with their caseload
barriers
Outcomes

“A lot of people have this sense of hero mentality. | want to
be the hero or save a family, they don’t trust someone else
to work on their client, so they don’t work together. So when
we say, ‘hey let’s co-ordinate things’, everyone’s like ‘whoa,
we do it fine, we don’t need you’ (Clinician Practitioner)”

trajectories and localised services

makers to offer ICC-type care and services

* Strengthens the adaptability of institutions and decision-

(39, p.11)

Figure 8 Context-Mechanism-Outcomes configuration 8.

CMO9: Willing to act in synergy on common
targets with formal and informal cross-sectoral
partners

When organizations from various public, community and
private sectors (public HSCN, community organizations,
social housing, public safety, local elected officials,
social-economy organizations, or private companies) act
on common issues related to revitalizing a local area—
thus having a direct or indirect effect on the quality of
life, health and safety—challenges appear in connecting
the various services offered in the area. Such challenges
include a culture of collaboration and trust in a context
of different norms; organizational cultures; political
or funding issues; instability of leaders, partners or
decision-makers; different perceptions of ICC; specialized
languages; and different time frames between partners
(CMO2). Actions are sometimes co-constructed with
partners, such as the creation of spaces for collective
reflection and learning (CMO3), co-location of services
(CMO4), and link-oriented management (agreements,
communication  mechanisms,  co-construction  of
services).

We observe a willingness to act in synergy on
common targets with formal and informal cross-
sectoral partners centered on ICC (M).

The outcomes (O) identified are the creation of
common and clear principles and a shared language,
despite different mandates, and the strengthening of

partnership and cross-sectoral teamwork (synergy,
enduring links between stakeholders or managers,
trust, exchange of information, sharing of expertise,
agreements). This makes it possible to deploy actions
aimed at improving access to and continuity of quality
of services in the local area, as well as the health and
quality of life of the population and communities. In
addition, the synergy created between partners makes
it possible to reduce hospitalization and medication
costs (statistically significant for Trieste and Barcelona)
(Figure 9).

DISCUSSION

This realist synthesis allowed us to identify the central
mechanisms of ICC delivered by public HSCN and
to produce a middle-range theory presenting the
connections between the mechanisms (Figure 10). The
middle-range theory of ICC is based on a philosophy, a
specific professional and community agency, and a local
system of interdisciplinary and cross-sectoral action
interacting with each other. In other words, ICC is based
on a specific conception of adaptive and empowered
action delivered within a local system with different
partners and leaded in part or totally by public HSCN. This
middle-range theory, with its nine mechanisms, can be
used in different settings - local areas and population -
and can shed lights on the possible evolution of the HSCN
and associated services.
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Context

Mechanism

Outcomes

« Wide variety of partners and stakeholders act on common
issues related to revitalizing a local area

* Partners have a direct or indirect effect on the quality of
life, health, and safety

« Challenges to link the various services offered in the area

* Actions are sometimes co-constructed with partners, such
as the creation of spaces for collective reflection and
learning, co-location of services, and link-oriented
management

* Challenges to link the various services that take a lot of
place (e.g. absent partners, reluctance to collaborate,
instability of partners, competing interests...)

* Actions with few partners or alone

‘IIII

Willingness to act in synergy on common targets with formal and informal cross-sectoral partners
centered on ICC

v

« Creation of common and clear principles and a shared
language, despite different mandates

* Strengthening of partnership and cross-sectoral
teamwork

« Enabling the deployment of actions aimed at improving .
the access to and continuity of quality of services in the
local area, as well as the health and quality of life of the
population and communities

« Synergy created between partners makes it possible to
reduce hospitalization or medication costs (statistically
significant for Trieste and Barcelona)

Limited outcomes

Figure 9 Context-Mechanism-Outcomes configuration 9.

Recognize and understand
temporality, in interventions
as well as in management
and governance

Recognize and understand
the needs, strategies and
specificities of ICC
interventions

Willing to embody an
approach of people centred
care

From a professional
to community

A philosophy
guiding ICC
Willing to recognize governance, 4
the importance to management,

understand the and intervention
intervention area,
the stakeholders
involved, and area

population

Actualize a
collective and
partnership
learning culture

/{ agency (governing,
managing, and
intervening)

Willing to promote the

practice of ICC and to take

into consideration the local

area in governance and

management

Base its action on spatial
and relational proximity,
outreach, and individual
and collective
empowerment

ICC middle-range theory
mechanisms

A local system of
interdisciplinary and
cross-sectoral action

Take a proactive approach to W
interdisciplinary teamwork in
synergy with health and social care
in proximity to the population J L

Grey: general concepts
No color: all stakeholders

Willing to act in synergy on
common targets with
formal and informal cross-
sectoral partners

Orange: intervention only
Green: governance and management only

Figure 10 ICC Middle-range theory.

THREE COMPONENTS FOR AN ICC MIDDLE-

RANGE THEORY

The philosophy guiding ICC is not always clearly
conceptualized in the selected texts. Nevertheless, some
recurring points mentioned in several papers include the
importance of understanding the area of intervention,

recognizing the importance of temporality, and

actualizing a learning culture. ICC represents a cultural
change for the public HSCN towards a holistic approach
to interdisciplinary and cross-sectoral care in the local
area (integrating housing, municipal, community, school,
etc.). It takes time to implement the approach, to get to
know the local area, and to build trust with the people
and the partners. In a health-care and social-care system
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dealing with demands, pressure to perform, and political
or financial issues, taking into account temporality is a
complex mechanism [19]. Moreover, this cultural change
based on learning and innovation leads to managing
differently and combining intervention strategies that
are not often used together in other approaches: it is
“a countercurrent practice that requires managers and
decision-makers to be open to the fact that we have
methods that go off the beaten track” [Translated from
French, 44, p. 26]. The actualization of a learning culture
takes on its full meaning in this context in which trials,
innovative actions, and new interdisciplinary and cross-
sectoral linkages are developed, requiring reflection on
the targets or outcomes achieved, posing challenges
in certain contexts or developing cultural sensitivity
in relation to specific populations (e.g., migrants,
refugees...) [41].

The professional and community agency at the heart
of flexibility combines complementary intervention
approaches (strength-based approach, empowerment,
people-centered care, spatial and relational proximity)
that must be supported by an adapted management
of the public HSCN that understands the specific needs
of ICC. Several texts analyzed mention this aspect of
combining intervention approaches, i.e., the concomitant
activation of several mechanisms. It is this combination
that leads to significant and lasting outcomes in the local
area, such as components of improvement of the social
capital and empowerment of citizens, improvement of
trust in others and in the community, cooperation and
creation of a mutual-aid culture between neighbors,
participation and increase in individuals’ social networks,
proactivity of citizens to act by themselves on personal
situations (e.g., mental health, loneliness) or collective
situations (e.g., housing conditions, access to a food
supply). In addition, it is important to highlight the case of
Trieste [32], which is the only application that produced
a longitudinal and statistical analysis, brought out three
statistically significant items:

» Improved positive perception of the community,
extending even to those not receiving services

+ Decreased use of hospital services, including
psychiatric services

* Recognition of people’s leadership in their community

Lastly, rooting ICC in the local area brings partners from
different organizations together. The obvious conclusion
is that various stakeholders from the same institution or
from different organizations work with the same people
in the local area. It is important to link them together,
whether they are interveners or managers. The complex
nature of the situations faced in a context in which each
actor needs to achieve concrete and measurable results
makes the two CMO configurations on interdisciplinarity
and cross-sectorality important to deploy, even if

sometimes difficult to operationalize, especially in a
contact of centralized public HSCN [55-57]. The public
HSCN cannot act alone in undertaking preventive action
on well-being and health inequalities [58]. The local area
is an ideal place to link up stakeholders close to people’s
needs and issues [59].

LIMITATIONS

The principal limitation of the study is related to the
kind of papers found in the literature search. The sample
consisted mainly of qualitative and mixed-methods
papers, with no randomized-control trial. To the best of
our knowledge, no study has analyzed the deployment of
ICC in comparable local areas. Another limitation is that
scant information on the deployment of action itself in
the local area is provided in most of the cases [Appendix
1]. Also, the selected texts were limited in variety (4
cases = 19 texts out of 26), which gave an extensive
comprehension of the context of theses cases, but is
weaker in terms of the variety of settings encountered
that could have increased the strength of our middle-
range theory.

This synthesis has different strengths. First, we used
rigorous methodology to perform the different steps of
the review, with several communications back and forth
between the main authors and the research committee.
Second, we consulted and involved a consultative
committee, especially at the beginning of the review.
With the pandemic situation and the impact on health-
care and social-care professionals, the committee
was not involved in analyzing the results. The scientific
literature search was done in English and French. In
addition, the combination of this realist synthesis with a
systematic review gives strength to the results.

IMPLICATIONS FOR FUTURE RESEARCH AND
FOR SERVICES
The identified outcomes were mainly qualitative,
although some quantitative outcomes were reported
in two cases (Trieste and Barcelona). These outcomes
are relevant for understanding how actions on social
determinants of health and on social capital—in addition
to offering services in local areas—lead to care and
intervention in the community, at an early stage, rather
than in hospitals. It could be interesting to expand
de longitudinal analysis of ICC practices, which could
increase the strength of the ICC middle-range theory.
Place-based approaches are linked to ICC, but cannot
always be considered as ICC, depending on the specific
approach. The term was used in some of the papers
analyzed, but it could be interesting to deepen the
understanding and similarities between the two terms.
The intent of a realist synthesis is important to
remember: “A realist approach to literature review
addresses real-world issues through findings that “speak
directly” to decisions regarding the creation or revision
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of social or health programs or policies” [11 p. 169]. In
this regard, using the middle-range theory as a reflective
framework to support the implementation or continuous
improvement of ICC practices, to explain the approach,
and to obtain a clear commitment of each partner
(political, financial...) constitutes a new opportunity
lacking in the scientific literature.

CONCLUSION

This realist synthesis refines the model proposed by
our team [1, Appendix 6 for the previous model] by
identifying the underlying mechanisms and their
contribution to outcomes. Using our middle-range
theory for future research will provide a solid analytical
framework for testing and refining the theory. The
middle-range theory will also be useful in planning and
supporting ICC implementation regardless of the target
population or of the characteristics of the local area.
ICC can be relevant in different settings to improve
services if the philosophy of ICC is embedded in its
actions. Lastly, it is hoped that longitudinal studies on
ICC will add to the understanding of the generation of
outcomes.
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0rg/10.5334/ijic.7042.s1

* Appendix 2. Search strategy. DOI: https://doi.
org/10.5334/ijic.7042.s2

» Appendix 3. Data Coding Guide. DOI: https://doi.
0rg/10.5334/ijic.7042.s3

* Appendix 4. List of included and excluded studies.
DOL: https://doi.org/10.5334/ijic.7042.s4

* Appendix 5. MMAT. DOTI: https://doi.org/10.5334/
ijic.7042.s5

* Appendix 6. First ICC model. DOI: https://doi.
0rg/10.5334/ijic.7042.s6

REVIEWERS

Marie-Pierre Gagnon, PhD, Faculty of Nursing Sciences,
Université Laval, Quebec, Canada.
One anonymous reviewer.

COMPETING INTERESTS

The authors have no competing interests to declare.

AUTHOR AFFILIATIONS

Jean-Francgois Allaire "' orcid.org/0000-0003-2705-5856
Research Coordinator, Institut universitaire de premiére ligne
en santé et services sociaux (IUPLSSS) du Centre intégré
universitaire de santé et de services sociaux de I'Estrie - Centre
hospitalier universitaire de Sherbrooke (CIUSSSE-CHUS), Hopital
et centre d’hébergement D’Youville, Sherbrooke, QC, Canada

Paul Morin “ orcid.org/0000-0002-4512-0642

Professor, School of Social Work School, Researcher, Institut
universitaire de premiere ligne en santé et services sociaux
(IUPLSSS) du Centre intégré universitaire de santé et de
services sociaux de I'Estrie - Centre hospitalier universitaire de
Sherbrooke (CIUSSSE-CHUS), Hopital et centre d’hébergement
D’Youville, Sherbrooke, QC, Canada; Université de Sherbrooke,
Canada

Chantal Doré

Professor, School of Nursing and Researcher, Université de
Sherbrooke, Canada; Institut universitaire de premiére ligne
en santé et services sociaux (IUPLSSS) du Centre intégré
universitaire de santé et de services sociaux de U'Estrie - Centre
hospitalier universitaire de Sherbrooke (CIUSSSE-CHUS),
Hopital et centre d’hébergement D’Youville, Sherbrooke, QC,
Canada

Shelley-Rose Hyppolite " orcid.org/0000-0002-9834-4308
Public-health physician and Associate Professor, Centre intégré
universitaire de santé et de services sociaux de la Capitale
Nationale, Canada; Faculté de médecine, Université Laval,
Canada

Marie Suzanne Badji

Research Professional, Institut universitaire de premiere ligne
en santé et services sociaux (IUPLSSS) du Centre intégré
universitaire de santé et de services sociaux de |'Estrie - Centre
hospitalier universitaire de Sherbrooke (CIUSSSE-CHUS), Hopital
et centre d’hébergement D’Youville, Sherbrooke, QC, Canada

Hervé Tchala Vignon Zomahou " orcid.org/0000-0001-6328-

5451

Methodologist, Department of Social and Preventive Medicine,
Faculty of Medicine, Université Laval, Quebec City, Quebec,
Canada; Institut national d’excellence en santé et services
sociaux, Quebec, Québec, Canada

REFERENCES

1. ThiamYY, Allaire JF, Morin P, Hyppolite SR, Doré C,
Zomahoun HTV, et al. A Conceptual Framework for
Integrated Community Care. Int J Integr Care. 2021 Feb 10;
21(1): 5. DOL: https://doi.org/10.5334/ijic.5555

2.  Roeg D, van de Goor I, Garretsen H. Towards Structural
Quality Indicators for Intensive Community-Based Care
Programmes for Substance Abusers. Community Ment
Health J. 2008 Dec; 44(6): 405-15. DOI: https://doi.
0rg/10.1007/s10597-008-9143-x

3. Roeg D, van de Goor I, Garretsen H. Towards quality
indicators for assertive outreach programmes for severely
impaired substance abusers: concept mapping with Dutch
experts. International Journal for Quality in Health Care.
2005 Jun 1; 17(3): 203-8. DOI: https://doi.org/10.1093/
intghc/mzi031


https://doi.org/10.5334/ijic.7042.s1
https://doi.org/10.5334/ijic.7042.s1
https://doi.org/10.5334/ijic.7042.s2
https://doi.org/10.5334/ijic.7042.s2
https://doi.org/10.5334/ijic.7042.s3
https://doi.org/10.5334/ijic.7042.s3
https://doi.org/10.5334/ijic.7042.s4
https://doi.org/10.5334/ijic.7042.s5
https://doi.org/10.5334/ijic.7042.s5
https://doi.org/10.5334/ijic.7042.s6
https://doi.org/10.5334/ijic.7042.s6
https://orcid.org/0000-0003-2705-5856
https://orcid.org/0000-0003-2705-5856
https://orcid.org/0000-0002-4512-0642
https://orcid.org/0000-0002-4512-0642
https://orcid.org/0000-0002-9834-4308
https://orcid.org/0000-0002-9834-4308
https://orcid.org/0000-0001-6328-5451
https://orcid.org/0000-0001-6328-5451
https://orcid.org/0000-0001-6328-5451
https://doi.org/10.5334/ijic.5555
https://doi.org/10.1007/s10597-008-9143-x
https://doi.org/10.1007/s10597-008-9143-x
https://doi.org/10.1093/intqhc/mzi031
https://doi.org/10.1093/intqhc/mzi031

Allaire et al. International Journal of Integrated Care DOI: 10.5334/ijic.7042 15

10.

11.

12.

13.

14.

15.

Lariviére C. Les risques de la nouvelle gestion publique
pour lintervention sociale [The risks of the New Public
Management to social intervention] [Internet]. Premier
congreés international francophone du service social;
2005 Jul [cited 2020 Jun 16]. Available from: http://www.
rrasmg.com/documents/Activites/RN_2010 Les-risques-
NGP.pdf.

Doré C, Lévesque N, Hyppolite SR, Maillet L, Bourque
D, Maltais D, et al. L'intervention de proximité :
proposition d’un dispositif de reddition de comptes
pertinent [Proximity intervention: proposal for a
relevant accountability system]. Nouvelles pratiques
sociales. 2022; 33(1): 112-133. DOL: https://doi.
0rg/10.7202/1095939ar

Levesque JF, Harris MF, Russell G. Patient-centred access

to health care: conceptualising access at the interface of
health systems and populations. Int J Equity Health. 2013;
12(1): 18. DOI: https://doi.org/10.1186/1475-9276-12-18
Allaire JF, Thiam Y, Morin P, Zomahoun HTV, Rheault N,
Lacasse F, et al. Integrated Community Care Delivered
by Public Health Care and Social Care Systems: Protocol
for a Realist Synthesis. International Journal of Integrated
Care. 2021 Oct 26; 21(4): 2. DOI: https://doi.org/10.5334/
ijic.5629

Wong G, Greenhalgh T, Westhorp G, Buckingham

J, Pawson R. RAMESES publication standards: realist
syntheses. BMC Med. 2013; 11: 21. DOL: https://doi.
org/10.1186/1741-7015-11-21

Greenhalgh T, Wong G, Westhorp G, Pawson R. Protocol
- realist and meta-narrative evidence synthesis: Evolving
Standards (RAMESES). BMC Med Res Methodol. 2011 Dec;
11(1): 115. DOLI: https://doi.org/10.1186/1471-2288-11-
115

Pawson R. Digging for Nuggets: How ‘Bad’ Research Can
Yield ‘Good’ Evidence. International Journal of Social
Research Methodology. 2006 Apr; 9(2): 127-42. DOL:
https://doi.org/10.1080/13645570600595314

Pawson R. Evidence-Based Policy: A Realist Perspective
[Internet]. London: Sage; 2006. DOI: https://doi.
0rg/10.4135/9781849209120

Astbury B, Leeuw FL. Unpacking Black Boxes:
Mechanisms and Theory Building in Evaluation. Am

J Eval. sept 2010; 31(3): 363-81. DOIL: https://doi.
0rg/10.1177/1098214010371972

Pawson R. Evidence-based Policy: In Search of a Method.
Evaluation. avr 2002; 8(2): 157-81. DOLI: https://doi.
0rg/10.1177/1358902002008002512

Lacouture A, Breton E, Guichard A, Ridde V. The concept
of mechanism from a realist approach: a scoping review
to facilitate its operationalization in public health program
evaluation. Implement Sci. déc 2015; 10(1): 153. DOIL:
https://doi.org/10.1186/s13012-015-0345-7

Wong G, Westhorp G, Pawson R, Greenhalgh T. Realist
Synthesis: RAMESES Training Materials [Internet]; 2013.
Available from: www.ramesesproject.org/Standards_and_
Training_materials.php#rs_training.

16. Funnell S, Rogers P. Purposeful Program Theory: Effective
Use of Theories of Change and Logic Models. San
Francisco, CA: John Wiley and Sons; 2011.

17. Chagnon F, Daigle M, Gervais MJ, Houle J, Béguet
V. Lutilisation de I'évaluation fondée sur la théorie
du programme comme stratégie d’application des
connaissances issues de la recherche [The use of
evaluation based on program theory as a research
knowledge translation strategy]. The Canadian Journal of
Program Evaluation. 2009; 23(1): 3-32. DOI: https://doi.
0rg/10.3138/cjpe.023.004

18. Saavedra RQ, Bigras N, Dion J, Doudou K. La production
de la théorie du programme dans le cadre d’une
évaluation participative: une étude de cas [Generating
Program Theory in Participatory Evaluation: A Case
Study]. CJPE. 2016 Dec 1; 31(2): 137-64. DOI: https://doi.
org/10.3138/cjpe.339

19. Morin P, Allaire JF, Bossé PL. Intervention de proximité
en CSSS: une pratique de pointe du CSSS-IUGS.

Guide d’accompagnement [Outreach intervention in
CSSS, a leading practice of the CSSS-IUGS. Guidance
manual ] [Internet]. Sherbrooke, Canada: Centre Affilié
Universitaire du CSSS-IUGS; 2015 [cited 2020 Apr 23]

p. 47. Available from: https://www.iuplsss.ca/clients/
SanteEstrie/Sous-sites/Centres_de recherche/IUPLSSS/
transfert_connaissances/outils-publications/Guides-
outils/Guide_accompagnement_Intervention-proximite.
pdf.

20. O’Connor D, Green S, Higgins JP. Defining the Review
Question and Developing Criteria for Including Studies.
In: Higgins JP, Green S (eds.), Cochrane Handbook
for Systematic Reviews of Interventions [Internet].
Chichester, UK: John Wiley & Sons, Ltd; 2008 [cited
2020 Jul 16]. p. 81-94. Available from: http://doi.wiley.
com/10.1002/9780470712184.ch5. DOI: https://doi.
0rg/10.1002/9780470712184.ch5

21. O’Dwyer LA, Baum F, Kavanagh A, Macdougall C. Do
area-based interventions to reduce health inequalities
work? A systematic review of evidence. Critical Public
Health. 2007 Dec 1; 17(4): 317-35. DOL: https://doi.
org/10.1080/09581590701729921

22. Institut national d’excellence en santé et en services
sociaux (Québec), Renaud J, Martin V, Dagenais P. Les
normes de production des revues systématiques: guide
méthodologique [Production Standards for Systematic
Reviews: A Methodological Guide]. Montréal: Institut
national d’excellence en santé et en services sociaux
(INESSS); 2013.

23. Hudon C, Chouinard MC, Pluye P, El Sherif R, Bush PL,
Rihoux B, et al. Characteristics of Case Management
in Primary Care Associated With Positive Outcomes for
Frequent Users of Health Care: A Systematic Review.
Ann Fam Med. 2019 Sep; 17(5): 448-58. DOL: https://doi.
org/10.1370/afm.2419

24. Shukor AR, Edelman S, Brown D, Rivard C. Developing
Community-Based Primary Health Care for Complex and


http://www.rrasmq.com/documents/Activites/RN_2010_Les-risques-NGP.pdf
http://www.rrasmq.com/documents/Activites/RN_2010_Les-risques-NGP.pdf
http://www.rrasmq.com/documents/Activites/RN_2010_Les-risques-NGP.pdf
https://doi.org/10.7202/1095939ar
https://doi.org/10.7202/1095939ar
https://doi.org/10.1186/1475-9276-12-18
https://doi.org/10.5334/ijic.5629
https://doi.org/10.5334/ijic.5629
https://doi.org/10.1186/1741-7015-11-21
https://doi.org/10.1186/1741-7015-11-21
https://doi.org/10.1186/1471-2288-11-115
https://doi.org/10.1186/1471-2288-11-115
https://doi.org/10.1080/13645570600595314
https://doi.org/10.4135/9781849209120
https://doi.org/10.4135/9781849209120
https://doi.org/10.1177/1098214010371972
https://doi.org/10.1177/1098214010371972
https://doi.org/10.1177/1358902002008002512
https://doi.org/10.1177/1358902002008002512
https://doi.org/10.1186/s13012-015-0345-7
https://www.ramesesproject.org/Standards_and_Training_materials.php#rs_training
https://www.ramesesproject.org/Standards_and_Training_materials.php#rs_training
https://doi.org/10.3138/cjpe.023.004
https://doi.org/10.3138/cjpe.023.004
https://doi.org/10.3138/cjpe.339
https://doi.org/10.3138/cjpe.339
https://www.iuplsss.ca/clients/SanteEstrie/Sous-sites/Centres_de_recherche/IUPLSSS/transfert_connaissances/outils-publications/Guides-outils/Guide_accompagnement_Intervention-proximite.pdf
https://www.iuplsss.ca/clients/SanteEstrie/Sous-sites/Centres_de_recherche/IUPLSSS/transfert_connaissances/outils-publications/Guides-outils/Guide_accompagnement_Intervention-proximite.pdf
https://www.iuplsss.ca/clients/SanteEstrie/Sous-sites/Centres_de_recherche/IUPLSSS/transfert_connaissances/outils-publications/Guides-outils/Guide_accompagnement_Intervention-proximite.pdf
https://www.iuplsss.ca/clients/SanteEstrie/Sous-sites/Centres_de_recherche/IUPLSSS/transfert_connaissances/outils-publications/Guides-outils/Guide_accompagnement_Intervention-proximite.pdf
https://www.iuplsss.ca/clients/SanteEstrie/Sous-sites/Centres_de_recherche/IUPLSSS/transfert_connaissances/outils-publications/Guides-outils/Guide_accompagnement_Intervention-proximite.pdf
http://doi.wiley.com/10.1002/9780470712184.ch5
http://doi.wiley.com/10.1002/9780470712184.ch5
https://doi.org/10.1002/9780470712184.ch5
https://doi.org/10.1002/9780470712184.ch5
https://doi.org/10.1080/09581590701729921
https://doi.org/10.1080/09581590701729921
https://doi.org/10.1370/afm.2419
https://doi.org/10.1370/afm.2419

Allaire et al. International Journal of Integrated Care DOI: 10.5334/ijic.7042

25.

26.

27.

28.

29.

30.

31

32

33.

Vulnerable Populations in the Vancouver Coastal Health
Region: HealthConnection Clinic. The Permanente journal.
2018; 22: 18-010. DOLI: https://doi.org/10.7812/TPP/18-
010

Hatano Y, Matsumoto M, Okita M, Inoue K, Takeuchi

K, Tsutsui T, et al. The Vanguard of Community-based
Integrated Care in Japan: The Effect of a Rural Town on
National Policy. Int J Integr Care. 2017 Apr 27; 17(2): 2.
DOLI: https://doi.org/10.5334/ijic.2451

Tennant E, Miller E, Costantino K, De Souza D, Coupland
H, Fotheringham P, et al. A critical realist evaluation of an
integrated care project for vulnerable families in Sydney,
Australia. BMC Health Serv Res. 2020 Oct 31; 20(1): 995.
DOLI: https://doi.org/10.1186/512913-020-05818-x
Hamiti A. Territorialisation des soins primaires:

initiatives des collectivités et des professionnels de

santé sur le Massif central pour une autre gouvernance
[Territorialisation of primary care: initiatives by local
authorities and health professionals in the Massif Central
for a different governance]. Norois. 2014; 233(4): 55-66.
DOLI: https://doi.org/10.4000/norois.5317

Segura A, Miller FA, Foz G, Oriol y Bosch A. Towards
unity for health in the Barceloneta: An innovative
experience in community-based primary health care.
Education for Health: Change in Learning and Practice
[Internet]. 2007; 20(2). Available from: http://www.
embase.com/search/results?subaction=viewrecord-
&from=export&id=L47516830. DOL: https://doi.
org/10.4103/1357-6283.101625

Fournier C. Concevoir une maison de santé pluri-profes-
sionnelle: paradoxes et enseignements d’une innovation
en actes [Designing a multi-professional health centre:
paradoxes and lessons learned from an innovation in
action]. Sciences sociales et santé. 2014; 32(2): 67-95.
DOI: https://doi.org/10.3917/s55.322.0067

Dalton H, Perkins D, Goodwin N, Hendry A, Read D,
Booth A, et al. Using the Project Integrate Framework for
assessing progress towards care integration: results from a
formative evaluation of a complex intervention in Central
Coast Local Health District, NSW Australia. International
Journal of Integrated Care (IJIC). 2018; 18: 1-2. DOIL:
https://doi.org/10.5334/ijic.s2182

Self B, Peters H. Street outreach with no streets: in a new
take on a proven program, a rural street nurse is taking
an outreach program to the highways and byways of the
B.C. interior, reaching people who otherwise might not
have adequate access to services. Canadian Nurse. 2005;
101(1): 20-4.

Castriotta L, Giangreco M, Cogliati-Dezza MG, Spano M,
Atrigna E, Ehrenfreund C, et al. Measuring the impact
of a social programme on healthcare: a 10-year retro-
spective cohort study in Trieste, Italy. BMJ Open. 2020
Jul 23; 10(7): e036857. DOLI: https://doi.org/10.1136/
bmjopen-2020-036857

Leask CF, Bell J, Murray F. Acceptability of delivering an
adapted Buurtzorg model in the Scottish care context.

34,

36.

37.

38.

39.

40.

41.

42.

43.

16

Public Health. 2020 Feb; 179: 111-7. DOI: https://doi.
0rg/10.1016/j.puhe.2019.10.011

Di Monaco R, Pilutti S, d’Errico A, Costa G. Promoting
health equity through social capital in deprived commu-
nities: a natural policy experiment in Trieste, Italy. SSM

- Population Health. 2020 Dec; 12: 100677. DOI: https://
doi.org/10.1016/j.ssmph.2020.100677

. Dalton H, Read DMY, Booth A, Perkins D, Goodwin N,

Hendry A, et al. Formative Evaluation of the Central

Coast Integrated Care Program (CCICP), NSW Australia.
International Journal of Integrated Care. 2019 Aug 27;
19(3): 15. DOL: https://doi.org/10.5334/ijic.4633

Read DMY, Dalton H, Booth A, Goodwin N, Hendry A,
Perkins D. Using the Project INTEGRATE Framework in
Practice in Central Coast, Australia. International Journal of
Integrated Care. 2019 Jun 21; 19(2): 10. DOI: https://doi.
0rg/10.5334/ijic. 4624

Dalton H, Read D, Handley T, Booth A, Davies K,
Goodwin N, et al. Central Coast Integrated Care
Program: Formative Evaluation Report [Internet]. Centre
for Rural and Remote Mental Health (CRRMH); 2018: p. 48.
Available from: https://www.crrmh.com.au/content/
uploads/CCICP20Evaluation20Report20180313_FINAL.
pdf.

Eastwood J. Designing an Integrated Care Initiative for
Vulnerable Families: Operationalization of realist causal
and programme theory, Sydney Australia. International
Journal of Integrated Care (IJIC). 2018; 18: 1-2. DOI:
https://doi.org/10.5334/ijic.s1049

Eastwood J, Barmaky S, Hansen S, Millere E, Ratcliff

S, Fotheringham P, et al. Refining Program Theory for a
Place-Based Integrated Care Initiative in Sydney, Australia.
Int J Integr Care. 2020 Sep 28; 20(3): 13. DOI: https://doi.
0rg/10.5334/ijic.5422

Eastwood JG, Dewhurst S, Hansen S, Tennant E, Miller

E, Moensted ML, et al. Care Coordination for Vulnerable
Families in the Sydney Local Health District: What Works
for Whom, under What Circumstances, and Why?
International Journal of Integrated Care. 2020 Dec 2; 20(4):
22. DOL https://doi.org/10.5334/ijic.5437

Eastwood J, Miller E. The Healthy Homes and
Neighbourhoods Integrated Care Initiative. International
Journal of Integrated Care (IJIC). 2018; 18: 1-2. DOIL:
https://doi.org/10.5334/ijic.s1051

Bricocoli M, Marchigiani E. Growing old in cities. Council
housing estates in Trieste as laboratories for new perspec-
tives in urban planning. European spatial research and
policy. 2012; 19(1): 49-64. DOI: https://doi.org/10.2478/
v10105-012-0005-8

Morin P, Ducreux E, Allaire JF, Bossé PL, Gagné AA.
Evaluation du déploiement des intervenants dédiés et
des changements associés au sein de 'équipe-quartier
[Evaluation of the deployment of dedicated workers

and associated changes in the neighbourhood team].
Sherbrooke, Canada: Institut universitaire de premiére
ligne en santé et services sociaux du Centre intégré uni-


https://doi.org/10.7812/TPP/18-010
https://doi.org/10.7812/TPP/18-010
https://doi.org/10.5334/ijic.2451
https://doi.org/10.1186/s12913-020-05818-x
https://doi.org/10.4000/norois.5317
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L47516830
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L47516830
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L47516830
https://doi.org/10.4103/1357-6283.101625
https://doi.org/10.4103/1357-6283.101625
https://doi.org/10.3917/sss.322.0067
https://doi.org/10.5334/ijic.s2182
https://doi.org/10.1136/bmjopen-2020-036857
https://doi.org/10.1136/bmjopen-2020-036857
https://doi.org/10.1016/j.puhe.2019.10.011
https://doi.org/10.1016/j.puhe.2019.10.011
https://doi.org/10.1016/j.ssmph.2020.100677
https://doi.org/10.1016/j.ssmph.2020.100677
https://doi.org/10.5334/ijic.4633
https://doi.org/10.5334/ijic.4624
https://doi.org/10.5334/ijic.4624
https://www.crrmh.com.au/content/uploads/CCICP20Evaluation20Report20180313_FINAL.pdf
https://www.crrmh.com.au/content/uploads/CCICP20Evaluation20Report20180313_FINAL.pdf
https://www.crrmh.com.au/content/uploads/CCICP20Evaluation20Report20180313_FINAL.pdf
https://doi.org/10.5334/ijic.s1049
https://doi.org/10.5334/ijic.5422
https://doi.org/10.5334/ijic.5422
https://doi.org/10.5334/ijic.5437
https://doi.org/10.5334/ijic.s1051
https://doi.org/10.2478/v10105-012-0005-8
https://doi.org/10.2478/v10105-012-0005-8

Allaire et al. International Journal of Integrated Care DOI: 10.5334/ijic.7042

4k,

45,

46.

47.

48.

49.

50.

51.

52.

versitaire en santé et services sociaux de I'Estrie - Centre 53.

hospitalier universitaire de Sherbrooke; 2017: p. 56.

Morin P, Benoit M, Dallaire N, Doré C, LeBlanc J.
L'Intervention de quartier au CSSS-IUGS [Neighbourhood
intervention at the CSSS-IUGS]. Sherbrooke, Canada:
Centre de santé et de services sociaux - Institut universi-
taire de gériatrie de Sherbrooke; 2011.

Allaire JF, Morin P, Maltais D, Doré C. Evaluation de
implantation de I’équipe de proximité de Lac-Mégantic
[Evaluation of the implementation of the Lac-Mégantic
proximity team]. Institut universitaire de premiere ligne en
santé et services sociaux du Centre intégré universitaire
en santé et services sociaux de U'Estrie - Centre hospitalier
universitaire de Sherbrooke; 2021.

Bifulco L, Bricocoli M, Monteleone R. The reflective
Institution and the city. Space based policies upsetting
organisations in Trieste. In Politecnico di Milano; 2008.

De Titta A. Trieste. La sécurité comme effet collatéral
[Trieste. Security as a collateral effect]. In: Villes en
observation Politiques locales de sécurité urbaine en Italie
[Cities under observation Local urban security policies in
Italy]. p. 43-74. (Collection « Recherches » du PUCA).
Morin P, Leloup X, Girard D, Meilleur R, Gromaire P,
Carrier S, et al. ’intervention intersectorielle en santé et
services sociaux dans ses liens avec les dimensions de
’habitation et le logement social [Cross-sectoral interven-
tion in health and social services in relation to housing and
social housing]; 2015.

Colle P. La comunita che fa salute le microaree di Trieste
per Uequita [The community that makes health: Trieste’s
microareas for equity]. Trieste Prima [Internet]; 2018 Jun
15. Available from: https://www.triesteprima.it/partner/
asuits/la-comunita-che-fa-salute-le-microaree-di-trieste-
per-l-equita.html.

Cambridge Dictionary. editor. Phylosophy. In 2022.
Available from: https://dictionary.cambridge.org/dictio-
nary/english/philosophy.

Eteldpelto A, Vdhdsantanen K, Hokka P, Paloniemi S.
What is agency? Conceptualizing professional agency at
work. Educational Research Review. 2013 Dec; 10: 45-65.
DOL: https://doi.org/10.1016/j.edurev.2013.05.001

Luloff AE, Bridger J. Community Agency and Local
Development. In: Brown DL, Swanson LE, Barton AW
(eds.), Challenges for Rural America in the Twenty-First
Century [Internet]. Penn State University Press. 2015 [cited
2022 Aug 18]; p. 203-13. Available from: http://www.
jstor.org/stable/10.5325/j.ctv14gp32b. DOL: https://doi.
0rg/10.5325/j.ctvl4gp32b.21

54.

55.

56.

57.

58.

59.

17

Malqvist M. Community agency and empowerment—a
need for new perspectives and deepened understanding.
Upsala Journal of Medical Sciences. 2018 Apr 3; 123(2):
123-30. DOLI: https://doi.org/10.1080/03009734.2018.147
4303

Verreault G, Bourque D, Lachapelle R. La Haute-Cote-
Nord : Un systeme local d’action en développement
territorial [The Upper North Shore: A Local Action

System for Territorial Development] [Internet]. Chaire de
recherche du Canada en organisation communautaire;
2017 [cited 2022 May 14] p. 93. (Pratiques et métiers de
développement territorial intégré). Available from: http://
wé.uqo.ca/crcoc/Fichiers/cahiers/1706 La Haute-Cote-
Nord.pdf.

Nancarrow SA, Booth A, Ariss S, Smith T, Enderby P,
Roots A. Ten principles of good interdisciplinary team
work. Human Resources for Health. 2013 May 10; 11(1): 19.
DOLI: https://doi.org/10.1186/1478-4491-11-19
Farmanova E, Baker GR, Cohen D. Combining Integration
of Care and a Population Health Approach: A Scoping
Review of Redesign Strategies and Interventions, and their
Impact. International Journal of Integrated Care. 2019 Apr
11; 19(2): 5. DOL: https://doi.org/10.5334/ijic.4197
Transnational Forum on Integrated Community Care.
2nd Transnational Conference on Integrated Community
Care “Towards People-Driven Care” Engaging and
Empowering Individuals, Carers and Families through
Integrated Community Care [Internet]. Turin, Italy:
Transnational Forum on Integrated Community Care;
2019 Feb [cited 2020 Apr 23]. Available from: https://
transform-integratedcommunitycare.com/wp-content/
uploads/2019/05/transform_turin_synthesisreport.pdf.
World Health Organization. It’s time to build a

fairer, healthier world for everyone, everywhere:

Health equity and its determinants [Internet]; 2021
[cited 2022 Jul 15]. Available from: https://cdn.
who.int/media/docs/default-source/world-health-
day-2021/health-equity-and-its-determinants.
pdf?sfvrsn=6¢36f0a5_1&download=true

Moore T, McHugh-Dillon H, Bull K, Fry R, Laidlaw B,
West S. The evidence: what we know about place-based
approaches to support children’s wellbeing [Internet].
Parkville, Victoria: Murdoch Childrens Research Institute
and The Royal Children’s Hospital Centre for Community
Child Health; 2014. Available from: https://www.
researchgate.net/publication/290437871_The_evidence
what_we_know_about_place-based_approaches_to
support_children%27s_wellbeing.


https://www.triesteprima.it/partner/asuits/la-comunita-che-fa-salute-le-microaree-di-trieste-per-l-equita.html
https://www.triesteprima.it/partner/asuits/la-comunita-che-fa-salute-le-microaree-di-trieste-per-l-equita.html
https://www.triesteprima.it/partner/asuits/la-comunita-che-fa-salute-le-microaree-di-trieste-per-l-equita.html
https://dictionary.cambridge.org/dictionary/english/philosophy
https://dictionary.cambridge.org/dictionary/english/philosophy
https://doi.org/10.1016/j.edurev.2013.05.001
http://www.jstor.org/stable/10.5325/j.ctv14gp32b
http://www.jstor.org/stable/10.5325/j.ctv14gp32b
https://doi.org/10.5325/j.ctv14gp32b.21
https://doi.org/10.5325/j.ctv14gp32b.21
https://doi.org/10.1080/03009734.2018.1474303
https://doi.org/10.1080/03009734.2018.1474303
http://w4.uqo.ca/crcoc/Fichiers/cahiers/1706_La_Haute-Cote-Nord.pdf
http://w4.uqo.ca/crcoc/Fichiers/cahiers/1706_La_Haute-Cote-Nord.pdf
http://w4.uqo.ca/crcoc/Fichiers/cahiers/1706_La_Haute-Cote-Nord.pdf
https://doi.org/10.1186/1478-4491-11-19
https://doi.org/10.5334/ijic.4197
https://transform-integratedcommunitycare.com/wp-content/uploads/2019/05/transform_turin_synthesisreport.pdf
https://transform-integratedcommunitycare.com/wp-content/uploads/2019/05/transform_turin_synthesisreport.pdf
https://transform-integratedcommunitycare.com/wp-content/uploads/2019/05/transform_turin_synthesisreport.pdf
https://cdn.who.int/media/docs/default-source/world-health-day-2021/health-equity-and-its-determinants.pdf?sfvrsn=6c36f0a5_1&download=true
https://cdn.who.int/media/docs/default-source/world-health-day-2021/health-equity-and-its-determinants.pdf?sfvrsn=6c36f0a5_1&download=true
https://cdn.who.int/media/docs/default-source/world-health-day-2021/health-equity-and-its-determinants.pdf?sfvrsn=6c36f0a5_1&download=true
https://cdn.who.int/media/docs/default-source/world-health-day-2021/health-equity-and-its-determinants.pdf?sfvrsn=6c36f0a5_1&download=true
https://www.researchgate.net/publication/290437871_The_evidence_what_we_know_about_place-based_approaches_to_support_children%27s_wellbeing
https://www.researchgate.net/publication/290437871_The_evidence_what_we_know_about_place-based_approaches_to_support_children%27s_wellbeing
https://www.researchgate.net/publication/290437871_The_evidence_what_we_know_about_place-based_approaches_to_support_children%27s_wellbeing
https://www.researchgate.net/publication/290437871_The_evidence_what_we_know_about_place-based_approaches_to_support_children%27s_wellbeing

Allaire et al. International Journal of Integrated Care DOI: 10.5334/ijic.7042 18

TO CITE THIS ARTICLE:

Allaire J-F, Morin P, Doré C, Hyppolite S-R, Badji MS, Zomahou HTV. Integrated Community Care Delivered by Public Health-Care and
Social-Care Systems: Results from a Realist Synthesis. International Journal of Integrated Care, 2024; 24(1): 11, 1-18. DOI: https://doi.
0rg/10.5334/ijic.7042

Submitted: 12 October 2022  Accepted: 09 September 2023  Published: 16 February 2024

COPYRIGHT:

© 2024 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0
International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original
author and source are credited. See http://creativecommons.org/licenses/by/4.0/.

International Journal of Integrated Care is a peer-reviewed open access journal published by Ubiquity Press.

lul @


https://doi.org/10.5334/ijic.7042
https://doi.org/10.5334/ijic.7042
http://creativecommons.org/licenses/by/4.0/

