
Appendix 1. Systematic review of ICC deployed by public health and social 

care networks 

1. Context of the systematic review appendix  

Before the realist synthesis was conducted, we carried out this systematic review with the aim to identify and 
characterize the integrated community care interventions delivered by public health-care and social-care 
networks as well as their related outcomes.  

2. Systematic review method used 

This systematic review was conducted using the Cochrane systematic review methodology (8) and was 
reported according to Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 
guidelines (9). Since it is a phase in our realist synthesis project, the systematic review protocol was published 
as a part of the project (7). The protocol was registered on Open Science Framework under the hyperlink 
osf.io/5wy2e. 

2.1. Research questions and eligibility criteria 

Before carrying out the realist synthesis, we conducted this systematic review aimed at identifying and 
characterizing the type of intervention, the type population and area served, the issues and strength, the type 
of actors engaged in integrated community care interventions delivered by public health-care and social-care 
systems and the identified related outcomes. Eligibility criteria were presented using a PICOSS approach (See 
details in Table 1 and Table 2).  

  

https://www.annfammed.org/content/17/5/448.abstract#sec-6
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Table 1. Inclusion and exclusion criteria 

 
 

2.2. Information sources and literature search 

The literature search for scientific studies was conducted in Ovid Medline, Elsevier Embase, EBSCOhost CINAHL, 
Ovid PsycINFO, Proquest - Sociological Abstracts, Web of Science Core collection, ÉRUDIT (requests in English 
and French), CAIRN (requests in English and French), and grey-literature sources coming from a network of 
world contacts. 

The search strategy in electronic databases was designed with keywords (controlled and free vocabularies) of 
some PICOSS elements of Cochrane systematic reviews: community-based care, disadvantaged territory, 
integrated care, community-based health care, and community-based social care (Table 2). The search strategy 
was developed in Medline by an information specialist and revised by a second information specialist using the 
PRESS tool (Peer Review of Electronic Search Strategies) (10). Then, the search strategy was discussed with the 
review-team members through an iterative process before their final approval. The final version of the search 
strategy was translated for use in all the electronic databases mentioned from the respective inception to 
09/02/2021. Appendix 2 contains the full search strategy.  

After the literature search had been carried out in the electronic databases, a manual search was performed in 
the grey literature and in the bibliographic references of relevant papers to identify additional papers. We 
included both formal papers published in peer-reviewed journals and grey literature (any unpublished or non-
peer-reviewed literature in the public domain).  
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Table 2. PICOSS of the review 

 

 

 

2.3. Study selection  

Various steps were followed to select papers. Two reviewers—members of the research team—
participated in selecting studies. Step 1: The two reviewers involved in study selection performed a trial run 
on a sample of papers identified in the databases. This trial run allowed them to reach a common 
understanding of the selection criteria and to clarify them. Step 2: The two reviewers independently rated 
the papers and abstracts as Included, Excluded, or Unclear, based on their titles and abstracts. The items 
rated Included and Unclear went into the next step of assessment. Step 3: The two reviewers did 
independently the selection by full texts using the same criteria. The reviewers attempted to resolve any 
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disagreements at the end of each step by discussion to reach a consensus. If a consensus could not be 
reached, two other members of the review team were called in to reach a final decision. 

2.4. Data extraction 

Our data extraction adhered to the various guides and related systematic reviews indicated above (11–14). 
The reviewers initially extracted data from a sample of four studies, discussed the data with other 
members of the review team, and used these discussions to guide subsequent data extraction. The 
extracted data included the characteristics of the studies detailed in a coding grid (Appendix 3): 

 Characteristics of the publication: design, country, year of publication, … 

 Characteristics of the actors of the intervention: initiators, promotors, cross-sectoral partners, … 

 Characteristics of the target population: for whom 

 Characteristics of the intervention area: by whom 

 Characteristics of the context of the intervention: Access and availability challenges, Continuity and 
quality challenges, issues, … 

 Characteristics of the activities and strategy intervention: Health-care activities, Social-care 
activities, … 

 Data related to empirical configurations context-mechanism-outcome (CMOc) – for the realist 
synthesis 

The pair of reviewers used a custom-designed standardized data-extraction form to extract the data. The 
form allowed the reviewers to systematize the information collected and ensure a consistent approach. 
The electronic grid was tested on a few studies prior to its use for all publications included in the 
systematic review. Data extraction was verified iteratively by the research team. Selected studies were 
read twice and the relevant data transferred to the data-extraction form.  

2.5. Assessment of study methodological quality 

Two reviewers used the Mixed Methods Appraisal Tool (MMAT, version 2018) to assess the methodological 
quality for qualitative, quantitative, and mixed studies (15). The MMAT is a validated tool that presents 
specific assessment criteria for each study design. Disagreements between reviewers were resolved 
iteratively by members of the research team. Two preliminary questions on the clarity of the research 
questions and the collected data were answered. A score qualifying the methodological quality of each text 
was given based on the answers to the five other MMAT questions. This score was based on the number of 
"yes" responses for each of the questions. Thus, all "yes" responses equated to excellent quality. One "no" 
or "do not know" responses equated to good quality. Two "no" or "do not know" responses equated to 
adequate quality. Lastly, three or more "no" or "do not know" responses equated to poor quality.  

2.6. Data synthesis 

The data extracted related to the characteristics of the studies were statistically analyzed by our 
biostatistician in collaboration with the lead authors. The process of study selection was analyzed using 
frequency counts. The extracted data were analyzed using descriptive statistics in R software. Results were 
synthesized in tables and narrative form with respect to the studies, populations, interventions, and 
outcome characteristics.  
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3. Selection results 

 

3.1. Search and selection results 

Eighteen scientific papers and eight grey-literature documents were selected for the synthesis. The search flow 
diagram (Figure 1)—inspired by the PRISMA2020 model flow chart (9)—describes the search flow process and 
the results. Appendix 4 provides a description of these 26 publications. The quality of the 26 selected papers 
was assessed by two reviewers from the research team using the 2018 version of the MMAT tool (Appendix 5). 

3.1.1 Scientific papers  

Out of the 14,748 studies published between January 2003 and February 2021 (duplicate records = 5696; 
ineligible records = 9003), 52 papers were preselected for complete reading based on their titles and key 
words. There were 12 conference abstracts of potential relevance identified. Authors of these conference 
abstracts have been contacted in order to obtain a complete paper or a report. Three corresponding and 
reference authors (Eastwood, Dalton, and Di Monaco) transferred four additional papers. Authors of the other 
conference abstracts failed to respond, so their papers were excluded after a second attempt to contact them. 
Using the snowball method, four additional studies (other sources) were selected from the studies preselected. 
After complete reading of the papers and quality assessment, 18 scientific papers were selected for inclusion in 
the synthesis (16–33).  

  
Figure 1. Flowchart of the systematic review  

 
 

 

  

https://www.annfammed.org/content/17/5/448.abstract#sec-11
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3.1.2. Grey literature  

Initially, 18 texts published between January 2003 and February 2021 were identified in Google Scholar and by 
using the research team’s international network of contacts (mainly in Canada, England, Italy, and Scotland) to 
supplement information in order to identify other relevant documents for the review. No duplicates were 
observed. Applying the snowball method to the selected grey-literature documents for their relevance to the 
realist review identified 2 additional documents for a total of 20. Reading the abstracts allowed us to select 17 
publications. Applying the inclusion criteria (relevance and quality) resulted in eight grey-literature documents 
being retained (34–41); nine were excluded. 

3.1.3. Evaluating the quality of the selected studies 

After discussion between the quality evaluators and the whole team, the research team determined that two-
thirds of the publications evaluated (i.e., 13 out of 16 scientific papers) were of very high quality (excellent or 
very good quality) (Appendix 5). The quality assessment criteria did not apply to two conference abstracts that 
were co-authored with associated scientific studies and included in the systematic review (22,33). 

Only one publication was of medium or moderate (adequate) quality, based on the extent to which it met most 
of the assessment criteria, including the lack of a clear description of the data analysis method (17). 

In contrast, two publications were considered to be of low or questionable quality, as they did not meet most 
of the criteria for assessing methodological quality (20,23). Neither article provided a clear description of the 
methods of data collection and analysis, although the qualitative approach used was appropriate for answering 
the research question. 

3.1.4. Final selection 

Of the 26 papers (18 scientific papers and 8 grey-literature publications) included in the systematic review, 8 
with different designs relating to the same research and published by the same group of authors were treated 
concurrently in the analysis and synthesis. Two studies published by Eastwood et al. reporting a different but 
sequential multisectoral collaborative design process of interventions for vulnerable families were processed 
concurrently (one conference abstract (33) and one article (30)). In addition, three studies published by Dalton 
et al. were discussed concurrently (one conference abstract (22), one report (29), and one scientific paper 
(27)). A journal article (41) was also published concomitantly with the study published by Di Monaco et al. (26) 
on the Trieste case. Therefore, out of the 26 publications included in the systematic review, 4 were processed 
concurrently (27,29,33,41) with other publications. As a result, a total of 22 studies related to integrated 
community care and meeting the inclusion criteria were included in the systematic review (16–26,28,30–
32,34–40). 

3.2. Characteristics of the selected studies 

Table 3 provides details on general characteristics of the selected studies. Consistent with the review inclusion 
criteria, the community-based and integrated health-care and/or social-care initiatives associated with 22 
studies reported in the 26 publications included were deployed by the public health-care and social-care 
network, alone or in collaboration with community, private, political, institutional, or civic actors (Section 3.3 
for details).  

The selected studies came primarily from three countries: Australia (N=6) (17, 21, 27, 29–31), Canada (N=6) 
(15, 22, 34–36, 39), and Italy (N=5) (23, 25, 33, 37, 38). The remaining studies were from France (N=2) (18, 20), 
Japan (N=1) (17), Scotland (N=1) (25), and Spain (N=1) (20). The studies were mainly written in English 
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(N=16) (15–17, 19, 21–25, 27, 29–31, 33, 37, 38) or French (N=6) (18, 20, 34–36, 39). Four of the selected 
studies relate to community-based health care (18–20, 22), two to community-based social care (34, 35) and 
sixteen to integrated community care (15–17, 23–27, 29–31, 33, 36–39).  

Most of the documents selected for the review were scientific papers (N=15) (15–20, 22–27, 29–31). Seven 
scientific reports from the grey-literature search were included (34–40). Lastly, two conference abstracts were 
processed concurrently with two scientific papers. Twelve studies took a qualitative-research approach 
(17, 24, 29–31, 33–39), five used mixed methods (15, 23, 25–27), and five opted for a descriptive study design 
(16, 18–20, 22).  

 

Table 3. Characteristics of studies included (N=22) 

 

3.3. Implementors characteristics  

The stakeholders mainly identified in the studies that deployed ICC were (Table 4) ministries or public health-
care entities (N=18) and ministries or public social-care entities (N=17). Half of the studies mentioned as 
implementors governmental or public organizations on the national, state, or regional level (N=11) and 
municipal or local governmental or public entities (N=9). Some studies mentioned public social-housing entities 
(N=6) or NGOs and community-based organizations (nonprofit cooperatives...) (N=5). Private corporations 
(family-practice groups, private clinics…) jointly deployed ICC in 3 cases. Other stakeholders acted more as 
partners in ICC, contributing in various ways. 

 

The main partners involved in ICC identified in the review were ministries or public health-care entities (or 
integrated health and social care) (N=22); NGOs and community-based organizations (nonprofit cooperatives...) 
(N=20); municipal or local governmental or public entities (N=19); and ministries or public social-care entities 
(N=18). Moreover, three-quarters of the studies had cross-sectoral partners involved in their ICC: ministries or 
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public education entities (N=17); civic entities (neighborhood/seniors’/users’ associations) (N=17); and public 
social-housing entities (N=14). Around half of the studies referred to partners in these sectors: private 
corporations (family-practice groups, private clinics…) (N=11), ministries or public entities in the area of public 
security (N=9); and governmental or public organizations on the national, state, or regional level (N=7). A 
quarter of the studies had these cross-sectoral partners involved in their ICC: Academic and research 
institutions (N=6), ministries or public entities in the areas of employment, poverty, or social solidarity (N=5); 
and social economy organizations (profit cooperatives…) (N=5). Lastly, other partners were involved in six cases 
(service users, families, or elected officials). 

 

The professionals most frequently found involved in ICC were general practitioners (family physicians and 
paediatricians) (N=19); psychosocial workers (mental health, youth, elders, social workers…) (N=19); outreach 
workers (N=19); nurses (N=19); care-team managers (health and social care) (N=18); and others (mainly 
workers from other institutions (schools), non-profits, and volunteers) (N=18). In addition, certain categories of 
professionals were observed in about half of the cases such as health therapeutic services (physiotherapists, 
psychotherapists, occupational therapists...) (N=14); administrative and technical managers (N=12); medical 
specialists (N=10); and paramedics (N=8). Lastly, a few studies mentioned other kinds of professionals, such as 
researchers and student researchers (research and academic institutions) (N=5); neighbourhood pharmacists 
(N=4); community organizers and community-development workers (N=4). 

 

Table 4. Characteristics of intervention actors 

Characteristics 
No. out of 22 

studies  
References 

The main actors deploying ICC    

Ministries or public health-care entities 18 15-17, 20–25, 27, 29-31, 33, 36-39 

Ministries or public social-care entities 17 16, 17, 21, 23-25, 27, 29-31, 33-39 

Governmental or public organizations on the 

national, state, or regional level 
11 15-17, 19-22, 27, 29-31 

Municipal or local governments or public 

entities 
9 16, 18, 20, 23, 25, 33, 37-39 

Public entity of social housing 6 24,26,34,38-40 

NGOs and community-based organizations 

(nonprofit cooperatives...) 
5 17, 29-31, 39 

Private corporations (family-practice groups, 

private clinics…) 
3 15, 18, 19 

The intersectoral actors most frequently engaged 

in ICC 
   

Ministries or public health-care entities 22 15-25, 27, 29-31, 33-39 

NGOs and community-based organizations 

(nonprofit cooperatives...) 
20 15-25, 27, 29-31, 33-39 

Municipal or local governments or public 

entities 
19 16-21, 23, 25, 27, 29-31, 33-39 

Ministries or public social-care entities 18 16, 17, 21-25, 27, 29-31, 33-39 
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Characteristics 
No. out of 22 

studies  
References 

Ministries or public education entities 17 17, 19, 21-23, 25, 27, 29-31, 33-39 

Civic entities (neighborhood/seniors’/users’ 

associations) 
17 15-17, 19, 21, 23, 25, 27, 29-31, 33-38 

Public social-housing entities 14 17, 20, 23, 25, 29-31, 33-39 

Private corporations (family-practice groups, 

private clinics…) 
11 15-19, 22, 29-31, 35, 36 

Ministries or public entities in the area of 

public security 
9 22, 23, 25, 33-35, 37-39 

Governmental or public organizations on the 

national, state, or regional level 
7 15, 16, 18-20, 26, 27 

Academic and research institutions 6 19-21, 26, 34, 35 

Other (service users, families, or elected 

officials) 
6 17, 20, 24, 29-31 

Ministries or public entities in the areas of 

employment, poverty, or social solidarity 
5 17, 29-31, 39 

Social-economy organizations (nonprofit 

cooperatives…) 
5 23, 25, 33, 37, 38 

The professionals who collaborate most frequently 

in the context of ICC 
   

General practitioners (family physicians and 

pediatricians) 
19 16-26,28,30-32,34,35,38,39 

Psychosocial workers (mental health, youth, 

elders, social workers…) 
19 16-18,20,23,24,26-28,30-32,34-40 

Outreach workers 19 16-18,20,23,24,26–28,30-32,34-40 

Nurses 19 16-26,28,30-32,34,35,38,39 

Care-team managers (health and social care) 18 16-18,20,22,24,26,28,30-32,34-40 

Other (mainly workers from other institutions 

(schools), nonprofits, and volunteers) 
18 16-18,20,21,24-26,30-32,34-40 

Health therapeutic services (physiotherapists, 

psychotherapists, occupational therapists...) 
14 16,17,19-24,26,28,34,37-39 

Administrative and technical managers 12 16,18-22,28,30-32,37,40 

Medical specialists 10 16-21,30-32,40 

Paramedics 8 17,19,21,24,26,34,38,39 

Researchers and student researchers 

(research and academic institutions) 
5 20,21,27,28,36 

Neighborhood pharmacists  4 16,19-21 

Community organizers and community-

development workers 
4 35-37,40 
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3.4. Characteristics of the population and local intervention area  

The target populations in the local areas where ICC has been deployed were socially vulnerable individuals 
(single, divorced, or widowed) (N=20) and economically deprived individuals (low income, material poverty…) 
(N=19) (see Table 5). These general population characteristics were combined with other characteristics. In 
three-quarters of the cases, the target populations included people not reached by conventional health-care 
and social-care services and with chronic or complex conditions (N=16); families living in vulnerable situations 
with multiple and complex needs (N=15); or people with a mental-health problem (N=14). Around half of the 
studies had specific subgroups as the target population: cultural or ethnic groups (immigrants, indigenous, 
refugees, asylum seekers, racial/ethnic minorities) (N=13); the entire community (N=12), elderly population 
(N=12); people with major health problems and long-term illnesses (N=11); or people with a functional 
limitation (N=8). 

 

Table 5. Characteristics of the targeted populations  

Characteristics 

No. out 

of 22 

References 

Socially vulnerable people (single, divorced, or widowed) 20 17,18,20-26,28,30-32,34-40 

Economically deprived people (low income, material poverty…) 19 18,20-26,28,30-32,34-40 

People not reached by conventional health-care and social-care 

services and with chronic or complex conditions (marginalized, 

homebound patients, the homeless, the roofless, illegal drug 

users, sex-trade workers...)  

16 16,18,21-26,28,34-40 

Families living in vulnerable situations with multiple and complex 

needs (children, mother under 20 years old, one parent with a 

dependency, mental health or intellectual disability problem, 

abuse/neglect, vulnerable parents, families of social housing) 

15 18,22-24,26,28,30-32,35-40 

People with a mental health problem 14 18,23,24,26,30-32,34-40 

Cultural or ethnic group (immigrant, indigenous, refugee, asylum 

seeker, without  

permanent residence, without status, precarious immigration 

status, racial/ethnic minority) 

13 18,21,24-26,30-32,34-36,38,39 

The entire community 12 19-21,24-26,34-39 

Elderly population (with social and economic deprivation, with or 

no illnesses and disabilities, 

 with complex needs) 

12 17,19-22,24-26,28,34,38,39 

People with major health problems and long-term illnesses 

(chronically ill or bedridden people) 
11 16,17,21,22,24-26,28,34,38,39 

People with a functional limitation (disability or loss of autonomy) 8 17,19,24-26,34,38,39 
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The local areas in the studies were all places where people resided and lived on a daily basis (N=22) (Table 6). 

Other characteristics were present to some degree in all cases: availability of community resources (health and 

social care, social housing, meeting places...) (Yes=20, Some=2); economic services available in the area 

(restaurants, bars, banks, shops, supermarkets...) (Yes=18, Some=4) and availability of other public services 

(post office, police, schools, libraries, transportation, parks, paths…) (Yes=17, Some=5). Local area services 

were a little less frequent for these characteristics: availability of public health-care and social-care services 

(hospitals, health centers...) (Yes=10, Some=12); and availability of other health and social services 

(pharmacies, private clinics...) (Yes=8, Some=14).  

Other characteristics were frequently mentioned but not in all the studies: urban and multiproblem local areas 

(deprived neighbourhoods, urban metropolitan areas…) (Yes=17); and densely populated (Yes=15, Some=1) 

and underserved communities (disadvantaged with respect to medical and social care) (Yes=11, Some=9). 

Lastly, around half of the studies mentioned characteristics related to rural or remote areas (distant and vast, 

small communities, isolated…) (Yes=9); and unpopulated (Yes=7, Some=2). Geographically perceived identity or 

heritage was mentioned in five studies (Yes=5). 

 

Table 6. Intervention-area characteristics 

Characteristics  

No. 

out 

of 

22 

References 

Place where people resided and lived on a daily basis 
Yes 22 16-26,28,30-32,34-40 

Some --  

Availability of community resources (health and social care, 

social housing, meeting places...) 

Yes 20 16,18-20,22-26,28,30-32,34-40 

Some 2 17,21 

Economic services available in the area (restaurants, bars, 

banks, shops, supermarkets...) 

Yes 18 16,19-26,28,31,34-40 

Some 4 17,18,30,32 

Availability of other public services (post office, police, 

schools, libraries, transportation, parks, paths…) 

Yes 17 16,19-22,24-26,28,31,34-40 

Some 5 17,18,23,30,32 

Available public health and social care services (hospitals, 

health centres, ...) 

Yes 10 16-19,21,23,30-32,37 

Some 12 20,22,24-26,28,34-36,38-40 

Availability of other health and social services (pharmacies, 

private clinics, ...) 

Yes 8 16,19-21,31,35-37 

Some 14 17,18,22-26,28,30,32,34,38-40 

Underserved communities (medically and social care 

disadvantaged communities) 

Yes 11 17,21,23,24,26,31,34-36,38,39 

Some 9 18,19,22,25,28,30,32,37,40 

Urban and multiproblem local areas (deprived 

neighborhoods, urban metropolitan area…) 

Yes 17 16,18,20,21,24-26,30-32,34-40 

Some --  

Densely populated 
Yes 15 18,20,21,24-26,30-32,34-36,38-40 

Some 1 37 

Rural or remote areas (distant and vast, small communities, 

isolated…) 

Yes 9 17-19,22,23,28,30-32 

Some --  
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3.5. Strengths and issues related to health and social-care services 

Analysis of the texts revealed various strengths and issues, as given below, beginning with the issues related to 
access, availability, quality, and continuity and followed by the strengths and issues related to implementation, 
practice, and management. 

In regard to access and availability (Table 7), all or almost all studies identified unanswered health-care and 
social-care needs (N=22); access problems (too diverse, difficult to access, complex to understand, substantial 
structural barriers…) (N=21); and few service points available (lack of service providers…) (N=20). The studies 
frequently brought up other issues: failure to take care of patients in vulnerable health situations (N=18); 
funding challenges (N=17); lack of human resources for outreach services (N=15); and health care and social 
care geographically distant from the people the health system has difficulty reaching (N=13). Lastly, fewer than 
half of the studies mentioned other issues: limited number of social, training, and recreational spaces (N=8); 
strategic and governance managers lack of knowledge or understanding about services (N=7); challenge of staff 
renewal (N=4); not enough opportunities for professional help support and collective reflections (N=3); lack of 
support from local elected representatives (N=2); and inadequate and insecure care environments for 
vulnerable people with chronic and complex needs and a criminal record (N=1). 

The issues related to continuity and quality (Table 8) related mainly to fragmented health care and social care 
delivery (N=22); lack of community-based interventions (N=20); access to discontinuous health-care and social-
care pathways (n=19); limits of single-discipline practices (N=19); access to episodic or low-quality care (N=18); 
and challenges to patient engagement (N=18). Half of the studies mentioned these issues: reconciling the 
complex needs of patients with the requirements of professionals and health authorities (N=11); inflexible 
intervention practices (N=10); and limited competences for acting on complex realities (N=10). Some studies 
mentioned unclear knowledge of principles and strategies of proximity intervention (N=7) and inflexible 
management practices or accountability poorly adapted to the specificity of proximity interventions (N=6). 

 

  

Unpopulated 
Yes 7 17-19,23,30-32 

Some 2 27,28 

Geographically perceived identity or heritage  
Yes 5 19,20,27,28,37 

Some --  
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Table 7. Issues related to health-care and social-care access, availability, continuity, and quality 

Access and availability 
No. out 

of 22  
References 

Unanswered health-care and social-care needs 22 16-26,28,30-32,34-40 

Access problems (too diverse, difficult to access, complex to 

understand, substantial structural barriers…) 
21 16-24,26,28,30-32,34-40 

Few service points available (lack of service providers…) 20 17-26,28,30-32,34-36,38-40 

Failure to take care of patients in vulnerable health situations 

(elderly and disabled persona, chronically ill, bedridden 

people...) 

18 17,18,22-26,28,30-32,34-40 

Funding challenges 17 17-19,21,23-26,30-32,34-36,38-40 

Lack of human resources for outreach services (outreach health-

care and social-care workers) 
15 18,19,21,23,24,26,30-32,34-36,38-40 

Health care and social care geographically distant from the 

people the health system has difficulty reaching (unattached 

patients, marginalized, with complex or highly specialized needs, 

living on the street or homeless, illegal immigrants, paperless 

persons, drug addicts, administrative hassles, language barriers, 

financial issues…) 

13 16,22-24,26,28,34-40 

Limited number of social, training, and recreational spaces 8 24-26,34,36-39 

strategic and governance managers lack of knowledge or 

understanding about services 
7 20,21,23,27,28,35,36 

Challenge of staff renewal (unfavourable working conditions for 

professionals) 
4 19,21,36,37 

Not enough opportunities for professional help support and 

collective reflections 
3 21,36,37 

Lack of support from local elected representatives (financial, 

materials…) 
2 20,21 

Inadequate and insecure care environment for vulnerable 

people with chronic and complex needs and a criminal record 

(colocation of common services, such as public health-care 

clinics sharing the same building with police; one building 

housing many different agencies and services) 

1 23 

Continuity and quality 
No. out 

of 22   
 

Fragmented health care and social care delivery (uncoordinated 

care between primary-care services in the same area: 

integration multiple professionals and partners, hospitals, 

emergency rooms, pharmacies, and other sources of care) 

22 16-26,28,30-32,34-40 

Lack of community-based interventions 20 17-24,26,28,30-32,34-40 

Access to discontinuous health-care and social-care pathways 

(continuity: financial and operational challenges) 
19 17-19,21-26,28,30-32,34-36,38-40 
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Access and availability 
No. out 

of 22  
References 

Limits of single-discipline practices (complex needs) 19 16-19,21,22,24,26,28,30-32,34-40 

Access to episodic or low-quality care (quality) 18 16-18,22-26,28,30-32,34-36,38-40 

Challenges to patient engagement  18 16-18,21-24,26,28,30-32,34-36,38-40 

Reconciling the complex needs of patients with the 

requirements of professionals and health authorities 
11 16,18,20-23,25,28,30-32 

Inflexible intervention practices (not adapted to the realities and 

needs) 
10 23-26,34-39 

Limited competences to act on complex realities (individuals and 

groups) 
10 18,21-23,28,30-32,35,36 

Unclear knowledge of principles and strategies of proximity 

intervention 
7 21,23,27,28,35-37 

Inflexible management practices or accountability poorly 

adapted to the specificity of proximity interventions 
6 20,21,27,28,35,36 

 

 

The analysis of the studies brought out strengths and issues related to implementation, practices, and 

management (Table 8). In some studies, a contextual item was considered a strength; for others, an issue. 

Almost all studies mentioned organizing health care and social care organization to match realities and needs 

(N=20) as strengths. Community-based care (strength – S=18, Issue – I=4); location of health-care and social-

care delivery (S=18); mobilization of resources (S=18, I=3); interdisciplinary collaboration (S=17, I=4), cross-

sectoral partnerships (S=17, I=3); and personalized and flexible interventions (S=15, I=4) were mostly 

considered as characteristics related to strengths. Understanding lifestyles and population needs (S=12, I=5); 

sustainability of health-care and social-care delivery (S=11, I=4); and understanding of the intervention territory 

(S=11, I=4) were considered as a strength by two-thirds of the studies and as an issue by one-third. Temporality 

(S=10, I=3) was seen as both a strength and an issue. Some studies mentioned replacement of health-care and 

social-care workers as a strength (S=4). 
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Table 8. Strengths and issues related to implementation, practices, and management 

Characteristics  

No. 

out 

of 

22   

References 

Organizing health care and social care to match realities and 

needs (development of a continuum of care and services, 

organizational innovation, and cultural change: patient 

education, care coordination, and preventive care provided 

by a team…) 

Strength 20 16-21,23-26,30-32,34-40 

Issue --  

Community-based care (integration of health care and 

social care, coordination between systems covering 

different geographical areas or offering different levels of 

service intensity…) 

Strength 18 16-19,21,24-26,30-32,34-40 

Issue 4 20,23,27,28 

Location of health-care and social-care delivery (accessible, 

user-friendly, and safe environment for users…) 
Strength 18 16-19,21,24-26,30-32,34-40 

 Issue --  

Mobilization of resources (financial, material, and technical) 
Strength 18 16-19,21,23,24,26,30-32,34-40 

Issue 3 20,27,28 

Interdisciplinary collaboration 
Strength 17 16–19,21,24,26,30-32,34-40 

Issue 4 20,23,27,28 

Cross-sectoral partnerships (involvement of several sectors, 

stable partnerships, active community participation in 

deciding on care provision and resource allocation, patient 

engagement, cross-sectorial coordination, establishment of 

facilitating structures…) 

Strength 17 16–19,21,24,26,30-32,34-40 

Issue 3 20,27,28 

Personalized and flexible interventions (people-centered 

care, outreach approach...) 

Strength 15 17,18,24-26,30-32,34-40 

Issue 4 20,23,27,28 

Understanding lifestyles and population needs (residents' 

needs, professional expectations, social capital, civic 

engagement, empowerment, demographic structure and 

dynamics…) 

Strength 12 16,18,24,26,30-32,34-36,38,39 

Issue 5 19,21,23,37,40 

Sustainability of health care and social care delivery 
Strength 11 19,21,24-26,34-36,38-40 

Issue 4 16,20,27,28 

Understanding of the intervention territory (geographic, 

experienced, perceived, and conceived) 

Strength 11 18,24,26,30-32,34-36,38,39 

Issue 4 19,21,37,40 

Temporality (service delivery, patient involvement...) 
Strength 10 17,24,26,34-40 

Issue 3 16,22,28 

Replacement of health-care and social-care workers 

(professionals and managers) 

Strength 4 19,21,36,37 

Issue --  
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3.6. Management and intervention activities in the context of ICC 

The analysis of the studies identified various types of activity (Table 9). Some were observed for both health 
care and social care, while others only for one or the other. When both social care and health care were 
mentioned in the selected studies, connection to intervention resources (Social care – SC= 18, Health care – 
HC=21); preventive care (SC=18, HC=19); information and awareness (SC=18, HC=18); self-care/empowerment 
support (SC=16, HC=19); consultation (SC=15, HC=20); and care promotion (SC=18, HC=18) came up frequently. 
The following only occurred with reference to social care: psychosocial support and coaching (SC=17); 
rehabilitation assistance (SC=15); empowerment in life skills (SC=14); and support for collective mobilization 
(SC=12). These activities only occurred with reference to health care: medical and nursing care (HC=19); 
tracking and testing (HC=15); and home health care (HC=9). Lastly, 4 cases were related to pleading and 
advocacy (SC=3, HC=1). 

Table 9. Most frequently observed health-care and social-care activities in the context of ICC 

Activities  
No. out 

of 22 
References 

Connection to intervention resources 
(referrals to other specialty services intern 
and extern) 

Social care 18 16-18,22,24-26,28,30-32,34-40 

Health care 21 16-26,28,30-32,34,35,37-40 

Preventive care 
Social care 18 16-18,22,24-26,28,30-32,34-40 

Health care 19 16-18,20-24,26,28,30-32,34,35,37-40 

Information and awareness (care 
professionals and target population) 

Social care 18 16-18,22,24-26,28,30-32,34-40 

Health care 18 16-18,20-22,24,26,28,30-32,34,35,37-40 

Self-care and empowerment support 
Social care 16 16-18,24-26,30-32,34-40 

Health care 19 16-21,23-26,30-32,34,35,37-40 

Consultation 
Social care 15 16-18,24-26,30-32,34-40 

Health care 20 16-26,28,30-32,34,35,38-40 

Care promotion 
Social care 18 16-18,22,24-26,28,30-32,34-40 

Health care 18 16-18,20-24,26,28,30-32,34,35,37-39 

Medical and nursing care 
Social care --  

Health care 19 16-26,28,30-32,34,35,38,39 

Psychosocial support and coaching (group or 
individual) 

Social care 17 16,18,22,24-26,28,30-32,34-40 

Health care --  

Rehabilitation assistance 
Social care 15 16-18,24-26,30-32,34-36,38-40 

Health care --  

Tracking and testing 
Social care --  

Health care 15 16-18,20,21,23-26,30-32,34,38,39 

Empowerment in life skills 
Social care 14 18,24-26,30-32,34-40 

Health care --  

Support for collective mobilization (social or 
recreational) 

Social care 12 16,17,24-26,34-40 

Health care --  

Home health care 
Social care --  

Health care 9 16-18,24-26,30-32 

Pleading and advocacy Social care 3 35,36,40 
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Health care 1 23 

 

(4). Analysis of the results 
 

4.1. Summary of evidence 

Paper selection was limited by three important criteria: the local area, the target population (many papers with 

very specific target populations), and an intervention deployed by the public health-care and social-care 

network. Most of the selected literature came from four cases: one from Trieste in Italy (5 papers), two in 

Australia (4 papers and 5 papers), and one in Canada (2 papers). Some cases focused more on intervention, 

while others were more focused on governance and service organization. The latter cases provided little 

information about the interventions as such. Also, this review combines peer-reviewed papers and grey 

literature. It itself, it is a strength, be we found a smaller number of grey literature texts than peer-reviewed 

papers. The key words used could be an explanation, since terms related to ICC are not always constant. We 

found the following: 1 – ICC were deployed by public health-care and social-care networks with cross-sectoral 

action; 2 - targeted population are consistent with the objective of reducing social and health inequities; 3 - 

identified issues were consistent with the issues of access, availability, continuity, and quality of health care 

and social care; and 4 - management and intervention activities were linked with a holistic view of ICC services. 

4.2. Explanatory hypotheses supported by the literature 

The ICC practices identified were deployed by health-care and social-care networks. While other partners were 

involved in the deployment of half the cases, cross-sectoral action was seen in the local area. This set of 

organizations and stakeholders is consistent with the ICC objective of addressing the social determinants of 

health and social capital in the local area, which requires a broad-based approach. 

The main target populations of the ICC reported on were consistent with the objective of reducing social and 

health inequities. These populations were mainly socially vulnerable, remote, or unreached by services, 

economically impoverished, with chronic health problems or mental-health issues. Such populations frequently 

need more care and services than advantaged populations (42,43). Taking preventive action with these 

populations can improve their living conditions and reduce expenditure by health-care and social-care systems 

(44). 

The main issues identified in relation to accessibility, availability, continuity, and quality are consistent with our 

theoretical contextual elements that led to the establishment of ICC (1). Unanswered health-care and social-

care needs, access problems, and few service points in local area are key points linked with access to and 

availability of services in the local area. Quality and continuity issues were linked mainly with 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. All these challenges for public health care and social care are the driving 

forces behind the establishment of ICC. These issues were often mentioned as general barriers to care and 

services (5,42). 
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The strengths and issues raised in the systematic review related to the deployment, practices, and 

management of ICC concern fundamental components of the ICC model presented by Thiam et al. (1). 

Matching care organization with realities and needs, community-based care, location of health-care and social-

care delivery, mobilization of resources in proximity, interdisciplinary collaboration, cross-sectoral partnership, 

and personalized and flexible intervention were mostly considered as characteristics related to strengths. 

These contextual elements are the foundation to the mechanisms presented in the realist synthesis that this 

systematic review support. 

Lastly, both health care and social care were frequently mentioned in connection with intervention resources, 

preventive care, information and awareness, self-care and empowerment support, consultation and care 

promotion as the most frequent management and intervention activities. These activities are linked with a 

holistic view of ICC services, not centered solely on direct care, but open to a larger definition of health and 

well-being and health equity principles (43,45,46). 

4.3. Limitations and strengths 

The principal limitation of the study is related to the kind of papers retrieved in the literature search. The 

sample was comprised of mainly qualitative and mixed-methods papers, with no randomized-control trial. In 

addition, the number of strong cases retrieved is limited. To the best of our knowledge, no study has been 

undertaken to analyze 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 these cases. The selected studies 

primarily describe the integration, management, and governance processes leading to the deployment of ICC in 

a local area. One case in Australia, one in Japan, and one in France were selected for their relevance in 

describing the governance and management changes to integrate care at the local area level. Furthermore, the 

data presented are to be considered with the realist synthesis. 

This review 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. 

Thus, our results are both comprehensive and reproducible. 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 systematic review with a 

realist synthesis gives strength to the results. 

5. Conclusion 

Although the consulted literature is limited and included a small number of relevant studies, we found that the 

characteristics and contextual elements of ICC selected in the review were consistent with ICC model (1). We 

also succeeded in listing and categorizing different issues, strengths, and activities. Our findings could be useful 

in underscoring the importance of adapting care services to the local area and populations that are hard to 

reach or impoverished. 

ICC is an innovation with great potential for addressing conditions leading to social and health inequalities. 

These practices, however, require a different management and intervention philosophy, as well as a posture 

and action aimed at integrating services and professionals in cross-sectoral action. These components are 

explored in the middle-range theory emerging from the realist synthesis. 
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