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Abstract: Integrated care can be defined as the joining up of different health and/or social
services to deliver care that meets individuals’ needs in an efficient way. There is limited
clarity about the effectiveness of integrated care interventions in improving the timeliness of
health and social care delivery. To address this gap, a rapid review was conducted,
incorporating both quantitative and qualitative perspectives that evaluate the impact of
integrated care interventions on waiting times and waiting lists.

The review included studies published between 2015 and 2024. Sixty-one studies were
identified out of which 30 reported integrated care interventions operating across two or
more services. Studies were conducted in a number of different countries. Study population
included older people (over the age of 65) with various injuries and diseases, and aged care
or palliative care needs. The interventions involved integration across different services, with
most covering both health and social care. All interventions were multifaceted.

Weak quantitative evidence from multiple studies suggests that integrated care interventions
including multidisciplinary team (MDT) working, pathways/ protocols and/or care
coordination as their main element may help reduce various waiting times, for example time
to admission and/or time to surgery in older people with hip fracture. Strong quantitative
evidence from two studies shows that a multidisciplinary assessment for older people
presenting at an emergency department (ED) for various reasons, is effective in reducing
time spent in the ED.

Qualitative studies mainly investigated waiting times from healthcare professionals’
perspectives. The findings suggest that integrated care interventions could support early
assessment and diagnosis of dementia and complex chronic geriatric conditions; enable
more timely symptom management and care planning in nursing homes; reduce processing
time of aged care referrals in primary and community care; help streamline inpatient care for
ageing associated diseases; and reduce delays for hip fracture care. One study explored
older people’s and their relatives’ experiences and findings suggest that an ED avoidance
service for older adults with urgent but non-emergency needs may help reduce emergency
waiting times.

There is a need for high quality research including studies i) investigating the effect of
integrated care on waiting times, ii) evaluating the effectiveness of organisational integration
on waiting times, iii) exploring older people’s experiences with waiting times in relation to
integrated care.

Policy and Practice Implications: There is some evidence that MDTs, integrated care
pathways, and care coordination may improve inpatient waiting times to surgery, and
emergency waiting times in an ED. Thus, initiatives supporting the development and
implementation of these integrated care interventions is crucial.
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Integrated care for older people or people living with frailty and

waiting times/lists — a mixed methods rapid review

EXECUTIVE SUMMARY

What is a Rapid Review?

Our rapid reviews (RR) use a variation of the systematic review approach, abbreviating or omitting some
components to generate the evidence to inform stakeholders promptly whilst maintaining attention to
bias.

Who is this Rapid Review for?

This Rapid Review was conducted on request from the Bevan Commission and Cardiff and Vale
University Health Board. It is intended for policy makers but could also be of use for health and social
care providers and third sector organisations.

Background / Aim of Rapid Review

Integrated care can be defined as the joining up of different health and/or social services to deliver care
that meets individuals’ needs in an efficient way. Increasing waiting times and an ageing population are
well-recognised policy drivers for service integration, although there remains limited clarity about the
effectiveness of integrated care interventions in improving the timeliness of health and social care
delivery. To address this gap, a rapid review was conducted, incorporating both quantitative and
qualitative perspectives that evaluate the impact of integrated care interventions on waiting times and
waiting lists. Whilst the review includes a description of all relevant studies, the synthesis of the findings
focuses on studies that included integrated care that operated across two or more services (primary,
hospital, community or social care).

Results of the Rapid Review
Recency of the evidence base

= The review included evidence available up until January 2025. The included studies were
published between 2015 and 2024.

Extent of the evidence base

= Sixty-one studies were identified out of which 30 reported integrated care interventions operating
across two or more services (23 reported quantitative data and 7 qualitative data).

= Quantitative study designs included: uncontrolled before and after studies (n=12), cohort studies
(n=6), controlled before and after studies (n=2), randomised controlled trials (n=2) and non-
randomised controlled trials (n=1). Qualitative data was gathered from qualitative descriptive
studies (n=4), mixed-methods studies (n=2), and a descriptive survey with open ended questions
(n=1).

= Studies were conducted in European countries (n=12, including 2 from the UK), USA (n=8),
Canada (n=4), Australia (n=3), Japan (n=1), and across multiple countries (n=2).

» Study population included older people (over the age of 65) with hip or other fractures (n=15),
non-surgical traumatic injuries (n=2), various emergency (n=3) or urgent care needs (n=2),
mental health conditions (n=2), dementia (n=2), complex chronic geriatric diseases (n=1), ageing
associated diseases and aged care needs (n=2), or palliative care needs (n=1).

= The interventions involved integration across two (n=16), three (n=9) or four (n=5) different
services, with most covering both health and social care (n=25), although the mechanism of
integration varied. All interventions were multifaceted with the most consistently reported




elements being multidisciplinary team (MDT) working, development of pathways and protocols,
and care coordination.

= Waiting times and waiting lists were categorised as inpatient, emergency, and routine care.
Inpatient waiting times, such as time to surgery, were the most commonly reported (n=18).

Key findings and certainty of the evidence

= Weak quantitative evidence from multiple studies suggests that integrated care interventions
including MDT, pathways/protocols and/ or care coordination as their main element may help
reduce the following waiting times: time to admission and time to surgery for hip or other
fractures; time to first goals-of-care assessment for non-surgical traumatic injuries; time until
geriatric care review for older people presenting at the emergency department (ED); primary care
wait time for older people with urgent needs; time to treatment initiation and time to appointment
for older people with mental health conditions; and time to investigation of older people’s
palliative care needs and desires (GP self-report). The evidence was rated weak, due to weak
study designs, low study quality, and inconsistencies in the findings.

» Strong quantitative evidence from two studies shows that a multidisciplinary assessment for
older people presenting at ED for various reasons, is effective in reducing time spent in the
ED.

» Qualitative studies mainly investigated waiting times from healthcare professionals’
perspectives. The findings suggest that integrated care interventions could support early
assessment and diagnosis of dementia and complex chronic geriatric conditions; enable more
timely symptom management and care planning in nursing homes; reduce processing time of
aged care referrals in primary and community care; help streamline inpatient care for ageing
associated diseases; and reduce delays for hip fracture care.

= One qualitative study explored older people’s and their relatives’ experiences regarding an
integrated ED avoidance service. The findings suggest that the ED avoidance service for older
adults with urgent but non-emergency needs may help reduce emergency waiting times.

Research Implications and Evidence Gaps

= There is a need for high quality studies investigating the effect of integrated care on waiting
times, particularly on routine care and elective waiting times.

= The majority of the identified studies focused on MDTs, integrated pathways/protocols and/or
care coordination and their impact on waiting times. There seems to be less focus on
organisational integration, such as coordination of governance across providers or joint
commissioning. More research with rigorous study designs is necessary to evaluate the
effectiveness of organisational integration on waiting times.

= There is a need for high quality qualitative research that explores people’s experiences with
waiting times in relation to integrated care, particularly from older and frail people’s perspectives.

Policy and Practice Implications

= There is some evidence that MDTs, integrated care pathways, and care coordination may
improve inpatient waiting times to surgery, and emergency waiting times in an ED. Thus,
initiatives supporting the development and implementation of these integrated care interventions
is crucial.

Economic considerations

= Hospital costs increase with length of inpatient waiting time, suggesting initiatives reducing time
spent waiting may bring positive economic benefit to the NHS.

= An estimated £73 billion in total benefits may be generated between 2023 and 2027 if the NHS
meets its waiting list reduction targets.

The certainty of evidence from quantitative studies has been assessed using the Critical Appraisal Tool (CAT) based on the
guidance by Public Health Agency of Canada (2014).
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Glossary

Agreed referral criteria: Agreed referral criteria outline the predetermined conditions under
which referral or transfer from one service to another is initiated (Baxter et al. 2018b).

Care coordination: Care coordination describes the process of care organisation that is
usually performed by a named point of contact who aims to bring together different
healthcare providers and specialists to support the patient (Skills for Care 2018, Baxter et al.
2018b). Care coordination may also include the assessment and regular monitoring of the
patient and care delivery (Skills for Care 2018, Baxter et al. 2018b).

Cohort study: “An observational study in which a defined group of persons is followed or
traced over a period of time. The outcomes are compared between exposed and non-
exposed subjects (or between subjects exposed at different levels) to a particular
intervention or other factor of interest. A prospective cohort study assembles participants
and follows them into the future. A retrospective cohort study identifies subjects from past
records and follows them from a pre-specified starting point to the present or to the end of a
pre-specified data collection period.” (Public Health Agency of Canada 2014, p. 70)

Comprehensive geriatric assessment (CGA): Comprehensive geriatric assessment can
be defined as a multidimensional holistic assessment that considers older people’s concerns
with the aim to develop a plan that can help meet their needs (British Geriatric Society
2019).

Controlled before and after study: “There is no random or quasi-random assignment to
group. In general, participants are assigned as part of a natural grouping, e.g., they work
together in the same geographic area.” “There is also a period of baseline assessment,
rather than baseline assessment occurring at a single point in time.” (Public Health Agency
of Canada 2014, p. 15)

Extrapolation: A concept used for rating the overall body of evidence for quantitative
studies. It is defined by Public Health Agency of Canada (2014) as “inference drawn from
studies that researched a different but related key question” (p. 6). In this rapid review,
outcomes that did not directly measure time, such as percentage of patients receiving
surgery within 48 hours or GP perceived quality of care, were considered extrapolations.

Frailty: “Frailty is a long-term condition. It describes a state of health whereby body systems
gradually lose their biological, physical, and mental resilience. [...] In simple terms, frailty
affects the person’s ability to cope with even minor iliness, infection, or stressful life events
such as a change in living circumstances, or bereavement (particularly of a spouse or
partner).” (Welsh Government 2024a)

Hazard ratio: A measure of how often an outcome or event occurs in the intervention group
compared to how often it happens in the control group, over time (National Cancer Institute
2025).

Integrated care: Integrated care can be defined as the joining up of different health and/or
social services to deliver care that meets individuals’ needs in an efficient way (Scobie
2021). Various terms can be used to refer to integrated care and these could include:
coordinated care, collaborative care, multidisciplinary care, etc. Moreover, multiple
interventions could be considered as integrated care, which could include integrated
pathways/protocols, staff co-location, multidisciplinary teams, and new units among others
(Baxter et al. 2018a, Baxter et al. 2018b).
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Integrated patient records: Integrated patient records refer to the process of
documentation that allows different health and social care providers to share patient
information efficiently usually by providing access to the same system (Baxter et al. 2018Db).

Joint assessment: Joint assessment can be defined as patient examination that is
performed by two or more healthcare professionals from different specialisms or disciplines
that enables efficient identification of patients’ needs (Baxter et al. 2018b).

Joint patient review or discharge: Joint patient review or discharge describes the process
of patient evaluation and discharge planning that is performed by two or more healthcare
professionals and can reduce duplication, resulting in more efficient care provision (Baxter et
al. 2018b).

Multidisciplinary team (MDT): Multidisciplinary team refers to a group of healthcare
professionals from different disciplines (for example medicine, nursing, physiotherapy, and
others) working together to provide specific services for patients (Baxter et al. 2018b).

New unit / co-location: New unit or co-location refers to the development of new health and
social care departments that brings healthcare professionals from different specialism or
discipline under one roof (Baxter et aal. 2018b).

Non-randomised controlled trial: “Participants are assigned to being in the intervention or
control group in a systematic way that is not truly randomised, e.g., alternating between
groups, or using birth years. Baseline assessment occurs at a single point in time.” (Public
Health Agency of Canada 2014, p. 15)

Pathways / protocols: Pathways or protocols are outlines of care provision that have set
timeframes for anticipated procedures and role allocation for different healthcare
professionals to ensure patients move progressively through the health and/or social care
system (Baxter et al. 2018b).

Randomised controlled trial (RCT): “Participants are randomly assigned to groups by the
researcher, e.g., by random number generation or a coin toss. Randomisation allows for
better control of unknown confounders.” (Public Health Agency of Canada 2014, p. 15)

Uncontrolled before and after study: “There is no concurrent control group. One group of
participants received an intervention and results are compared before and after the
intervention. The individuals in the post-intervention group may not be the same individuals
as in the pre-intervention group.” “The design is considered weak due to inadequacy of the
control group.” (Public Health Agency of Canada 2014, p. 14)

Waiting timesl/lists: Waiting time outcomes were conceptualised as any period where
patients were waiting for an appointment, diagnosis or treatment, whether this was in the
emergency department (ED), inpatient or outpatient (routine) setting. Waiting lists could
include number of people on a waiting list or the number of people waiting more than a
defined period. Based on a preliminary literature search, a waiting time framework was
developed that provides further description of waiting times. Waiting time categories
identified were: Routine care/outpatient initial consultation waiting times; Inpatient waiting
times for surgery or other treatment; Routine care/outpatient diagnostic waiting times;
Elective and routine care treatment waiting times; Emergency waiting times at a hospital;
Time to follow-up; Social care waiting times; Other Waiting Times.

Elective and routine care waiting times could further be defined as time spent waiting for
non-urgent, planned care activities.

Report number RRO038_Integrated Care Rapid Review. June 2025 11



1. BACKGROUND

1.1 Who is this review for?

This Rapid Review was conducted as part of the Health and Care Research Wales Evidence
Centre Work Programme. The review question was proposed by the Bevan Commission and
Cardiff and Vale University Health Board.

1.2 Background and purpose of this review

Integrated care can be defined as the joining up of different health and/or social services to
deliver care that meets individuals’ needs in an efficient way (Scobie 2021). In Wales, The
Well-being of Future Generations Act (2015) provides a framework for public bodies to work
together on preventative and integrated approaches, while the Healthier Wales long-term
plan aims to organise integrated care around individuals and communities (Welsh
Government 2021). Integrated care has been a long standing policy aim of governments
across the UK (Reed et al. 2021), as the fragmented health and social care systems can
make it difficult for people to receive timely care (Bevan Commission 2024).

Waiting times in the National Health Service (NHS) have significantly increased over the
past decade (Welsh Government 2024b). In Wales, referral to treatment wait lists included
769,000 open care pathways in March 2024 compared to 383,000 in January 2013 (Welsh
Government 2024b). Median waiting times to treatment were also twice as long, with people
waiting approximately 21.8 weeks in March 2024 (Welsh Government 2024b, StatsWales
2024). Emergency department waiting times have also increased, reaching a peak in March
2022 at three hours and eight minutes (Welsh Government 2024c). These increased waiting
times can disproportionately affect older people, who are more likely to live with a health
condition (Welsh Parliament 2022, Fisher & Taylor 2024).

Heath and social care services across the UK face growing challenges regarding an aging
population. In the UK, approximately 19% of the population was aged 65 or above in 2022 in
comparison with 13% in 1972 (Barton et al. 2024). However, aging particularly affects
Wales, where it is estimated that 30% of the population will be aged 60 or over by 2026
(Older People’s Commissioner for Wales 2023). Additionally, people over the age of 65 are
more likely to become frail, with over a quarter of those aged 85 or more expected to be
affected (Turner 2014). Frailty can be defined as a long-term condition whereby the
resilience of body systems gradually declines, meaning that those affected are less likely to
cope with minor iliness, infection, or stress (Welsh Government 2024a). While the likelihood
of frailty rises with age, it can also affect younger people, as risks include sociodemographic,
clinical, lifestyle, and biological factors (Bai et al. 2023).

While increasing waiting times and an ageing population are well-recognised policy drivers
for service integration, there remains limited clarity about the effectiveness of integrated care
interventions in improving the timeliness of health and social care delivery (Baxter et al.
2018a; Baxter et al. 2018b). To address this gap, a rapid review was conducted,
incorporating both quantitative and qualitative perspectives that evaluate the impact of
integrated care interventions on waiting times and waiting lists. Therefore, the aim of this
review was twofold: (i) to assess the effectiveness of integrated care in reducing waiting
times and/or lists for older people or individuals living with frailty; and (ii) to explore the views
of healthcare professionals and older people or individuals living with frailty regarding waiting
times in the context of integrated care.



2. RESULTS

Following a thorough search of bibliographic databases and the grey literature, 61 studies
examining various forms of integrated care met the initial inclusion criteria. Studies were
eligible for inclusion if they focused on older people or people living with frailty, investigated
integrated care interventions and reported waiting time/list outcomes or experiences. Waiting
time outcomes were conceptualised as any period where patients were waiting for an
appointment, diagnosis or treatment, whether this was in the emergency department (ED),
inpatient or outpatient (routine) setting. Waiting lists could include number of people on a
waiting list or the number of people waiting more than a defined period. Including studies
investigating integrated care interventions that did not report waiting time or waiting list
outcomes were out of the scope of this review. The methods and detailed eligibility criteria
used to conduct this review are presented in Section 5.1 and the study selection process is
detailed in Section 6.1.

Table 1 provides an overview of the 61 included studies. This table summarises the
populations, countries of origin, the service level integration (which could include primary
care (general practice), hospital care (secondary and tertiary), community care, or social
care), study designs, and waiting time outcomes.

All the included studies focused on older people with or without frailty, and no studies were
identified where the population focused on people living with frailty under the age of 65. The
maijority of the studies focused on older people who had hip (39 studies) or other fractures
(four studies) needing surgery. Other populations included older people presenting to
emergency departments (ED) for various reasons (three studies), older people with
multimorbidity and/or urgent care needs (three studies), and older people with mental health
conditions (with or without comorbidities) (three studies). Fewer studies focused on older
people experiencing non-surgical traumatic injuries (from falls, motor vehicle collision or
other causes, but injury not specified) (two studies), dementia (two studies), aged care
needs or aging associated diseases (two studies), chronic diseases (one study), cancer (one
study) and palliative care needs (one study).

There were 30 studies that investigated integrated care interventions operating across two or
more services, whilst 31 studies focused on integrated care within hospital settings
(secondary / tertiary care). Given the large number of studies and the timeframe of the
review, this rapid review focuses on the 30 studies with integrated care interventions
operating across two or more services. These studies were further split into two groups
based on whether they reported quantitative data on the effectiveness of integrated care in
reducing waiting times or qualitative data on people’s waiting time experiences in the context
of integrated.

The evidence related to the effectiveness of integrated care interventions in reducing waiting
times is reported in Section 2.1 and 2.2, whilst findings based on people’s experiences of
waiting times (healthcare professionals, older people and their relatives) in the context of
integrated care is presented in Section 2.3 and 2.4. A brief summary of the 31 studies that
focused on integrated care within hospital settings is provided in Section 2.5.
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Table 1: Summary table of included studies

Author/s
Country

Service level
integration

Study
design

PC| H [cCc]sC

Population

Waiting time
outcome/s

Integrated care interventions

operating across two o

r more services

Blauth et al. 2021 V4 v | Quantitative Hip fracture Time to hospital admission (days)

Austria, Spain, USA, Time to surgery (hours)

Netherlands, Thailand,

Singapore

Branas et al. 2018 V4 v | Quantitative Hip fracture Time to ward admission from ED (hours)

Spain Time to surgery (hours)
% patients operated within 48 hours

Duaso et al. 2018 V4 V4 v | Quantitative Hip fracture Time to surgery (days)

Spain

Kalmet et al. 2019 i . Time to surgery (hours)

Netherlands v v V' | Quantitative Hip fracture % patients who had to wait more than 24 hours

Katrancha et al. 2017 v V4 V4 v | Quantitative Hip fracture Time from ED arrival to procedure start (days, hours)

USA

Kusen et al. 2019 V4 v | Quantitative Hip fracture Time to surgery (hours)

Switzerland

Kusen et al. 2021 V4 V4 v | Quantitative Hip fracture % patients receiving surgical interventions on day of

Netherlands admission, first day of admission, second day of admission
(difference in day of admission)

Kusen et al. 2022 V4 V4 v | Quantitative Hip fracture % patients receiving surgical interventions on day of

Switzerland & Netherlands admission, first day of admission, second day of admission
(difference in day of admission)

Noticewala et al. 2016 Quantitative Hip fracture Time to surgery (days)

USA

O'Mara-Gardner et al. 2020 Quantitative Hip fracture Time to surgery (hours)

USA % patients operated within 24 hours
% patients operated within 48 hours

Reguant et al. 2019 Quantitative Hip fracture Time to surgery (days)

Spain % patients operated within 48 hours

Shigemoto et al. 2019 Quantitative Hip fracture Time to surgery (hours)

Japan % patients operated within 48 hours




Author/s Service level Study Population Waiting time
Country integration design outcome/s
PC| H | CC | SC
Soong et al. 2016 i . .
Canada v v Quantitative Hip fracture Time to surgery (hours)
. Fractures (Operative
Idg:t al. 2021 v v Quantitative hip and other upper Time to surgery (hours)
and lower extremity)
. Older people
Cassarino et al. 2021 v v Quantitative with/without frailty ED stay (hours)
Ireland .
presenting to ED
Older people
Leahy et al. 2024 v v v Quantitative with/without frailty ED stay (hours)
Ireland .
presenting to ED
Older people
'G?(ylor etal. 2016 v v v Quantitative with/without frailty Time until geriatric review (days)
presenting to ED
Ulintz et al. 2023 o Time to urgent visit (days)
USA v v Quantitative Urgent care needs Time to post-acute care visit (days)
. i . .| ED stay (minutes)
Francis et al. 2020 v |V v v Quantitative Non-surgical traumatic Time to physical therapy (hours)
USA injuries . o o .
Time to geriatric medicine evaluation (hours)
Park et al. 2022 I Non-surgical traumatic . '
USA v Quantitative injuries Time to first goals-of-care assessment (hours)
ggﬁamd:t al. 2022 Quantitative Mental health Time to treatment initiation (Hazard ratio)
BgLKat etal. 2023 Quantitative Mental health Time to appointment (days)
Older people in receipt
Groenewoud et al. 2021 v N/ N/ v Quantitative of palliative care GP perceived quality of care (self-reported)
Netherlands ;
services
Aberg & Ehrenberg 2017 . Aging associated . e
Sweden v v Qualitative diseases Inpatient waiting times for surgery or treatment
2S§t\lrvaﬁ;al. 2015 v v Mixed Methods Aged care Elective and routine care treatment waiting times
E?(X etal. 2023 v v Qualitative Hip fracture Inpatient waiting times for surgery or treatment
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Author/s Service level Study Population Waiting time
Country integration design outcome/s
PC| H | CC | sSC
Older people
Sl:i(targﬁaet al. 2023 v v Qualitative mggnwtltgﬁurt];ﬁ”ty with Emergency waiting times in hospital
emergency care needs
Ic_:ea?]:; : . 2015 v v v N/ Mixed methods g:rrira?t)rli((a:xc?)?w:joi?ifns Elective and routine care treatment waiting times
Qualitative
Ic_;ea?]:;: . 2017 v |V N/ N/ \(Isi?hs erl)pétrl]vzns du;’;ey Dementia Routine care outpatient diagnostic waiting times
questions)
'I&Llﬁlt(glti:t al. 2017 v N/ v Qualitative Dementia Other types of waiting times
Integrated care within hospital settings
Time from ED arrival to procedure start (hours)
Gcélfrmann etal. 2023 v Quantitative Hip fracture Time to surgery (hours)
ED arrival to cardiology consultation (hours)
Time to surgery (days)
,Ibt\la?tto etal. 2020 N/ Quantitative Hip fracture % patients operated within 24 hours
y % patients operated within 48 hours
Bano et al. 2020 i . Time to surgery (hours)
Italy v Quantitative Hip fracture % patients operated within 48 hours
Baroni et al. 2019 i . Time to surgery (hours)
Italy v Quantitative Hip fracture % patients operated within 48 hours
Burton et al. 2020 i . Time to surgery (hours)
USA v Quantitative Hip fracture % patients operated within 24 hours
Sg/&emans etal. 2023 v Quantitative tFr;aucr’;]ual';ss (orthopaedic Time from ED to OR (hours)
ﬁlzt(r?:”znz[sal. 2023 v Quantitative Multi-morbidity Waiting time for radiological procedures (hours)
Folbert et al. 2017 o . % patients operated within 24 hours
Netherlands v Quantitative Hip fracture % patients operated after 24 hours
Sgi\m etal. 2015 v Quantitative Hip fracture Time to surgery (hours)
Goh et al. 2016 v Quantitative Mental health with Time to initial assessment (hours)

Australia

comorbidities
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Author/s Service level Study Population Waiting time
Country integration design outcome/s
PC| H | CC | sSC
Hafner et al. 2021 v Quantitative :r?r::éureeﬂz;nber Time to surgery (hours)
Germany agetabzlar) ’ Time to initial assessment (hours)
Cancer
(head and neck . o —
Hansen et al. 2020 v Quantitative squamous cell Time to initiation of definitive treatment
USA cgrcinoma) Time to adjuvant treatment
Jackson et al. 2019 o . Time to surgery (hours)
USA Quantitative Hip fracture Time from ED arrival to procedure start (hours)
gg‘:trig?in etal. 2016 Quantitative Hip fracture Time to surgery (hours)
Ling et al. 2015 % patients operated within 24 hours
AU sgtrali a ' N/ Quantitative Hip fracture % patients operated within 36 hours
% patients operated within 48 hours
% patients operated within 12 hours
% patients operated within 24 hours
'I&ﬁr;'gﬁ ; al. 2015 N/ Quantitative Hip fracture % patients operated within 36 hours
% patients operated within 48 hours
Time spent in ED (hours)
. Time spent in ED (hours)
Il\JA;gdleton etal. 2017 v Quantitative Hip fracture Time to initial assessment (hours)
Time to surgery (hours)
. % patients operated < 24 hours
IL\J/ISXIS etal. 2020 N/ Quantitative Hip fracture % patients operated >24 hours and < 36 hours
% patients operated >36 hours
Bﬂﬁbark etal. 2020 Quantitative Femur fracture Time to surgery (hours)
:\:I;;F;&y etal. 2019 Quantitative Hip fracture Time to rehabilitation (days)
% patients operated within 24 hours
Nijmeijer et al. 2018 o . % patients operated within 48 hours
Netherlands v Quantitative Hip fracture Time to surgery (hours)
Time spent in ED (hours)
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Author/s Service level Study Population Waiting time
Country integration design outcome/s
PC| H | CC | SC
Pablos-Hernandez et al. Time to surgery (days)
2020 N/ Quantitative Hip fracture o . gery (aays)
Spain o patients operated within 24 hours
ﬁ;:;\ranta etal. 2021 v Quantitative Hip fracture Time to surgery (days)
Time to surgery (days)
Rostagno et al. 2016 o . % patients undergoing early clinical evaluation (< 24 hours)
Italy v Quantitative Hip fracture % patients undergoing early surgery (<48 hours)
Time to clinical evaluation (days)
Schuijt et al. 2020 I . Time in ED (minutes)
Netherlands v Quantitative Hip fracture Time to surgery (hours)
Time to surgery (hours)
ﬁglrt\;zg etal. 2023 N/ Quantitative Hip fracture % patients operated within 24 hours
y % patients operated within 48 hours
Steffensmeier et al. 2022 I . Time to surgery (hours)
USA v Quantitative Hip fracture Time to medical readiness (hours)
I\ilsi\r/::i(;et al. 2020 v Quantitative Hip fracture % patients with delays in surgery > 48 hours
van Voorden et al. 2020 o . Time from ED arrival to procedure start (hours)
Netherlands v Quantitative Hip fracture
\ljeérATlenderen etal. 2021 v Quantitative Hip fracture Time to surgery (hours)
Werner et al. 2020 o . .
Germany v Quantitative Hip fracture Time to surgery (hours)

Key: CC - community care, ED - Emergency department, H - hospital care (secondary / tertiary care), PC - primary care, SC - social care; TC - tertiary care
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2.1 Quantitative review of the effectiveness of integrated care

This section addresses the review aim focusing on the effectiveness of integrated care in
reducing waiting times for older people. The section starts with an overview of the identified
quantitative studies, summarising study designs, country of origin, and the population focus.
Then the quality of the studies is presented, followed by the characteristics of the integrated
care interventions. The waiting times outcomes covered by the studies is described and
finally the results of each study and the effectiveness of the integrated care interventions is
reported.

2.1.1 Overview of the quantitative evidence base

From the 30 studies in which the integrated care interventions operated across two or more
services, 23 had a quantitative study design. Two RCTs (Cassarino et al. 2021, Leahy et al.
2024), one non-randomised controlled trial (Dham et al. 2022), two controlled before and
after studies (Groenewoud et al. 2021, Soong et al. 2016), six cohort studies (three
prospective and three retrospective) (Blauth et al. 2021, Kusen et al. 2021, Kusen et al.
2022, Lin et al. 2021, Noticewala et al. 2016, Ulintz et al. 2023), and 12 uncontrolled before
and after studies were identified.

Twenty-one studies were conducted within a single country and these included:

o USA (eight studies) (Francis et al. 2020, Katrancha et al. 2017, Lin et al. 2021,
Noticewala et al. 2016, O'Mara-Gardner et al. 2020, Park et al. 2022, Pourat et al.
2023, Ulintz et al. 2023)

e Spain (three studies) (Branas et al. 2018, Duaso et al. 2018, Reguant et al. 2019)

¢ Netherlands (three studies) (Groenewoud et al. 2021, Kalmet et al. 2019, Kusen et
al. 2021)

e Canada (two studies) (Dham et al. 2022, Soong et al. 2016)

e Ireland (two studies) (Cassarino et al. 2021, Leahy et al. 2024)

e Switzerland (one study) (Kusen et al. 2019)

e Japan (one study) (Shigemoto et al. 2019)

e UK (one study) (Taylor et al. 2016)

Two further studies were conducted across multiple countries. Blauth et al. (2021) included
participants from Austria, Spain, the USA, the Netherlands, Singapore, and Thailand.
Similarly, the study by Kusen et al. (2022) as conducted across the Netherlands and
Switzerland.

The included studies explored a range of populations with various health conditions, with the
maijority focusing on hip (13 studies) or other upper and lower extremity fractures needing
surgery (Lin et al. 2021). Other populations included older people experiencing non-surgical
traumatic injuries (from falls, motor vehicle collision or other causes, but injury not specified)
(two studies) (Francis et al. 2020, Park et al. 2022), older people presenting at ED for
various reasons (three studies) (Cassarino et al. 2021, Leahy et al. 2024, Taylor et al. 2016)
or experiencing urgent care needs (Ulintz et al. 2023), older people with mental health
conditions (two studies) (Dham et al. 2022, Pourat et al. 2023) and older people with
palliative care needs (one study) (Groenewoud et al. 2021). The detailed characteristics of
each included quantitative study can be found in Section 6.2.

2.1.2 Quality of the quantitative studies

The quantitative evidence was critically appraised using the Analytic Study Critical Appraisal
Tool (CAT) (see section 5.6 for further details) (Public Health Agency of Canada 2014), and
variable quality of evidence was detected. All studies had a focused research question, and
participants were representative of the target population with some concerns in three studies
regarding participant selection (Leahy et al. 2024, Noticewala et al. 2016, Soong et al. 2016).



Most studies (21 studies) did not select or allocate participants randomly which led to
differences between intervention and comparison groups. Many studies showed moderate
(10 studies) or weak (nine studies) comparability between control and intervention groups at
baseline. These differences could potentially affect the study outcomes. Follow-up was
usually (20 studies) completed in the outcome of interest (waiting times), meaning participant
had no missing data.

Statistical tests were mostly appropriate for the level of data and hypothesis being tested (22
studies), although most of the studies did not control for differences in baseline data or
confounding factors (19 studies). Whilst some confounding variables were identified and
managed (4 studies), there remained other factors that were not adequately addressed or for
many not discussed or accounted for (19 studies). These unaddressed variables could
significantly impact the validity of the results. Fifteen studies either did not calculate
statistical power or reported insufficient power to accurately detect statistically significant
differences.

When assessing the overall quality of the quantitative studies, a significant variation was
observed. Only two studies (Cassarino et al. 2021, Leahy et al. 2024) were rated as high
quality, indicating rigorous methodology and more reliable results, whilst nearly half of
quantitative studies were assessed as medium quality (11 studies) demonstrating some
limitations that could affect validity. Ten studies were rated as low quality showing significant
methodological weaknesses and potential biases that could impact the reliability of the
results. Detailed results from the critical appraisal can be found in section 6.3.

2.1.3 Characteristics of integrated care interventions

Included studies were initially grouped according to the target population and medical
specialty they focused on, namely orthogeriatric care for hip and other upper and lower
extremity fractures needing surgery, older people experiencing non-surgical traumatic injury
(from falls, motor vehicle collision or other causes, but injury not specified), older people
presenting at ED for various reasons, older people with urgent care needs accessing primary
care (GPs), older people experiencing mental health conditions, and palliative care services.

The integrated care interventions comprised of a combination of elements, such as
multidisciplinary teams (MDTSs), pathways or protocols, care coordination, new unit or co-
location, joint patient review or discharge, integrated patient records, agreed referral criteria,
joint assessment, comprehensive geriatric assessment (CGA), and professional role change.
Multidisciplinary team refers to a group of healthcare professionals from different
disciplines (for example medicine, nursing, physiotherapy, and others) working together to
provide specific services for patients (Baxter et al. 2018b). Pathways or protocols are
outlines of care provision that have set timeframes for anticipated procedures and role
allocation for different healthcare professionals to ensure patients move progressively
through the health and/or social care system (Baxter et al. 2018b). Care coordination
describes the process of care organisation that is usually performed by a named point of
contact who aims to bring together different healthcare providers and specialists to support
the patient (Skills for Care 2018, Baxter et al. 2018b). Care coordination may also include
the assessment and regular monitoring of the patient and care delivery (Skills for Care 2018,
Baxter et al. 2018b). New unit or co-location refers to the development of new health and
social care departments that brings healthcare professionals from different specialism or
discipline under one roof (Baxter et aal. 2018b). Joint patient review or discharge
describes the process of patient evaluation and discharge planning that is performed by two
or more healthcare professionals and can reduce duplication, resulting in more efficient care
provision (Baxter et al. 2018b). Integrated patient records refer to the process of
documentation that allows different health and social care providers to share patient
information efficiently usually by providing access to the same system (Baxter et al. 2018Db).
Agreed referral criteria outline the predetermined conditions under which referral or

Report number RRO038_Integrated Care Rapid Review. June 2025 20



transfer from one service to another is initiated (Baxter et al. 2018b). Joint assessment can
be defined as patient examination that is performed by two or more healthcare professionals
from different specialisms or disciplines that enables efficient identification of patients’ needs
(Baxter et al. 2018b). Comprehensive geriatric assessment can be defined as a
multidimensional holistic assessment that considers older people’s concerns with the aim to
develop a plan that can help meet their needs (British Geriatric Society 2019). The elements
of each integrated care intervention are summarised in Table 2. A detailed description of the
integrated care interventions is provided below.

Muiltidisciplinary orthogeriatric care for hip and other upper or lower extremity fractures

The 14 studies focusing on orthogeriatric care for hip and other upper and lower
extremity fractures needing surgeries reported 13 unique interventions. One study
(Kusen et al. 2022) compared two interventions from two other included publications (Kusen
et al. 2019, Kusen et al. 2021). All of the 13 interventions focused on orthogeriatric models
of care provision, meaning that a geriatrician was integrated into orthopaedic or trauma
specialist teams to improve care for older people with fractures. These interventions were
complex, with multiple elements to achieve seamless care. Care provision was
multidisciplinary often with a team of medical specialists, nurses, occupational therapists,
physiotherapists and social workers working together. In eight interventions, a care
coordinator was employed as part of the MDT. Transfer nurses, whose role included
arranging discharge location for patients, often acted as care coordinators (Kusen et al.
2021, Kusen et al. 2022). Pathways and protocols determined processes, timeframes, and
staff roles usually from hospital admission to the day of discharge following inpatient stay. In
six studies, pathways were described to start as early as arrival at ED (Duaso et al. 2018,
Kalmet et al. 2019, Kusen et al. 2021, O’Mara-Gardner et al. 2020, Reguant et al. 2019,
Shigemoto et al. 2019), while in two studies care continued following discharge (Branas et
al. 2018, Lin et al. 2021).

All interventions aimed to integrate different services (for example hospital and social care),
although the mechanism and strength of integration varied.
¢ Eight interventions provided integration across hospital (secondary/tertiary) and
social care (Blauth et al. 2021, Branas et al. 2018, Kusen et al. 2019, Noticewala et
al. 2016, O’Mara-Gardner et al. 2020, Reguant et al. 2019, Shigemoto et al. 2019,
Soong et al. 2016).
¢ Two interventions aimed to integrate hospital, community and social care (Kalmet et
al. 2019, Kusen et al. 2021),
¢ One intervention was implemented across primary, hospital and social care (Duaso
et al. 2018).
¢ One intervention supported integration across primary, hospital, community and
social care (Katrancha et al. 2017).
¢ One intervention integrated hospital and community care (Lin et al. 2021).

The mechanisms used to achieve integration across hospital and social care varied. In eight
interventions, integration between hospital and social care was facilitated by including a
social worker in the MDT, although details about their specific roles were often lacking
(Blauth et al. 2021, Branas et al. 2018, Katrancha et al. 2017, Kusen et al. 2019, Noticewala
et al. 2016, Reguant et al. 2019, Shigemoto et al. 2019, Soong et al. 2016). In one
intervention, social workers were integrated into the postoperative management phase of the
pathway and patient discharge was coordinated with social services (Duaso et al. 2018). In
two interventions, agreements were in place between nursing homes and assisted living
facilities to enable timely and safe discharge (Kalmet et al. 2019, Kusen et al. 2021, Kusen
et al. 2022). In two interventions, social workers were involved early in the care pathway,
performing patient assessment to enable identification of social care needs and timely
discharge planning (O’Mara-Gardner et al. 2020, Soong et al. 2016).
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Integration across hospital and community care was often realised via agreements with
community services closer to patient’'s homes post hospital discharge (Kalmet et al. 2019,
Katrancha et al. 2017, Kusen et al. 2021, Kusen et al. 2022, Lin et al. 2021). Integration
across primary and hospital care was managed by the inclusion of primary care physician
within the MDT in one intervention (Katrancha et al. 2017) and coordinating discharge with
the patients’ primary care team in another (Duaso et al. 2018).

Other less commonly reported elements of the integrated care interventions for hip and other
fractures included the development of new orthogeriatric fracture units (3 studies) (Blauth
et al. 2021, Duaso et al. 2018, Reguant et al. 2019). Joint patient discharge reports by
the orthopaedic surgeon and the geriatrician were reported in relation to one intervention
(Branas et al. 2018). One intervention included the implementation of integrated patient
records alongside a multidisciplinary care approach (Shigemoto et al. 2019). Finally, the use
of comprehensive geriatric assessments (CGA) was reported in four interventions (Kusen
et al. 2019, Kusen et al. 2021, Kusen et al. 2022, Lin et al. 2021, Soong et al. 2016).

Multidisciplinary geriatric trauma pathways / institutes for older people with non-surgical
traumatic injuries

Two studies reported two unique integrated care interventions for older people
experiencing non-surgical traumatic injuries (from falls, motor vehicle collision or other
causes, but injury not specified) (Francis et al. 2020, Park et al. 2022). The main element of
both interventions was MDT working alongside the implementation of standardised
pathways and protocols. The pathways spanned care from ED arrival to discharge from
hospital following inpatient stay. Additionally, other services were also integrated with the in-
hospital trauma pathways. One of the interventions aimed to integrate primary, hospital,
community and social care (Francis et al. 2020). This was achieved by including family
physicians and community surgeons in the MDT, while a social worker acted as care
coordinator to ensure safe home discharge and the setting up of outpatient support
(Francis et al. 2020). The integrated care intervention by Park et al. (2020) aimed to support
collaboration across hospital, community and social care (Park et al. 2022). Integration of
hospital and social care was achieved by including a social worker in the MDT who was
responsible for the assessment of social barriers, while transitional care services were
involved to ensure joining up hospital and community care services (Park et al. 2022).

Multidisciplinary assessment in ED

Three studies reported three unique integrated care interventions for older people
presenting to the ED with a range of conditions such as frailty, falls, dementia, delirium,
general unwellness, limb problems, back pain, urinary symptoms, and ear or facial issues
(Cassarino et al. 2021, Leahy et al. 2024, Taylor et al. 2016). The integrated care
interventions focused on the assessment of patients within the ED which could end either in
discharge with recommendations or admission to the hospital. Two interventions focused on
the provision of joint assessment of older people by an MDT situated in the ED (Cassarino
et al. 2021, Leahy et al. 2024), out of which one explicitly reported the use of CGA (Leahy et
al. 2024). Both MDTs included physicians, nurses, physiotherapists, occupational therapists
as well as a social worker to enable integration across hospital and social care. Additionally,
one MDT organised follow-on care via community services (Leahy et al. 2024).

In one intervention a comprehensive older person’s evaluation (COPE) zone in an ED was
developed (Taylor et al. 2016). The COPE zone was established as a new unit run by an
MDT integrating a geriatrician into an acute care team within the ED. The COPE zone had
an agreed referral criteria (falls, delirium, dementia or care home/intermediate care
residents) and provided comprehensive geriatric assessment, although it was not mentioned
whether assessment was performed jointly by the MDT. The COPE zone had a direct referral
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pathway to community services and included a social worker within the MDT ensuring
integration across hospital, community and social care (Taylor et al. 2016).

Community paramedic assessment for older people with urgent needs

One integrated care intervention focused on assessment by a community paramedic
followed by a paramedic initiated primary care physician telemedicine visit for older people
with urgent needs (Ulintz et al. 2023). Professional role change was key element of this
interventions, enabling community paramedics to provide assessments that were previously
solely provided by primary care physicians, while integrating community and primary care
services.

Integrated care pathway in primary care for older people with mental health conditions
Mental health support for older people with anxiety, depression, mild cognitive impairment
was the focus of two integrated care interventions, out of which one focused on integrated
care pathways starting from primary care. This integrated care pathway aimed to integrate
primary, hospital, and social care (Dham et al. 2022). An agreed referral criteria based on
screening guided family physicians’ decision making regarding the mental health support
necessary for the patient, which included cognitive behaviour or brief psychological therapy.
Direct referral path to psychiatrists was also available for people with serious mental health
issues integrating primary and hospital care. Social care integration was achieved by
including social workers in the primary care team.

Integrated telepsychiatry in primary care for older people with mental health conditions

One integrated care intervention focused on the provision of mental health support for older
people via the use of telepsychiatry platforms within primary care clinics (Pourat et al. 2023).
This enabled integration between primary and hospital care, with primary care providers
having direct access to psychiatrist support. Integrated patient records further enabled
collaboration between services by enabling direct communication between primary
physicians and psychiatrists and improving documentation efficiency (Pourat et al. 2023).

Muiltidisciplinary integrated palliative care pathway

One intervention aimed to provide integrated palliative care to older people with
advanced or life-limiting illnesses, although the specific conditions were not described
(Groenewoud et al. 2021). The pathway enabled integration across primary, hospital,
community and social care via a MDT that focused on early identification of palliative care
needs and coordination of care across multiple providers.
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Table 2: Elements of integrated care interventions from quantitative studies

(ordered by population, medical specialty, and intervention type)

= o c | g5 /a5 | 8 = @9
€ | g | 2 |88 %8| 5 | & te
Study (Author, year) Service level o g © g' _g- % e e
. integration S 3 & 5 3 @ =
Interventions § §' % f_:b, E f_:b, 5 Mechanism of integration
) s F between services
=
PC| H | CC ]| SC
Multidisciplinary orthogeriatric care for hip and other upper or lower extremity fractures
Blauth et al. 2021 Hospital-Social care: Social
Geriatric fracture centres v v v v v worker in MDT
Branas et al. 2018 v v v v v Hospital-Social care: Social
Process Management System worker in MDT
Duaso et al. 2018 Hospital-Primary care and social
Collaborationist orthogeriatric unit care: Discharge is coordinated
with primary care team and social
v v v v v v services;
Social worker integrated into multi-
protocol in the postoperative
management phase
Kalmet et al. 2019 Hospital-Community care and
Multidisciplinary clinical pathway social care: Agreement in place
with patient-centred destination for
v v v v v rehabilitation (whether this is a
rehabilitation centre or a nursing
home with rehabilitation facilities)
Katrancha et al. 2017 Hospital-Primary care and social
Virtual Geriatric Trauma Institute v v v v v v care: Primary care physician, and
(nurse-led) staff from social services included
in the MDT;




Hospital-Community care: Home
health services involved following
discharge

Kusen et al. 2019, 2022
Level | trauma centre with geriatric
care pathway

Hospital-Social care: Social
worker in the MDT to assist with
discharge

Kusen et al. 2021, 2022
Level Il trauma centre with geriatric
care pathway

Hospital-Community care and
social care: Cooperation between
hospital and nursing homes or
assisted living facilities, with the
help of a specialised ‘transfer’
nurse

Lin et al. 2021
Geriatric Fracture Program

Hospital-Community care: MDT
manages team of nurse
practitioners providing oversight
post-discharge to 8 local skilled
nursing facilities

Noticewala et al. 2016
Multidisciplinary team

Hospital-Social care: Social
worker in MDT

O'Mara-Gardner et al. 2020
Geriatric Hip Fracture Program

Hospital-Social care: Social
worker or care navigator involved
early (ideally in ED) to assess for
social support, to assess for
modifiable barriers to home
discharge, and to initiate placement
process

Reguant et al. 2019
Hip Fracture Unit

Hospital-Social care: Social
worker in MDT

Shigemoto et al. 2019
Multidisciplinary treatment
approach

Hospital-Social care: Social
worker in MDT

Soong et al. 2016
Integrated hip fracture inpatient
program (i-HIP)

Hospital-Social care: Social
worker in MDT,

A dedicated team of rehabilitation
therapists and social workers
completed initial functional
assessment and evaluation on the
first postoperative day
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Multidisciplinary geriatric trauma pathways / institutes for older people with non-surgical traumatic injuries

Francis et al. 2020
Geriatric Injury Institute

Hospital-Primary care: family
physician included in the MDT;
Hospital-Social and Community
care: Every geriatric patient

is seen by social work and care
coordination. Social workers and
care coordinators work with the
patient to assess home safety and
ensure safe discharge disposition.
Outpatient services set up upon
discharge;

Community surgeons also
contribute, and community geriatric
assessment performed

Park et al. 2022
Geriatric Trauma Clinical Pathway

Hospital-Social care: social
worker in MDT; social workers
assess social barriers as needed
additional to the CGA
Hospital-Community care:
Transitional care services involved

Multidisciplinary assessment in ED

Cassarino et al. 2021
Interdisciplinary assessment and N/ v v
interventions

Hospital-Social care: senior
medical social worker in MDT

Leahy et al. 2024
Geriatrician-led multidisciplinary
holistic assessment

Hospital-Social care: senior social
worker in MDT
Hospital-Community care: care
organised by ED MDT allowed the
community healthcare services to
proactively follow patients on
discharge

Taylor et al. 2016
Comprehensive older person’s
evaluation ‘COPE’ zone v v v v v v v

Hospital-Community care: links to
community services via direct
referral pathway

Hospital-Social care: social
worker in MDT

Community paramedic assessment for older people with urgent needs
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Ulintz et al. 2023
Community paramedic home visit

v

v

v

Primary care-Community care:
community paramedic providing

home visits immediately followed
by a paramedic-initiated primary
care visit

Integrated care pathway in Primary care for older people with men

tal health conditions

Dham et al. 2022
Integrated care pathway

Primary care-Hospital: direct
referral to psychiatrist or urgent
psychiatrist review was initiated if
screening to depression or anxiety

v v v showed severe results
Primary care-Social care: primary
healthcare organizations included
social workers
Integrated telepsychiatry in Primary care for older people with mental health conditions
Pourat et al. 2023 Primary care-Hospital:
Integrated telepsychiatry program N/ v v Telepsychiatry platform operated in
primary care clinic
Multidisciplinary integrated palliative care pathway
Groenewoud et al. 2021 Primary care-hospital and
Multidisciplinary integrated palliative community care: Co-ordination
care pathway and communication between intra
and extramural healthcare
v v v v v v professionals covering the entire

life cycle

Primary care-social care:
assessment of all palliative care
needs including social care needs

Key: CC - community care, CGA - Comprehensive geriatric assessment, H - hospital care (secondary / tertiary care), MDT - multidisciplinary team, PC - primary
care, SC - social care, TC - tertiary care
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2.1.4 Overview of waiting time outcomes

The quantitative studies reported a range of different waiting time outcomes which can be
categorised based on setting into inpatient, emergency, and routine care. Inpatient waiting
times were the most frequently reported and within this category time to surgery was
reported across 14 studies. Time to surgery was mostly measured in hours or days (12
studies), but some studies also calculated the percentage of patients undergoing surgery
within specific timeframes such as 48 hours (4 studies) (Branas et al. 2018; O’Mara-Gardner
et al. 2020; Reguant et al. 2019; Shigemoto et al. 2019). Additionally, two studies reported
on the timing of surgery by day of admission (Kusen et al. 2021, Kusen et al. 2022). Other
inpatient waiting times included time to first goals-of-care discussion (Park et al. 2022), time
to geriatric medicine evaluation (Francis et al. 2020), and time to physical therapy (Francis et
al. 2020). These outcomes were measured from hospital or ward admission to the time of
the assessment or procedure, usually in hours or minutes.

Emergency waiting times were reported in six studies. These included time to hospital or
ward admission (Blauth et al. 2021, Branas et al. 2018), ED stay (Cassarino et al. 2021,
Francis et al. 2020, Leahy et al. 2024), time until geriatric review (Taylor et al. 2016). Time to
hospital or ward admission was measured slightly differently in the two studies. One study
measured this as time from injury to hospital admission (Blauth et al. 2021), while the other
captured time from ED to admission to the ward (Branas et al. 2018). The outcome of ED
stay covered the time period spent on ED until admission or discharge (Cassarino et al.
2021, Francis et al. 2020, Leahy et al. 2024), while time until geriatric review measured a
specific period spent in an emergency assessment unit waiting for CGA.

Routine care waiting times were reported in four studies, namely time to treatment
initiation (Dham et al. 2022), time to appointment (Pourat et al. 2023), primary care waiting
times (Ulintz et al. 2023) and quality of care reported by GPs (Groenewoud et al. 2021).
Time to treatment initiation was calculated as the period between screening and the date of
expected intervention (Dham et al. 2022). Time to appointment referred to the number of
days to telepsychiatry appointment, which could further be split into waiting time for new and
returning patients (Pourat et al. 2023). Primary care wait time was calculated as time
between the phone call requesting an appointment and the in-home visit (Ulintz et al. 2023).
Quality of care captured GPs’ perspectives on the timeliness of patient needs assessment
and subsequent palliative care interventions (Groenewoud et al. 2021).

2.2 Effectiveness of integrated care interventions in reducing waiting
timesl/lists

The quantitative component of this review aims to determine the effectiveness of integrated

care in reducing waiting times and/or lists for older people. In this section, the effectiveness

of different integrated care interventions is reported, with findings grouped according to

population, medical specialty, type of intervention, and waiting time outcomes.

2.2.1 Effectiveness of multidisciplinary orthogeriatric care for older people with hip
and other upper and lower extremity fractures needing surgery
In this section the effect of 13 integrated care interventions for older people with hip and
other upper and lower extremity fractures is presented. All 13 interventions were
orthogeriatric care, which is a complex intervention that involved a dedicated MDT of
geriatricians, orthopaedic or trauma specialist surgeons, nurses, occupational therapists,
physiotherapists and social workers working together. In eight interventions, a care
coordinator was employed as part of the MDT. Pathways determined processes,
timeframes, and staff roles usually from hospital admission to the day of discharge following
inpatient stay. The studies investigated waiting times, such as time to admission (measured
in days) and time to surgery (measured in days and hours, percentage of patients
undergoing surgery in 48 hours, or the difference in day of surgery).



Time to admission (days)

Out of the 12 studies that investigated integrated care interventions for hip fracture, two
reported time to hospital admission: one medium quality cohort study (Blauth et al. 2021),
and one low quality uncontrolled before and after study (Branas et al. 2018). The results
were mixed with the uncontrolled before and after study reported a statistically significant
change, while the cohort study found no statistically significant difference. Blauth et al.
(2021) investigated the difference in the time from injury to hospital admission between
geriatric fracture centres and usual care centres across a range of countries (Austria, Spain,
USA, Netherlands, Singapore and Thailand). While the average number of days to
admission was slightly less in geriatric fracture centres (Mean 1.0 £ 4.1 days) compared to
usual care centres (Mean 1.2 + 5.5 days), this difference was not statistically significant
(p=0.270).

Branas et al. (2018) compared time to admission to the ward from the ED before and after
the implementation of an improved process management system in a public university
hospital in Spain. The original care model was orthogeriatric co-management, although the
process management system helped further specify and streamline the pathway and
establish regular MDT meetings. The results show that following the implementation of the
process management system, the average hours to ward admission from the ED statistically
significantly decreased (Mean 11.8 + 11.2 days) compared to the original orthogeriatric co-
management model (Mean 15.9 + 17.6 days) (p=0.0001).

Time to surgery (days or hours)

Ten studies that focused on hip fracture collected data on time to surgery (measure in days
and hours), and seven studies reported statistically significant improvements in this
outcome: two medium quality cohort studies (Blauth et al. 2021, Noticewala et al. 2016), one
medium quality controlled before and after study (Soong et al. 2016), and four medium to
low quality uncontrolled before and after studies (Branas et al. 2018, Duaso et al. 2018,
O’Mara-Gardner et al. 2020, Reguant et al. 2019).

The cohort study by Blauth et al. (2021) found that the time from admission to surgery was
statistically significantly shorter in geriatric fracture centres (median 28 hours) compared to
usual care centres across multiple countries (median 43 hours) (p<0.001). Noticewala et al.
(2016) compared care provided by a MDT in a small satellite hospital to usual orthopaedic
team care at the wider tertiary medical centre in the USA. The average number of days to
surgery was statistically significantly shorter for care provided by the MDT (mean 1.7 + 1.8
days) in comparison to the orthopaedic team (Mean 2.4 + 2.2 days) (p=0.0004). One
controlled before and after study conducted by Soong et al. (2016) found that the average
number of hours to surgery statistically significantly reduced after an inpatient hip fracture
program (i-HIP) was implemented in an acute care urban academic health sciences centre in
Canada (pre Mean 45.8 + 66.8 hours vs post mean 29.7 + 17.9 hours; p<0.001).

An uncontrolled before and after study by Branas et al. (2018) found that the average hours
of preoperative stay was statistically significantly shorter following the implementation of a
process management system (pre mean 88.1 + 64 hours vs post mean 66.4 + 53.9 hours;
p=0.0001). Another study of similar design reported that the mean number of days from
admission to surgery statistically significantly reduced following the implementation of a
collaborationist orthogeriatric unit (mean 1.86 + 1.19 days) compared to the previously
provided traditional trauma ward model in the same hospital in Spain (mean 2.70 + 1.79
days) (p=0.0001) (Duaso et al. 2018). O’'Mara-Gardner et al. (2020) found that time to
surgery was statistically significantly shorter following the implementation of a geriatric hip
fracture programme and care navigator in a level | trauma centre in the USA (pre mean
30.23 + 29.5 hours vs post mean 22.79 + 12 hours, p<0.0001). Finally, a study from Spain
evaluated the implementation of a multidisciplinary hip fracture unit and compared it to the
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previous standard care that was managed by an orthopaedic surgeon (Reguant et al. 2019).
Following the implementation of the hip fracture unit, surgical delay was statistically
significantly reduced (pre median 3 days vs post median 2 days; p=0.001) (Reguant et al.
2019).

Three medium to low quality uncontrolled before and after studies reported no statistically
significant difference or no change in time to surgery (Katrancha et al. 2017, Shigemoto et
al. 2019, Kusen et al. 2019). The study by Katrancha et al. (2017) evaluated the
implementation of a nurse-led virtual geriatric trauma institute in a level | trauma centre in the
USA and found no statistically significant difference neither in mean days to surgery (pre
mean 1.2 days £ 0.75 vs post mean 1.1 £ 0.71 days; p=0.3) nor in mean hours to surgery
(pre mean 28.6 + 17.92 hours vs post mean 27.0 + 17.15 hours; p=0.3). Shigemoto et al.
(2019) compared a newly implemented multidisciplinary treatment approach to the previous
conventional hip fracture care within the same hospital in Japan. While slight reduction in
average hours to surgery was reported, this was not statistically significant (pre mean 36
hours 29 minutes vs post mean 33 hours and 22 minutes; p=0.459). Finally, Kusen et al.
(2019) compared time to surgery in a level | trauma centre in Switzerland before and after
the implementation of a geriatric care pathway. while median time to surgery prior to the
geriatric care pathway being put in place was shorter (median 15 hours 34 minutes)
compared to post-implementation (median 18 hours and 51 minutes), this difference was not
statistically significant (p=0.32).

Time to surgery (surgery percentage within 48 hours)

Four medium to low quality uncontrolled before and after studies measured percentage of
patients undergoing surgery within 48 hours from injury or admission, and three reported
statistically significant increase following implementation of a multidisciplinary intervention
(Branas et al. 2018, O’'Mara-Gardner et al. 2020, Reguant et al. 2019). Branas et al. (2018)
measured the percentage of patients undergoing operation within 48 hours and found that it
increased following implementation of the process management system in Spain (pre 33.7%
vs post 50.8%, p=0.0001). The study by O’Mara-Gardner et al. (2020) reported a statistically
significant increase in the percentage of patients undergoing surgery within 24 hours (pre:
42.2% vs post: 67.2%) and within 48 hours (pre: 82.3% vs post: 97.0%) following the
implementation of a geriatric hip fracture program in the USA (p < 0.0001). Finally, Reguant
et al. (2019) measured the percentage of patients who underwent surgery within 48 hours,
and operation was performed on a higher percentage of patients following the
implementation of the hip fracture unit in Spain (pre 38.3% vs post 55.1%; p<0.001). In
contrast, Shigemoto et al. (2019) found a slight reduction in the percentage of patients
operated on within 48 hours in Japan, although this difference was not statistically significant
(pre=75.2% vs post=72.5%; p=0.485).

Time to surgery (difference in day of surgery)

Two low quality cohort study investigated on which day from admission patient were
operated on: the day of admission, the first day of admission or the second day of admission
(Kusen et al. 2021, Kusen et al. 2022). In the study by Kusen et al. (2021), care in two
different level Il trauma centres within the Netherlands were compared, one providing
geriatric care pathways and the other providing standard care system. Results showed that
although the percentage of patients receiving surgical interventions on the first and second
day of admission was statistically significantly higher in the geriatric care pathway, a
statistically significantly greater proportion of patients underwent surgery on the day of
admission under the standard care system (geriatric: 18.5% vs standard: 32.3%; p <
0.0001).

Kusen et al. (2022) also compared geriatric care pathways across Switzerland and the
Netherlands, with interventions and settings (level | and level Il trauma centres) selected
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from their previous two publications (Kusen et al. 2019, Kusen et al. 2021). No statistically
significant difference in the percentage of patients undergoing surgery on the day of
admission, on the first or second day were reported (p=0.15). However, a higher percentage
of patients underwent surgery on the day of admission in the level | trauma centre (23.4%)
compared to the level Il trauma centre (18.5%).

2.2.2 Effectiveness of multidisciplinary geriatric trauma pathways / institutes

This section presents the effectiveness of two integrated care interventions for older people
experiencing non-surgical traumatic injuries. The main element of the interventions was MDT
working alongside the implementation of standardised pathways which spanned care from
ED arrival to discharge from hospital following inpatient stay. Various waiting time outcomes
were measured by the studies, including emergency department stay (measure in minutes),
time to geriatric medicine evaluation (measured in hours), time to physical therapy
(measured in hours), and time to first goals-of-care assessment (measured in hours).

Emergency department stay (minutes)

One medium quality uncontrolled before and after study investigated ED stay (time prior to
admission) for older patients with trauma ((fall, motor vehicle collision, bicycle, or other)
(Francis et al. 2020). Francis et al. (2020) found that while ED stay reduced following the
implementation of a multidisciplinary geriatric institute within a tertiary care hospital in the
USA, this change was not statistically significant (pre mean 310.7 + 602.9 minutes vs post
mean 219.8 + 141.6 minutes; p=0.054).

Time to geriatric medicine evaluation (hours)

One medium quality uncontrolled before and after study investigated time to geriatric
medicine evaluation (Francis et al. 2020). While average hours to geriatric medicine
evaluation reduced following the implementation of a multidisciplinary geriatric institute, this
change was not statistically significant (pre mean 5.1 £ 5.82 hours vs post mean 4.5 + 3.83
minutes; p=0.594).

Time to physical therapy (hours)

One medium quality uncontrolled before and after study investigated time to physical therapy
(Francis et al. 2020). Time to physical therapy was shorter following the implementation of a
multidisciplinary geriatric institute, although this change was not statistically significant (pre
mean 52.1 + 50 hours vs post mean 51.6 + 50.2 minutes; p=0.926).

Time to first goals-of-care assessment (hours)

One medium-quality uncontrolled before-and-after study conducted in a Level | trauma
centre in the USA found that the time to first goals-of-care assessment statistically
significantly decreased following the implementation of a geriatric trauma clinical pathway
(pre: 49.6 £ 105.5 hours vs post: 35.7 £ 25.3 hours; p = 0.03) (Park et al. 2022).

2.2.3 Effectiveness of multidisciplinary assessment in an emergency department
This section covers the effectiveness of three unique integrated care interventions for older
people presenting to the ED with a range of conditions (Cassarino et al. 2021, Leahy et al.
2024, Taylor et al. 2016). All three interventions focused on the assessment of patients
within the ED managed by an MDT. The interventions solely focused on assessment in ED,
ending in discharge or admission to hospital. The outcomes investigated included
emergency department stay (measured in hours), and time until geriatric review (measured
in days).

Emergency department stay (hours)

Two high quality randomised controlled studies examined the impact of multidisciplinary
assessments within EDs on patient flow metrics and both studies reported statistically
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significant reductions in the time patients spent in the ED prior to admission or discharge.
(referred to as patient experience time or duration of stay in ED). (Cassarino et al. 2021,
Leahy et al. 2024). Cassarino et al. (2021) reported a statistically significant reduction in ED
stay duration for patients receiving interdisciplinary assessments (median 6.43 hours)
compared to those receiving routine care (median 12.1 hours; p < 0.001). Similarly, Leahy et
al. (2024) found that patients in the geriatrician-led multidisciplinary assessment group had a
statistically significantly shorter ED stay (median 11.5 hours) than those in the usual care
group (median 20 hours; p = 0.013).

Time until geriatric review (days)

A medium-quality uncontrolled before-and-after study by Taylor et al. (2016) assessed the
impact of implementing the Comprehensive Older Person's Evaluation (COPE) zone within
the emergency assessment unit. The study found a statistically significant reduction in the
time to geriatric assessment, decreasing from a mean of 0.85 days pre-implementation to
0.48 days post-implementation (p < 0.001). In a subgroup analysis of patients with frailty
markers greater than 1, a similar statistically significant reduction was observed, with time to
geriatric review decreasing from a mean of 0.88 days to 0.49 days (p = 0.001).

2.2.4 Effectiveness of community paramedic assessment for older people with urgent
needs

This section presents the effectiveness of one integrated care intervention focused on

assessment by a community paramedic which was followed by a paramedic initiated primary

care physician telemedicine visit for older people with urgent needs (Ulintz et al. 2023). The

outcome of interest was primary care wait time (measured in days).

Primary care wait time

One low quality prospective cohort study found that primary care wait time was statistically
significantly shorter in the community paramedic assessment group (median 1 day)
compared to the usual in-person primary care provider visit (median 5 days) for older people
with urgent needs in the USA (p<0.001) (Ulintz et al. 2023).

2.2.5 Effectiveness of an integrated care pathway in primary care for older people
with mental health conditions

The effectiveness of a care pathway aimed to integrate primary, hospital, and social care for
older people with mental health conditions is the focus of this section (Dham et al. 2022).
The integrated care pathway had an agreed referral criteria based on screening that guided
family physicians decision making regarding the mental health support necessary for the
patient, including direct contact with a psychiatrist. The outcome investigated was time to
treatment initiation.

Time to treatment initiation (Hazard ratio’)

One medium quality non-randomised controlled trial investigated integrated care pathways
across five primary care practices in Canada and their impact on time to treatment initiation
(Dham et al. 2022). Participants in the integrated care pathway were 3.56 times more likely
to start treatment early compared to the treatment as usual group (hazard ratio 3.557 (95%
ci [2.228, 5.678]) p<0.001). In addition, a subgroup analysis focusing on participants

" Hazard ratio can be defined as a measure of how often the outcome event happens (early treatment
initiation) in the intervention group compared to how often it happens in the control group, over time
National Cancer Institute. (2025). NCI Dictionaries - Hazard Ratio. USA: National Cancer Institute.
Available at: https://www.cancer.gov/publications/dictionaries/cancer-terms/def/hazard-ratio [Accessed
21/03/2025].
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experiencing anxiety and depression, the likelihood of early treatment initiation was 4.35
times higher (hazard ratio 4.353 (95% CI [1.993, 9.506]) p=0.002).

2.2.6 Effectiveness of integrated telepsychiatry in Primary care for older people with
mental health conditions

In this section the effectiveness of one integrated care intervention using of telepsychiatry
platforms within primary care clinics for older people with mental health conditions (Pourat et
al. 2023). The intervention enabled integration between primary and hospital care, with
primary care providers having direct access to psychiatrist support. The outcome of interest
was days to appointment.

Days to appointment

One low quality uncontrolled before and after study presented that the mean number of days
to a psychiatry appointment reduced from 75 days to 6 for new patients who accessed care
via telepsychiatry in primary care as opposed to the usual in-person care in the USA (Pourat
et al. 2023). For returning patients, the average number of days to appointment decreased
from 30 days to 5 days following the implementation of telepsychiatry in primary care.
However, no statistical test was performed, thus statistical significance cannot be confirmed.

2.2.7 Effectiveness of a multidisciplinary integrated palliative care pathway

This section covers one intervention aimed to provide integrated palliative care to older
people with advanced or life-limiting ilinesses (Groenewoud et al. 2021). The pathway
enabled integration across primary, hospital, community and social care via a MDT that
focused on early identification of palliative care needs and coordination of care across
multiple providers. The investigated outcome was GP’s perceived quality of care.

GP perceived quality of care (self-reported)

One low quality controlled before and after study investigated GPs’ perceived quality of care
across 21 primary care facilities in the Netherlands (Groenewoud et al. 2021). Based on
GPs’ questionnaire responses, integrated palliative care helped patients to receive
statistically significantly more timely investigation of their needs and desires (94.6%)
compared to usual primary care (78.9%) (p=0.03). A statistically significantly higher
percentage of GPs responded that palliative care was timely given in the multidisciplinary
integrated care pathway (91.9%) compared to usual care (77.5%) (p=0.042). Additionally,
GPs reported to be more proactive in the integrated care pathway (97.3%) compared to
usual care (78.9%) (p=0.005).

2.2.8 Bottom line summary

The identified evidence was conducted in eight different countries, with the USA contributing
the highest number of research studies (eight). The evidence was mainly focused on hip and
other upper and lower extremity fractures (14 studies). The majority (14 studies) reported on
inpatient waiting times, such as time to surgery (measured in days and hours) (12 studies).
While some evidence also focused on emergency (six studies) and routine care waiting
times (four studies), the number of studies were much lower, indicating a lack of evidence on
the effectiveness of integrated care interventions on routine care diagnostic and elective
treatment waiting times. All interventions aimed to integrate different services (for example
hospital and social care), although the mechanism and strength of integration varied. Main
elements of the integrated care interventions were MDT working, development of pathways
and protocols, and care coordination. Findings for each intervention and outcome were
graded? and are summarised below and in Table 3.

2 Grading was based on guidance by Public Health Agency of Canada (2014). For more information
see section 5.8.
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Weak international evidence (grade Cll) from two studies suggests that
multidisciplinary orthogeriatric care may improve time to admission for older
people with hip fracture, although results were not consistently statistically significant.

Weak international evidence (grade Cll) from 12 studies suggests that
multidisciplinary orthogeriatric care may improve time to surgery for older
people with hip and other upper and lower extremity fractures, although two studies
report no change, showing signs of inconsistency across the findings.

Weak international evidence (grade CllI) found that multidisciplinary orthogeriatric
care for older people with hip fracture increased the percentage of patients
undergoing surgery within 48 hours in three studies and reduced in one, leading
to inconclusive results.

Weak evidence (grade CIl) from one study from the Netherlands shows that
multidisciplinary orthogeriatric care for older people with hip fracture may not
increase percentage of surgeries performed on the day of admission.

Weak evidence (grade Cll) from one US study, although not statistically significant,
suggests that a multidisciplinary geriatric institute may reduce ED stay, time to
geriatric medicine evaluation and time to physical therapy for older patients
experiencing non-surgical traumatic injuries.

Weak evidence (grade Cll) from one US study shows that a multidisciplinary
geriatric pathway may reduce time to goals-of-care assessment for older people
with non-surgical traumatic injury.

Strong evidence (grade All) from two studies from Ireland shows that a
multidisciplinary assessment for older people with various concerns, is effective in
reducing time spent in the ED.

Weak evidence (grade Cll) from one UK study shows that a dedicated
multidisciplinary assessment zone within the ED may reduce the number of days
that an older person has to wait for a geriatric review.

Weak evidence (grade Cll) from one US study indicates that community paramedic
assessment combined with a primary care telemedicine visit may decrease primary
care wait time for older people with urgent needs compared to usual primary care
provider home visit.

Weak evidence (grade CIl) from one Canadian study indicates that an integrated
care pathway starting from primary care may increase the likelihood of earlier
treatment initiation for older people with mental health conditions.

Weak evidence (grade CIl) from one US study suggests that integrated
telepsychiatry in primary care may reduce time to appointment for older people
with mental health conditions, although no statistical analysis was conducted.

Weak evidence (grade CIlI) from one study from the Netherlands found that quality of
care, including self-reported timely investigation of concerns and care
provision, may improve following the implementation of multidisciplinary palliative
care.
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Table 3: Summary of the rating of the body of the evidence

(The assessment of body of evidence was based on guidance by Public Health Agency of Canada (2014). For more information see section 5.8)

evaluation

Francis et al. 2020 -)

(1 no change -)

Strength of . . . _Overall
Outcome Number of studies study Quality of Directedness Consistency of | rating of the
desi the studies | of the evidence results body of
esigns -
evidence

Multidisciplinary orthogeriatric care for hip and other upper or lower extremity fractures
Time to admission 2 1 Moderate 1 Medium 2 Direct Inconsistent Weak (ClII)
(days or hours) (Branas et al. 2018 |, Blauth et al. 1 Weak 1 Low (1 decrease |;

2021 -) 1 no change -)
Time to surgery 12 4 Moderate 7 Medium 12 Direct Inconsistent Weak (ClII)
(days or hours) (Blauth et al. 2021 |, Branas et al. 8 Weak 5 Low (9 decrease |;

2018 |, Duaso et al. 2018 |, Kalmet 1 decrease |;

etal. 2019 |, Lin et al. 2021 |, 2 no change -)

Noticewala et al. 2016 |, O'Mara-

Gardner et al. 2020 |, Reguant et

al. 2019 |, Soong et al. 2016 |,

Shigemoto et al. 2019 |, Katrancha

et al. 2017 -, Kusen et al. 2019 -))
Time to surgery 4 4 Weak 1 Medium 4 Extrapolation® | Inconsistent Weak (ClI)
(surgery % within 48 hours) (Branas et al. 2018 1, O’Mara- 3 Low (3 increase T1;

Gardner et al. 2020 1, Reguant et 1 decrease |)

al. 2019 1, Shigemoto et al. 2019 |)
Time to surgery 1 1 Moderate 1 Low 1 Extrapolation N/A Weak (CII)
(difference in day of surgery) | (Kusen et al. 2021 |) (1 decrease |)
Multidisciplinary geriatric trauma pathways / institutes for older people with non-surgical traumatic injuries
ED stay 1 1 Weak 1 Medium 1 Direct N/A Weak (ClII)
(minutes) (Francis et al. 2020 |) (1 decrease |)
Time to geriatric medicine 1 1 Weak 1 Medium 1 Direct N/A Weak (ClII)

(

3 Extrapolation: it is defined by Public Health Agency of Canada (2014) as “inference drawn from studies that researched a different but related key question”
(p. 6). In this rapid review, outcomes that did not directly measure time, such as percentage of patients receiving surgery within 48 hours or GP perceived quality
of care, were considered extrapolations.




(hours)

(self-reported)

(Groenewoud et al. 2021 |)

(1 decrease |)

Time to physical therapy 1 1 Weak 1 Medium 1 Direct N/A Weak (ClII)

(hours) (Francis et al. 2020 -) (1 no change -)

Time to first goals of care 1 1 Weak 1 Medium 1 Direct N/A Weak (ClII)

assessment (Park et al. 2022 |) (1 decrease |)

(hours)

Multidisciplinary assessment in ED

ED stay 2 2 Strong 2 High 2 Direct Consistent Strong (All)

(hours) (Cassarino et al. 2021 |, Leahy et al. (2 decrease |)
2024 |)

Time until geriatric review 1 1 Weak 1 Medium 1 Direct N/A Weak (CII)

(days) (Taylor et al. 2016 |) (1 decrease |)

Community paramedic assessment for older people with urgent needs

Primary care wait time (days) 1 1 Moderate 1 Weak 1 Direct N/A Weak (CII)
(Ulintz et al. 2023 |)

Integrated care pathway in Primary care for older people with mental health conditions

Time to treatment initiation 1 1 Strong 1 Medium 1 Direct N/A Weak (ClII)

(hazard ratio) (Dham et al. 2022 1) (1 increase 1)

Integrated telepsychiatry in Primary care for older people with mental health conditions

Time to appointment (days) 1 1 Weak 1 Low 1 Direct N/A Weak (CII)
(Pourat et al. 2023 |) (1 decrease |)

Multidisciplinary integrated palliative care pathway

GP perceived quality of care 1 1 Moderate 1 Low 1 Extrapolation N/A Weak (CII)

Key: ED — Emergency department; GP — general practitioner; N/A — not applicable; 1| - statistically significant improvement (direction is dependent on the
outcome measure, for example improvement in time to surgery is expected to be reduction); | - improvement, but not statistically significant; | - statistically

significant deterioration
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2.3 Qualitative review of waiting time experiences in the context of integrated
care
This section addresses the qualitative component of this review that aims to explore the
views of healthcare professionals and older people regarding waiting times in the context of
integrated care. The section starts with an overview of the identified qualitative studies,
summarising study designs, country of origin, and the population focus. Then quality of the
studies is presented, followed by the characteristics of the integrated care interventions in
the focus of the qualitative studies. Waiting time categories covered by the studies is
described and finally results of each study and experiences of waiting times in the context of
integrated care interventions is reported.

2.3.1 Overview of the evidence base

From the 30 studies with integrated care interventions across two or more services, four had
qualitative descriptive designs (Aberg & Ehrenberg 2017, Fox et al. 2023, Greene et al.
2023, Luckett et al. 2017). Two studies had a mixed-methods design (including both
qualitative and quantitative data) with one conducting structured interviews (Lee et al. 2015)
and the other clinical observations as the qualitative arm of the research (Chow et al. 2015).
One study was a descriptive survey with open-ended responses (Lee et al. 2017). Out of the
four qualitative descriptive designs, one used focus groups (Aberg & Ehrenberg 2017), and
three used semi-structured interviews (Fox et al. 2023, Greene et al. 2023, Luckett et al.
2017). The participants, whose perspectives were explored, were healthcare professionals
(6 studies) (Aberg & Ehrenberg 2017, Chow et al. 2015, Fox et al. 2023, Lee et al. 2015, Lee
et al. 2017, Luckett et al. 2017) and patients and relatives (1 study) (Greene et al. 2023).
Two qualitative descriptive studies were part of larger projects involving randomised
controlled trials (Luckett et al. 2017) and service evaluations (Greene et al. 2023).

The seven studies were conducted in:
¢ Australia (three studies) (Chow et al. 2015, Greene et al. 2023, Luckett et al. 2017)
e Canada (two studies) (Lee et al. 2015, Lee et al. 2017)
e Sweden (one study) (Aberg & Ehrenberg 2017)
e United Kingdom (one study) (Fox et al. 2023)
The qualitative studies focused on a range of populations including older people with
dementia (two studies) (Lee et al. 2017, Luckett et al. 2017), complex chronic geriatric
diseases (one study) (Lee et al. 2015), urgent but non-emergency care needs (one study)
(Greene et al. 2023), aging associated diseases (one study) (Aberg & Ehrenberg 2017),
aged care needs (one study) (Chow et al. 2015) and hip fractures (one study) (Fox et al.
2023). The detailed characteristics of each included qualitative studies with social care
involvement can be found in section 6.2.

2.3.2 Quality of the qualitative studies

Qualitative evidence was appraised using the JBI checklist for qualitative research
(Lockwood et al. 2015). Most studies (five studies) showed a clear alignment between the
research methodology, the research questions, and the data collection methods ensuring
that these were appropriate for addressing the research aims. Six studies provided
examples from the interview, focus group or survey data to support the researchers’
interpretation. However, there were notable areas where transparency in methodology was
not reported. All seven included studies had unclear congruity between their stated
philosophical perspective and the research methodology. Five studies did not clearly
declare the beliefs and values of the researcher, while none of the seven studies reported
the researchers’ influence on the data collection and analysis process, impacting the
confirmability of the findings.



Overall, the quality of the qualitative evidence was variable. Two studies met seven out of 10
quality criteria on the JBI checklist (Aberg & Ehrenberg 2017, Greene et al. 2023). Three
studies (Fox et al. 2023, Lee et al. 2015, Luckett et al. 2017) were rated six out of 10, and
one study met four criteria out of 10 (Lee et al. 2017). The lowest number of criteria was
three out of 10 (Chow et al. 2015). Detailed results from the critical appraisal can be found in
section 6.3

2.3.3 Characteristics of integrated care interventions

Included studies were initially grouped according to the target population and medical
specialty they focused on, namely older people with dementia, complex chronic geriatric
conditions, urgent but non-emergency care, aging associated diseases and aged care, and
hip fracture. The integrated care interventions comprised of a combination of elements, such
as MDTs, pathways or protocols, care coordination, new unit or co-location, joint patient
review or discharge, integrated patient records, agreed referral criteria, joint assessment,
CGA, and professional role change. These intervention elements are detailed in section
2.1.3. The elements of each integrated care intervention are summarised in Table 4Table 3.
A detailed description of the integrated care interventions is provided below.

Muiltidisciplinary care for older people with dementia and complex chronic geriatric conditions
Two studies focusing on dementia (Lee et al. 2017, Luckett et al. 2017) and one on
complex chronic geriatric conditions (Lee et al. 2015) reported healthcare professionals’
experiences in relation to two unique integrated care interventions. Out of these two unique
interventions, one was a multidisciplinary collaborative memory clinic model and its
expansion to complex chronic geriatric diseases. These multidisciplinary collaborative
memory clinics integrated care across primary, hospital (secondary / tertiary care),
community, and social care by creating predetermined pathways, enabling MDT working,
and coordinating care across different services (Lee et al. 2015, Lee et al. 2017). Accredited
comprehensive training was also provided for healthcare professionals enabling primary
care professionals to enhance their roles (Lee et al. 2015, Lee et al. 2017).

The other integrated care intervention that focused on older people with dementia was
facilitated family case conferencing for nursing home residents with advanced dementia,
organised by Palliative Care Planning Coordinators (PCPCs) (Luckett et al. 2017). Care
planning coordinators were also responsible for developing care plans, and trained staff in
person-centred palliative care (Luckett et al. 2017). The model emphasised a MDT approach
where PCPCs worked alongside other professions from primary and community care
services to improve communication and care planning (Luckett et al. 2017).

Integration of primary and community care for older people with aged care needs

One integrated care intervention focused on co-location of six previously disparate primary
and community care services (Chow et al. 2015). These services were all relocated to the
same premises to create the Triple | (Hub) where multiple referrals to different service
providers could be made through a single pathway (Chow et al. 2015). Intervention
providers included primary care practitioners, case managers and community nurses.
Processes were formalised so that case managers worked collaboratively with primary care
practitioners to integrate care, facilitate assessment and care planning, provide
individualised information and to ensure general practitioner engagement during care
transitions (Chow et al. 2015).

Muiltidisciplinary hospital based geriatric care for older people with aging associated
diseases

One study exploring care for aging associated diseases reported one unique intervention
(Aberg & Ehrenberg 2017). The intervention was provided across hospital and social care by
enabling MDT working in a geriatric clinic located across four wards. The geriatric clinic also
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coordinated care based on joint assessment by the MDT which included the provision of
CGA.

Muiltidisciplinary hip fracture care pathway for older people

One integrated care intervention was a hip fracture care pathway (Fox et al. 2023). The
pathway involved multiple hospital departments (three urban and one rural), a wide range of
professionals and spanned hospital and community care by ensuring prompt communication
via integrated patient records. The pathway started with patient admission to an acute care
hip fracture ward, rapid optimisation of fitness for surgery and time-specific targets for
surgery. Guidelines advocate coordinated orthogeriatric and multi-disciplinary review
enabling successful discharge to community care services (Fox et al. 2023).

Emergency department avoidance service for older people with urgent but non-emergency
care needs

One study focusing older people requiring urgent but non-emergency care reported
patients’ and relatives’ experiences in relation to one unique intervention (Greene et al.
2023). The Complex And RestorativE (CARE) centre, an ED avoidance service, provided
care across hospital and social care by bringing health and social care professionals
together in a MDT at a new unit. The CARE centre emphasised rapid assessment and
treatment without overnight stays (Greene et al. 2023).

2.3.4 Waiting time categories

The included studies reported a variety of findings related to the impact of the integrated
care interventions upon access to healthcare and waiting times. These were categorised into
routine care outpatient diagnostic waiting times (Lee et al. 2017), elective and routine care
treatment waiting times (Chow et al. 2015, Lee et al. 2015), emergency waiting times in
hospital (Greene et al. 2023), inpatient waiting times for surgery or treatment (Aberg &
Ehrenberg 2017, Fox et al. 2023) and other types of waiting times (Luckett et al. 2017).
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Table 4: Elements of integrated care interventions from qualitative studies

Authors

Interventions

Service level
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Mechanism of integration
between services

Multidisciplinary care for older people with dementia and complex chronic geriatric

conditions

Lee et al. 2015

Expansion of a multidisciplinary collaborative
memory clinic model to complex chronic
geriatric conditions

Primary care-Hospital:
Geriatric specialist
physicians are linked with
a primary care clinic to
facilitate access to
consultation support;
Primary care-
Community care:
Primary care coordinating
community care services;
Primary care-social
care: Social worker in
MDT

Lee et al. 2017
Multidisciplinary collaborative memory clinic
model

Primary care-Hospital:
Geriatric specialist
physicians are linked with
a primary care clinic to
facilitate access to
consultation support;
Primary care-
Community care:
Primary care coordinating
community care services;
Primary care-social
care: Social worker in
MDT




Luckett et al. 2017

Social care-Primary
care & community care:
Palliative care planning
coordinator engaging

Multidisciplinary input into case conferences v v v v v v GPs and other community
services in case
conferences set up in
nursing homes

Integration of primary and community care for older people with aged care needs
Primary care-

Chow et al. 2015 Community care: case

Triple | (Hub): integrated intake, information v v v v v v managers working

and intervention service collaboratively with
primary care practitioners

Multidisciplinary hospital based geriatric care for older people with aging associated diseases

Aberg and Ehrenberg. 2017 v v v v v v Hospital-Social care:

Interdisciplinary hospital based geriatric care Social worker in MDT

Multidisciplinary hip fracture care pathway for older people
Hospital-community
care: shared patient

Fox et al. 2023 information system

Multidisciplinary care across multiple hospital v v v v v between hospital and

departments community care for
successful management
of discharge

Emergency department avoidance service for older people with urgent but non-emergency care needs

Greene et al. 2023 Hospital-Social care:

Emergency department avoidance service v v v v v P '

(CARE)

Social worker in MDT

Key: CC - community care, CARE - Complex And RestorativE, CGA — comprehensive geriatric assessment, H - hospital care (secondary / tertiary care), MDT
- multidisciplinary team, PC - primary care, SC - social care, TC - tertiary care
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2.4 Experiences of waiting time in the context of integrated care

The qualitative component of this review aims to explore older people’s experiences of
waiting time in the context of integrated care. In this section, the experiences of healthcare
professionals, older people and their relatives are reported, with findings grouped according
to population, type of intervention, and waiting time category.

2.41 Healthcare professionals’ experiences of multidisciplinary care for older
people with dementia and complex chronic geriatric conditions
In this section the experiences of healthcare professionals of two integrated care
interventions for older people with dementia and complex chronic geriatric conditions are
reported. The integrated care interventions were a multidisciplinary collaborative memory
clinic model and its expansion to complex chronic geriatric diseases (Lee et al. 2015, Lee et
al. 2017) and family case conferencing in nursing homes organised by a PCPC (Luckett et
al. 2017). The waiting time experiences reported by healthcare professionals were
categorised into three groups: routine care outpatient diagnostic waiting times, elective and
routine care treatment waiting times, other types of waiting times. The waiting time
experiences are reported by category.

Routine care outpatient diagnostic waiting times

The study by Lee et al. (2017) reflects upon multidisciplinary collaborative memory clinics in
Canada and their significance in the care of older adults with dementia, with one particular
focus on improving access to care. Two subthemes were identified from open ended
responses to a survey: “timely access to assessment” and “early access to detection and
intervention”.

The findings related to timely access showed several service improvements, specifically in
relation to the collaboration of healthcare professionals within the integrated team, such as
being able to be assessed. Healthcare professionals felt that the integrated team approach
reduced waiting times, allowing patients to be assessed without the need to wait for a
geriatrician and offering much quicker access compared to traditional specialist referrals,
with assessments typically completed within 1-2 months.

“Access without having to wait and see the geriatrician” (Lee et al. 2017, p.60)

“Much improved access to the team over traditional long wait referrals to specialists”
(Lee et al. 2017, p.60)

“Able to have assessment in timely fashion - seen within 1-2 months (as compared to
specialist).” (Lee et al. 2017, p.60)

Early access was also identified in this study, specifically related to the detection of dementia
and early access to health interventions. Healthcare professionals noted that cognitive
deficits were identified earlier and patients were started on cognitive enhancers as soon as
dementia was diagnosed.

“Earlier identification of cognitive deficits through use of our memory clinic” (Lee et
al. 2017, p.60).

“Early pick up of dementia — patients are started on cognitive enhancers as soon as
dementia identified” (Lee et al. 2017, p.60).

The impact of this early detection and the receiving appropriate and prompt treatment was
captured by one healthcare professional. They observed that some patients were assessed
early for reversible causes of cognitive decline and, after implementing recommended
changes, subsequently tested within the normal range.



“Assessed some patients early with reversible causes; once they implemented
recommended changes, tested within the normal range.” (Lee et al. 2017, p.60).

The value of the accredited comprehensive training offered by the model was further
recognised with one participant noting that the clinic promptly addressed memory concerns
by ensuring assessments were carried out by individuals with appropriate training.

"Addressing memory concerns in a timelier manner with an individual who has
training to properly assess.” (Lee et al. 2017, p.60).

Elective and routine care treatment waiting times

The study by Lee et al. (2015) highlighted the potential benefits of the multidisciplinary
collaborative memory clinic model in relation to elective and routine care treatment waiting
times. One healthcare professional suggested that expanding the memory clinic model to
complex chronic geriatric diseases could help reduce waiting times, decrease the demand
for acute care, and improve cost-effectiveness, provided there was adequate remuneration
for physicians and sufficient funding for training and staffing.

“I think that expanding the memory clinic would reduce wait times, reduce acute
care, and be cost effective if there was adequate remuneration for physicians and
funding for appropriate training and staffing." (Lee et al. 2015, p.153).

Other types of waiting times

The study by Luckett et al. (2017) highlighted the benefits of facilitated case conferencing in
improving communication and care planning for nursing home residents with advanced
dementia living in Australia. One of the most commonly perceived benefits was the
enhancement of family—nursing home communication. Case conferences allowed the team
to address care planning earlier in the disease trajectory. This gave family members time to
absorb information, reflect on their loved one's wishes, and engage in discussions between
meetings, thereby increasing their involvement in decision-making.

“Families have been involved in decisions earlier than previously. This has enabled a
softer approach to advance care planning.” - Assistant in nursing (Luckett et al. 2017,
p.1716).

The role of PCPCs was seen as crucial in this process. The dedicated time allocated for
coordinating case conferences enabled a concerted effort to engage physicians and other
medical specialists. Healthcare professionals felt that this involvement allowed symptoms
and medical concerns to be addressed more promptly.

“We’ve got the GPs involved and that’s helped because ... the pain gets addressed
straight away.” - PCPC (Luckett et al. 2017, p.1717).

2.4.2 Healthcare professionals’ experiences of integration of primary and community
care for older people with aged care needs
In this section the experiences of healthcare professionals with one integrated care
intervention for older people with age care needs are reported. The integrated care
intervention was the Triple | (Hub) aiming to co-locate and coordinate primary and
community services (Chow et al. 2015). The waiting time experiences reported by healthcare
professionals were categorised into one group: elective and routine care treatment waiting
times.

Elective and routine care treatment waiting times

One of the key aspects of the Triple | (Hub), located in Australia, was the impact on waiting
times for aged care referrals. The findings revealed substantial reduction in processing time
of referrals.
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“significant reduction in processing time of aged care referrals from three weeks to
less than 24 hours.” (Chow et al. 2015, p.235).

The study did acknowledge that the initial implementation did face some challenges related
to role clarity and task allocation as specific tasks were not assigned to all staff members
and as a result improvements were suggested, such as the development of clear procedure
manuals. Establishing clearer guidelines was identified as a crucial step towards achieving
greater efficiency. By providing staff with well-defined roles and responsibilities the hub
aimed to enhance coordination and reduce any potential confusion or overlap in duties.

“Responsibilities were accepted by staff members, rather than assigned by
management at the start of the process. Clear position descriptions, policy documents
and detailed procedures manuals including role allocations for all staff to refer to were
identified as a necessary step towards greater efficiency in the newly amalgamated
service group.” (Chow et al. 2015, p.235).

Additionally, the absence of purpose-designed intake forms at the implementation stage was
recognised as a barrier to optimal efficiency. This practical step was seen as important for
improving the intake process, ensuring that any relevant information was captured
accurately and efficiently.

“Purpose designed intake forms were not designed for the Triple | (Hub) at the
implementation stage. Efficiency could be increased by taking the practical steps such
as designing a form for referrers to complete, and a screening questionnaire for
patients, which would contain information that could be entered into the system by
administrative, rather than clinical staff who would be available for triaging cases
where clinical need was indicated by the referrer on completion of the questionnaire.”
(Chow et al. 2025, p.235).

2.4.3 Healthcare professionals’ experiences of multidisciplinary hospital based
geriatric care for aging associated diseases

This section covers the experiences of healthcare professionals with one integrated care
intervention for older people with aging associated diseases (Aberg & Ehrenberg 2017). The
integrated care intervention was multidisciplinary hospital based geriatric care that aimed to
provide coordination of hospital and social services based on CGA. The waiting time
experiences reported by healthcare professionals were categorised into one group: inpatient
waiting times for surgery or treatment (Aberg & Ehrenberg 2017).

Inpatient waiting times for surgery or treatment

The findings within the study by Aberg & Ehrenberg (2017) reported findings related to
inpatient waiting times. Healthcare professionals working in the multidisciplinary geriatric
clinic in Sweden recognised the value of early assessment following hospital admission with
aging associated diseases.

“The goal is for the team to meet the patient on the day they are admitted so they can
do at least an initial assessment, and also so they can initiate contact with the
municipality, as well as the other relevant care operators — that this is part of it from
the start.” (Aberg & Ehrenberg 2017, p.116).

Early assessment and contact with patients and relatives prior to hospitalisation was also
reported as crucial:

“The more and the earlier we can inform the patient and inform the relatives, the
calmer things get, the easier it is to work undisturbed and the more effective we can
be...” (Aberg & Ehrenberg 2017, p.116).

This early involvement helped to map out expectations and potential problems:
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“You notice a tremendous difference in how things progress when you take it at the
start, straight away, and you can see what the expectations are and what problems
might exist...” (Aberg & Ehrenberg 2017, p.116).

2.4.4 Healthcare professionals’ experiences of multidisciplinary hip fracture care
pathway for older people
In this section the experiences of healthcare professionals with one integrated care
intervention for older people with hip fracture are presented (Fox et al. 2023). The integrated
care intervention was multidisciplinary hip fracture care pathway that aimed to provide rapid
optimisation of fithess for surgery and time-specific care targets. The waiting time
experiences reported by healthcare professionals were categorised as inpatient waiting
times for surgery or treatment (Fox et al. 2023).

Inpatient waiting times for surgery or treatment

The study by Fox et al. 2023 explored the organisational factors influencing multidisciplinary
hip fracture care pathways across four UK hospitals. Differences between hospitals was
identified, particularly the lack of clear guidelines in relation to admissions and related
procedures, which could cause delays. One healthcare professional reported that the lack of
guidance and designated equipment led to time being wasted in the Accident and
Emergency (A&E) department, often resulting in patients not receiving timely anaesthesia.
This issue was resolved by developing a designated trolly with all necessary equipment for
delivering the fascia iliaca nerve blocks, training a range of staff to deliver them, and
ensuring reliable access to equipment.

“Our fascia iliaca block trolley is good. We were having problems where our
equipment was all over the place and we were taking an awful lot of time to find the
stuff to do the blocks to the extent that people just couldn’t be bothered. We're
incredibly busy in A&E and the amount of time people were finding trying to get the
stuff was an issue. We found that we’d got a trolley that locks and has everything you
would need in it. You bring the trolley to the patient to give the block ... a number of
nurse practitioners have competency packs now” (Lucy, an ED Consultant at
Springhill) (Fox et al. 2023, p.4).

Joint assessments by physiotherapists and occupational therapists, along with maintaining
shared plans for patients’ rehabilitation and discharge were found to be most efficient for
hospital care.

“Now, we tend to do a lot more joint assessments and joint working and actually, |
think it’s better for the patient because it’s all much more coordinated. You're getting
two separate viewpoints but at the same time and then it’s easier to come up with
those discharge options and which route is going to be more suitable, or what to try
next because it's much more coordinated. | think communication is improved a lot,
again, over the past few years to make it work better’ (Chloe, Specialist Occupational
Therapist at Maplegrove) (Fox et al. 2023, p.4)

A barrier to timely care was identified as potential lack of communication and awareness
around practice targets and guidelines. A junior doctor highlighted that they only learnt about
the 48-hour surgical targets for hip fracture by accident.

“PPT:” So, I don’t actually know what the targets are, well | was never told them or |
was never explained them or anything. | only knew this because | saw one of my
colleagues doing an audit, the national hip fracture audit or putting them on the
national database, and | was like, ‘oh what’s that you’re doing’? And then she said,
‘oh yes, we have to operate on them within 48 h if we can, and that’s the national
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target’. So, | don’t think people are aware unless there’s some kind of hearsay or
they figure it out. But | think that is a good thing to know if possible ...

IV: why would it be particularly helpful for you to know about the expected targets?
PPT: “So, obviously we’re only there for four month and you could spend a month
and a half doing it wrong before you do it right and then you’ve only got two and a
half months left trying to do it right. Or for example even as a junior it’s important for
us to understand why it’s, from an education point of view, why it’s important to
operate on a patient within 48 h, are there risks to not operating on them, what are
the complications. Just as an education stand, is it a national target because of
money or is it a national target because of patient care or is it a national target
because of bed flow in the hospitals like, is there a reason behind this? So in that
sense its quite important as well” (Alice, F2 Doctor at Maplegrove) (Fox et al. 2023,

p.5)

The embedded use of the hip fracture pathway documentation and regular performance
monitoring motivated the multi-disciplinary team to constantly reflect on each patients’
progress.

“a lot of the drive comes from the hip fracture pathway. That you’re on a bit more of a
schedule. Whereas if you haven’t got a pathway, everything’s a bit wishy-washy. But
| think the hip fracture pathway does motivate people. Because there is a constant
pressure. Because it’s, ‘okay, it's seven days after their operation, what’s happening?
Why aren’t we progressing’? Because we’re an MDT team, you’re not left alone,
there’s a constant drive from every member or profession of the MDT to progress
that patient ... So | think everyone has a bit of a collective drive, but | think that being
on that ward and on the pathway is a mega drive. Because it’'s constantly evaluated”
(Jane, Occupational Therapist, Springhill) (Fox et al. 2023 p.5)

It was recognised that regular performance monitoring could help to identify delays and

participants suggested that an investigation should be automatically triggered when targets

were not met.
“we are always looking at our figures, we are always downloading the NHFD data to
see, you know, are there any trends ... and then between us we will look at it and go,
‘ooh you know we are getting a few delays here due to DOACs [direct oral
anticoagulants]’, that kind of thing, so then we will just remind the team of the DOAC
guidelines and so we are very proactive instead of reactive [...]” (David,
Orthogeriatric Advanced Nurse Specialist, Springhill) (Fox et al, 2023 p.5)

2.4.5 Patients’ and relatives’ experiences of an emergency department avoidance
service
In this section the experiences of patients and relatives with one integrated care intervention
for older people with urgent but non-emergency care needs (Greene et al. 2023). The
integrated care interventions was CARE centre, an ED avoidance service that emphasised
MDT working, rapid assessment and treatment without overnight stays (Greene et al. 2023).
The waiting time experiences reported were categorised into one group: emergency waiting
times.

Emergency waiting times

The study by Greene et al. (2023) highlighted the impact of the CARE Centre in Australia on
emergency waiting times in hospital for older people with urgent non-emergency care needs.
Patients reported feeling positive about being taken to the CARE Centre and did not express
any reluctance when offered the opportunity compared with traditional EDs. One relative
also expressed feelings of relief at the prospect of their family member being seen quicker.
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“So, when he said you’ll get looked at very quickly at the other place, absolutely
we’ll go there”. (Relative, 2001) (Greene et al. 2023, p. 643)

All participants favoured the CARE Centre over traditional EDs, with many mentioning a fear
of ramping, which was described as prolonged waits in an ambulance due to overcrowding.

“We would have been there two, three, four, five — the paramedic was saying the
day before they were ramping in the ambulance for eight or 9 hours...Then you get
stuck in there and it’s stuck in a corridor and everyone’s walking past, and no one’s
really taking care of you. Then you start to get stressed that you're going to get
locked in there overnight. It’s not a good place, so the CARE centre was just
paradise” (Relative, 2001) (Greene et al. 2023, p.643)

Participants valued that the CARE Centre was a day service only and that issues were
resolved promptly.

“In comparison to when I've had falls and gone to (the usual ED), | know they’re
very busy there and of course I've had to wait and stay the night. Here it was all
resolved in that day” (Patient, 1081) (Greene et al. 2023, p. 643)

2.4.6 Bottom line summary

The identified evidence was conducted in four different countries, three studies were from
Australia, two from Canada, one from Sweden and one from the United Kingdom. The
evidence covered a range of populations, including older people living with dementia (two
studies), complex chronic geriatric diseases (one study), aged care needs (one study), aging
associated disease (one study), hip fracture (one study), and urgent but non-emergency
care needs (one study). Integration between primary care services and other providers was
the most commonly reported (four studies).

The studies explored healthcare professionals’, patients’ and relatives’ experiences of a wide
range of interventions including multidisciplinary collaborative memory clinic models, case
conferencing, multidisciplinary hospital based geriatric care, multidisciplinary hip fracture
pathways, and ED avoidance service. Waiting time experiences could be categorised as
inpatient, routine care, emergency and other waiting times and across all the studies the
participants mainly reported positive experiences in relation to the timeliness of care
provision. Findings related to waiting times are summarised below for each study.

¢ Healthcare professionals in Canada suggested that the multidisciplinary collaborative
memory care clinic may support early assessment and diagnosis of dementia and
complex chronic geriatric conditions.

e Healthcare professionals in Australia suggested that case conferencing could support
earlier dementia care planning, strengthen family involvement, and enable more
timely symptom management through greater physician engagement in nursing
home care.

¢ Healthcare professionals in Australia suggested that the processing time of aged
care referrals substantially reduced following integration of primary and community
care for older people with aged care needs.

e Healthcare professionals in a multidisciplinary geriatric clinic in Sweden suggested
that conducting early assessments may help streamline inpatient care, improve
communication with families, and address potential issues from the outset.

e Healthcare professionals in the UK suggested that clear guidelines, joint assessment
and regular performance monitoring as part of a multidisciplinary hip fracture
pathway can lead to more efficient patient care and reduction of delays, although
communication of certain care targets were identified as barriers.
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e Patients and relatives in Australia suggested that the CARE Centre, an ED
avoidance service for older adults with urgent but non-emergency needs, may help
reduce emergency waiting times.

However, the findings highlight a distinct lack of qualitative evidence on experiences of
waiting times in relation to integrated care. This was particularly evident from the
perspectives of patients and older people living with health conditions.
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2.5 Summary of integrated care interventions within hospital settings

This section summarises the studies that reported interventions providing integration within
hospital settings. These interventions did not report collaboration or coordination with other
service providers, such as primary, community or social care. The section starts with a
summary of study designs, country of origin, integrated care interventions and population
focus. Finally, a summary of waiting time outcomes is reported.

2.51 Overview of studies reporting integrated care interventions within hospital
settings

All of the 31 studies utilised a quantitative study design. The studies were conducted across

10 countries:

e USA (nine studies) (Ackermann et al. 2023, Burton et al. 2020, Cieremans et al.
2023, Godin et al. 2015, Hansen et al. 2020, Jackson et al. 2019, Morris et al. 2020,
Steffensmeier et al. 2022, VanTienderen et al. 2021)

¢ Netherlands (five studies) (de Gans et al. 2023, Folbert et al. 2017, Nijmeijer et al.
2018, Schuijt et al. 2020, van Voorden et al. 2020)

o ltaly (five studies) (Aletto et al. 2020, Bano et al. 2020, Baroni et al. 2019, Quaranta
et al. 2021, Rostagno et al. 2016)

e Australia (four studies) (Goh et al. 2016, Ling et al. 2015, Lynch et al. 2015, Talevski

et al. 2020)

UK (two studies) (Middleton et al. 2017, Mubark et al. 2020)
Germany (two studies) (Hafner et al. 2021, Werner et al. 2020)
Denmark (one study) (Kristensen et al. 2016)

Ireland (one study) (Murphy et al. 2019)

Norway (one study) (Solberg et al. 2023)

Spain (one study) (Pablos-Hernandez et al. 2020)

Twenty-eight studies focused on integrated care interventions for hip fracture and other
orthopaedic trauma patients, all of which examined different models of multidisciplinary
care. One study focused on interprofessional and intraprofessional clinical collaboration in
multimorbid older patients (de Gans et al. 2023). One study reported on the integration of a
medical resident into an aged psychiatry inpatient unit to address physical health issues of
older patients in a more timely manner (Goh et al. 2016). Finally, one study investigated the
effectiveness of multidisciplinary care in the treatment of head and neck squamous cell
carcinoma in older patients (Hansen et al. 2020).

2.5.2 Waiting time outcomes

The included studies reported a range of different waiting time outcomes which can be
categorised into inpatient and emergency settings. Inpatient waiting times were the most
frequently reported (27 studies), and included the following: time to rehabilitation (days)
(Murphy et al. 2019), time to initial assessment (hours) (Goh et al. 2016, Hafner et al. 2021,
Middleton et al. 2017); time from admission to clinical evaluation (days) and percentage of
patients undergoing early clinical evaluation (<24 hours) (Rostagno et al. 2016); time to
medical readiness (hours) (Steffensmeier et al. 2022); time to radiological procedure (De
Gans et al. 2023); time from diagnosis to treatment (surgical resection, chemotherapy or
radiotherapy) and time from surgical resection to chemotherapy/radiotherapy (Hansen et al.
2020); and time to surgery. Time to surgery was reported across 27 studies and was usually
calculated from the time of admission to the hospital (after the decision for surgery is made)
until the start of the surgical procedure (25 studies). In four studies time to surgery was also
defined as the period from the point of arrival at the emergency department (ED) to the
beginning of the procedure (Ackermann et al. 2023, Cieremans et al. 2023, Jackson et al.
2019, van Voorden et al. 2020). Time to surgery was usually measured in hours (17 studies)
or days (4 studies), but in 13 studies percentage of patients undergoing surgery within
specific timeframes (within 12, 24, 36 or 48 hours) was also calculated.
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Emergency waiting times at a hospital were reported in five studies. Emergency
department stay captured the time spent in the ED (Lynch et al. 2015, Middleton et al. 2017,
Nijmeijer et al. 2018, Schuijt et al. 2020), while other measures included time from ED arrival
to cardiology consultation (Ackerman et al, 2023).

2.5.3 Summary of integrated care interventions within hospital settings

The identified evidence was conducted in 10 different countries, with the USA contributing
the highest number of research studies (nine studies). The studies reported care integration
within hospital settings (secondary/tertiary care) by forming MDTs (31 studies). Most (27
studies) reported on inpatient waiting times, such as time to surgery (27 studies). The
evidence consists of quantitative studies with majority focusing on hip fracture and other
orthopaedic trauma (28 studies). While some evidence also focused on emergency waiting
times (five studies), the number of studies were much lower.

3. DISCUSSION

3.1 Summary of the findings

This rapid review incorporated both quantitative and qualitative evidence to evaluate the
impact of integrated care interventions on waiting times and waiting lists for older adults and
people living with frailty. A total of 61 studies exploring different models of integrated care
were included. Of these, 30 studies focused on interventions operating across two or more
services, while the remaining 31 examined integrated care implemented solely within the
hospital (secondary or tertiary care) setting. Due to the breadth of included studies and the
constraints of the rapid review process, the final synthesis focused on the 30 studies
operating across two or more services.

Identified studies were mainly of quantitative research design (n=23), addressing the first
aim of this rapid review focusing on the effectiveness of integrated care in reducing waiting
times. These studies covered diverse integrated care interventions for older people with
various health conditions and reported a range of waiting time outcomes. While most
integrated care interventions included in this review indicates some improvement in waiting
time outcomes, such as time to surgery, ED stay and others, the overall body of evidence is
mostly considered weak, due to low quality research and the lack of robust study designs.
Additionally, with regards to other types of waiting times or lists, such as routine care and
elective waiting times, only a few studies measured these (4 quantitative studies), limiting
any conclusion to be drawn.

The other aim of this rapid review was to explore the views of healthcare professionals and
older people or individuals living with frailty regarding waiting times in the context of
integrated care. Seven qualitative studies were identified, mainly exploring the experiences
of healthcare professionals (6 studies) across a range of integrated care interventions and
medical specialties. While all qualitative research reported that integrated care interventions
helped reduce waiting times and improved timely care provision, the lack of patient
perspective makes the findings less confirmable and transferable to the wider population.

3.2 Comparison with the wider literature

The findings of this rapid review align with the wider literature that also found that
inconsistent evidence existed regarding the effectiveness of integrated care interventions in
reducing waiting times (Van Heghe et al. 2022, Baxter et al. 2018b). Baxter et al. (2018b)
identified a limited number of UK and international literature (nine research studies and two
reviews), and found that while some integrated care interventions reduced waiting times,
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others did not improve or even increased the time patients spent waiting. However, Baxter et
al. (2018b) focused on a wide range of different populations including children and older
adults, a variety of conditions from gynaecological issues to diabetes, and different
interventions which could have led to the inconsistency in the findings. Another review by
Van Hedge et al. (2022) focused on multidisciplinary orthogeriatric care for hip fracture
patients and found that integrated care models did not statistically significantly change time
to surgery, although the findings indicated a small reduction. Additionally, the studies
reported in the review of Van Hedge et al. (2022) had moderate to high risk of bias (medium
to low quality) and were all observational studies, potentially contributing to the inconclusive
results. This is similar to the findings of this rapid review, as the majority of multidisciplinary
orthogeriatric care interventions for older people with hip and other upper and lower
extremity fractures were of moderate or low quality with the results indicating inconsistency.

While most integrated care interventions identified in this rapid review had similar elements
(MDT, pathways / protocols, care coordination, and others), differences in how these
elements were utilised, what medical specialties were involved, and the number of services
integrated (two or more) makes it difficult to draw an overall conclusion regarding their
effectiveness. This issue was also highlighted in Baxter et al. (2018b), who concluded that
future research needs to focus on the link between particular integrated care intervention
elements (MDT, pathways / protocols, care coordination, and others) and change in
outcomes to enable the identification of what works.

This rapid review identified multiple different waiting times, with the majority of research
focusing on inpatient waiting times (16 out of 23 quantitative studies), and smaller subset of
studies reporting emergency (6 studies) and routine care waiting times (4 studies). This
indicates that limited research is focusing on routine and elective waiting times. This is
supported by the wider literature. Baxter et al. (2018b) also identified a limited number of
quantitative studies (7) that focused on emergency (2) or routine care waiting times (2).
Reed et al. (2021) undertook a review of UK integrated care initiatives and found that waiting
times for clinical assessment data was not available as an outcome. These are surprising
findings, considering that increasing waiting times, particularly for emergency and elective
care is a growing issue in the UK and worldwide (Welsh Government 2024b, Welsh
Government 2024c, Welsh Parliament 2022, OECD 2020). However, evidence suggests that
measuring the effectiveness of integrated care interventions is notoriously difficult, which
could also explain the lack of evidence focusing on routine and elective care waiting times.
Keeble (2019) identified areas that make outcome measurement difficult in integrated care,
including lack of data availability across organisations, changes in service data collection
over time, and finding a true control group. Kelly et al. (2020) found multiple challenges in
measuring integrated care, which included a lack of robust measurement tools, and the
infrequent use of common outcome measures. This aligns with the findings of this rapid
review, as while waiting time outcomes could be categorised as inpatient, emergency, and
routine care, almost all of them covered different time periods related to specific assessment
and procedures, such as time to geriatric assessment, or time to physical therapy.
Additionally, some waiting times were captured as the proportion of patients seen during a
certain period (48 hours) or relied on healthcare professionals self-report (Groenewoud et al.
2021), instead of time being measured. This highlights the need for common waiting time
measurement across studies.

3.3 Strengths and limitations of the available evidence
All of the evidence came from academic papers with no grey literature reports included or
appraised. The majority of grey literature reports retrieved lacked detailed methodologies,

raising concerns about the certainty and reliability of any conclusions drawn. Among those
that did include methods, most focused on integrated care in general rather than evaluating
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specific interventions or did not report waiting times as an outcome. This highlights a
significant gap in the grey literature, both in terms of relevance to the question and the
quality required to draw meaningful conclusions. Some examples of good practice case
studies were identified, although these lacked sufficient methodological detail for critical
evaluation within the rapid review (Bevan Commission 2025).

The available quantitative studies cover a range of health conditions, although most focused
on hip fractures. The studies reported various outcomes related to waiting times, but many
considered waiting times as a secondary outcome rather than the primary focus. Most of the
waiting time data originated from inpatient settings, with a few studies reporting from
emergency settings or routine care. Notably, a limited number of studies were identified that
demonstrated the impact of integrated services on routine and elective waiting times, which
aligns with wider evidence suggesting that waiting time is not a commonly measured
outcome (Reed et al. 2021). However, it must be noted that evidence investigating the
effectiveness of integrated care interventions on other outcomes, such as patient
satisfaction, quality of care, hospital admission, length of stay, does exist (Baxter et al.
2018b, Damery et al. 2016), but was not covered by this review.

The majority of quantitative studies were of a weak design, limiting the robustness of the
included evidence. Two randomised controlled trials were evaluated as strong, providing
more reliable insights. The disparity in study quality highlights a limitation in the available
evidence, affecting the overall strength and reliability of the review’s conclusions. More
rigorous research is needed to provide clearer and more definitive evidence of the effect of
integrated care on waiting times across all contexts covered by this review.

There was also a lack of qualitative research focusing on people’s experiences of waiting
times in relation to integrated care, although qualitative evidence exploring integrated care
more broadly does exist (Lawless et al. 2020, Smith et al. 2021). Most qualitative studies
conducted interviews with healthcare professionals with only one study focusing on patient
experiences.

3.4 Strengths and limitations of this Rapid Review

The strength of this rapid review is that comprehensive systematic search methods were
employed, which included searching five bibliographic databases, a complementary search
of two clinical trial registers and grey literature sources. Identified systematic reviews and
scoping reviews were also checked for additional studies that met the inclusion criteria. This
enabled the identification of all relevant studies. All studies were screened for relevance, and
full-text screening was performed by two reviewers to ensure accuracy. Selected studies
were critically appraised and included regardless of their methodological quality to provide a
full account of the state of the literature on the topic. However, methodological limitations
were considered when reporting the results. A unified critical appraisal tool was used for all
quantitative studies, which allowed the comparison of methodological quality across the
different studies while accounting for study design during the appraisal process.

This work also has a number of limitations arising from the time constraints associated with a
rapid review. Firstly, it was not possible to provide an in-depth analysis of all included studies
within the available timeframe. Therefore, only a subset of studies (n=30) that focused on
integrated care across two or more services underwent critical appraisal and data extraction.
The remaining studies (n=31) were described but not evaluated in detail, meaning that
critical analysis of integrated care interventions within hospital settings could change the
overall assessment of the evidence, particularly regarding time to surgery in hip fracture.
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Secondly, the bibliographic database searches were restricted by adding search terms
specific to waiting time/list outcomes. Due to the large volume of existing evidence on
integrated care that is not specific to waiting times (Baxter et al. 2018b, Damery et al. 2016),
it was not possible to search for integrated care interventions more broadly (without these
restrictions). A broad search would have retrieved too many hits and it would not have been
possible to scan all of them within the time available. Adding waiting time/list terms to the
searches helped make the rapid review manageable. However, this could also mean that
studies that reported waiting time outcomes, but not explicitly mentioned this in the title or
the abstract, may have been missed. However, a wide range of terms related to waiting
timel/lists were included in the searches to ensure that relevant studies were identified.
Additionally, complimentary searches of clinical trial registers, Google, and checking the list
of studies included in existing systematic and scoping reviews enabled the identification of
reports not found via bibliographic databases. Another potential limitation is that due to the
large volume of studies identified and the time constraints associated with a rapid review,
citation searching was not performed.

3.5 Implications for policy and practice

e There is some evidence that multidisciplinary working, development of care pathways
and protocols, and care coordination may improve inpatient waiting times to surgery,
and emergency waiting times in an ED. Thus, initiatives supporting the development
and implementation of these integrated care interventions is crucial.

¢ While the majority of the evidence on the effectiveness of integrated care in reducing
waiting times was rated weak, this should not be interpreted as a lack of effect.
Instead, this highlights an important gap in the literature and the need for more high
quality research specifically on integrated care and its impact on waiting times before
any firm conclusions can be made. However, it is also noted that the evidence
suggests improvements in waiting times alongside better patient experience, and
there was no evidence indicating that integrated care could make waiting times
worse.

3.6 Implications for future research

e There is a need for high quality studies investigating the effect of integrated care on
waiting times, particularly on routine care and elective waiting times.

e Majority of the available research studies seem to focus on multidisciplinary team
working and the development of pathways and protocols as a form of integrated care
and its impact on waiting times. However, there seems to be less focus on
organisational integration, such as coordination of governance systems across
providers, development of contractual arrangements across different services or joint
commissioning (Reed et al. 2021). More research with rigorous study designs is
necessary in this topic to evaluate the effectiveness of organisational integration on
waiting times.

e There is a need for high quality qualitative research that explores people’s
experiences with waiting times in relation to integrated care, particularly from older
and frail people’s perspectives.
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3.7 Economic considerations*

e The relationship between inpatient waiting times and total hospital costs has been
estimated to exhibit an initial linear component that is negative, while the (overall)
quadratic is positive (U shaped) (Siciliani et al. 2009). Suggesting that increasing
waiting times up to a certain level decreases total hospital costs, but past this level,
the effect is reversed and total hospital costs increase with length of inpatient
waiting time. This point of inflection also suggests there is an optimal period of wait
that minimises total costs (Siciliani et al. 2009). Inpatient waiting times of less than
10 days (categorised as the days between the decision of being admitted to the
waiting list and the actual admission for treatment, across all hospital treatment
functions) minimise total hospital costs (Siciliani et al. 2009). Initiatives reducing
time spent waiting to near or below this minimal expenditure length may bring
positive economic benefit to the NHS through reduced hospital costs.

e Reductions in total elective waiting lists/times in the UK may generate significant
economic benefits. An estimated £73 billion in total benefits may be generated
between 2023 and 2027 if the NHS meets its elective waiting list reduction targets
(Williamson & Patel 2023). These benefits are mostly made up of contributions to
the informal economy (including familial childcare and caring for sick or elderly
relatives). Reducing the waiting lists to target may save £14 billion in expenditure
by government and households through lower spending on health and social care,
and informal care services (Williamson & Patel 2023).

*This section has been completed by the Centre for Health Economics & Medicines Evaluation
(CHEME), Bangor University
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5. RAPID REVIEW METHODS

5.1

Eligibility criteria

The PICO (Population, Intervention, Comparison, Outcome) and PICo (Population,
Phenomena of Interest, Context) frameworks were applied to inform the eligibility criteria
used to select studies for inclusion in the review.

Table 5: Eligibility criteria for review question 1
What is the effectiveness of integrated care in reducing waiting times/lists for older people or
individuals living with frailty?

Inclusion criteria

Exclusion criteria

Population Frail', Children and young people
Older people (Adults over 65 years) Adults under age 65 who are not frail
Intervention Integrated care?
Comparison Any
Outcome Waiting time/lists®
Study design Randomised controlled trials Evidence synthesis (systematic,

Quasi-experimental studies

Observational studies (both controlled and
single group)

Mixed methods studies

umbrella, scoping reviews)
Narrative reviews
Expert opinion

Geographical

OECD* (peer-reviewed publications)

Low and middle income countries

location UK (grey literature)

Language of | English Non-English

publication

Publication 2015 - Current Primary research studies published
date prior to 2015

Publication Peer-reviewed publications, grey literature

type

Table 6: Eligibility criteria for review question 2
What are the experiences of older people or individuals living with frailty regarding waiting
times in the context of integrated care?

Inclusion criteria

Exclusion criteria

Population

Frail',
Older people (Adults over 65 years),
Healthcare professionals

Children and young people
Adults under age 65 who are not frail

Phenomena of
Interest

Waiting timesl/lists®

Context

Integrated care?

Study design

Qualitative studies
Mixed methods studies

Evidence synthesis (systematic,
umbrella, scoping reviews)
Narrative reviews

Expert opinion

Geographical

OECD* (peer-reviewed publications)

Low and middle income countries

type

location UK (grey literature)

Language of | English Non-English

publication

Publication 2015 - Current Primary research studies published
date prior to 2015

Publication Peer-reviewed publications, grey literature




Definitions:

1. Frailty: “Frailty is a long-term condition. It describes a state of health whereby body
systems gradually lose their biological, physical, and mental resilience. [...] In simple
terms, frailty affects the person’s ability to cope with even minor iliness, infection, or
stressful life events such as a change in living circumstances, or bereavement
(particularly of a spouse or partner).” (Welsh Government 2024a)

2. Integrated care: Integrated care can be defined as the joining up of different health
and/or social services to deliver care that meets individuals’ needs in an efficient way
(Scobie 2021). Various terms can be used to refer to integrated care and these could
include: coordinated care, collaborative care, multidisciplinary care, etc. Moreover,
multiple interventions could be considered as integrated care, which could include
integrated pathways/protocols, staff colocation, multidisciplinary teams, and new
units among others (Baxter et al. 2018a, Baxter et al. 2018b).

3. Waiting time outcomes were conceptualised as any period where patients were
waiting for an appointment, diagnosis or treatment, whether this was in the
emergency department (ED), inpatient or outpatient (routine) setting. Waiting lists
could include number of people on a waiting list or the number of people waiting
more than a defined period. Based on a preliminary literature search, a waiting time
framework was developed that provides further description of waiting times. Waiting
time categories identified were: Routine care/outpatient initial consultation waiting
times; Inpatient waiting times for surgery or other treatment; Routine care/outpatient
diagnostic waiting times; Elective and routine care treatment waiting times;
Emergency waiting times at a hospital; Time to follow-up; Social care waiting times;
Other Waiting Times

4. OECD: Organization for Economic Co-operation and Development
https://www.oecd.org/en/about/members-partners.html

5.2 Literature search

A comprehensive search of bibliographic databases was conducted for English language
publications from 2015 to January 2025. The Well-being of Future Generations Act (2015),
which provides a policy directive for public bodies to work on integrated approaches in
Wales, was published in 2015. Therefore, this time limit was used for this rapid review.
Searches were limited to the OECD countries, as healthcare systems in these geographical
locations may be more comparable to the UK context.

The following bibliographic databases were searched:
¢ On the OVID platform: Medline, Embase
e On the EBSCO platform: CINAHL
e Cochrane CENTRAL
e Scopus

An initial search of Medline, Embase, CINAHL, and Cochrane Library was undertaken (using
the following concepts: Integrated care/pathway/system or Coordinated care or Collaborative
care or co-management or partnership/joint working AND waiting times or waiting lists)
followed by analysis of the text words contained in the title and abstract, and of the index
terms used to describe the articles. This informed the development of the main search
strategy which was tailored for each information source (see Appendix 1). Forward and
backward citation tracking was completed using Citationchaser and relevant studies were be
added to the review.

The websites of key UK third sector and government organisations, Google Advanced, and
the Overton database were also searched for grey literature reports (see Appendix 2).
Additionally, clinical trial registers (Clinicaltrials.gov, and WHO International Clinical Trials
Registry Platform (ICTRP)) were searched for completed trials, the findings of which may not
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have been published in peer-reviewed journals. Additionally, systematic and scoping review
evidence identified via the bibliographic and grey literature searches was checked for
relevant primary studies that were not found via other methods.

Forward and backward citation searching was completed using Citationchaser. Records
identified via citation searching were screened to make sure that no relevant studies were
missed. As the identified evidence was very similar (hip fracture and its management via
MDT) to what was included via other methods, the decision was made not to include these in
the final report to ensure that the rapid review was manageable within the timeframes.

5.3 Study selection process

All citations retrieved from the database searches were imported or entered manually into
EndNote™ (Thomson Reuters, CA, USA) and duplicates removed. Following deduplication,
the citations that remained were exported as a Txt file and then imported to Rayyan™. Two
reviewers dual screened at least 20% of citations using the information provided in the title
and abstract using Rayyan™. Any conflicts in the title and abstract screening were resolved
by a third reviewer. The rest of the citations were screened by a single reviewer. For
citations that appeared to meet the inclusion criteria, or in cases in which a definite decision
could be made based on the title and/or abstract alone, the full texts of all citations were
retrieved. The full texts were screened for inclusion by two reviewers and any disagreements
were resolved by a third reviewer. The flow of citations through each stage of the review
process is displayed in a PRISMA flowchart (Page et al. 2021).

5.4 Data extraction

For quantitative primary research studies, all relevant data were extracted directly into tables
by one reviewer and checked by another. Microsoft Excel™ was used for initial data
extraction and mapping, while detailed data extraction was performed in Microsoft Word™.
The data extracted included specific details about the included primary research studies
(research design, methods), the populations, the interventions (type, length, setting and
country), and waiting time outcomes as described within the primary research.

For qualitative primary research studies, relevant data on research design, methods,
populations, and interventions (type, setting and country) and the type of waiting time (e.g.:
diagnostic waiting times, time to treatment, etc.) were extracted. All qualitative findings (data
extracts (quotes), interpretations) were extracted independently by one reviewer and
checked by another and the software package NVIVO™ was be used to facilitate this
process.

5.5 Study design classification

The study designs were classified based on the definitions and algorithm developed by the
Public Health Agency of Canada (2014). Studies were classified based how participants
were chosen (natural or deliberate intervention/exposure), how many groups were assessed,
at what time points participants were assessed, and whether allocation to groups were
random. Based on these criteria, studies could be classified as case-control, cohort study,
RCT, non-randomised controlled trial, controlled before and after study, interrupted time
series, or uncontrolled before and after study. Classification is necessary as some study
designs have inherent flaws due to methods used or participant selection, among others.
The guidance by Public Health Agency of Canada (2014) rates the strength of these different
study designs, which can help grading the overall body of evidence.

Different study designs can be rated as follows:

e Strong: RCTs, non-randomised controlled trials, controlled before and after (more
than two groups)
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¢ Moderate: controlled before and after studies (only two groups), cohort studies, case
control studies, interrupted time series (three or more pre and post assessment)

e Weak: Uncontrolled before and after studies, interrupted time series (less than three
pre or post assessment)

5.6 Quality appraisal

The Analytic Study Critical Appraisal Tool (CAT) is a unified tool that can assess the
methodological quality of RCT, non-randomised controlled trials, controlled before and after
studies, lab-based studies, cohort studies, case-control studies, interrupted time series
studies and uncontrolled before and after studies (Moralejo et al. 2017, Public Health
Agency of Canada 2014). It was anticipated that a wide variety of quantitative study designs
would be included in this rapid review, thus the decision was made to use the CAT tool. The
CAT has 14 items each of which can be rated as strong, moderate or weak.

An overall quality decision can be made based on responses to items 2 to 12, which could
be high, medium or low. The overall quality of quantitative studies in this rapid review was
determined based on criteria by Public Health Agency of Canada (2014). Some
modifications were made to ensure relevancy to the studies included. Criteria with
modifications can be seen below.

¢ Rate the quality as HIGH if: “most [at least 7] or all appraisal items were rated as
strong, and none were rated as weak. In addition, there are no major threats to
internal validity of the study or the ability to draw the conclusion that there is a clear
association between the exposure and the outcome of interest.” (Public Health
Agency of Canada 2014, p. 43).

¢ Rate the quality as MEDIUM if: “appraisal items 4 and/or 11 are rated as at least
moderate, and the other appraisal items rated as weak or moderate are not sufficient
to compromise the internal validity of the study. Also, these other items do not
interfere with the ability to draw the conclusion that there is a probable association
between the exposure and the outcome of interest.” (Public Health Agency of
Canada 2014, p. 43).

¢ Rate the quality as LOW if: “appraisal items 4 and/or 11 are rated as weak, or if
other items rated as weak are sufficient to interfere with the ability to rule out other
explanations for the findings and draw a conclusion about the association of the
exposure and the outcome of interest.” (Public Health Agency of Canada 2014, p.
43). Additionally, studies were rated low if they contained more weak items than
moderate. If items 8 (comparability of control group and intervention group) and item
9 (adequacy of control of major confounders) were rated weak, the overall study
quality should be low.

To assess the methodological quality of qualitative primary research studies, the 10-item JBI
checklist for qualitative research was used (Lockwood et al. 2015). When a study met a
criterion (question answered as “Yes”) a score of one was given. When the answer to an
item was regarded as “unclear” or “no”, it was given a score of zero. If a question was
regarded as “not applicable” this point was taken off the total score. Overall scores were
presented by adding up points for each applicable question. In addition to overall
judgements and scores, a textual description of methodological quality was also be provided
for both quantitative and qualitative primary research studies.

5.7 Synthesis

Informed by the JBI mixed methods guidance, this rapid review adopted a segregated mixed
methods approach, given that both quantitative and qualitative data were considered for
inclusion. This approach entailed performing separate syntheses of quantitative and
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qualitative findings to ensure that each type of data is appropriately analysed while
contributing to a comprehensive understanding of the research question (Lizarondo et al.
2020).

Quantitative and qualitative data was reported narratively and organised into separate
thematic summaries (Thomas et al. 2017). Thematic summaries were based on the coding
of population, interventions, and waiting time outcomes. The framework developed by Baxter
et al. (2018b) was the basis of coding interventions. Waiting time descriptions were
categorised based on the framework developed for the preliminary literature review*, which
contained the following categories:

Routine care/outpatient initial consultation waiting times

Inpatient waiting times for surgery or other treatment

Routine care/outpatient diagnostic waiting times

Elective and routine care treatment waiting times

Emergency waiting times at a hospital

Time to follow-up

Social care waiting times

Other Waiting Times

N OTRWN =

Additionally, intervals described in the published works of Weller et al. (2012) and Neal et al.
(2015) were also considered for categorisation.

5.8 Assessment of body of evidence

To assess the overall body of evidence a set of five items suggested by Moralejo et al.
(2017) were considered. The items included: the strength of study design; the CAT quality
decisions; the number of studies evaluating the same population; directedness of the
evidence; and consistency of results. Based on these items, the overall body of evidence
can be described as strong, moderate, or weak (Moralejo et al. 2017). Grading criteria is
depicted below.

4 The preliminary literature review is available on request.
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Table 7: Grading criteria for the overall assessment of the body of evidence

Grade of Evidence

Strength

Grades

Criteria

Strong

Direct evidence from meta-analysis or multiple strong design studies of high
quality, with consistency of results

All

Direct evidence from muiltiple strong design studies of medium quality with
consistency of results

OR
At least one strong design study with support from multiple moderate design
studies of high quality, with consistency of results

OR
At least one strong design study of medium quality with support from
extrapolation from multiple strong-design studies of high quality, with
consistency of results

Moderate

Bl

Direct evidence from multiple moderate design studies of high quality with
consistency of results

OR
Extrapolation from multiple strong design studies of high quality, with
consistency of results

Direct evidence from any combination of strong or moderate design studies

of high/medium quality, with a clear trend but some inconsistency of results
OR

Extrapolation from multiple strong design studies of medium quality or

moderate design studies of high/medium quality, with consistency of results
OR

One strong design study with support from multiple weak design studies

of high/medium quality with consistency of results

Weak

Cl

Direct evidence from multiple weak design studies of high/medium quality,
with consistency of results
OR
Extrapolation from any combination of strong/moderate design studies
of high/medium quality, with inconsistency of results

Cl

Studies of low quality regardless of study design
OR

Contradictory results regardless of study design
OR

Case senes/case reports
OR

Expert opinion

(Public Health Agency of Canada 2014, p. 26)
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6. EVIDENCE

6.1

Identification

Search results and study selection
Figure 1: PRISMA 2020 flow diagram

-

\
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Medline (Ovid) (n = 2,538)
EMBASE (Ovid) (n = 2,378)
CINAHL (EBSCO) (n = 1,823)
Cochrane (CENTRAL) (n=1,330)
Scopus (n = 4,016)
Registers (n = 382)

WHO ICTRP (n = 152)
ClinicalTrials.gov (n = 230)

A 4

Screening

Records screened
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\4

Reports assessed for eligibility
(n=129)

A 4

Studies with integration across
two or more services

(n=230)

Studies with integration within
hospital care

(n=31)

Identification of studies via other methods ]

Records removed before
screening:
Duplicate records removed
(n=5635)

Records identified from:
Google (n = 5)
Overton (n = 3)
Organisations (n = 17)
Unpicking (n = 10)

Records excluded**
(n =6,703)

\4

Reports not retrieved
(n=0)

Reports sought for retrieval
(n=235)

Reports excluded: (n = 75)

(63 Databases / 12 Registers)
Not OECD (n = 5)
Conference Abstract (n = 16)
Not English (n =1)
Wrong Population (n = 3)
Wrong Design (n = 7)
Wrong Study Design (n = 5)
Wrong Outcome (n = 25)
Wrong Intervention (n = 4)
Duplicate (n = 2)
No report identified (n = 5)
Still collecting data (n = 2)

Reports not retrieved
(n=0)

Reports assessed for eligibility
(n=235)

A

Reports excluded (n = 28)
No explicit methods (n = 10)
Wrong Design (n = 1)
Wrong Study Design (n =1)
Wrong Outcome (n = 9)
Wrong Intervention (n = 4)
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6.2 Data extraction

Table 8: Summary of quantitative studies investi

ating integrated care operating across two or more services

Citation
Country
Aim

Study details

Intervention

Setting

Participant details

Key findings

Details of critical
appraisal

Multidisciplinary orthogeriatric care for hip and other upper or lower extremity fractures

Blauth et al. 2021
(Austria, Spain, USA,
Netherlands, Thailand,
Singapore)

Study design
Prospective cohort study

(Multicentre)

Data collection methods
Electronic data capture system
(REDCap, Vanderbilt University,
V.6.5.2) (Data entered by site
staff)

Aim

To determine the effect
of treatment in geriatric
fracture centres in
patients with hip
fractures compared
with usual care centres

Dates of data collection
June 2015 — January 2017

Outcome of interest
Time to hospital admission
Time to surgery

Outcome measure

Days from injury to hospital
admission

Hours from admission to surgery

Type of intervention
Treatment in geriatric fracture centres:
predefined treatment path, fast track in
ED and facilitated daily communication
between specialists

Intervention providers

Geriatrician (pre-op & post-op),
Physiotherapy (daily), Social worker,
involved specialists

Comparison or control
Usual care centres

Comparison/control care providers
Not reported

Setting
Secondary/Tertiary care — social care

Sample size
1G: n=142
CG:n=139

Condition
Hip Fracture

Participant details IG

Ethnicity: White (64.1%), Black (1.4%),
Asian (34.5%)

Gender: Female (70.4%)

Age: Mean years (SD) 81.9 (6.6)

Participant details CG

Ethnicity: White (60.4%), Black (0.7%),
Asian (37.4%), other (1.4%)

Gender: Female (77.0%)

Age: Mean years (SD) 83.9 (6.9)

Primary findings

Time from injury to hospital
admission: Mean days (SD)
IG: 1.0 (4.1)

CG: 1.2 (5.5)

Median days

IG: 0.0

CG: 0.0

Min; Max days
IG: 0.0; 42.0
CG:-2.0;51.0

p=0.270

Time from hospital
admission to surgery: Mean
hours (SD)

IG: 33.9 (26.0)

CG:72.0 (77.8)

Median hours
IG: 28.0
CG:43.0

Min; Max hours
IG: 2.0; 155.0
CG: 3.0; 513.0
p<0.001

Quality rating

Report number RRO038_Integrated Care Rapid Review. June 2025

69




Medium

Branas et al. 2018
(Spain)

Aim

To assess the
effectiveness of the
Process Management
System applied to hip
fracture versus the
orthogeriatric co-
management model in
the acute phase in the
same hospital

Study design
Uncontrolled before and after

(single centre with retrospective
comparison)

Data collection methods
Not reported

Dates of data collection

Pre (Orthogeriatric co-
management models): 1 January
2009 — 31 December 2012

Post (Process Management
System): 1 January 2013 — 31
December 2016)

Outcome of interest

Time to admission to the ward
from ED

Preoperative stay (time to

surgery)

Outcome measure

Time to admission to the ward
from ED (hours)

Preoperative stay (hours)
Surgery in the first 48 hours (%)
Operating Room availability (%)

Type of intervention

Process Management System:

Can be defined as a homogeneous
application procedure involving
eliminating steps that add no value and
developing explicit supervision criteria,
in addition to identifying the
appropriate managers

Work dynamics:

-Daily ward round (geriatrician,
orthopaedic surgeon, acute ward
nurses)

-Shared discharge report (geriatrician
and orthopaedic surgeon)
-Multidisciplinary meeting twice a week
(most providers including social
worker)

-Quarterly whole team meeting (all
providers)

-Specified process (who, how, when
and where)

Intervention providers

Orthopaedic surgeon, geriatrician,
anaesthesiologists, rehabilitation
doctor, physiotherapist, social worker,
acute ward nurses, Theatre Nurse,
functional recovery unit doctor,
functional recovery unit nurse

Comparison or control

Orthogeriatric co-management model
Work dynamics:

-Daily ward round (geriatrician,
orthopaedic surgeon, acute ward
nurses)

-Shared discharge report (geriatrician
and orthopaedic surgeon)
-Geriatrician acts to connect staff
working independently

Sample size
Pre: n=578
Post: n=643

Condition
Hip Fracture

Participant details Pre

Ethnicity: not reported

Gender: Female (77.5%)

Age: Mean years (SD) 83.2 (6.3)

Participant details Post
Ethnicity: not reported

Gender: Female (76.3%)

Age: Mean years (SD) 84.6 (6.4)

Primary findings

Time to admission to the
ward from ED: Mean hours
(SD)

Pre: 15.9 (17.6)

Post: 11.8 (11.2)

p=0.0001

Preoperative stay (Time to
surgery): Mean hours (SD)
Pre: 88.1 (64)

Post: 66.4 (53.9)

p=0.0001

Surgery in the first 48h (%)
Pre: 33.7

Post: 50.8

p=0.0001

Operating Room Availability
(%)

Pre: 64.1

Post: 59.1

p=0.0001

Quality rating
Low
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Comparison/control care providers
Orthopaedic surgeon, geriatrician,
rehabilitation doctor, acute ward
nurses

Setting
Secondary/Tertiary care — social care

Public university hospital that covers all
emergencies in urban and suburban
areas

Duaso et al 2018
(Spain)

Aim

To compare a new
orthogeriatric model
with the old trauma
model and evaluate
improvements in
clinical management

Study design
Uncontrolled before and after

(single centre with retrospective
comparison)

Data collection methods
Hospital health information system
Patient medical records

Dates of data collection
Pre: 1 June 2007 to 31 May 2010
Post: 1 June 2010 to 31 May 2013

Outcome of interest
Preoperative waiting period (time
to surgery)

Outcome measure
Days from admission to surgery

Type of intervention
Collaborationist orthogeriatric unit
following a standardized multi-protocol

Intervention providers
Orthopaedic surgeons, Geriatricians,
Social worker, Primary care team

Comparison or control

Trauma model - the traditional model,
where the elderly patient is admitted to
a trauma ward with a fracture and
subsequent care is given by the
trauma physician and the nursing staff

Comparison/control care providers
Trauma physician
Nursing staff

Setting
Primary — Secondary / Tertiary — Social

One hospital which is the reference
centre for a population of 118 467
residents

Sample size
Pre: n=421

Post: n=371

Condition
Hip fracture

Participant details Pre

Ethnicity: Not reported

Gender: Female (71.7%)

Age: Mean years (SD) 84.33 (5.89)

Participant details Post

Ethnicity: Not reported

Gender: Female (80.0%)

Age: Mean years (SD) 85.60 (6.38)

Primary findings

Days from admission to
surgery: Mean (SD)
Pre: 2.70 (1.79)

Post: 1.86 (1.19)
p<0.001

Quality rating
Medium

Kalmet et al. 2019
(Netherlands)

Aim

Study design
Uncontrolled before and after

(single centre with retrospective
comparison)

Type of intervention

Multidisciplinary Clinical Pathway:
-Address the management of care that
patients need from arrival in the

Sample size
Pre: n=216
Post: n=182

Primary findings

Time to surgery:
Mean hours (SD)
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To compare patient-
reported outcome in
elderly patients with a
surgically treated hip
fracture following
usual care versus
elderly patients with a
surgically treated hip
fracture following
multidisciplinary clinical
pathway

Data collection methods
Medical records

Dates of data collection

Pre (Usual care): 2012

Post (Multidisciplinary Clinical
Pathway): 2015

Outcome of interest
Time to surgery

Outcome measure

Time to operating theatre (hours)
Percentage of patients who had to
wait more than 24 hours

emergency department until they are
discharged

-All disciplines actively involved in the
decision-making process regarding the
care that patients need

-Aim is to perform surgical treatment
within 24 hours upon admission and
discharge within 4 days

-Agreement with rehabilitation facilities
to transfer patient to patient-centred
destination as soon as possible, such
as rehabilitation centre and nursing
home with rehabilitation facilities
-Postoperative protocol includes early
mobilisation and full weight bearing

Intervention providers
Orthopaedic trauma surgeon,
geriatrician, anaesthesiologist,
physiotherapist

Additional medical specialties
remain available for consultation
depending on the comorbidities
of the patient

Comparison or control

Standard traditional treatment by an
orthopaedic trauma surgeon at the
trauma unit with a follow-up at the out-
patient clinic. Physiotherapy is
prescribed when the patient is
discharged home. Postoperative
protocol includes early mobilisation
and full weight bearing.

Comparison/control care providers
Orthopaedic trauma surgeon
Physiotherapist (as required)

Setting
Secondary care — community care —
social care

Condition
Hip fracture

Participant details Pre

Ethnicity: Not reported

Gender: Female (70.8%)

Age: Mean years (SD) 82.2 (7.5)

Participant details Post
Ethnicity: Not reported

Gender: Female (70.9%)

Age: Mean years (SD) 83.4 (7.4)

Pre: 25.3 (13.9)
Post: 18.2 (9.3)
p<0.01

Surgery in more than 24
hours (%)

Pre: 44.9

Post: 17.6

p<0.01

Quality rating
Medium
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Katrancha et al. 2017
(USA)

Aim

To retrospectively
evaluate the impact of
the Geriatric Trauma
Institute on patient
outcomes for those with
fragility hip fractures

Study design
Uncontrolled before and after

(single centre with data collected
retrospectively at both time points)

Data collection methods

Hospital databases (operating
room database, trauma database,
and patient information system)
Charts manually checked

Dates of data collection
Pre: April 2011 — April 2013
Post: May 2013 — May 2015

Outcome of interest
Time from ED arrival to operating
room start time

Outcome measure
Time to operating room from ED

(days)

Time to operating room from ED
(hours)

Type of intervention

Virtual Geriatric Trauma Institute
(nurse-led):

-Multidisciplinary team

-Efficient triage

-Expedited operative management
-Smooth transition to discharge
disposition

[Virtual = no designated physical space
for patients — they continued to be
admitted to all appropriate units]

Intervention providers

Nurses (ED, operating room & case
management), general nurses, nurse
practitioners, trauma surgeons,
surgical residents, primary care
physicians, case managers, respiratory
therapists, orthopaedic staff, neuro-
surgery staff, dieticians, occupational
and physical therapists, palliative care
experts, and staff from social services

Comparison or control

Care prior to the implementation of the
Geriatric Trauma Institute (admission
to a primary care physician or
orthopaedic surgeon service)

Comparison/control care providers
Primary care physician or orthopaedic
surgeon (staff composition not
reported)

Setting
Primary care - Secondary/Tertiary care

— community care & social care

600-bed, rural, Level 1 trauma centre

Sample size
Pre: n= 326
Post: n= 245

Condition
Hip fracture

Participant details Pre

Ethnicity: Not reported

Gender: Female (77.0%)

Age: Mean years (SD) 84.3 (7.74)

Participant details Post

Ethnicity: Not reported

Gender: Female (78.4%)

Age: Mean years (SD) 84.2 (7.84)

Primary findings

Time to operating room from
ED: Mean days (SD)

Pre: 1.2 (0.75)

Post: 1.1 (0.71)

p=0.300

Time to operating room from
ED: Mean hours (SD)

Pre: 28.6 (17.92)

Post: 27.0 (17.15)

p=0.300

Quality rating
Medium

Kusen et al. 2019

Study design

Type of intervention

Sample size

Primary findings
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(Switzerland)

Aim

To evaluate the impact
of the implementation
of a geriatric care
pathway for patients
with traumatic hip
fractures

Uncontrolled before and after
(single centre with retrospective
comparison)

Data collection methods
Electronic patient documentation
system

Dates of data collection

Pre: 2013

Post: January 2016 — December
2016

Outcome of interest
Time to surgery

Outcome measure
Time to surgery (hours)

Geriatric care pathway: a
multidisciplinary care pathway

-Extra care through pre, peri and
postoperative phases

-Provision of CGA

-Co-ordinated treatment that involved
attention for possible age-related
diseases, discharge management and
out of hospital treatment

-A case manager was involved in care
planning throughout the duration of the
hospital admission

Intervention providers

Trauma surgeons, geriatricians,
anaesthetists, physiotherapists,
rheumatologists, nurses, social
(discharge) workers, psychiatrists,
dieticians, case manager

Comparison or control
Care prior to the geriatric care pathway

Comparison/control care providers
Not reported

Setting
Secondary/Tertiary care — social care

Level | trauma centre

Pre: n=154
Post: n= 168

Condition
Hip fracture

Participant details Pre

Ethnicity: Not reported

Gender: Female (72.1%)

Age: Median years (IQR) 86 (81-90)

Participant details Post

Ethnicity: Not reported

Gender: Female (73.8%)

Age: Median years (IQR) 85 (82-89.75)

Time to surgery:

Mean hours:minutes (IQR)

Pre: 23.43
Post: 19:41

Median hours:minutes (IQR)
Pre: 15:34 (8:03 — 25:27)
Post: 18:51 (9:09 — 24:50)

p=0.32

Quality rating
Medium

Kusen et al. 2021
(Netherlands)

Aim

To compare a level |l
trauma centre with a
geriatric care pathway
to a level 2 trauma
centre with standard
protocol for geriatric
patients with hip
fracture

Study design
Retrospective cohort study

(multicentre)

Data collection methods
Electronic patient documentation
systems

Dates of data collection
January 2014 — December 2015

Outcome of interest

Type of intervention

Trauma centre with a geriatric care
pathway: multidisciplinary care
pathway

-Standard geriatric trauma consultation
and a specialised, combined geriatric
and traumatology ward

-Protocols for nurses and doctors in
ED, ward and operating theatres
-Patients screened using the CGA
-Daily visits by geriatrician and trauma
surgeon

Sample size
IG: n=513
CG: n=385

Condition
Hip fracture

Participant details IG

Ethnicity: Not reported

Gender: Female 72.1%

Age: Median years (IQR) 85 (80-90)

Primary findings

Surgical intervention on day

of admission (%):
IG: 18.5%

CG: 32.3%
p<0.0001

Surgical intervention on first

admission day (%):
IG: 62.4%
CG: 55.1%
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Time between admission and
surgical intervention

Outcome measure

Percentage of patients receiving
surgical intervention on day of
admission

Percentage of patients receiving
surgical intervention on first
admission day

Percentage of patients receiving
surgical intervention on second
admission day and after

-Daily emergency operation slots to
ensure possibility of patients operated
on immediately after admission/
diagnosis (preferably during office
hours)

-cooperation between nursing homes
or assisted living facilities, with the help
of a specialised ‘transfer’ nurse

Intervention providers
Geriatricians, trauma surgeons and
other specialists, transfer nurses

Comparison or control

Trauma centre with standard care
system

-No geriatric pathway

-Geriatric consultancy done by a nurse
practitioner

-No dedicated timeslots for geriatric
patients

-Surgery performed in order of urgency
and in and out of office hours

-No specialised combined geriatric and
traumatology ward

-transfer nurses helped with transition
to best place that fit the patients’ needs

Comparison/control care providers
Nurse practitioners, orthopaedic
trauma surgeons, transfer nurses

Setting
Secondary/Tertiary — Community -

Social care

Two level Il trauma centres

Participant details CG

Ethnicity: Not reported

Gender: Female 69.9%

Age: Median years (IQR) 85 (79-89)

p=0.028

Surgical intervention on
second admission day and
after (%):

IG: 19.1%

CG: 12.7%

p=0.011

Quality rating
Low

Kusen et al. 2022
(Switzerland &
Netherlands)

Aim

Study design
Retrospective cohort study

(multicentre)

Data collection methods

Type of intervention (both 1G1 and IG

Sample size

2)

Integrated geriatric care pathways:
traumageriatric care ward models
-Pathway to optimize outcomes

IG1 (CH): n= 239
IG2 (NL): n= 513

Condition

Primary findings

Surgical intervention on day
of admission (%):
IG1 (CH): 23.4
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To compare two
traumageriatric care
models to assess
whether these models
would perform similarly
despite the possible
differences in local
clinical practices

Electronic patient documentation
systems

Dates of data collection
2014-2015

Outcome of interest
Time between admission and
surgical intervention

Outcome measure

Percentage of patients receiving
surgical intervention on day of
admission

Percentage of patients receiving
surgical intervention on first
admission day

Percentage of patients receiving
surgical intervention on second
admission day and after

-Provision of CGA

-Strive to perform surgery within 24h
-Early discharge planning

-Daily ward visits by surgeon and
geriatrician

IG1: (CH)

Co-directed by trauma surgeon and
geriatricians

-Pre-operative physiotherapy if surgery
was delayed

-Surgery performed during outside-of-
office hours

IG1 Intervention providers
Trauma surgeons, geriatricians,
nurses, physiotherapists

G2: (NL)

Standard geriatric consultation service
and a specialised, combined geriatric
and trauma ward

-Early transfer to ward <90 minutes
-Emergency operation slots

-Specified protocol for ED doctors and
nurses

-Co-operation between hospital and
nursing homes (via specialized transfer
nurse)

-Surgery within office hours

IG 2 Intervention providers
Trauma surgeons, geriatricians,
nurses, specialized transfer nurse,
physiotherapists

Setting
Secondary/Tertiary — Community -
Social care

Level | and Level Il trauma centres

Hip fracture

Participant details IG1 (CH)
Ethnicity: Not reported

Gender: Female 74.9%

Age: Median years (IQR) 86 (9)

Participant details 1G2 (NL)
Ethnicity: Not reported

Gender: Female 72.1%

Age: Median years (IQR) 85 (10)

IG2 (NL): 185

Surgical intervention on first
admission day (%):

IG1 (CH): 61.9

IG2 (NL): 62.4

Surgical intervention on
second admission day and

after (%):

IG1 (CH): 14.6
IG2 (NL): 19.1
p=0.15
Quality rating
Low

Lin et al. 2021

Study design

Type of intervention

Sample size

Primary findings
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(USA)
Aim

It was hypothesized
that Geriatric Fracture
Program enrolment
would reduce length of
stay, time to surgery,
and total hospital costs
compared to non-
Geriatric Fracture
Program patients

Prospective cohort study (single
centre)

Data collection methods
Medical records

Dates of data collection
1 July 2018 — 30 June 2019

Outcome of interest
Time to surgery

Outcome measure
Time to surgery (hours)

Geriatric Fracture Program:
High-value, geriatric-centred

care that manages the injury in the
context of the patient as a

whole and strives to return the patient
to a meaningful life in a

timely manner. Geriatric Fracture
Program uses a combination of
multidisciplinary education, evidence-
based clinical protocols (such as early
non-opioid pain control),
documentation tools and geriatric-
centred goals of care

Goals:

-Surgical treatment within 24 hours or
less via all-day trauma room to
prioritise fracture patients

-Length of stay of 5 days or less
(discharge potentially to 8 local skilled
nursing facilities)

-Maintaining post-operative delirium
rates of 20% or less

-CGA post-discharge to reduce risk of
falls and manage osteoporosis

-Daily multidisciplinary rounds

Intervention providers

Geriatric nurse practitioner (with
background in orthopaedics and
geriatrics, who acted as the designated
program manager and liaison between
groups), physicians, nurses, case
manager, pharmacist, physical
therapist, orthopaedic surgery trainees,
geriatrician

Regional anaesthesia team (as
required)

Comparison or control
Standard care

Comparison/control care providers
Not reported

Total (operative and non-operative
fractures)

IG: n=153

CG: n=411

Sample for operative fractures
IG: n=112
CG: n=309

Condition

Fractures (Operative fractures: hip
fractures (65.6%), other upper and lower
extremity fractures (34.4%))

Participant details IG
Total

Ethnicity: Not reported
Gender: Female (73%)
Age: Mean years 83

Sample for operative fractures
Ethnicity: Not reported
Gender: Not reported

Age: Not reported

Participant details CG
Total

Ethnicity: Not reported
Gender: Female (73%)
Age: Mean years 83

Sample for operative fractures
Ethnicity: Not reported
Gender: Not reported

Age: Not reported

Time to surgery:

Mean hours
IG:21.5
CG: 25
p=0.066

Quality rating
Low
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Setting
Secondary care — community care

900 bed, urban, academic tertiary care
medical centre and urban level 1
trauma centre

Noticewala et al. 2016
(USA)

Aim

To evaluate the effect
that establishment of a
comprehensive
multidisciplinary care
team had on time to
surgery, length of
hospital stay,
postoperative
complications, and
morbidity on geriatric
hip fracture patients

Study design
Retrospective cohort study

(multicentre)

Data collection methods
Electronic medical records

Dates of data collection
March 2012 — March 2014

Outcome of interest
Time until surgery

Outcome measure

Time until surgery (days)

Type of intervention

Muiltidisciplinary team:

Patient admitted directly to a combined
co-managed service. Patients are seen
within four hours by an attending
hospitalist. Cardiologic evaluation
performed within 12 hours.
Postoperatively the patient is seen
continuously by both orthopaedic and
hospitalist team.

Orders were directly entered by both
teams that would meet daily during a
dedicated interdisciplinary rounding
session, which included physicians,
therapists, nurses, and social workers
to discuss the plan of care

Intervention providers

Orthopaedic surgeons, hospitalists,
geriatricians, ancillary medical staff,
nurses, social workers and therapists

Comparison or control

Orthopaedic team

All orders written by the orthopaedic
team and after initial consultation for
medical clearance, the hospitalist team
did not uniformly see the patients
unless they were reconsulted.

Comparison/control care providers
Orthopaedic surgeons and hospitalists,
ancillary medical staff, nurses and
social workers

Sample size
IG: n=129
CG:n=138

Condition
Hip fracture

Participant details IG/Pre

Ethnicity: White (46.5%), Black (9.3%),
Hispanic (14%), Asian (1.5%), Other
(28.7%)

Gender: Female (79.8%)

Age: Years (SD)P 84.5 (11.5)

Participant details CG/Post

Ethnicity: White (50%), Black (7.3%),
Hispanic (10.9%), Asian (2.2%), Other
(29%)

Gender: Female (67.4%)

Age: Years (SD)? 79.9 (10.8)

Primary findings

Time to surgery: Days (SD)°
IG=1.7(1.8)
CG=24(22)

p=0.0004

Quality rating
Low
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Setting
Secondary/Tertiary — Social care

Tertiary care medical centre (CG) and
smaller community hospital (satellite
hospital) (IG)

O’Mara-Gardner et al.
2020
(USA)

Aim

To describe the
process taken to
establish a successful
geriatric hip fracture
program and the initial
results observed in a
single institution after
its implementation

Study design
Uncontrolled before and after

(single centre with retrospective
comparison)

Data collection methods
Electronic medical records

Dates of data collection

Pre: 1 January 2012 — 31
December 2014

Post: 1 May 2016 — 1 May 2018

Outcome of interest
Time to surgery

Outcome measure

Hours between admission and
surgery

Number/percentage of patients
undergoing surgery within 24 and
48 hours

Type of intervention

Geriatric Hip Fracture Program with a
dedicated Geriatric Fracture Program
Coordinator overseeing care

Program principles

-early surgical intervention
-co-management between orthopaedic
and medical specialists

-Practice guidelines with standardized
preoperative testing, laboratories, and
procedures to reduce delays in
operative treatment and reduce costs
associated with unnecessary testing

Intervention providers

Geriatric fracture program coordinator,
physician champion, emergency room
physicians, orthopedic physician
assistants, hospitalists, trauma
surgeons, orthopedic surgeons,
anesthesiologists, nurses, physical and
occupational therapists, pharmacists,
dietitians, social workers / care
navigators, cardiologists

Comparison or control

Usual care - patients admitted under
different specialty services
(fragmentation of services)

Comparison/control care providers
Not reported clearly (steering group
members mentioned)

Various admitting physicians

Setting

Sample size
Pre: n=305
Post: n=334

Condition
Hip fracture

Participant details Pre
Ethnicity: Not reported
Gender: Female (72.5%)
Age: > 60 years

Participant details Post
Ethnicity: Not reported
Gender: Female (69.2%)
Age: > 60 years

Primary findings

Time to surgery
Mean hours (SD)°
Pre: 30.23 (29.5)
Post: 22.79 (12.0)
p < 0.0001

Surgery within 24 hours (%):
Pre: 42.2

Post: 67.2

p < 0.0001

Surgery within 48 hours (%):
Pre: 82.3

Post: 97.0

p < 0.0001

Quality rating
Low
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Secondary/Tertiary care - social care

Level 1 community trauma center
(single centre)

Reguant et al. 2019
(Spain)

Aim

To assess the efficacy
of a multidisciplinary
approach in reducing
12-month mortality after
hip fracture surgery

Study design
Uncontrolled before and after

(single centre with retrospective
comparison)

Data collection methods
Electronic clinical records

Dates of data collection

Pre: January 2008 - December
2008 (follow-up until December
2009)

Post: October 2010 — November
2011 (follow-up until December
2012)

Outcome of interest
Surgical delay

Outcome measure
Days from hospital admission to

surgery

Percentage of patients receiving
surgery within 48 hours

Type of intervention

Hip Fracture Unit - Multidisciplinary
approach that covers the whole period
from admission in the emergency
department to discharge. Unit was
initiated after the development of
clinical guidelines for the pathology.
The internal medicine specialist was
responsible for patients' follow-up until
hospital discharge.

Intervention providers

Orthopaedic surgeons, anaesthetists,
internist specialized in geriatrics, nurse
case manager, social worker,
physiotherapist, nutritionist

Comparison or control

Standard care - The management of
patients with hip fracture was done by
the orthopaedic surgeon who also set
the date for surgery. Preoperative
assessment was performed by the
anaesthetist on duty. The internal
medicine specialist only intervened
when required by the orthopaedic
surgeon or when the patient presented
any medical complication

Comparison/control care providers
Orthopaedic surgeon, anaesthetist on
duty, internal medicine specialist (as
required)

Setting
Secondary/Tertiary —Social care

Sample size
Pre: n=240
Post: n=272

Condition
Hip fracture

Participant details Pre

Ethnicity: Not reported

Gender: Female (75.8%)

Age: Mean years (SD) 83.8 (7.3)

Participant details Post
Ethnicity: Not reported

Gender: Female (69.1%)

Age: Mean years (SD) 84.9 (6.2)

Primary findings

Surgical delay: Median days
[25th percentile — 75th
percentile]

Pre: 3 [2-4]

Post: 2 [1-4]

p=0.001

Surgery within 48 hours (%):
<48 h

Pre: 38.3

Post: 55.1

>48 h
Pre: 61.7
Post: 44.9
p < 0.001

Quality rating
Medium
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Shigemoto et al. 2019
(Japan)

Aim

To report results of the
multidisciplinary
treatment approach for
geriatric hip fractures
and evaluate its
effectiveness compared
with conventional
treatment

Study design
Uncontrolled before and after

(single centre with retrospective
comparison)

Data collection methods
Electronic medical records

Dates of data collection
Pre: January 2012 — December
2012

Post: January 2014 — December
2016

Outcome of interest
Time to surgery

Outcome measure
Hours from hospital admission to
start of surgery

Percentage of patients receiving
surgery within 48 hours

Type of intervention

Muiltidisciplinary treatment approach -
collaboration among the orthopaedic,
internal medicine, and all other
departments involved with hip fracture
treatment.

Three fundamental pillars of the
approach:

-In-hospital intervention: medical and
physical assessments, osteoporosis
treatment, pain management, nutrition
management, fall prevention,

and early discharge planning.

-United chart: Established an electronic
united chart which allows all staffs to
record and understand patient
information more easily
-Interdisciplinary and interprofessional
guidelines and manuals for each
department

Intervention providers

Orthopaedic surgeons, internists,
anaesthesiologists, psychiatrists
nurses, physical therapists, ward
pharmacists, medical social workers,
registered dietitians, radiological
technologists, medical technologists,
administrative staff

Referral to specialist consultants when
needed (cardiologists, pulmonologists,
nephrologists, endocrinologists, and
others)

Comparison or control
Conventional treatment

- No standard clinical pathway and
multidisciplinary working

Comparison/control care providers
Not reported

Sample size
Pre: n=105
Post: n=364

Condition
Hip fracture

Participant details Pre

Ethnicity: Not reported

Gender: Female (83%)

Age: Mean years (SD) 84.0 (6.9)

Participant details Post
Ethnicity: Not reported
Gender: Female (81%)
Age: Mean years (SD) 84.6 (7.6)

Primary findings

Time to surgery: Mean hours
Pre: 36 hours 29 minutes
Post: 33 hours and 22
minutes

p=0.459

Surgery within 48 hours (%):
Pre: 75.2

Post: 72.5

p=0.485

Quality rating
Low
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Setting
Secondary/Tertiary —Social care

Soong et al. 2016
(Canada)

Aim

To determine the effect
of an integrated hip
fracture co-
management model on
length of stay, cost, and
process measures

Study design
Controlled before and after

(multicentre with retrospective
comparison)

Data collection methods
Electronic medical records

Dates of data collection
Pre: 1 January 2009 — 31
December 2010

Post: 1 January 2012 — 31
December 2013

Outcome of interest
Time to surgery

Outcome measure

Hours calculated as the time from
hospital admission to start of

surgery

Type of intervention

Integrated hip fracture inpatient
program (i-HIP) - Integrated medical-
surgical co-management incorporating
continuous improvement methodology

i-HIP components

-Active co-management
-Coordination of care across services
-Participation in local quality
improvement projects
-Standardization of care (best practice
order sets and care pathways)
-Provision of CGA by geriatric
medicine team

Intervention providers

Physician (hospitalist), orthopaedic
surgeons, consulting geriatricians,
nurses, rehabilitation therapists, clinical
pharmacists, social worker

Comparison or control

Before 2011, patients presenting to
hospital with hip fractures were
admitted to a general orthopaedic
service. This service consisted of 4
separate teams, each including an
attending orthopaedic surgeon and 2—3
residents

(Two other comparator groups were
mentioned but data from these were
only used for length of stay outcome,
which was not the outcome of interest
for this review)

Comparison/control care providers

Sample size
Pre: n=240

Post: n=331

Condition
Hip fracture

Participant details Pre

Ethnicity: Not reported

Gender: Female (69.2%)

Age: Mean years (SD) 80.1 (13.0)

Participant details Post

Ethnicity: Not reported

Gender: Female (71.3%)

Age: Mean years (SD) 79.4 (13.7)

Primary findings

Time to surgery:
Mean hours (SD)
Pre: 45.8 (66.8)
Post: 29.7 (17.9)
p< 0.001

Quality rating
Medium
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Orthopaedic surgeons / residents,
rehabilitation therapists, clinical
pharmacists, social worker

Setting
Secondary/Tertiary —Social care

442-bed acute care urban academic
health sciences center affiliated with a
University

Multidisciplinary geriatric trauma pathways / institutes

Francis et al. 2020
(USA)

Aim

To determine whether
the Geriatric Injury
Institute inpatient
multidisciplinary
geriatric services were
able to reduce hospital
costs, improve patient
triage throughput in the
ED

Study design
Uncontrolled before and after

(single centre)

Data collection methods
Trauma registry and electronic
medical records (Data compiled
by trained unblinded reviewers)

Dates of data collection
Pre: 1 July 2014 — 30 June 2015
Post: 1 July 2015 — 30 June 2016

Outcome of interest

Time in ED prior to admission
(Triage)

Time to physical therapy
Time to geriatric medicine
evaluation

Outcome measure
ED Triage time (min)
Time to physical therapy (hours)

Time to geriatric medicine
evaluation (hours)

Type of intervention

Geriatric Injury Institute:
Multidisciplinary team that participates
in community geriatric assessments,
inpatient care and outpatient follow-up
rehabilitation.

Following services are also
provided/utilised:

-Clinical pathways for specific common
geriatric injury patterns

-Increased utilisation of Geriatric
Emergency Medical Services (a
dedicated nurse practitioner oversees
the ED care)

-Social work and care coordination
(safe discharge and setting up of
outpatient services)

-Observational unit (ensure efficient
diagnostic workup, treatment, and
disposition)

Intervention providers

Trauma surgeons, emergency
physicians, specialty surgery services,
hospitalists, family physicians,
geriatricians, nutritionists, rehabilitation
services, pharmacists and research
staff

Nurse practitioner and social workers

Sample size
Pre:n=173
Post: n=185

Condition
Trauma (fall, motor vehicle collision,
other)

Participant details Pre

Ethnicity: White (90.2%), African
American (4.1%), Hispanic/Latino (5.2%)
Other (0.9%)

Gender: Female (54.3%)

Age: Mean years (SD) 82.2 (8.0)

Participant details Post

Ethnicity: White (81.1), African American
(8.1%), Hispanic/Latino (8.7%) Other
(2.2%)

Gender: Female (53.5%)

Age: Mean years (SD) 81.4 (9.2)

Primary findings

ED Triage time: Mean

minutes (SD)

Pre: 310.7 (602.9)
Post: 219.8 (141.6)
p=0.054

Time to physical therapy:

Mean hours (SD)
Pre: 52.1 (50)
Post: 51.6 (50.2)
p=0.926

Time to geriatric medicine
evaluation: Mean hours (SD)

Pre: 5.1 (5.82)
Post: 4.5 (3.83)
p=0.594

Quality rating
Medium
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Comparison or control

Usual care (There were few pathways
for the care of the geriatric population.
As such, geriatric patients that did

not meet previous trauma activation
criteria were triaged by the ED, and
often the trauma service as well as
other medical services were consulted)

Comparison/control care providers
ED staff, trauma and other services
(professional roles not specified)

Setting
Primary care - Secondary/Tertiary care

— community care & social care

384-bed tertiary care hospital (single
centre)

Park et al. 2022
(USA)

Aim

To assess whether the
implementation of a
geriatric trauma clinical
pathway was
associated with
reduced rates of
delirium in older adults
with traumatic injury

Study design
Uncontrolled before and after

(single centre)

Data collection methods
Electronic health records
Hospital trauma registry

Dates of data collection

Pre: September 2015 — April 2018
Post: January 2019 — January
2020

Outcome of interest

The time from hospital admission
to the first documented goals of
care discussion (goals of care
discussions included advance
directives, code status, and
patient/family preference)

Outcome measure

Type of intervention

Geriatric Trauma Clinical Pathway
Included:

-Order sets, guidelines, automated
consultations, and escalation pathways
-Provision of CGA

-Daily multidisciplinary rounds
-Rehabilitation services standardized
to promote early mobility within 24
hours of presentation to the emergency
department

Intervention providers

Geriatric medicine clinician (MD or
advanced practice clinicians), nurses,
physical therapists, occupational
therapists, and social workers, trauma
team

Transitional care team (consulted if
deemed appropriate)
(Multidisciplinary steering committee
was set up to develop the pathway,
and the following subspecialties

Sample size
Pre: n=442

Post: n=270

Condition
Trauma (fall, motor vehicle collision,
bicycle, other or missing)

Participant details Pre

Ethnicity: White (60.9%), Asian (19.5%),
Other (19.7%)

Gender: Female (55.9%)

Age: Mean years (SD) 81.8 (9.3)

Participant details Post

Ethnicity: White (67.4%), Asian (16.3%),
Other (16.3%)

Gender: Female (54.4%)

Age: Mean years (SD) 81.6 (8.8)

Primary findings

Time to first goals-of-care
discussion: Mean hours
(SD)

Pre: 49.6 (105.5)

Post: 35.7 (25.3)

p=0.03

Quality rating
Medium
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Hours to first goals-of-care
discussion

attended: trauma, geriatric medicine,
emergency department, critical care,
nursing, physical and occupational
therapy, speech and language
pathology, case management, social
work, pharmacy, nutrition, transitional
care, quality, and the patient family
advisory council)

Comparison or control
Care prior to the implementation of the
Geriatric Trauma Clinical Pathway

Comparison/control care providers
Not reported

(It is mentioned that physical and
occupational therapy resources were
already in place, but with less refined
focus)

Setting
Secondary/Tertiary — Community care

— Social care

Level | trauma centre

Multidisciplinary assessment in ED

Cassarino et al. 2021
(Ireland)

Aim

To evaluate of the
impact of early
assessment and
intervention by a
dedicated team of
health and social care
professionals in the ED
on the quality, safety
and clinical
effectiveness of care of
older adults in the ED

Study design
RCT (single centre parallel group)

Data collection methods
A research nurse collected data
using hospital routine databases

Dates of data collection
December 2018 — end of May
2019 (recruitment)

Outcome of interest
Duration of stay in the ED

Outcome measure

Type of intervention
Interdisciplinary assessment and
interventions by a health and social
care professional team at the ED

Intervention providers

ED medical and nursing team together
with a health and social care
professional team consisting of a
senior physiotherapist, senior
occupational therapist, senior medical
social worker

Comparison or control
Routine care

Sample size
IG: n=176
CG:n=177

Condition

Emergency (Manchester Triage

System score of 3 to 5 (respectively,
urgent, standard, or nonurgent) and who
were categorised with limb problems,

unwell, falls, back pain, urinary problems,

ear and facial problems)

Participant details IG
Ethnicity: Not reported
Gender: Female (61.4%)

Primary findings

ED length of stay: Median
hours (IQR)

IG: 6.43 (4.05-14.87)

CG: 12.1 (6.18-22.14)
p<0.001

Quality rating
High

Report number RRO038_Integrated Care Rapid Review. June 2025

85




ED length of stay in hours from
time of arrival in the ED to the
time of discharge

Comparison/control care providers
ED medical and nursing team. Ad hoc
services provided by health and social
care professionals (not part of ED
team) if requested

Setting
Secondary/Tertiary care — social care

University teaching hospital sitting
within a larger hospital group with 6
hospital sites but all function as a
single hospital system caring for a
substantially rural population of
approximately 385,000. The university
teaching hospital is the only hospital in
the group that has a full 24/7/365
emergency care and critical care
service and has 455 inpatient beds
(single centre)

Age: Mean years (SD) 78.6 (7.08)

Participant details CG

Ethnicity: Not reported

Gender: Female (57.1%)

Age: Mean years (SD) 80.6 (6.82)

Leahy et al. 2024
(Ireland)

Aim

To assess whether a
geriatrician-led
multidisciplinary
assessment and
management plan
(CGA) in an emergency
department setting
affects various
outcomes for older
adults living with frailty

Study design
RCT (single centre)

Data collection methods
Computer database

Dates of data collection
9 November 2020 - 13 May 2021

Outcome of interest

Time spent in the emergency
department or acute medical
assessment unit before admission
to ward or discharge home
(Patient experience time)

Outcome measure
ED Patient experience time
(hours)

Type of intervention

Geriatrician-led multidisciplinary
holistic assessment performed in the
ED at the index visit by MDT

CGA: management of the presenting
complaint falls review, cognitive
assessment, medication review by a
pharmacist, bone health assessment,
and social and environment
assessment.

Dedicated pro forma was used to
maintain fidelity. Pro forma was based
on consultation with clinicians in allied
health, nursing, geriatrics, and
emergency medicine.

Intervention providers

MDT: doctor, advanced nurse
practitioner, senior occupational
therapist, senior social worker, senior
physiotherapist and pharmacist

Sample size
IG:n=113
CG:n=115

Condition
Emergency

Participant details IG

Ethnicity: White Irish (100%)
Gender: Female (56%)

Age: Mean years (SD) 82.42 (4.92)

Participant details CG

Ethnicity: White Irish (97%), Unknown
(3%)

Gender: Female (53%)

Age: Mean years (SD) 83.08 (5.61)

Primary findings

ED Patient experience time:
Median hours (IQR)

IG: 11.5 (5-27)

CG: 20 (7-29)

Median difference [Hodges—
Lehmann estimator]

3.1 hours [95% CI 0-6—7-5]
p=0.013

Quality rating
High
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Comparison or control

Usual care: assessment by the
emergency department physician and
subsequent assessments by allied
health professionals or the medical
team if indicated by the treating
physician.

No access to specialised geriatric ward
Variable access to MDT teams on the
ward

[No team of health and social care
professionals in the ED - only
accessible once admitted to the ward]

Comparison/control care providers
General medical consultant or
consultant specialising in geriatric
medicine

Setting
Secondary/Tertiary — Community and

Social care

Emergency department of a University
Hospital (single centre)

Taylor et al. 2016
(UK)

Aim

Has the introduction of
the COPE zone on our
emergency assessment
unit improved the
service delivered to
older people admitted
through the acute

Study design
Uncontrolled before and after

(single centre)

Data collection methods
Electronic patient record system

Dates of data collection
Pre: September 2013
Post: September 2014

Type of intervention

Comprehensive older person’s
evaluation ‘COPE’ zone -
geographically embedded frailty unit
within an emergency assessment unit
Components:

-Twelve beds on an emergency
assessment unit dedicated to COPE
zone

-Streamlined into zone from the
emergency department based on

Sample size
All medical admissions over 75 years

Pre: n=398
Post: n=413

Patients with 21 markers of frailty
Pre: n=217
Post: n=225

Condition
Emergency (falls, dementia, delirium or

Primary findings

Time until geriatric review:
All medical admissions over
75 years

Mean days

Pre: 0.85

Post: 0.48

p<0.001

Patients with >1 markers of

medical take? Outcome of interest COPE criteria from a care home/immediate care) frailty
Time until geriatrician review -twice-daily MDT meetings Mean days
Participant details Pre Pre: 0.88
Outcome measure Intervention providers All medical admissions over 75 years Post: 0.49
Ethnicity: Not reported p=0.001
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Days until geriatric review

Geriatrician, acute physician, nurse,
physiotherapist, occupational therapist,
social worker, mental health liaison
Nurse, pharmacist

Comparison or control

Treatment as usual -

Patients requiring geriatrician input
were seen by a daily in-reaching
service equivalent to one whole-time
geriatrician

Comparison/control care providers
Geriatrician (when required)

Setting
Secondary/Tertiary — Community care

— Social care

A large, urban teaching hospital
serving a population of 240,000 people

Gender: Female (67.3%)
Age: Median years 85
Range 75-101 years

Patients with 21 markers of frailty
Ethnicity: Not reported

Gender: Female (67.8%)

Age: Not reported

Participant details Post

All medical admissions over 75 years
Ethnicity: Not reported

Gender: Female (60.5%)

Age: Median years 84

Range 75-101 years

Patients with 21 markers of frailty
Ethnicity: Not reported

Gender: Female (62.7%)

Age: Not reported

Quality rating
Medium

Community paramedic assessment for urgent needs

Ulintz et al. 2023
(USA)

Aim

To evaluate the primary
care and acute care
use of older adults
evaluated urgently by a
community paramedic
with telemedicine
physician compared to
a physician home visit
model

Study design
Prospective cohort study

Data collection methods
Electronic medical records

Dates of data collection

July 2017 — October 2017
(enrolment) — May 2018 (end of
data collection)

Outcome of interest

Primary care wait time:

the elapsed time between
timestamp on the phone call
requesting an appointment and
the vital sign timestamp during the
in-home visit

Patients seen per week

Type of intervention

Addition of community paramedic to
primary care home visit. community
paramedic home visit immediately
followed by a paramedic-initiated, in-
home telemedicine visit with a
physician via the health system's
telehealth platform

-To address urgent needs

Intervention providers
Community paramedics, telemedicine
physician, telephone triage nurse

Comparison or control

Physicians evaluated patients

in their homes for urgent, post-acute
care (e.g., following ED or hospital
discharge), or scheduled

follow-up visits

Sample size
1G: n=99
CG: n=100

Condition
Urgent needs

Participant details IG

Ethnicity: White (46%)
Non-Hispanic (90%)

Gender: Female (61%)

Age: Median years (IQR) 76 (68-85)

Participant details CG

Ethnicity: White (89%)
Non-Hispanic (88%)

Gender: Female (67%)

Age: Median years (IQR) 86 (76-91)

Primary findings

Primary care wait time:
Median days (IQR)

IG: 1 (0-3)

CG: 5 (2-7)

p<0.001

Patients seen per week
Median number (IQR)
IG: 40 (33-46)

CG: 22 (18-23)
p<0.001

Quality rating
Low
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Outcome measure
Primary care wait time (days)

Number of patients seen per week

Comparison/control care providers
Physician

Setting
Primary care — Community care

Home-based primary care across eight
northeast Ohio counties through

the hospital system's accountable care
organization

Integrated care pathway in Primary care for older people with mental health conditions

Dham et al. 2022
(Canada)

Aim

To evaluate the impact
of an Integrated Care
Pathway within a
collaborative care
framework for anxiety,
depression and mild
cognitive impairment in
older adults on clinical
outcomes, quality of
life, and time to
treatment initiation

Study design
Non-randomised controlled trial

Data collection methods
Electronic health records
Assessment at baseline (face-to-
face) and follow-ups (face-to-face
or telephone)

Dates of data collection
Not reported

Outcome of interest
Time to treatment initiation

Outcome measure

Time between the baseline
screening visit and the date of
initiation of the expected
intervention for the condition time
to treatment initiation is being
calculated for

Type of intervention

Integrated care pathway: a stepped-
care approach based on screening tool
scores

This included:

-Referral to cognitive behavioural
therapy or other brief psychological
therapies

-Medication review or initiation
-Referral to psychiatrist

- Handout (or group led by health care
professionals) with information

on general interventions (education,
relaxation and stress management
strategies, lifestyle changes,
assessment and management of
comorbid medical conditions

-Specific recommendations on
condition

Intervention providers

Family physicians, nurse practitioners,
registered nurses, social workers,
dieticians and other health
professionals, study psychiatrist (as
needed)

One site provided group-based
education by health care professionals

Sample size
IG: n=69
CG: n=76

Condition
Mental health (Anxiety, depression, mild
cognitive impairment)

Participant details IG

Ethnicity: White (88.41%), Other
(10.15%), Not disclosed (1.45%)
Gender: Female 53.62%

Age: Participants born in 1951, 1953 or
1955

Participant details CG

Ethnicity: White (82.89%), Aboriginal
(2.63%), Asian (2.63%) Other (11.84%)
Gender: Female 55.26%

Age: Participants born in 1950, 1952,
1956

Primary findings

Time to treatment initiation:
Hazard Ratio for Integrated
care pathway vs. Treatment
as Usual:

3.557 (95% ClI [2.228,
5.678])

p <0.001

Controlled for age, gender
and baseline severity of
symptoms

Excluding mild cognitive
impairment participants:
Hazard Ratio:

4.353 (95% CI[1.993,
9.506])

p =0.002

Participants in the integrated
care pathway group were
3.56 times more likely to
receive treatment earlier
than those in the treatment
as usual group.

When only considering
participants with anxiety and
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such as dietitian, occupational
therapist, pharmacist, physiotherapist,
registered practical nurse and social
worker

Comparison or control
Treatment as usual

Comparison/control care providers
Family physicians, nurse practitioners,
registered nurses, social workers,
dieticians and other health
professionals

Setting
Primary care - Secondary/Tertiary care
- social care

Five primary care practices:

-One academic university affiliated
Family Health Team (19 family
physicians)

-Two community Family Health Teams
(one with three family physicians and
another with five)

-One small private practice (four family
physicians)?

-One polyclinic (seven family
physicians and specialists with
medical and diagnostic services within
the facility)

depression (excluding MCI),
the likelihood increased to
4.35 times.

Quality rating
Medium

Integrated telepsychiatry in Primary care for older people with mental health conditions

Pourat et al. 2023
(USA)

Aim

To assess the
outcomes of a primary-
based telepsychiatry
intervention program for
older managed care
enrollees with

Study design
Uncontrolled before and after

(single centre with same patients
measured before and after; data
for days to appointment is based
on average service use)

Data collection methods
Health and mental health
services claims data

Type of intervention

Integrated telepsychiatry program:
virtual care platform remotely operated
within the primary care clinic site
-Telepsychiatry clinicians had the
ability to communicate with primary
care providers through the electronic
medical records and were available for
online consultation

Sample size
Total (telepsychiatry) n=218

Condition
Mental health

Participant details Total (telepsychiatry)
Ethnicity: White (52%), Hispanic/Latino
(28%), Black/African American (8%),
Other/Unknown (11%)

Primary findings
Average number of days to

telepsychiatry appointment
6 days (new patients)
5 days (returning patients)

Average number of days to
in-person appointment
75 days (new patients)
30 days (returning patients)
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depression /anxiety and
with limited access to
in-person psychiatric
care

To what extent did
aging enrollees achieve
better outcomes of
care following receipt of
any telepsychiatry
services?

To what extent did
patients with
depression experience
a reduction in their
Patient Health
Questionaire-9 (PHQ-9)
scores 3 to 6 months
following their first

telepsychiatry visit?

Dates of data collection

Pre (prior to implementation of
telepsychiatry program): 27
February 2017 — 27 February
2019

Post (Telepsychiatry program): 28
February 2019 — 31 August 2020
— 28 February 2021

Outcome of interest
Days to appointment

Outcome measure
Number of days to appointment

-Primary care providers were required
to administer tests

-Primary care providers could refer
directly

Goal:

-Increasing the number of behavioral
health referrals, the average number of
appointments scheduled per half day,
the number of initial and follow-
up/return visits, and patient satisfaction
-Reducing time from referral to
appointment and the no-show rate
-Integration of psychiatrists as
members of the multidisciplinary
clinical team and continuity of care for
patients were also promoted

Intervention providers

Psychiatrists (telepsychiatry), primary
care providers, limited number of
psychiatrists within the wider provider
network, social worker within the wider
provider network

Comparison or control

Care prior to implementation of
telepsychiatry program

Details not reported

Comparison/control care providers
Primary care providers, limited number
of psychiatrists within the wider
provider network, social worker within
the wider provider network

Setting
Primary care — secondary care

Centrally located large primary care
clinic that was further co-located with
other specialists

Gender: Female (64%)
Age: 55-64 years (25%), 65-74% (50%),
75 and older (24%)

Average difference
69 days (new patients)
25 days (returning patients)

Quality rating
Low

Palliative care
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Groenewoud et al.
2021
(Netherlands)

Aim

To evaluate the effects
of an integrated
proactive palliative care
pathway on physician-
reported outcomes,
family reported
outcomes and health
care outcomes

Study design
Clustered, partially controlled

before and after study
(multicentre)

Data collection methods
GPs completed questionnaires 2
weeks after the death of a patient

Dates of data collection
December 2015 — November
2017

Outcome of interest
GP perceived quality of palliative
care

Outcome measure
GP questionnaire (self-report)

Type of intervention

Primary care facility implemented a
multidisciplinary integrated palliative
care pathway

The pathway included:

-Early/proactive identification of
palliative phase

-Patient need assessment
encompassing all elements of palliative
care (physical, social, practical and
spiritual care)

-Weekly MDT meeting

-Medication review

-Timely conversation about end of life
resulting in a multidisciplinary proactive
plan

-Co-ordination and communication
between intra and extramural
healthcare professionals covering the
entire life cycle

Intervention providers

GP’s, geriatricians, oncologists,
pharmacist, spiritual caretakers.
Chair director in charge of the
organisation of care path.

Care co-ordinator discussing and
adjusting care plan.

Comparison or control

Primary care facility that had not
implemented the pathway (care as
usual)

Comparison/control care providers
Not reported

Setting
Primary care - Secondary/Tertiary care

— community care & social care

Sample size
GP questionnaires completed

IG: n= 37/59 (63%)
CG n=71/73 (97%)

Condition
Palliative Care
Mean age (SD) of patients 77 (14)

Participant details IG
GP

Ethnicity: Not reported
Gender: Not reported
Age: Not reported

Participant details CG
GP

Ethnicity: Not reported
Gender: Not reported

Age: Not reported

Primary findings

GP statements (%)

‘patients needs and desires
were timely investigated”
IG: 94.6

CG:78.9

p=0.03

“Palliative care was timely
given”

1G: 91.9

CG:77.5

p=0.042

“I acted sufficiently proactive
and anticipating”

IG: 97.3

CG:78.9

p=0.005

Quality rating
Low
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Thirteen general practices functioned
as the clustered intervention group.

Eight general practices in this area
functioned as the clustered comparison

group.

Key: CG — control group; CGA — comprehensive geriatric assessment; ED — Emergency department; GP — General Practitioner; IG — Intervention group; IQR
— interquartile range; MDT — multidisciplinary team; RCT — randomised controlled trial; SD - standard deviation

2 Different number of family physicians is presented in the Methods section (n=3) and the Results (n=4). Data from the results section is used.

bt is assumed from the data that means were calculated, although this is not explicitly mentioned in the publication. Data was not normally distributed and
nonparametric tests were used.

¢ Different data is presented in the narrative and the table. Data was extracted from Table 7
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Table 9: Summary of qualitative studies exploring

integrated care operating across two or more services

(Sweden)

Aim

To describe factors of
importance for the
quality of hospital-
based geriatric care
from an inter-
disciplinary team
perspective

Data collection methods
Focus groups (n=5)

Dates of data collection
Not reported

geriatric team care

Intervention providers
Occupational therapist, social
workers, physician, physiotherapist,
registered nurse, assistant nurse,
access to dietitian and speech
therapist

Setting
Secondary/Tertiary care — social
care

Geriatric Clinic for specialized care
located in a University hospital;
Geriatric Clinic had four wards, one
of which was located in the
community

Occupational therapist (n=3)
Dietitian (n=1)

Social worker (n=3)
Physician (n=8)
Physiotherapist (n=4)
Registered nurse (n=7)
Assistant nurse (n=6)

Condition
Aging associated diseases (medical

disorders, orthopaedic post-surgery care,

stroke, palliative care)

Participant details
HCPs

Ethnicity: Not reported
Gender: Not reported
Age: Not reported

Citation . Intervention . . Details of critical
Country Study details . Participant details .
Ai Setting appraisal
im
Aberg & Ehrenberg Study design Type of intervention Sample size Quality rating
2017 Qualitative descriptive Interdisciplinary hospital based n=32 7 out of 10 criteria met on

JBI critical appraisal
checklist for qualitative
research

Chow et al. 2015
(Australia)

Aim

To evaluate the
effectiveness of the
Triple | (Hub), an
integrated intake,
information, and
intervention service, in
co-locating six
previously disparate
services to determine
its impact on service

Study design
Mixed methods (only the

qualitative arm is extracted)

Data collection methods

Site visit: Clinical observations by
external expert

-Examination of records

-Informal discussions with staff
members

Dates of data collection
May 2013 (six months after the
opening of the Triple 1 (Hub)

Type of intervention

Six pre-existing services were

relocated to be co-located within the

same premises of the South West

Sydney Medicare Local:

1. Community Health Nursing
(formerly CHAIN)

2. Aged Care & Rehabilitation
Services Referral and
Information Centre’s (RIC
South)

3. Aged Care & Rehabilitation
Services (RIC Central)

Sample size
n=Not reported

Condition
Aged care

Participant details
HCPs

Ethnicity: Not reported
Gender: Not reported
Age: Not reported

Quality rating
3 out of 10 criteria met on

JBI critical appraisal
checklist for qualitative
research
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delivery, efficiency and
patient satisfaction five
months after
implementation.

4. Aged Care & Chronic Care
Triage (formerly ACCT)

5.  Community Palliative Care

6. ComPacks (post-hospitalisation
support)

Service delivery model:

Designed to empower clients
towards self-management, informed
decision-making and exercise

their right to choose to exit services

From one intake points, multiple
referrals to different service
providers are made through a single
contact point

Processes were formalized for case
managers to work collaboratively
with primary care practitioners

to:

(1) Integrate care through linking up
the clients with all required services
(2) Provide individualized
information

(3) Facilitate assessment and care
planning within a multidisciplinary
team

(4) Ensure general practitioner
engagement during the transition of
care of clients

Intervention providers
Primary care practitioners, case
managers, community nursing

Setting
Primary care — Community care

Fox et al. 2023
(UK)

Aim

Study design
Qualitative descriptive

Data collection methods

Type of intervention

Hip fracture care pathway involves
multiple hospital departments and
teams, spanning admission to

Sample size
n=40

Quality rating
6 out of 10 criteria met on JBI

critical appraisal checklist for
qualitative research
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To investigate the
organisational
processes that help
and hinder the
implementation

of hip fracture services

To identify potentially
modifiable barriers and
facilitators to care

delivery, to inform
recommendations to
improve care delivery,
assist service
improvements, and
ultimately reduce health
inequities and improve
patient outcomes.

Semi-structured interviews
(telephone and Microsoft Teams;
Documentary analysis of
anonymised British Orthopaedic
Association hospital reports
addressing under-performing hip
fracture services (n=23)

Dates of data collection
Interviews: during the COVID-19
pandemic

Documentary analysis: 2012 -
2019

discharge. National guidelines have
tried to standardise key components
of this pathway. Standards include
admitting patients to an acute hip
fracture ward; rapid optimisation of
fitness for surgery; time-specific
targets for surgery and first day
post-operative mobilisation.
Guidelines advocate continued,
coordinated, orthogeriatric

and multidisciplinary review, with
the aim for patients to recover
independence and return to pre-
fracture residence. Adherence to
these standards requires a
multidisciplinary team who
consistently communicate,
collaborate, understand the care
pathway and are responsive to
change.

Intervention providers

A wide range of professionals were
interviewed per hospital, the level of
involvement with the care pathway
is unclear

Setting
Secondary — Community care

Interviews: Four hospitals (three
urban, one rural)

Documentary analysis: 23 hospitals

Consultant geriatrician / Orthogeriatrician
n=7

ED Consultant n=1

Band 8 Advanced Nurse Practitioner ED
n=1

Anaesthetist n=6

Orthopaedic surgeon n=7

Orthogeriatric Advanced Nurse Specialist
n=1

Physiotherapist n=2

Occupational Therapist n=4
Musculoskeletal Matron n=1

Service Manager n=2

Ward Manager n=1

Senior Theatre Practitioner n=1
Advanced Nurse Practitioner n=2
Orthopaedic Registrar n=1

Foundation Year 2 Doctor n=1

Discharge coordinator n=1

Trauma coordinator n=1

Condition
Hip fracture

Participant details
HCPs

Ethnicity: Not reported
Gender: Not reported
Age: Not reported

Greene et al. 2023
(Australia)

Aim

To evaluate a new ED
avoidance service (the
Complex And
RestorativE (CARE) for

Study design
Qualitative descriptive

(Part of a wider service
evaluation)

Data collection methods
Semi-structured interviews

Type of intervention

Complex And RestorativE (CARE)
Centre, an emergency department
avoidance service for older people
requiring urgent but non-emergency
care

Intervention providers

Sample size
Patients n=17

Relatives n=15
Participants reported on 32 attendances
to the urgent CARE centre

Condition
Urgent but non-emergency

Quality rating
7 out of 10 criteria met on

JBI critical appraisal
checklist for qualitative
research
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older people requiring
urgent care

Dates of data collection
September 2021 - September
2022

Geriatrician, registered nurses,
enrolled nurses, physiotherapists,
occupational therapists, social
workers

Paramedic performs triage based
on CARE inclusion criteria

Setting
Secondary/Tertiary care - social
care

600-bed tertiary hospital

Most presentations to the CARE centre
were for acute symptoms, primarily falls,
headaches, general pain, high blood
pressure, chest pain, shortness of breath,
and panic attacks

Some presentations were associated with
chronic conditions such as chronic
obstructive pulmonary disease,
diverticulitis, and Hodgkin’s lymphoma

Participant details

Patients

Ethnicity: None identified as Aboriginal or
Torres Strait Islander

Gender: Females (65%)

Age: Mean years 83. 2

Range: 71-93 years

Relatives

Ethnicity: None identified as Aboriginal or
Torres Strait Islander

Gender: Female (73%) (nine daughters,
four sons and two wives)

Age: Not reported

Lee et al. 2015
(Canada)

Aim

To explore the barriers
to and facilitators of
adapting and
expanding a primary
care memory clinic
model to integrate care
of additional complex
chronic geriatric
conditions (heart
failure, falls, chronic
obstructive pulmonary
disease, and frailty) into
care processes with the

Study design
Mixed methods (Only the

qualitative arm is extracted)

Data collection methods
Structured interviews

Dates of data collection
February 2013 - March 2013

Type of intervention

Primary care-based
interprofessional memory clinic
model designed to enhance chronic
disease management for elderly
patients with complex medical
conditions

Intervention providers

Family physicians, nurses, social
workers

Geriatric specialists linked to clinics

Additional specialist in some clinics
Pharmacists, occupational
therapists, representatives from
local Alzheimer’s Society

Sample size
n=16

Primary (memory) clinic lead physicians
n=8
Memory clinic co-lead physicians n=8

Condition

Complex chronic geriatric conditions
(dementia, heart failure, falls, chronic
obstructive pulmonary disease, frailty and
multimorbidity)

Participant details

Primary clinic lead physicians
Ethnicity: Not reported
Gender: Not reported

Quality rating
6 out of 10 criteria met on

JBI critical appraisal
checklist for qualitative
research
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goal of improving
outcomes for seniors

Setting
Primary care - Secondary/Tertiary

care — community care - social care

Centre for Family Medicine, Family
Health Team Memory Clinic

Age: Not reported

Memory clinic co-lead physicians
Ethnicity: Not reported

Gender: Not reported

Age: Not reported

Lee et al. 2017
(Canada)

Aim

To describe the
significance of a
primary care
collaborative memory
clinic model of care
within the system of
care for older adults
with dementia in
Ontario

Study design

Descriptive survey with open-

ended responses

Data collection methods

Post program descriptive survey
with open-ended responses in

which participants were asked to
identify at least one way in which
patients or family members have

benefited

Dates of data collection

Individuals attending 15 Primary
care collaborative memory clinic
model of care training program
sessions between October 2008
to June 2014 were invited to

Type of intervention

Primary care collaborative memory
clinic model of care —
multidisciplinary clinics

Intervention providers

Family physician, nurse (registered
nurses, registered practical nurses,
nurse practitioner)

Geriatricians and/or geriatric
psychiatrists linked to clinics

Social worker, pharmacists,
occupational therapists, other allied
health professionals (as available)

Additional specialist in some clinics
Representatives from local

Sample size

n=198/364 (54.4%) (post program survey)
Intervention providers who had completed

training

Condition
Dementia

Participant details
Ethnicity: Not reported

Gender: Not reported
Age: Not reported

Quality rating

4 out of 10 criteria met on

JBI critical appraisal
checklist for qualitative
research

participate Alzheimer’s Society,
Setting
Primary care - Secondary/tertiary
care — community care - social care
46 primary care settings (Family
health centres (n=41), community
health centres (n=5))
Luckett et al. 2017 Study design Type of intervention Sample size Quality rating
(Australia) Qualitative descriptive Facilitated case conferencing n=40 6 out of 10 criteria met on
(Part of a wider cluster RCT) -Multidisciplinary input into case JBI critical appraisal
Aim conferences Palliative care planning coordinators checklist for qualitative

To explore palliative
care planning

Data collection methods

Semi-structured interviews

-Care planning

n=11
Nursing home staff n=18

research
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coordinators and health
professional
perceptions of the
benefits of facilitated
case conferencing and
identify factors
influencing
implementation

Dates of data collection

Not reported

Intervention providers

Palliative care planning
coordinators, nursing home staff,
Physicians (GP, Medical Officer,
Geriatrician), Physiotherapist or
aides, Diversional therapists,
Dietician

Setting
Primary care — community care —

social care

Nursing homes (n=10)

Physiotherapists or aides n=3

Diversional therapist n=4
Dietitian n=1

GP n=1

Medical Officer n=1
Geriatrician n=1

Condition
Dementia (advanced)

Participant details
Ethnicity: Not reported

Gender: Not reported
Age: Not reported

Key: AHPs — allied health professionals, ED — emergency department, GP — General practitioner, RCT — randomised controlled trial
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6.3 Quality appraisal

Table 10: Critical appraisal tool — Analytic study

Study Critical appraisal tool items Overall
1 | 2 [ 3] 45| 6| 7] 8] 9 [10]1]12] gqualty*

Multidisciplinary orthogeriatric care for hip and other upper or lower extremity fractures
Blauth et al. 2021 S S M M M S S M M S S S Medium
Branas et al. 2018 S S M S w S S w w w M w Low
Duaso et al. 2018 S S M S w S S M w S M S Medium
Kalmet et al. 2019 S S M S M S S M w S M w Medium
Katrancha et al. 2017 S S M S w S S S w S M S Medium
Kusen et al. 2019 S S M S w S S S w S M w Medium
Kusen et al. 2021 S S M M w S S w w S M w Low
Kusen et al. 2022 S S M M w S S w w S M w Low
Lin et al. 2021 S S W w w S S W W W M W Low
Noticewala et al. 2016 S M M S w S S w w S M M Low
O’Mara-Gardner et al.
2020 S S M S M S S W | W | S w | W Low
Reguant et al. 2019 s|s| M|s|w|s|S|M|W]|]sSs|M]|s Medium
Shigemoto et al. 2019 s s M s W s s s W W M W Low
Soong et al. 2016 s  M|{w|s | M|s|s|M|W]|S|[M]|W]| Mediun
Multidisciplinary geriatric trauma pathways / institutes
Francis et al. 2020 s|s| M|SsS|M|S|[S|S|W|[W|M]|M Medium
Park et al. 2022 s|s| M|s|w|s|s|M|M]|s|s |w Medium
Multidisciplinary assessment in ED
Cassarino et al. 2021 S S S S M M S High
Leahy et al. 2024 S M S S S M M S High
Taylor et al. 2016 S S M S M w M Medium
Community paramedic assessment for urgent needs
Ulintz et al. 2023 S S ‘ w S ‘ w ‘ S ‘ S ‘ w ‘ w ‘ S ‘ M ‘ S ‘ Low
Integrated care pathway in Primary care for older people with mental health conditions
Dham et al. 2022 s | s ‘ M | S ‘ S ‘ S ‘ W ‘ M | M| s ‘ S ‘ M ‘ Medium
Integrated telepsychiatry in Primary care for older people with mental health conditions
Pourat et al. 2023 M ‘ S ‘ W ‘ S ‘ W ‘ S ‘ W ‘ W ‘ W ‘ IS ‘ M ‘ W ‘ Low
Multidisciplinary integrated palliative care pathway
Groenewoud et al.
2021 r M S w S | W | wW |W|WwW/| W] S M| W Low

Key: S — Strong, M — Moderate, W — Weak
*The decision regarding quality of the study is based on ratings for appraisal items 2-12.

gk~

Research question
Study participants representative of target population
Adequacy of control of selection bias

Adequacy of control of misclassification bias
Adequacy of control of information bias




6. Validity and reliability of data collection instruments

7. Adequacy of retention and follow-up

8. Comparability of control group and intervention group
9. Adequacy of control of major confounders

10. Adequacy of ethical conduct

11. Adequacy and interpretation of statistical testing

12. Power and sample size
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Table 11: JBI critical appraisal checklist for qualitative research

Study JBI Appraisal items -
1 2 3 4 5 6 7 8 9 10
Aberg & Ehrenberg 2017 u % % % % N N % % % 7/10
Chow et al. 2015 U IN N Ju |Y |Y [N [N |Y |u |310
Fox et al. 2023 U Y |y |y |y N N N Y |Y |60
Greene et al. 2023 U |y |y |y |y |y U U Y |y |70
Lee et al. 2015 U |y |y |y Y N N U Y |Y [|enM10
Lee et al. 2017 U N N |Y |y N N U Y |Y 410
Luckett et al. 2017 u |y |y |y |y U N N Y |y [|enMo

Key: Y —Yes, N - No, U — Unclear, n/a - not applicable

Is there congruity between the stated philosophical perspective and the research methodology?

Is there congruity between the research methodology and the research question or objectives?

Is there congruity between the research methodology and the methods used to collect data?

Is there congruity between the research methodology and the representation and analysis of data?
Is there congruity between the research methodology and the interpretation of results?

Is there a statement locating the researcher culturally or theoretically?

Is the influence of the researcher on the research, and vice- versa, addressed?

Are participants, and their voices, adequately represented?

Is the research ethical according to current criteria or, for recent studies, and is there evidence of ethical
approval by an appropriate body?

10. Do the conclusions drawn in the research report flow from the analysis, or interpretation, of the data?

©XNOOAWN =

6.4 Information available on request
The protocol is available online: https://doi.org/10.17605/0OSF.10/3SD4F
Search strategies and list of excluded studies is presented below in the Appendices.
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8. APPENDICES

APPENDIX 1: Search strategies

Ovid MEDLINE(R) ALL <1946 to January 14, 2025>

4 Query Results from 15
Jan 2025
1 *Aged/ 17,299
2 *"Aged, 80 and over"/ 1,524
3 exp Frail Elderly/ 16,869
4 exp Geriatrics/ 32,069
5 exp Health Services for the Aged/ 18,343
6 ((ggriatric* or elderly or old*) adj2 (person* or people or adult* or 503,955
patient™)).tw.
(Frail* adj2 (adult* or elder* or old or person* or people or 15 167
patient™)).tw. ’
1or2or3ord4dorSor6or7 562,512
"Delivery of Health Care, Integrated"/og [Organization &
9 Administration] 6,831
10 exp "Delivery of Health Care, Integrated"/st [Standards] 1,494
(integrat* adj4 (care or pathway* or system* or health or healthcare or
11 service* or delivery or program* or approach or model* or team* or {197,493
work™)).tw.
((multidisciplinary or multi-disciplinary or interdisciplinary or inter-
disciplinary or interorganisation or interorganization or inter-
organisation or inter-organization or multiagenc* or multi-agenc* or
12 interagenc* or inter-agenc*) adj2 (team* or care or service* or working|115,431
or team work or collaborat* or intervention* or management or
provider* or consultation* or approach* or treatment* or
assessment®)).tw.
((coordinated or co-ordinated) adj2 (team* or care or healthcare or
13 service* or working or intervention* or management* or approach or (6,630
treatment™)).tw.
14 care co-ordination.tw. 110
15 (collaborative adj2 (team* or care or healthcare or service* or working 12 974
or intervention® or management® or approach or treatment®)).tw. '
16 working collaboratively.tw. 624
17 ((partner or joint) adj2 (care or working)).tw. 2,099
18 _((comangge or co-m_anage) adj2 (care or healthcare or treatment or 9
intervention™ or service®)).tw.
19 9or10or11or12or13or14or150r16or 17 or 18 327,745
20 exp Waiting Lists/ 14,506
21 exp Time Factors/ 1,245,404
22 "Delivery of Health Care"/ 124,448
23 *Health Services Accessibility/ 45,254
24 (wait or waiting).tw. 70,783
o5 ((diagrlosis or t:eatment or initial consultation) adj3 (day* or week* or 417,483
month* or year®)).tw.
26 treatment initiation.tw. 12,384
27 (time* or interval® or delay* or speed).tw. 6,262,560
28 (on-time adj2 starts).tw. 71
29 (service* adj2 (access* or utilisation or utilization)).tw. 12,136
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30

20 or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29

7,467,320

31

8 and 19 and 30

3,811

32

afghanistan/ or africa/ or africa, northern/ or africa, central/ or africa,
eastern/ or "africa south of the sahara"/ or africa, southern/ or africa,
western/ or albania/ or algeria/ or andorra/ or angola/ or "antigua and
barbuda"/ or argentina/ or armenia/ or azerbaijan/ or bahamas/ or
bahrain/ or bangladesh/ or barbados/ or belize/ or benin/ or bhutan/ or
bolivia/ or borneo/ or "bosnia and herzegovina"/ or botswana/ or
brazil/ or brunei/ or bulgaria/ or burkina faso/ or burundi/ or cabo
verde/ or cambodia/ or cameroon/ or central african republic/ or chad/
or exp china/ or comoros/ or congo/ or cote d'ivoire/ or croatia/ or
cuba/ or "democratic republic of the congo"/ or cyprus/ or djibouti/ or
dominica/ or dominican republic/ or ecuador/ or egypt/ or el salvador/
or equatorial guinea/ or eritrea/ or eswatini/ or ethiopia/ or fiji/ or
gabon/ or gambia/ or "georgia (republic)"/ or ghana/ or grenada/ or
guatemala/ or guinea/ or guinea-bissau/ or guyana/ or haiti/ or
honduras/ or independent state of samoa/ or exp india/ or indian
ocean islands/ or indochina/ or indonesia/ or iran/ or irag/ or jamaica/
or jordan/ or kazakhstan/ or kenya/ or kosovo/ or kuwait/ or
kyrgyzstan/ or laos/ or lebanon/ or liechtenstein/ or lesotho/ or liberia/
or libya/ or madagascar/ or malaysia/ or malawi/ or mali/ or malta/ or
mauritania/ or mauritius/ or mekong valley/ or melanesia/ or
micronesia/ or monaco/ or mongolia/ or montenegro/ or morocco/ or
mozambique/ or myanmar/ or namibia/ or nepal/ or nicaragua/ or
niger/ or nigeria/ or oman/ or pakistan/ or palau/ or exp panama/ or
papua new guinea/ or paraguay/ or peru/ or philippines/ or gatar/ or
"republic of belarus"/ or "republic of north macedonia"/ or romania/ or
exp russia/ or rwanda/ or "saint kitts and nevis"/ or saint lucia/ or
"saint vincent and the grenadines"/ or "sao tome and principe"/ or
saudi arabia/ or serbia/ or sierra leone/ or senegal/ or seychelles/ or
singapore/ or somalia/ or south africa/ or south sudan/ or sri lanka/ or
sudan/ or suriname/ or syria/ or taiwan/ or tajikistan/ or tanzania/ or
thailand/ or timor-leste/ or togo/ or tonga/ or "trinidad and tobago"/ or
tunisia/ or turkmenistan/ or uganda/ or ukraine/ or united arab
emirates/ or uruguay/ or uzbekistan/ or vanuatu/ or venezuela/ or
vietnam/ or west indies/ or yemen/ or zambia/ or zimbabwe/

1,398,890

33

"Organisation for Economic Co-Operation and Development"/

651

34

australasia/ or exp australia/ or austria/ or baltic states/ or belgium/ or
exp canada/ or chile/ or colombia/ or costa rica/ or czech republic/ or
exp denmark/ or estonia/ or europe/ or finland/ or exp france/ or exp
germany/ or greece/ or hungary/ or iceland/ or ireland/ or israel/ or
exp italy/ or exp japan/ or korea/ or latvia/ or lithuania/ or luxembourg/
or mexico/ or netherlands/ or new zealand/ or north america/ or exp
norway/ or poland/ or portugal/ or exp "republic of korea"/ or
"scandinavian and nordic countries"/ or slovakia/ or slovenia/ or spain/
or sweden/ or switzerland/ or turkey/ or exp united kingdom/ or exp
united states/

3,631,545

35

European Union/

18,335

36

Developed Countries/

21,715

37

33 or 34 or 35 or 36

3,648,225

38

32 not 37

1,306,367

39

31 not 38

3,588

40

limit 39 to yr="2015 -Current"

2,538
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Embase ClassictEmbase <1947 to 2025 January 14>

Results from 15

# Query Jan 2025

1 *aged/ 55,331

2 *very elderly/ 1,666

3 *frail elderly/ 5,528

4 exp geriatrics/ 61,885

5 exp elderly care/ 83,952

riatric* or elderly or old*) adj2 (person* or le or It* or

6 Sgt‘iaent*)():.tvs. elderly or old*) adj2 (person* or people or adult* o 716,981

7 (Frail* adj2 (adult or elder* or old or person* or people or patient*)).tw. (21,580

8 1or2or3ordor5or6or7 848,243

9 exp integrated health care system/ 14,246
(integrat* adj4 (care or pathway* or system* or health or healthcare or

10 service® or delivery or program* or approach or model* or team* or {243,603

work™®)).tw.

((multidisciplinary or multi-disciplinary or interdisciplinary or inter-
disciplinary or interorganisation or interorganization or inter-
organisation or inter-organization or multiagenc* or multi-agenc* or
11 interagenc* or inter-agenc®) adj2 (team* or care or service* or working|183,183
or team work or collaborat* or intervention* or management or
provider* or consultation* or approach* or treatment* or
assessment®)).tw.

((coordinated or co-ordinated) adj2 (team* or care or healthcare or

12 service* or working or intervention* or management* or approach or (9,659
treatment™)).tw.
13 care co-ordination.tw. 193

(collaborative adj2 (team* or care or healthcare or service* or working

14 or intervention® or management* or approach or treatment®)).tw. 18472
15 working collaboratively.tw. 981
16 ((partner or joint) adj2 (care or working)).tw. 3,324
17 _((comangge or co-m_anage) adj2 (care or healthcare or treatment or 0
intervention® or service*)).tw.
18 9or10or11or12or13 or14 or 150r 16 or 17 447,305
19 exp hospital admission/ 306,581
20 exp time factor/ 49,384
21 *health care delivery/ 67,375
22 *health care access/ 16,422
23 (wait or waiting).tw. 113,933
iagnosis or treatment or initial consultation) adj * or week* or
b4 Eg%n%*osrsygar*t)a)?tw.e o} al consultation) adj3 (day* or week* o 725715
25 treatment initiation.tw. 24,190
26 (time* or interval® or delay* or speed).tw. 8,557,362
27 (on-time adj2 starts).tw. 105
28 (service* adj2 (access* or utilisation or utilization)).tw. 15,084
29 19 or 20 or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 9,347,524
30 8 and 18 and 29 6,585
afghanistan/ or africa/ or "africa south of the sahara"/ or albania/ or
algeria/ or andorra/ or angola/ or argentina/ or "antigua and barbuda"/
31 or armenia/ or exp azerbaijan/ or bahamas/ or bahrain/ or 1,916,327

bangladesh/ or barbados/ or belarus/ or belize/ or benin/ or bhutan/ or
bolivia/ or borneo/ or exp "bosnia and herzegovina"/ or botswana/ or
exp brazil/ or brunei darussalam/ or bulgaria/ or burkina faso/ or
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burundi/ or cambodia/ or cameroon/ or cape verde/ or central africa/
or central african republic/ or chad/ or exp china/ or comoros/ or
congo/ or cook islands/ or cote d'ivoire/ or croatia/ or cuba/ or cyprus/
or democratic republic congo/ or djibouti/ or dominica/ or dominican
republic/ or ecuador/ or el salvador/ or egypt/ or equatorial guinea/ or
eritrea/ or eswatini/ or ethiopia/ or exp "federated states of
micronesia"/ or fiji/ or gabon/ or gambia/ or exp "georgia (republic)"/ or
ghana/ or grenada/ or guatemala/ or guinea/ or guinea-bissau/ or
guyana/ or haiti/ or honduras/ or exp india/ or exp indonesia/ or iran/
or exp iraq/ or jamaica/ or jordan/ or kazakhstan/ or kenya/ or kiribati/
or kosovo/ or kuwait/ or kyrgyzstan/ or laos/ or lebanon/ or
liechtenstein/ or lesotho/ or liberia/ or libyan arab jamahiriya/ or
madagascar/ or malawi/ or exp malaysia/ or maldives/ or mali/ or
malta/ or mauritania/ or mauritius/ or melanesia/ or moldova/ or
monaco/ or mongolia/ or "montenegro (republic)"/ or morocco/ or
mozambique/ or myanmar/ or namibia/ or nauru/ or nepal/ or
nicaragua/ or niger/ or nigeria/ or niue/ or north africa/ or oman/ or exp
pakistan/ or palau/ or palestine/ or panama/ or papua new guinea/ or
paraguay/ or peru/ or philippines/ or polynesia/ or gatar/ or "republic of
north macedonia"/ or romania/ or exp russian federation/ or rwanda/
or sahel/ or "saint kitts and nevis"/ or "saint lucia"/ or "saint vincent
and the grenadines"/ or saudi arabia/ or senegal/ or exp serbia/ or
seychelles/ or sierra leone/ or singapore/ or "sao zand principe"/ or
solomon islands/ or exp somalia/ or south africa/ or south asia/ or
south sudan/ or exp southeast asia/ or sri lanka/ or sudan/ or
suriname/ or syrian arab republic/ or taiwan/ or tajikistan/ or tanzania/
or thailand/ or timor-leste/ or togo/ or tonga/ or "trinidad and tobago"/
or tunisia/ or turkmenistan/ or tuvalu/ or uganda/ or exp ukraine/ or
exp united arab emirates/ or uruguay/ or exp uzbekistan/ or vanuatu/
or venezuela/ or viet nam/ or western sahara/ or yemen/ or zambia/ or
zimbabwe/

32 "organisation for economic co-operation and development"/ 3,217
exp australia/ or "australia and new zealand"/ or austria/ or baltic
states/ or exp belgium/ or exp canada/ or chile/ or colombia/ or costa
rica/ or czech republic/ or denmark/ or estonia/ or europe/ or exp
finland/ or exp france/ or exp germany/ or greece/ or hungary/ or
33 iceland/ or ireland/ or israel/ or exp italy/ or japan/ or korea/ or latvia/ 4169.180
or lithuania/ or luxembourg/ or exp mexico/ or netherlands/ or new e
zealand/ or north america/ or exp norway/ or poland/ or exp portugal/
or scandinavia/ or sweden/ or slovakia/ or slovenia/ or south korea/ or
exp spain/ or switzerland/ or exp united kingdom/ or exp united states/
or western europe/
34 european union/ 33,102
35 developed country/ 36,824
36 32 0r 33 0or 34 or 35 4,205,065
37 31 not 36 1,745,140
38 30 not 37 6,245
39 limit 38 to yr="2015 -Current" 4,378
40 conference abstract.pt. 5,338,860
41 39 not 40 2,378

CINAHL (EBSCO)

Results from 15

# Query Jan 2025
1 (MM "Aged") 2,812
2 (MM "Aged, 80 and Over") 197
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(MH "Frail Elderly")

9,083

~

(MH "Geriatrics+")

7,103

(MH "Health Services for Older Persons")

7,306

TI ( (geriatric* or elderly or old*) N2 (person* or people or adult* or
patient*) ) OR AB ( (geriatric* or elderly or old*) N2 (person* or people
or adult* or patient* )

206,753

TI ( Frail* N2 (adult* or elder* or old or person* or people or patient*) )
OR AB ( Frail* N2 (adult* or elder* or old or person* or people or
patient*) )

9,597

OR 1-7

224,102

(MH "Health Care Delivery, Integrated")

16,482

10

TI ( (integrat* N4 (care or pathway* or system* or health or healthcare
or service* or delivery or program* or approach or model* or team* or
work*) ) OR AB ( (integrat* N4 (care or pathway* or system* or health
or healthcare or service* or delivery or program* or approach or
model* or team* or work™*) )

73,409

11

TI ( (multidisciplinary or multi-disciplinary or interdisciplinary or inter-
disciplinary or interorganisation or interorganization or inter-
organisation or inter-organization or multiagenc* or multi-agenc* or
interagenc* or inter-agenc*®) N2 (team* or care or service* or working
or "team work" or collaborat* or intervention* or management or
provider* or consultation* or approach* or treatment* or assessment*)
) OR AB ( (multidisciplinary or multi-disciplinary or interdisciplinary or
inter-disciplinary or interorganisation or interorganization or inter-
organisation or inter-organization or multiagenc* or multi-agenc* or
interagenc* or inter-agenc*) N2 (team* or care or service* or working
or "team work" or collaborat* or intervention* or management or
provider* or consultation* or approach* or treatment* or assessment*)

)

48,540

12

Tl ( (coordinated or co-ordinated) N2 (team* or care or healthcare or
service* or working or intervention* or management* or approach or
treatment*) ) OR AB ( (coordinated or co-ordinated) N2 (team* or care
or healthcare or service* or working or intervention* or management*
or approach or treatment*) )

4,365

13

Tl "care co-ordination" OR AB "care co-ordination"

93

14

TI ( collaborative N2 (team* or care or healthcare or service* or
working or intervention* or management* or approach or treatment*) )
OR AB ( collaborative N2 (team* or care or healthcare or service* or
working or intervention* or management®* or approach or treatment*) )

11,012

15

TI "working collaboratively” OR AB "working collaboratively"

473

16

TI ( (partner or joint) N2 (care or working) ) OR AB ( (partner or joint)
N2 (care or working) )

3,755

17

Tl ( (comanage or co-manage) N2 (care or healthcare or treatment or
intervention™ or service*) ) OR AB ( (comanage or co-manage) N2
(care or healthcare or treatment or intervention* or service)* )

4

18

OR 9-17

140,815

19

(MH "Waiting Lists")

7,240

20

(MH "Time Factors")

188,953

21

(MH "Health Services Accessibility+")

119,056

22

TI ( (wait or waiting) ) OR AB ( (wait or waiting) )

26,213

23

TI ( (diagnosis or treatment or "initial consultation") N3 (day* or week*
or month* or year*) ) OR AB ( (diagnosis or treatment or "initial
consultation") N3 (day* or week* or month* or year*) )

98,227

24

Tl "treatment initiation" AND AB "treatment initiation"

156

25

TI ( time™ or interval* or delay* or speed ) OR AB ( time* or interval* or

delay* or speed )

1,161,244
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26 Tl on-time N2 starts OR AB on-time N2 starts 2,048
TI ( service* N2 (access* or utilisation or utilization) ) OR AB ( service*
27 N o b 24,878
N2 (access* or utilisation or utilization) )
28 OR 19-27 1,445,129
29 8 AND 18 AND 28 2,542
30 29 limited to 01012015 — 15012025 1,823

Cochrane CENTRAL

Results from 16

E:3

Query

Jan 2025
1 MeSH descriptor: [Aged] explode all trees 283161
2 MeSH descriptor: [Frail Elderly] explode all trees 1191
3 MeSH descriptor: [Geriatrics] explode all trees 302
4 MeSH descriptor: [Health Services for the Aged] explode all trees 582
5 ((ggriatric*_or elderly or old*)_ N_EAR/2 (person* or people or adult* or 64264
patient*)):ti,ab,kw (Word variations have been searched)
(Frgil* NEAR/Z (adult* or eld_er*_k or old or person* or people or 3376
patient*)):ti,ab,kw (Word variations have been searched)
7 Or 1-6 323750
8 MeSH descriptor: [Delivery of Health Care, Integrated] explode all 617
trees
(integrat* NEAR/4 (care or pathway* or system* or health or
9 healthcare or service* or delivery or program* or approach or model* (12622

or team* or work*)):ti,ab,kw (Word variations have been searched)

((multidisciplinary or multi-disciplinary or interdisciplinary or inter-
disciplinary or interorganisation or interorganization or inter-
organisation or inter-organization or multiagenc* or multi-agenc* or
10 interagenc* or inter-agenc*) NEAR/2 (team* or care or service* or 7312
working or team work or collaborat* or intervention* or management
or provider* or consultation* or approach* or treatment* or
assessment*)):ti,ab,kw (Word variations have been searched)

((coordinated or co-ordinated) NEAR/2 (team* or care or healthcare or

11 service* or working or intervention* or management* or approach or (2265
treatment*)):ti,ab,kw (Word variations have been searched)

12 ("care co-ordination"):ti,ab,kw (Word variations have been searched) |41
(collaborative NEAR/2 (team* or care or healthcare or service* or

13 working or intervention* or management* or approach or 2833
treatment*)):ti,ab,kw (Word variations have been searched)

14 ("working collaboratively"):ti,ab,kw (Word variations have been 109
searched)

((partner or joint) NEAR/2 (care or working)):ti,ab,kw (Word variations

15 have been searched) 745
((comanage or co-manage) NEAR/2 (care or healthcare or treatment

16 or intervention® or service*)):ti,ab,kw (Word variations have been 12
searched)

17 Or 8-16 23923

18 MeSH descriptor: [Waiting Lists] explode all trees 831

19 MeSH descriptor: [Time Factors] explode all trees 82498

20 MeSH descriptor: [Health Services Accessibility] explode all trees 1736

21 (wait or waiting):ti,ab,kw (Word variations have been searched) 19685
((diagnosis or treatment or "initial consultation") NEAR/3 (day* or

22 week* or month* or year*)):ti,ab,kw (Word variations have been 194104
searched)
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23 ("treatment initiation"):ti,ab,kw (Word variations have been searched) |3638
o4 E)(time* or interval® or delay* or speed)):ti,ab,kw (Word variations have 845323
een searched)
o5 (on-time NEAR/2 starts):ti,ab,kw (Word variations have been 161
searched)
6 (Se!’vipe* NEAR/2 (access* or utilisation or utilization)):ti,ab,kw (Word 3924
variations have been searched)
27 OR 18-26 957567
2812
CENTRAL records
28 7 AND 17 AND 27 limited by 2015-
2025 = 1330
Scopus
4 Query Results from 20
Jan 2025
1 TITLE-ABS-KEY ( ( geria.tric* OR elderly OR old* ) W/2 ( person* OR 718.502
people OR adult* OR patient* ) ) ’
5 TITLE-ABS-KEY ( frail* W/2 ( adult* OR elder* OR old* OR person* 35.064
OR people OR patient* ) ) ’
3 TITLE-ABS-KEY ( aged W/2 "health service*" ) 16,925
4 OR 1-3 741,932
TITLE-ABS-KEY ( integrat* W/4 ( care OR pathway* OR system* OR
5 health OR healthcare OR service* OR delivery OR program* OR 1,056,836
approach OR model* OR team* OR work™ ) )
TITLE-ABS-KEY ( ( multidisciplinary OR multi-disciplinary OR
interdisciplinary OR inter-disciplinary OR interorganisation OR
interorganization OR inter-organisation OR inter-organization OR
6 multiagenc* OR multi-agenc* OR interagenc* OR inter-agenc* ) W/2 ( |224,107
team* OR care OR service* OR working OR "team work" OR
collaborat* OR intervention®* OR management OR provider* OR
consultation* OR approach* OR treatment* OR assessment™ ) )
TITLE-ABS-KEY ( ( coordinated OR co-ordinated ) W/2 ( team* OR
7 care OR healthcare OR service* OR working OR intervention®* OR 16,798
management* OR approach OR treatment* ) )
TITLE-ABS-KEY ( collaborative W/2 ( team* OR care OR healthcare
8 OR service* OR working OR intervention* OR management* OR 52,253
approach OR treatment™ ) )
9 TITLE-ABS-KEY ( "working collaboratively" ) 1,959
10 TITLE-ABS-KEY ( "care co-ordination" ) 145
11 TITLE-ABS-KEY ( ( partner OR joint ) W/2 ( care OR working ) ) 9,535
12 TITLE-ABS-KEY ( ( comanage OR co-manage ) W(2 (care OR 59
healthcare OR treatment OR intervention* OR service™ ) )
13 OR 5-12 1,329,098
14 TITLE-ABS-KEY ( ( wait OR waiting ) ) 174,826
15 TITLE-ABS-KEY ( ( diagnosis OR treatment OR "initial consultation" ) 663 383
W/3 ( day* OR week* OR month* OR year* ) ) ’
16 TITLE-ABS-KEY ( "treatment initiation" ) 13,155
17 TITLE-ABS-KEY ( time* OR interval* OR delay* OR speed ) 19,426,439
18 TITLE-ABS-KEY ( on-time W/2 starts ) 249
19 ;I'I)TLE-ABS-KEY ( service* W/2 ( access* OR utilisation OR utilization 162,881
20 OR 14-19 20,014,023
21 4 AND 13 AND 21 6,133
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22 21 limited to Publication Year 2015-2025 4,378
3 22 limited to Document Type: Article, Review, Short Survey, 4016
Retracted, Undefined and Erratum

Database Number of Results

Medline (Ovid) 2538

EMBASE (Ovid) 2378

CINAHL (EBSCO) 1823

Cochrane CENTRAL = 1330

Scopus 4016

TOTAL | 12,085

Duplicates identified in Endnote | 5,556

Duplicates identified in Raayan | 49

New Total (to screen) | 6480
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APPENDIX 2: List of grey literature sources

Source

NHS England
https://www.england.nhs.uk/

NHS Wales
https://www.wales.nhs.uk/

NHS Scotland
https://www.careers.nhs.scot/careers/find-your-career/returning-to-practice/

Health and Social Care Northern Ireland
https://www.hscni.net/

Welsh Government
https://gov.wales/

UK Government
https://www.gov.uk/

Scottish Government
https://www.gov.scot/

Northern Ireland Executive
https://www.northernireland.gov.uk/

National Institute for Health and Care Excellence (NICE)
https://www.nice.org.uk/

Public Health Wales
https://phw.nhs.wales/

UK Health Security Agency
https://researchportal.ukhsa.gov.uk/

Office for Health Improvement & Disparities
https://www.gov.uk/government/organisations/office-for-health-improvement-and-disparities

Public Health Scotland
https://publichealthscotland.scot/

Public Health Northern Ireland
https://www.publichealth.hscni.net/

Health Foundation
https://www.health.org.uk/

Nuffield Trust
https://www.nuffieldtrust.org.uk/
King’'s Fund
https://www.kingsfund.org.uk/
Age UK
https://www.ageuk.org.uk/

Age Cymru

https://www.agecymru.wales/

Older People’s Commissioner for Wales
https://olderpeople.wales/

British Geriatric Society
https://www.bgs.org.uk/

Social Care Institute for Excellence (SCIE)
https://www.scie.org.uk/

Personal Social Services Research Unit (PSSRU)
https://www.pssru.ac.uk/

Care Quality Commission
https://www.cqc.org.uk/

Care Inspectorate Wales
https://careinspectorate.wales/

Skills for Care
https://www.skillsforcare.org.uk/Recruitment-retention/Recruitment-and-retention.aspx

Local Government Association
https://www.local.gov.uk/

Association of Directors of Adult Social Services (ADASS)
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https://www.england.nhs.uk/
https://www.wales.nhs.uk/
https://www.careers.nhs.scot/careers/find-your-career/returning-to-practice/
https://www.hscni.net/
https://gov.wales/
https://www.gov.uk/
https://www.gov.scot/
https://www.northernireland.gov.uk/
https://www.nice.org.uk/
https://phw.nhs.wales/
https://researchportal.ukhsa.gov.uk/
https://www.gov.uk/government/organisations/office-for-health-improvement-and-disparities
https://publichealthscotland.scot/
https://www.publichealth.hscni.net/
https://www.health.org.uk/
https://www.nuffieldtrust.org.uk/
https://www.kingsfund.org.uk/
https://www.ageuk.org.uk/
https://www.agecymru.wales/
https://olderpeople.wales/
https://www.bgs.org.uk/
https://www.scie.org.uk/
https://www.pssru.ac.uk/
https://www.cqc.org.uk/
https://careinspectorate.wales/
https://www.skillsforcare.org.uk/Recruitment-retention/Recruitment-and-retention.aspx
https://www.local.gov.uk/

https://www.adass.org.uk/publications2

Care and Support Alliance
https://careandsupportalliance.com/

The Care Provider Alliance
https://careprovideralliance.org.uk/
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Southwark, South London (2017). https:/clinicaltrials.gov/study/NCT03260933 final report

identified

3. Integrated Care for Frail Older People. (2017). Same report
https://clinicaltrials.gov/show/NCT03260933 as above — no

final report
identified

4. | SmartCare Project: Joining up ICT and Service Processes for Quality Integrated Care Wrong
in Europe. (2017). outcome
https://clinicaltrials.gov/study/NCT03112109

5. | SMARTCARE Project: Deploying Integrated Health & Social Services for Independent | As above —
Living by Older People. (2017). https:/clinicaltrials.gov/show/NCT03112109 wrong
https://pilotsmartcare.eu/outcomes/deliverables/ outcome
Dyrvig A. et al. (2015). D8.3 Second interim process evaluation report.
https://pilotsmartcare.eu/outcomes/deliverables/

Stafylas, P. et al. (2016). D8.4 SMARTCARE project outcomes.
https://pilotsmartcare.eu/outcomes/deliverables/

6. | BeyondSilos - Integrated Care Leading to a More Personalised and Coordinated Care, | Wrong
Improving Outcomes for Elderly Patients, Delivering More Effective Care and Support, outcome
and Provide More Cost-Efficient Health and Social Services. (2017).
https://clinicaltrials.gov/study/NCT03111004
https://doi.org/10.2196/20938
Piera-Jimenez J, Daugbjerg S. et al (2020). BeyondSilos, a Telehealth-Enhanced
Integrated Care Model in the Domiciliary Setting for Older Patients: Observational
Prospective Cohort Study for Effectiveness and Cost-Effectiveness Assessments. JMIR
Medical Informatics. https://doi.org/10.2196/20938

7. Integrated Care With GP Participation for Older Persons in the Ambulatory Care Hub: a | Not found: no
Prospective Cohort Study of Clinical and Process Outcomes. (2022). protocol or
https://clinicaltrials.gov/study/NCT05527223 final report

identified

8. | Nurse-led Integrated Care of Complex Patients Facilitated by Telemonitoring: The Still collecting
Safe, Managed, and Responsive Transitions (SMaRT) Study. (2022). data
https://clinicaltrials.gov/study/NCT05543720

9. | Protocol for Inpatient Nursing Frailty Assessment (INFA): Comprehensive Geriatric Still collecting
Assessment and Multidisciplinary Intervention for Frail Hospitalised Older Adults. data
(2024).
https://clinicaltrials.gov/study/NCT06469723

10 | The Role of the Geriatric Team in Facilitating the Emergency Department (ED) Not found: no
Workflow for Elderly Patients: Effects on Rate of Hospitalization and on Community protocol or
Health Management: A Multicentric Randomized Controlled Intervention Study. (2024). | final report
https://clinicaltrials.gov/study/NCT06788210 identified

11 | INSPIRE: Feasibility of a Community-based Integrated Care Model for Older Adults Wrong
Living at Home. (2022). outcome
https://clinicaltrials.gov/study/NCT05302310
https://doi.org/10.1186/s12877-022-03552-z
Yip O, Dhaini S et al. (2022) Health and social care of home-dwelling frail older adults
in Switzerland: a mixed methods study. BMC Geriatrics.
https://doi.org/10.1186/s12877-022-03552-z

12 | Transforming Primary Care for Older Canadians Living with Frailty. (2017). Two
https://clinicaltrials.gov/show/NCT03442426 published

protocols but
no final report
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Grey literature searches

1. | Bevan Commission. (2016). Improving health and healthcare: Barriers and enablers for | No explicit
change. Swansea: Bevan Commission. methods
https://bevancommission.org/improving-health-and-healthcare-barriers-and-enablers-
of-change/

2. | Bevan Commission. (2025). Why wait? Building on proven initiatives to reduce waits in | No explicit
Wales. Swansea: Bevan Commission. methods
https://bevancommission.org/why-wait/

3. | Gentry T, Jopling K, and Reeves C. (2023). Fixing the foundations: Why it’s time to No explicit
rethink how we support older people with health problems to stay well at home. methods
London: Age UK.
https://www.ageuk.org.uk/siteassets/documents/reports-and-publications/reports-and-
briefings/health--wellbeing/fixing-the-foundations/F TF-feb-2023.pdf

4. | Health Education England. (2016). Care Navigation: A Competency Framework. No explicit
London: Health Education England. methods
https://www.hee.nhs.uk/sites/default/files/documents/Care%20Navigation%20Compete
ncy%20Framework Final.pdf

5. | Hopper, A. (2021). Getting it Right First Time. Geriatric Medicine GIRFT Programme No explicit
National Specialty Report. methods
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/Geriatric-Medicine-

Sept21h.pdf

6. | NHS England. (2016). New Care Models: Vanguards - developing a blueprint for the No explicit
future of NHS and care services. methods
https://www.england.nhs.uk/wp-content/uploads/2015/11/new_care models.pdf

7. | NHS RightCare. (2019). Frailty Toolkit: Optimising a frailty system. London: NHS No explicit
England. https://www.england.nhs.uk/rightcare/wp- methods
content/uploads/sites/40/2019/07 /frailty-toolkit-june-2019-v1.pdf

8. | Royal College of General Practitioners. (2016). Integrated care for older people with No explicit
frailty Innovative approaches in practice. methods
https://www.bgs.org.uk/sites/default/files/content/resources/files/2018-10-09/RCGP-
Integrated-care-for-older-people-with-frailty-2016.pdf

9. | Age Cymru. (2024). Why are we still waiting? Delays in social care in Wales. Wrong design
https://www.agecymru.wales/siteassets/documents/why-are-we-still-waiting/why-are- and wrong
we-still-waiting.pdf intervention

10 | Bliss A, Williamson S, and Alayo, L. (2024). The state of integrated care systems Wrong design
2023/24: tackling today while building for tomorrow. London: NHS Confederation.
https://www.nhsconfed.org/publications/state-integrated-care-systems-202324

11 | Cairney P, Boswell J, Bliss A, Mahmood H, and Raine, J. (2024). Unlocking prevention | Wrong
in integrated care systems. London: NHS Confederation. outcome
https://www.nhsconfed.org/publications/unlocking-prevention-integrated-care-systems

12 | Carnes Chichlowska S, Burholt V, Beech C, and Dobbs C. (2015). The Integrated Care | Wrong
Evaluation Framework. A Realistic Evaluation of integrated health and social care outcome
services in Wales. Welsh Government.
https://www.gov.wales/sites/default/files/statistics-and-research/2019-07/150514-
integrated-care-evaluation-framework-en.pdf

13 | NHS Confederation. (2022). The state of integrated care systems 2021/22. London: Wrong
NHS Confederation. outcome
https://www.nhsconfed.org/publications/state-integrated-care-systems-2021-22

14 | NHS Confederation. (2023). The state of integrated care systems 2022/23: Riding the Wrong
storm. London: NHS Confederation. outcome
https://www.nhsconfed.org/publications/state-integrated-care-systems-2022-23

15 | NHS Confederation. (2023). The evolution of provider collaboration. London: NHS Wrong design
Confederation. and
https://www.nhsconfed.org/publications/evolution-provider-collaboration intervention

16 | Older People’s Commissioner for Wales. (2017). GP Services in Wales: The Wrong design
Perspective of Older People: older people’s experiences of accessing and using GP and
services in Wales. intervention
https://olderpeople.wales/wp-content/uploads/2022/03/GP-Services-in-Wales-The-
Perspective-of-Older-People.pdf

17 | Robertson R, Blythe N, and Jefferies D. (2023). Tackling health inequalities on NHS Wrong
waiting lists: Learning from local case studies. London: The King’s Fund. intervention?
https://www.kingsfund.org.uk/insight-and-analysis/reports/health-inequalities-nhs-
waiting-lists

18 | Alderwick H, Robertson R, Appleby J et al. (2015). Better value in the NHS The role of | No explicit
changes in clinical practice. Kings Fund. methods
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https://www.nhsconfed.org/publications/state-integrated-care-systems-2022-23
https://www.nhsconfed.org/publications/evolution-provider-collaboration
https://olderpeople.wales/wp-content/uploads/2022/03/GP-Services-in-Wales-The-Perspective-of-Older-People.pdf
https://olderpeople.wales/wp-content/uploads/2022/03/GP-Services-in-Wales-The-Perspective-of-Older-People.pdf
https://www.kingsfund.org.uk/insight-and-analysis/reports/health-inequalities-nhs-waiting-lists
https://www.kingsfund.org.uk/insight-and-analysis/reports/health-inequalities-nhs-waiting-lists

https://www.kingsfund.org.uk/insight-and-analysis/reports/better-value-nhs

19 | Baird B, Reeve H, Ross S et al. (2018). Innovative models of general practice. Kings Wrong study
Fund. https://www.kingsfund.org.uk/insight-and-analysis/reports/innovative-models- design
general-practice

20 | Naylor C, Alderwick H, and Honeyman M. (2015). Acute hospitals and integrated care: No explicit
From hospitals to health systems. London: The King’s Fund. methods
https://www.kingsfund.org.uk/publications/acute-hospitals-integrated-care

21 | Jackson P, McCaffrey R, Swindlehurst M and Tomkinson A. (2018). Foundations for Wrong
Integrated Care: A Position Paper for the pilot in the West. intervention
https://www.gov.im/media/1366687/foundations-for-integrated-care-24th-dec-18.pdf

22 | Page B, Sugavanam T, Fitzpatrick R et al. (2024). Floundering or Flourishing? Early Wrong
Insights from the Inception of Integrated Care Systems in England. International Intervention
Journal of Integrated Care.
https://doi.org/10.5334/ijic.7738

23 | Czypionka T, Kraus M, Reiss M, et al. (2020). The patient at the centre: Evidence from | Wrong
17 European integrated care programmes for persons with complex needs. BMC outcome
Health Services Research, 20, Article 1102.
https://doi.org/10.1186/s12913-020-05917-9

24 | Calafiore M, Chazard E, Averlant L, et al (2021). Wide variations among GPs in the Wrong
level of interest in integrated care for frail, elderly adults and their association with data | outcome
on consulting and prescribing: an analysis of the PAERPA project. British Journal of
General Practice. https://doi.org/10.3399/BJGP.2021.0626

25 | Transforming Cancer Services Team. (2019). A guide to reducing variation and Wrong
improving outcomes in cancer rehabilitation in London. London: NHS England. outcome
https://transformationpartners.nhs.uk/wp-content/uploads/2019/07/A-guide-to-reducing-
variation-and-improving-outcomes-in-cancer-rehabilitation-in-London.pdf

Studies identified from systematic/scoping reviews (unpicking)

1. De Lange J, Deusing E, Francke A L et al. (2018). Factors facilitating dementia case Wrong
management: Results of online focus groups. Dementia. outcome
https://doi.org/10.1177/1471301216634959

2. | Lind KB, Soerensen C A, Salamon S A et al. (2015). Impact of clinical pharmacist Wrong
intervention on length of stay in an acute admission unit: a cluster randomised study. intervention
European Journal of Hospital Pharmacy. https://doi.org/10.1136/ejhpharm-2015-

000767

3. | Quigley R, Russell S, Harvey D and Mann J. (2021). OPEN ARCH integrated care Wrong
model: experiences of older Australians and their carers Australian Journal of outcome
Primary Health

https://doi.org/10.1071/PY20203
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