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ABSTRACT
This study examines the impact of integrated care services on older adults within the United Kingdom’s health and social care system, with a focus on understanding how integrated models enhance outcomes for an ageing population. The research aimed to evaluate the effectiveness, challenges, and implications of integrated care through a systematic review of ten primary peer-reviewed studies. Guided by a structured search strategy, the review applied clear inclusion and exclusion criteria, ensuring methodological rigor. Data were analysed thematically to identify recurring patterns across service delivery, patient experience, and organisational practice.

Findings reveal that integrated care generally improves continuity of care, promotes patient satisfaction, and enhances the management of long-term conditions. Studies highlighted notable benefits of communication among professionals and more coordinated support for older adults with complex needs. However, persistent challenges, including fragmented implementation, workforce capacity issues, and variability across localities, limit the consistency of impact. The review also identifies gaps related to long-term outcomes and the experiences of diverse subgroups of older adults.

Overall, the study finds that integrated care has strong potential to improve the well-being of older adults in the United Kingdom. However, to fully realise this potential, better policy coordination, long-term funding, and stronger collaboration between services are needed
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                                  CHAPTER 1: INTRODUCTION 

The United Kingdom is undergoing a significant demographic transition, marked by a rapid increase in the older adult population. According to Age UK (2024a) and Reeves et al. (2024), there are now over 22 million people aged 50 in England, representing approximately 40% of the population, with the fastest growth observed in the 85+ age group. Earlier projections suggested a further 19.3% increase in the 50+ by 2044, equating to an additional 4.3 million older people (Brändle and Colombier, 2022). These demographic shifts have major implications for health and social care services, as older adults are more likely to experience chronic conditions and functional decline. Only 14% of those aged 85 and over are reported to be in good health (Age UK, 2023b).

The growing demand for services is evident across the system. Older adults account for a disproportionate share of hospital use; emergency hospital attendance rates increase significantly with age, rising from 50,000 per 100,000 people aged 75–79 to nearly 94,000 per 100,000 among those aged 90 years and above (Age UK, 2024a). In parallel, social care needs remain chronically unmet. Approximately 2 million older adults in England live with unmet care needs, particularly in areas such as bathing, dressing, and meal preparation (Age UK, 2024a; MacInnes et al., 2020). Waiting times for social care assessments frequently exceed six months, delaying critical interventions (Age UK, 2023a; Jain et al., 2025).

Health and social care capacity has been unable to keep pace with demand. The number of district nurses has declined by 12%, and the registered nurses in social care by 24% (Chamanga et al., 2020). Unpaid carers, many aged 65 and over, are filling the gap, though 85% of concerns are their ability to continue providing support due to their health and wellbeing (Age UK, 2023b).

The fragmentation between NHS and social care services has exacerbated these pressures. Delayed hospital discharges, often lack of community or home-based care, are a persistent issue, contributing to hospital overcrowding and longer stays (The Times, 2025). Meanwhile, the NHS Continuing Healthcare (CHC) scheme, which should support complex care needs, has become more restrictive in practice. Despite the rise in older adults with high needs, eligibility for CHC has declined since 2017 (The Guardian, 2025a).

In response, the UK government has sought to integrate health and social care through systemic reforms. The Health and Care Act 2022 placed Integrated Care Systems (ICSs) on a statutory footing, requiring NHS bodies and local authorities to jointly plan and deliver services (NHS England, 2022). The NHS Long Term Plan (2019) had already identified ICSs as the future model of care, aiming to reduce hospital dependence and shift investment into primary and community settings (NHS England, 2019) to coordinate services across sectors (Elizondo et al., 2024).

The Better Care Fund (BCF), introduced in 2013, provides a financial mechanism to support integration. Initially pooling £5.3 billion, this figure rose to £9.2 billion by 2019–2020 (Department of Health and Social Care, 2019). While initial performance fell short of national targets such as reducing emergency admissions and delayed discharges, the BCF has facilitated closer working relationships between councils and NHS providers (National Audit Office, 2018).

Digital transformation is also central to integration efforts. All ICSs are required to implement Shared Care Records, which connect data between the NHS and social care in real time (Department of Health and Social Care, 2022). However, digital maturity is inconsistent: while 60% of NHS trusts meet digital standards, fewer than 40% of social care providers use electronic records (Department of Health and Social Care, 2022).

Despite these challenges, several ICSs have demonstrated successful models. In Hull, the Jean Bishop Integrated Care Centre has reduced emergency visits by over 53% and bed days by 71% for frail older adults through proactive multidisciplinary assessment (Financial Times, 2023). Surrey Downs Health and Care achieved a 38% reduction in A&E attendances by implementing integrated frailty reviews (Financial Times, 2023). In Lincolnshire, linking health and care data has enabled predictive modelling that led to a 58% fall in emergency admissions for high-risk patients (NHS England, 2024).

Nonetheless, structural issues remain. Local authority social care budgets have declined by 18% in real terms since 2010, with nearly 100,000 people ineligible for state-funded support due to tightened thresholds (The Guardian, 2025b). Plans for wider social care reform have been postponed to 2028, raising concerns about sustainability (The Times, 2025).

In sum, the demographic and systemic pressures facing the UK demand integrated, person-centred solutions. While integrated care models show promise, variability in implementation, digital readiness, and funding undermines widespread progress. Addressing these gaps is critical to improving outcomes for older adults across the health and social care continuum.


Key Terminologies 
1. Integrated Care Services
A coordinated approach where health and social care providers work together to deliver seamless, personalised support, especially for individuals with complex needs.

2. Older Adults
People aged 60 or 65 and above often require increased health and social care due to age-related conditions.

3. Health and Social Care
A combined system of medical and personal support services that promote physical, mental, and social well-being, especially for vulnerable populations.

1.2 Rationale of the study
The United Kingdom is currently experiencing a profound demographic shift, with the population aged 65 and over projected to increase by nearly 50% over the next two decades (Reeves et al., 2024). This surge in older adults is accompanied by a rise in multimorbidity, frailty, and complex care needs, placing unprecedented pressure on both health and social care services (Age UK, 2024). Traditional fragmented care pathways have struggled to meet these demands, often resulting in poor health outcomes, increased hospital admissions, delayed discharges, and unmet social care needs (NHS England, 2023).

In response, the nationwide implementation of Integrated Care Systems (ICSs), formalised under the Health and Care Act 2022 and outlined in the NHS Long Term Plan 2019, represents a paradigm shift toward coordinated, person-centred care across health and social care sectors (Elizondo et al., 2024; NHS England, 2023). ICSs are designed to reduce fragmentation by fostering collaboration between providers, improving chronic disease management, and enhancing quality of life for older adults (Jain et al., 2025). Early initiatives, including Enhanced Health in Care Homes and integrated discharge programs, have demonstrated promising reductions in emergency hospital use and improvements in patient and caregiver satisfaction (NHS England, 2023; Reeves et al., 2024).

Despite these advances, several critical challenges limit the full potential of integrated care. Workforce shortages remain a major barrier, particularly within social care, contributing to inequities and delays in service provision (Skills for Care, 2024). Regional disparities in ICS maturity and resource allocation create inconsistent care experiences across England (Elizondo et al., 2024). Furthermore, significant data-sharing and digital interoperability issues between NHS and social care services hinder seamless coordination and timely decision-making (Department of Health and Social Care, 2023). Existing evaluations have largely focused on short-term outcomes or specific localities, leaving gaps in understanding the long-term impact of integrated care on health outcomes, service utilisation, and patient experience at a national level (Jain et al., 2025).

There is an urgent need for comprehensive research that critically examines how integrated care services affect older adults’ health and social care outcomes within the evolving ICS framework. This study seeks to address these gaps by providing robust evidence on the effectiveness, challenges, and areas for improvement in integrated care delivery for older populations. By doing so, it will contribute to the information policy, improving service design, and ultimately ensuring that ICSs deliver equitable, sustainable, and person-centred care tailored to the complex needs of older adults in the UK.

1.3 Aims and Objectives
This study aims to explore the impact of integrated care services on older adults in health and social care in the UK. The specific objectives include.
1. To examine how integrated care services are structured and implemented for older adults, 
2. To evaluate the impact of integrated care on health outcomes, quality of life, and patient satisfaction among older adults,
3. To identify the key challenges and barriers to effective integration between health and social care services in the UK and
4. To explore the best practices and policy recommendations for improving integrated care delivery for the ageing population. 
1.4 Overview of the Study Structure
This study is organised into five chapters, each systematically addressing key aspects of the investigation into integrated care services for older adults in health and social care in the UK.

Chapter One: Introduction
This chapter introduces the research topic, providing essential background information on demographic trends, the policy context, and the rationale underpinning the study. It outlines the significance of integrated care systems (ICSs) in addressing current health and social care challenges faced by older adults. The chapter also states the research aims, objectives, and research questions that guide the study.

Chapter Two: Literature Review
This chapter reviews and critically evaluates existing academic studies, policy documents, and reports on integrated care models, with a particular focus on implementation and outcomes for older people. It explores key theoretical frameworks and brings together evidence on the benefits, challenges, and gaps in current integrated care practices, providing a clear foundation for the empirical research.


Chapter Three: Research Methodology
This chapter details the research design, including a systematic literature review approach, explaining data collection methods, sampling strategies, and ethical considerations. The chapter also discusses how data will be analysed to answer the research aim and objectives effectively, ensuring rigour and validity. 

Chapter Four: Results and Analysis
In this chapter, findings from the data collection phase are presented and analysed. The results focus on the impact of integrated care services on the health outcomes, service utilisation, and lived experiences of older adults. The analysis contextualises findings from the identified ten peer-reviewed journal articles within the literature.

Chapter Five: Discussion, Conclusions, and Recommendations
The final chapter interprets the study’s findings, discussing their implications for health and social care policy and practice. It highlights contributions to knowledge, addresses the limitations of the research, and provides practical recommendations for stakeholders involved in integrated care delivery. The chapter concludes by suggesting areas for future research.
This structured approach ensures a comprehensive exploration of integrated care services and their role in enhancing the health and social well-being of older adults in the UK.









CHAPTER 2: BACKGROUND

2.0 Literature Review 

As populations age globally, there is an increasing demand for more cohesive, person-centred healthcare delivery. Ageing is often accompanied by chronic illness, functional decline, and complex care needs that span both medical and social domains. Integrated care services have emerged as a strategic solution to coordinate fragmented health and social care systems, particularly for older people. In the UK, integrated care services have emerged as a strategy to bridge the historically fragmented health and social care systems, particularly for older adults who often require complex and long-term support (Billings et al., 2020). This literature review explores the impact of integrated care on older adults in the UK, drawing upon historical, theoretical, national, and international contexts, while highlighting key policy developments and research gaps.

2.1 Historical Background
The National Health Service (NHS), established in 1948, revolutionised healthcare in the UK by providing free medical services for all citizens, funded through taxation (Gorsky, 2008). Before its creation, healthcare was largely based on private insurance and charity. Aneurin Bevan’s vision of universally accessible care laid the foundation for a system committed to equity (Beckett & Beckett, 2024). However, early challenges such as underfunding, staffing shortages, and hospital pressures created structural weaknesses that persist today. These initial strains shaped long-term fragmentation between services, influencing current difficulties in creating fully integrated care pathways.

From the 1960s to the 1980s, reforms such as the development of primary and secondary care systems aimed to improve service organisation, while market-based initiatives like GP fundholding in the 1990s introduced quasi-competition to enhance efficiency (Appleby et al., 2015). Although these reforms improved accountability and resource allocation, they also reinforced divisions between providers, contributing to today’s siloed working practices that integrated care models are attempting to overcome.

By the early 2000s, the NHS focused on modernisation, reducing waiting times, and introducing digital services such as NHS Direct (Dixon et al., 2010). While these initiatives expanded accessibility, they often prioritised performance targets over cross-sector collaboration, limiting progress toward coordinated care across health and social sectors.
The 21st century saw growing recognition of the need for integration, with the NHS Five Year Forward View (2014) promoting collaboration through Sustainability and Transformation Plans (STPs) and Integrated Care Systems (ICS) (NHS England, 2014). These frameworks aim to deliver person-centred care and reduce avoidable hospital use. Their emergence reflects attempts to correct decades of structural separation between health and social care services.

Despite significant progress, the NHS continues to face funding pressures, workforce shortages, and political debates surrounding privatisation (Royal College of Nursing, 2020). These systemic pressures hinder the consistent implementation of integrated care, as overstretched services struggle to collaborate effectively. Nonetheless, new technologies and integrated models offer opportunities to strengthen coordination and improve outcomes. Sustained investment and innovation remain critical in addressing historical fragmentation and ensuring integration becomes embedded in everyday practice.

2.2 Theoretical Background
Integrated care is strengthened with several theoretical frameworks. The Chronic Care Model (CCM) is a widely adopted framework for improving the management of chronic illnesses in healthcare systems. It was developed by Edward H. Wagner and his team at the MacColl Institute for Healthcare Innovation in the mid-1990s, with the foundational paper published in 1996 (Wagner et al., 1996). The CCM was designed to address the limitations of acute care models in managing long-term conditions such as diabetes, asthma, heart disease, and depression. It emphasises proactive, planned, and patient-centred approaches. 

According to Wagner et al. (2011), the model includes six interrelated components; health system organization (creating a culture and mechanisms that promote safe, high-quality care), delivery system design (ensuring proactive and planned care through team-based approaches), decision support (integrating evidence-based guidelines into daily practice), clinical information systems (organizing patient and population data to facilitate efficient and effective care), self-management support (empowering patients to manage their health), and community resources and policies (mobilizing community-based services to meet patients’ needs). 

CCM has been widely praised and implemented across various healthcare settings worldwide. Supporters include policymakers and health institutions, such as the World Health Organisation (WHO), which adopted elements of the CCM in its Innovative Care for Chronic Conditions (ICCC) framework (WHO, 2002). Studies demonstrate that the model improves patient outcomes, reduces hospital admissions, and enhances patient satisfaction (Coleman et al., 2009; Tsai et al., 2005). Health systems in the United States, Canada, Australia, and the UK have integrated the CCM into chronic disease management programs, particularly for diabetes and heart failure (Ham et al., 2010). Its strengths lie in promoting structured, evidence-based care, empowering patients, and supporting system-wide improvements.

Despite its widespread adoption, the CCM has received several criticisms: Restricted patient diversity considerations: Some critics argue that the model does not adequately address social determinants of health, cultural factors, or health inequities (Nutting et al., 2009). Primary care resource constraints: Implementation requires significant organisational change, investment in IT systems, and team-based care, which may not be feasible in under-resourced settings (Russell et al., 2009). Underemphasis on mental health integration: Although adaptable, the original model has been criticised for not fully incorporating behavioural health and mental health needs, which are often co-morbid with chronic illnesses (Katon et al., 2010). Top-down design: Some healthcare professionals feel the model is managerially driven and may limit clinical autonomy or creativity in care delivery (Glasgow et al., 2001). However, its effectiveness depends on local adaptation, adequate resources, and a willingness to address broader social and behavioural health concerns.

2.3 International Context
Internationally, countries have experimented with integrated care to address ageing populations. The UK’s National Health Service (NHS) is globally recognised for its commitment to providing universal health coverage free at the point of use. Established in 1948, the NHS has been a model for healthcare systems worldwide. Internationally, the NHS is often cited as a leading example of universal healthcare due to its principle of equity and comprehensive service delivery (Papanicolas et al., 2018).

One key international aspect of the NHS is its integration of care services, which has gained increasing attention in the context of evolving global healthcare needs. Integrated care refers to the coordination of services across different levels of care, primary, secondary, and tertiary, to improve the quality of care, patient satisfaction, and efficiency (Kodner & Spreeuwenberg, 2002). The NHS has pursued integration through programs such as the Better Care Fund (BCF), which aims to foster collaboration between the health and social care sectors in the UK. This approach reflects a broader international trend towards health systems that prioritise comprehensive, patient-centred care over fragmented services (World Health Organisation [WHO], 2016).

Globally, many countries have looked to the NHS as a benchmark for integrating care. For example, countries like Canada and Sweden have developed integrated health systems inspired by the NHS’s organisational structure (McColl et al., 2014). The emphasis on preventive care, community-based services, and reducing hospital admissions aligns with international policy goals to reduce healthcare costs while maintaining or improving health outcomes (European Observatory on Health Systems and Policies, 2018). In the United States, where healthcare remains predominantly private, there is increasing interest in the integration models used by the NHS, particularly in the context of the Affordable Care Act and value-based care initiatives (Rice, 2017).

However, while the NHS model of integrated care is lauded, it is not without challenges. Funding pressures, demographic shifts, and workforce shortages are critical issues facing the NHS, and these are increasingly acknowledged in international discussions on healthcare sustainability (The King’s Fund, 2020). Despite these challenges, the NHS remains an influential model in shaping the future of integrated care globally.

2.4 National/Local Context
In the United Kingdom, the 2014 Care Act marked a significant milestone by formalising the principle of integrated care and prioritising the holistic wellbeing of service users (Kaehne et al., 2017). This legislation emphasised the need for seamless collaboration between health and social care providers to deliver person-centred services that address complex needs completely.
Building on this foundation, the 2022 Health and Care Act introduced Integrated Care Systems (ICSs), a structural innovation designed to foster greater coordination, efficiency, and improved health outcomes across defined localities (NHS England, 2022). According to Lorne et al. (2019), ICSs represent a strategic shift towards system-wide collaboration among NHS bodies, local authorities, and other stakeholders, aiming to dissolve historical silos that have impeded service delivery.
 At the community level, empirical case studies from regions such as Greater Manchester and North East Lincolnshire illustrate both the emergence of innovative care models and continuing challenges. These include ongoing difficulties with data sharing protocols, interoperability of IT systems, and the complexities of multi-agency collaboration (Preston-Shoot et al., 2022; Wistow, 2021). Despite demonstrable progress, significant regional disparities persist, largely attributable to variations in implementation strategies, resource allocation, and funding sufficiency. Such inconsistencies underscore the need for continued policy attention and investment to ensure equitable, high-quality integrated care across all areas.


2.5 Policies in the UK
Over the past two decades, UK policy has increasingly promoted integrated care to improve coordination between the NHS and social care (MacInnes et al., 2020; NHS, 2022). The Better Care Fund (2013) enabled shared budgets between the NHS and local authorities to support joint services, aiming to overcome traditional funding and operational silos (Forder et al., 2018; Lords, 2017). The NHS Long Term Plan (2019) reinforced this by prioritising community-based care, especially for older adults with complex needs (NHS England, 2019). 
However, despite strong policy rhetoric, progress in service transformation has been limited. Persistent organisational silos, differing professional cultures, and fragmented governance hinder integration (Campbell-Perry, 2022). Workforce shortages, particularly in community nursing and social work, further restrict capacity to deliver integrated care (Akehurst et al., 2022). 
Additionally, funding constraints and misaligned incentives complicate collaborative efforts, resulting in fragmented services (Kozlowska et al., 2018). Effective integration requires structural reforms, cultural change, workforce investment, and clearer accountability to bridge the gap between policy and practice.

2.6 Gaps in the Research
Despite a growing evidence base, several gaps persist. Firstly, many evaluations focus on system-level outcomes (e.g., hospital admissions, cost savings) rather than user experiences and improvements for older adults (Davidson et al., 2021; Sadler et al., 2019).  Additionally, there is limited longitudinal research tracking the long-term effects of integrated care models. Thirdly, studies often lack a robust comparative framework, making it difficult to assess what types of integration are most effective for whom. Finally, the voices of service users and frontline practitioners are frequently underrepresented in evaluations (Kaur et al., 2023).

2.7 Conclusion
Integrated care holds significant promise for improving health and social care outcomes for older adults in the UK. Drawing on both international models and national policies, the UK has developed frameworks that seek to address long-standing fragmentation. However, implementation remains uneven, and more research is needed to understand the lived experiences of older adults and the most effective models of integration. Closing these gaps is essential to ensure that integrated care delivers on its promise of improved outcomes, person-centred services, and system sustainability.





CHAPTER 3: METHODS
 

3.1 Introduction
This chapter outlines the research methods employed in the study, which examines the impact of integrated care services on older adults within the UK’s health and social care system. It describes the search strategy, inclusion and exclusion criteria, keyword selection, data collection process, and methods of analysis. The study uses a qualitative approach, drawing on thematic analysis as outlined by Braun and Clarke (2006), to examine existing research and literature. Ethical considerations related to the study are also addressed.
3.2 Search Strategy
The research adopted a structured and systematic literature review to gather relevant data on integrated care services for older adults in the UK. A comprehensive search was conducted across several academic databases, including:
· PubMed
· CINAHL
· Scopus
· Web of Science
· Google Scholar
The search was limited to peer-reviewed journal articles published between 2015 and 2025, to ensure that findings were recent and reflective of current policy and practice in integrated care. Boolean operators such as AND, OR, and NOT were used to combine search terms effectively and enhance retrieval accuracy.
3.3 Inclusion and Exclusion Criteria
A rigorous set of inclusion and exclusion criteria was established to ensure the relevance and quality of selected literature.
Inclusion Criteria:
· Research focusing on older patient recovery in the UK
· Research on Integrated care services in the UK
· Studies employing only primary research methods
· Publications from 2015 to 2025
Exclusion Criteria
· Studies not related to patients in the UK 
· Research using secondary methodologies
· Publication released before 2015
· Studies not published in the English language

Identifying Keywords
Keywords were identified through preliminary scoping searches and were refined throughout the process to ensure coverage and specificity. The final keywords used included:
· Integrated care services
· Healthcare delivery
· Patient satisfaction levels 
· UK healthcare system
These keywords were used in various combinations to capture a broad spectrum of relevant literature.
3.4 Data Collection / Process of Collecting Articles
Data collection involved retrieving full-text articles that met the inclusion criteria (Booth et al., 2020). After searching, all results were imported into a file to facilitate organisation and remove duplicates. Articles were initially screened by title and abstract, followed by full-text review to ensure they met the inclusion criteria. A data extraction form was developed to record essential information (Buchter et al., 2020), including:
· Author(s) and year of publication
· Aim and scope of study
· Methodology
· Key findings related to integrated care
· Implications for older adults and service providers



3.5 Data Analysis
The selected articles were analysed using the thematic analysis approach developed by Virginia Braun and Victoria Clarke (2006), Braun and Clarke (2019;2023). This method is widely regarded for its flexibility and systematic processes of identifying, analysing, and reporting patterns (themes) within data (Braun and Clarke,2022).
3.6.1 Braun and Clarke's Six Phases of Thematic Analysis Braun and Clarke (2019;2023):
1. Familiarisation with the data:
Each selected article was read multiple times to gain a thorough understanding of its content and context.
2. Generating Initial Codes:
Relevant features of the data were coded manually and electronically. Codes reflected recurring patterns such as “interdisciplinary collaboration”, “patient-centred care”, and “barriers to integration.
3. Searching for Themes:
Codes were then grouped into broader themes such as “Benefits of Integrated Care”, “Challenges in Implementation” and “Impact on Patient Outcomes”.
4.  Reviewing Themes:
Themes were reviewed to ensure they accurately represented the data. Redundant or overlapping themes were merged or refined.
5. Defining and Naming Themes:
Clear definitions were developed for each theme to ensure consistent interpretation. For example, the theme “Systemic Barriers” referred to issues related to policy, funding and inter-organisational communication.
6. Producing the Report:
The themes were used to construct a narrative about how integrated care services affect older adults, drawing on direct evidence from the reviewed interactions.
According to Braun and Clarke (2022), this approach allows for a nuanced understanding of the complex dynamics of integrated care, while remaining grounded in empirical evidence.
3.6 Ethical Considerations
Since this study is based on a secondary analysis of published data, formal ethical approval was not required. However, ethical research practice was upheld by (Makhoul et al., 2018):
· Ensuring the use of credible, peer-reviewed sources
· Giving proper acknowledgement through accurate referencing
· Avoiding plagiarism by paraphrasing and citing all sources
· Respecting the intellectual property rights of authors and researchers
· No sensitive or personal data was handled during the research process.
3.7 Conclusion
This chapter has outlined the methodological framework for the study, detailing the search strategy, inclusion and exclusion criteria, keyword identification, data collection, and data analysis procedures. The thematic analysis by Braun and Clarke (2006) will be used to interpret the data, providing a structured yet flexible approach to exploring the impact of integrated care services for older adults in the UK. The next chapter will present the findings derived from this analysis, providing insight into the patterns and themes identified


CHAPTER 4: RESULTS AND DISCUSSION

4.0 Introduction
 This chapter presents the findings from an analysis of ten peer-reviewed studies that examine the impact of integrated care (IC) services for older adults within the UK’s health and social care system. Using Braun and Clarke’s (2006) six-phase model of thematic analysis, the chapter systematically identifies, analyses, and reports key patterns and themes across qualitative and mixed-methods data.
This study covers the period from 2015 to 2024 and includes both qualitative and quantitative research from a range of geographical settings, such as Kent, Luton, Sunderland, Derby, Hampshire, as well as national evaluations of integrated care systems (ICSs) in England. Collectively, these studies offer valuable insight into how integrated care for older adults has developed, how it is implemented in practice, and how it affects the workforce, patient experiences, and overall outcomes.
4.1 Publishing Cities in England 
· The ten studies are clearly conducted in England, which is significant because the policy, organisational, and funding contexts of England shape the development and outcomes of integrated care.
·  Research on integrated care is predominantly published in London and Leeds, reflecting the influence of major academic and policy centres. This concentration may shape interpretations by privileging experiences from metropolitan, well-resourced areas with dense service networks, potentially overlooking challenges faced in deprived, rural, or coastal regions where older adults experience greater inequalities, limited access, and higher multimorbidity. 
· Although integrated care demonstrates improvements in access, coordination, and patient satisfaction, evidence for reductions in hospital admissions, length of stay, and costs remains inconsistent. These mixed outcomes are strongly shaped by local socioeconomic and demographic factors, including deprivation levels, workforce availability, ethnicity, and community capacity. As such, impact varies significantly between regions, highlighting the need for more context-sensitive and geographically diverse research.

4.2 Overview of the methodology used in the 10 primary papers.
1. Overview of Research Designs
The ten papers collectively employ a diverse range of qualitative, quantitative, and mixed-method designs, reflecting the multidimensional nature of integrated care research. Most studies, such as Robertshaw and Cross (2019), Khan et al. (2024), Knowles et al. (2015), MacInnes et al. (2020), and Akehurst et al. (2022), used qualitative methods, particularly interviews, focus groups, and thematic or framework analysis. These approaches enabled the exploration of complex social p collaboration, professional roles, and patient experience, which align with the interpretivist paradigm.
Qualitative methods are strongly endorsed by scholars such as Creswell and Poth (2018) and Braun and Clarke (2019), who argue that understanding integrated care systems requires deep insights into human experience and context. The use of thematic analysis (e.g., Knowles et al., 2015; Khan et al., 2024) and framework analysis (Robertshaw and Cross, 2019) allows researchers to identify recurring patterns and themes within complex service environments. Framework analysis is supported by Gale et al. (2013) as suitable for policy-oriented health research where pre-set themes (e.g., roles, barriers, enablers) interact with emergent data.
In contrast, Seamer et al. (2023) employed a quantitative synthetic control design, using longitudinal data to estimate the causal impact of an integrated care programme on hospital admissions. Quantitative methods such as these are supported by Bryman (2016) for providing empirical evidence of outcomes and offering generalisability. Similarly, Erens et al. (2020) utilised survey-based longitudinal research to track perceptions of integration progress over time, combining descriptive and inferential analysis.
2. Qualitative Approaches: Strengths and Limitations
Qualitative designs dominate integrated care research because they allow researchers to examine multi-level social processes such as leadership, communication, and interprofessional collaboration. Studies like Aiello and Mellor (2019) and Akehurst et al. (2022) used case studies and action research, which offer rich contextual data and can inform local improvement strategies. Supporters of this approach, such as Stake (1995) and Yin (2018), argue that case studies provide a holistic understanding of real-world phenomena and are particularly valuable in evaluating complex interventions.
However, critiques exist. Greenhalgh et al. (2016) caution that qualitative designs often lack external validity, and findings may be context-bound. Quantitative purists (e.g., Gough et al., 2012) argue that without standardisation, such findings cannot easily inform policy or be replicated across sites. Some of the reviewed studies (e.g., Khan et al., 2024; MacInnes et al., 2020) acknowledge this limitation, noting that small sample sizes and purposive sampling constrain generalisability.
Moreover, while framework and thematic analysis are praised for transparency, critics such as Nowell et al. (2017) warn that researcher bias and interpretive subjectivity can compromise reliability if coding is not rigorously verified. A few of the reviewed papers discussed inter-coder reliability, a common shortcoming in qualitative health research.
3. Quantitative and Mixed-Method Approaches
Quantitative designs, such as the synthetic control method used by Seamer et al. (2023), provide robust evidence for causal inference. The use of longitudinal administrative data enhances validity by controlling confounders. This method is supported by Abadie et al. (2010) for its ability to estimate counterfactuals in policy evaluation. Similarly, Erens et al. (2020) used longitudinal key informant surveys to demonstrate strength in monitoring systemic change over time.
Nevertheless, quantitative approaches in integrated care research face critique for being reductionist.  Goodwin (2016) argues that complex social dynamics, such as professional trust or leadership culture, cannot be captured through metrics.
 Furthermore, Seamer et al. (2023) acknowledged that their long follow-up period introduced potential bias due to system changes and the weakening reliability of synthetic control over time. Quantitative measures can demonstrate outcomes but may not explain the mechanisms behind success or failure (Pawson and Tilley, 1997).
Mixed-method approaches, evident implicitly in Akehurst et al. (2022) and Billings et al. (2020), are increasingly recognised as ideal for integrated care studies. Supporters like Tashakkori and Teddlie (2010) argue that combining qualitative depth with quantitative rigour enhances both validity and explanatory power. However, such designs require significant resources, coordination, and methodological competence limitations acknowledged in workforce development evaluations.

4. Sampling, Data Collection, and Analysis from primary papers.
Most studies used purposive or snowball sampling (e.g., Khan et al., 2024; Knowles et al., 2015), suitable for exploratory qualitative research. This provided access to diverse stakeholders (patients, practitioners, and commissioners). However, critics such as Patton (2015) caution that purposive sampling risks selection bias, particularly when participants are self-selected or drawn from motivated networks.
Data collection methods such as semi-structured interviews, focus groups, and document analysis provided triangulation in several studies (MacInnes et al., 2020; Billings et al., 2020), increasing credibility. Yet, response bias remains a concern, particularly in interview-based studies where social desirability may shape responses (Moser and Korstjens, 2018).
Analytically, most qualitative papers used thematic or framework analysis, providing clear coding structures, but few detailed reflexivity practices, which are vital for maintaining transparency in interpretive research (Finlay, 2002).
4.3 Gaps in Evidence
Despite growing evidence supporting integrated care for older adults in the UK, the reviewed studies reveal several critical gaps that limit comprehensive understanding, scalability, and long-term evaluation of integrated models. These gaps occur across methodological, structural, and contextual dimensions.
Methodological limitations include short evaluation periods that miss long-term effects (Seamer et al., 2023; Erens et al., 2020), inconsistent outcome measures across studies (Billings et al., 2019; Knowles et al., 2015), and over-reliance on qualitative designs (Khan et al., 2024; MacInnes et al., 2020). Small samples, limited economic analysis, and weak reporting of analytic rigour further constrain quality (Robertshaw and Cross, 2018).
Structural gaps arise from fragmented governance and short-term funding models that undermine sustainability (Billings et al., 2019; Erens et al., 2020). Workforce shortages, role ambiguity, and limited cross-sector training impede integrated delivery (Aiello and Mellor, 2019; Akehurst et al., 2022). Poor IT interoperability restricts data sharing and evaluation accuracy (Robertshaw and Cross, 2018), while structural misalignment hinders consistent implementation across regions (Khan et al., 2024).

Contextual weaknesses include limited attention to equity impacts and population differences (Goddard, 2023; Khan et al., 2024). Variations in local leadership, organisational culture, and community capacity shape integration outcomes but remain underexplored (Billings et al., 2019; MacInnes et al., 2020). Mental–physical health integration receives insufficient focus (Knowles et al., 2015), and regional differences in service delivery lack comparative evaluation (Seamer et al., 2023).

4.4 THEMATIC FINDINGS 
Table 4.1: Ten primary articles
	Step 1: Codes
	Step 2: Basic Themes
	Step 3: Organising Themes

	Leadership, funding, local collaboration, frailty framework, GP awareness, COVID-19 disruption
	Contextual enablers and barriers to policy implementation
	System readiness and contextual factors

	Emergency admissions, hospital utilisation, delayed impact (3 years), data limitations
	Long-term evaluation of integrated care outcomes
	Measured outcomes and effectiveness

	Continuity, trust, communication, care coordinators, home-based services
	Mechanisms sustaining continuity of care for older adults
	Patient-centred coordinated care

	Workforce transformation, multi-professional learning, leadership, and role development
	Workforce integration as a prerequisite for system change
	Workforce capability and transformation

	National support, leadership, funding, data quality, and monitoring tensions
	Facilitators and barriers of new care model implementation
	Governance, leadership, and system alignment

	Integration pioneers, slow progress, reduced barriers, long-term timelines
	Evolution of integration efforts and persistent challenges
	Integration maturity and sustainability

	Teamwork, capacity, organisational development, and holistic care
	Workforce skills and organisational processes for integration
	Workforce capability and transformation

	ICS equity plans, health inequalities, and social determinants
	Place-based approaches addressing inequity
	Equity and population-based integration

	Roles, communication, IT systems, education, and funding constraints
	Professional boundaries and enablers of collaboration
	Workforce capability and transformation

	Depression and LTCs, collaboration, therapeutic vs service integration, stigma
	Patient and practitioner perspectives on mental-physical integration
	Patient-centred coordinated care



Table 4.1 above summarises the ten articles’ codes, basic themes, organising themes, and authors and years. 

4.4 Thematic Findings
4.4.1 System Readiness and Contextual Factors
The included studies highlight how leadership, funding, policy alignment, data infrastructure, and cross-sector collaboration shape system readiness for integrated care. Khan et al. (2024) show that COVID-19 disrupted integration efforts and exposed fragility in local systems. Billings et al. (2019) identify persistent data quality issues that limit effective planning, while Erens et al. (2020) demonstrate that progress remains slow despite strong policy ambition.
Collectively, these findings reveal a persistent gap between national expectations and local operational capacity. Historical fragmentation, inconsistent investment, and variable leadership maturity continue to impede integration efforts. The theme demonstrates that readiness for integrated care is shaped not only by policy frameworks but also by political stability, resource availability, organisational culture, and the resilience of local systems.
4.4.2 Workforce Capability and Transformation
The studies emphasise teamwork, communication, professional boundaries, training, and role development as key workforce elements supporting integrated care. Aiello and Mellor (2019) highlight the need for continuous professional development, while Robertshaw and Cross (2018) show that IT limitations and unclear roles hinder collaboration. Akehurst et al. identify organisational development as essential yet uneven, and MacInnes et al. (2020) show that staff continuity is critical for building trust among older adults.
These findings indicate that integrated care is fundamentally relational. However, workforce transformation remains fragile due to shortages, role ambiguity, and inconsistent training. Although the workforce is a decisive pillar of integration, it remains under-resourced, revealing a mismatch between policy aspirations and workforce realities on the ground.
4.4.3 Patient-Centred Coordinated Care
This theme focuses on continuity, trust, holistic care, and patient–practitioner relationships. MacInnes et al. (2020) and Knowles et al. (2015) show that relational coordination is more important to older adults than structural reorganisation. Care coordinators help mitigate service fragmentation, but their effectiveness depends heavily on stable staffing. Knowles et al. (2015) highlight ongoing challenges in integrating mental and physical health due to stigma and organisational silos.
The findings reveal a disconnect between patient priorities (continuity, emotional support, trust) and system-level priorities (efficiency, reduced admissions). While patient-centred care is strong conceptually, structural constraints and workforce instability undermine its delivery, leading to inconsistency between policy rhetoric and lived patient experience.
4.4.4 Measured Outcomes and Effectiveness
Studies attempt to quantify outcomes related to emergency admissions, utilisation patterns, and long-term impacts. Seamer et al. (2023) identify a three-year lag before benefits become measurable, challenging assumptions about rapid outcomes. Similarly, Erens et al. (2020) show slow progress. Data inconsistencies, short follow-up periods, and limited attribution methods constrain the evidence base.
This theme highlights methodological limitations within integrated care research. Improvements exist but are uneven and slow to emerge. The lack of standardised metrics and insufficient longitudinal evaluation weakens confidence in claims of effectiveness. Integrated care may deliver value over time, but current evaluation practices struggle to capture its full impact.
4.4.5 Equity and Population-Based Integration
Equity-focused studies explore social determinants, ICS equity plans, and place-based strategies. Goddard (2023) emphasises the responsibility of ICSs to reduce disparities, while Khan et al. (2024) show that inequities persist even within integrated models, particularly in diverse or deprived communities.
Equity remains an emerging but underdeveloped dimension of integrated care. In contrast, policy commitments are increasing, while research and practice lag. Persistent inequalities highlight the need for culturally competent workforce strategies, community-engaged approaches, and routine measurement of differential outcomes. Without these, integrated care risks reproducing structural inequities rather than reducing them.
4.5 Discussion on Findings 
1. System readiness and contextual factors
The corpus foregrounds system-level enablers and barriers to leadership, funding stability, governance alignment, and local collaboration as preconditions for effective integrated care (IC) (Khan et al., 2024; Billings et al., 2019; Erens et al., 2020). Khan et al. (2024) illustrate that policy mandates (e.g. frailty frameworks) only translate to practice when local leadership and clinical awareness (especially among GPs) exist; Billings et al. (2019) and Erens et al. (2020) show national support programmes and pioneers produce variable outcomes because local organisational capacity and data systems differ.
Critically, this body of work reveals a persistent “policy–practice” gulf: central ambitions (vanguards, ICSs) are necessary but not sufficient without secure, long-term resourcing and accountable governance arrangements (Billings et al., 2019). Short-term pilot funding produces fragile change that often collapses once central grants end (Erens et al., 2020). The COVID-19 pandemic exposed this fragility: Khan et al. (2024) document how shock events can both accelerate and derail local integration efforts depending on baseline resilience.
Many of the studies are published via London-based (BMC/Springer and Ubiquity-IJIC) and Leeds-based (Emerald-JIC) venues, which are influential in shaping national discourse. London journals, given proximity to national policymaking and large metropolitan datasets, may emphasise system-level reforms and national programmes; Leeds (a regional publishing hub) often foregrounds place-based, operational learning. This concentration can skew the evidence toward urban, better-resourced contexts (publishing bias), thereby under-representing fragile, rural, or highly deprived localities where implementation barriers are often greatest (Billings et al., 2019; Khan et al., 2024). For UK policy, this means national guidance may overfit to contexts represented in these publications unless consciously counterbalanced by research in diverse settings.
2. Workforce capability and transformation
Workforce theme role clarity, multi-professional learning, teamworking and organisational development are central (Aiello and Mellor, 2019; Akehurst et al., 2022; Robertshaw and Cross, 2018). Aiello and Mellor (2019) frame workforce integration as a strategic enabler; Akehurst et al. (2022) and Robertshaw and Cross (2018) show how local workforce interventions (MDTs, co-location, learning programmes) improve coordination but are constrained by staffing shortages, time pressures, and unresolved professional boundaries.
Critically, empirical testing of workforce interventions is thin: most studies describe problems and promising practices rather than evaluate scalable workforce solutions or longitudinal effects on staff wellbeing and retention (Aiello and Mellor, 2019; Akehurst et al., 2022). The result is a policy paradox: workforce transformation is repeatedly recommended, yet evidence on how to operationalise and finance it at scale is scarce.
Journals with broad policy readership (e.g. JIC via Leeds) amplify workforce narratives to commissioners and regional leaders; London-published outlets may orient workforce discussion toward national education and strategic planning. However, journal editorial preferences can shape whether workforce studies are presented as operational case learning (useful to local managers) or as policy argument (useful to national agencies). This affects which kinds of workforce research receive visibility and funding in the UK.
3. Patient-centred coordinated care
Studies emphasise that continuity, trust, and relational coordination are the heart of meaningful integration for older adults (MacInnes et al., 2020; Knowles et al., 2015). MacInnes et al. (2020) find that care coordinators, shared records, and home-based services sustain longitudinal relationships, while Knowles et al. (2015) demonstrate patients' preference for protected, therapeutic spaces, especially when mental and physical health intersect.
The critical tension is that systems prioritise measurable efficiencies (admissions, LOS) while patients value relational continuity and holistic care, which are harder to commodify (Knowles et al., 2015). Studies report that where relational continuity exists, user satisfaction and perceived quality rise; nonetheless, staffing instability and organisational pressures often erode continuity (MacInnes et al., 2020).
In addition, BMC family/geriatric outlets (London-Published) tend to reach clinicians and gerontologists, privileging patient experience that can inform clinical practice. JIC articles (Leeds) convey multidisciplinary learning to managers and commissioners. The twin channels help both practice and management uptake; urban/regional bias noted earlier may mean patient experiences from rural or minority communities are under-represented, limiting equitable service redesign.
4. Measured outcomes and effectiveness
The quantitative evidence is nuanced but cautious. Seamer et al. (2023) report modest reductions in emergency admissions after three years, while Erens et al. (2020) document slow, incremental change among pioneers. These results underline two points: 
(1) IC effects on utilisation and costs are often delayed. 
(2) Robust attribution is methodologically challenging due to evolving comparator systems and data limitations.
Critically, the evidence base suffers from heterogeneous outcome definitions, short follow-ups in many evaluations, and limited cost-effectiveness studies (Seamer et al., 2023; Billings et al., 2019). Without standardised core outcomes and longer observational windows, the field risks equivocal conclusions that weaken investment cases.
High-visibility journals published in London and Leeds can shape commissioning expectations. Positive long-term findings (e.g. Seamer et al., 2023) published in visible outlets may support continued funding of IC models; conversely, mixed findings may be used to argue for caution. Editors’ emphasis on rigorous quantitative methods (seen in IJIC) helps elevate methodological standards, but again, the types of locality studied (often better resourced) condition generalisability for the whole UK.

5. Equity and population-based integration
An emergent but underdeveloped theme is equity: Goddard (2023) and Khan et al. (2024) argue that ICSs should tackle social determinants, yet empirical evaluations rarely disaggregate outcomes by deprivation, ethnicity, or rurality. This omission is consequential: integrated models may close gaps in well-served areas but widen disparities if deprived populations are harder to engage (Goddard, 2023; Khan et al., 2024).
Critically, the research tends to report average effects without sufficiently examining heterogeneous impacts. Few studies adopt equity-sensitive designs or report subgroup analyses, limiting evidence for targeted policy (Goddard, 2023).
Papers based in metropolitan publishing hubs may inadvertently prioritise research from better-resourced settings where equity concerns are less visible, perpetuating blind spots. To correct this, editorial policies and funders should prioritise studies from diverse geographies and with explicit equity metrics, enabling ICSs and national bodies to make evidence-based, place-sensitive decisions.
4.6 Conclusion 
Collectively, the ten studies present a coherent, if incomplete, picture: integrated care for older adults in England shows promise, especially for coordination, access and experience, but demonstrable system-level gains (admissions, LOS, costs) are context-dependent and often delayed (Seamer et al., 2023; Erens et al., 2020). Methodological heterogeneity, short funding cycles, workforce constraints, and limited equity analysis weaken generalisability.
The positioning of research outlets (predominantly London and Leeds) matters: these hubs shape which studies are published and read by policymakers, potentially biasing narratives toward urban, better-resourced contexts. For UK healthcare, this implies two actionable priorities: 
(1) strengthening funding of long-term, mixed-method, equity-sensitive evaluations across diverse localities. 
(2) invest in workforce and data infrastructure so integration is both implementable and measurable at scale. Editorial and funder strategies should deliberately amplify research from underrepresented regions to ensure IC policies are informed by the full geographic and socioeconomic diversity of the UK.


CHAPTER 5: RECOMMENDATIONS AND CONCLUSION

5.1 Introduction
This chapter offers a critical evaluation of integrated care services for older adults in the UK, synthesising evidence from ten studies and previous thematic findings. Integrated care remains a national priority aimed at addressing fragmentation between health and social care and improving person-centred, coordinated support for ageing populations. However, implementation is uneven and challenged by organisational, financial, and structural constraints. The chapter assesses both achievements and persistent gaps, noting that integration efforts are highly context-dependent. It concludes with recommendations to enhance equity, efficiency, and sustainability, alongside implications for practice and priorities for future research.
 
5.2 Summary of Key Findings
The thematic analysis in Chapter 4 revealed key findings. 
The ten reviewed studies collectively demonstrate that integrated care (IC) for older adults in England offers meaningful benefits but remains constrained by structural, methodological, and contextual limitations. System readiness, including leadership, funding stability, and collaborative culture, emerges as a critical foundation, with local variability strongly influencing implementation success. Workforce capability is central to effective integration; however, persistent challenges such as role ambiguity, insufficient training, and professional silos hinder multidisciplinary collaboration. 
 
Patient-centred coordinated care shows clear gains in continuity, trust, and holistic support, yet these relational elements are fragile in overstretched systems. Quantitative evaluations report delayed and inconsistent impacts on key metrics such as hospital admissions, bed use, and costs, reflecting methodological inconsistencies and limited long-term data. Equity-focused integration remains underdeveloped, with few studies explicitly examining differential outcomes across socioeconomic or ethnic groups. Overall, integrated care demonstrates promise, but its effectiveness depends on context-specific enablers, sustained investment, and more rigorous, equity-sensitive evaluation.
 
5.3 Evaluation of Integrated Care Services of Older Adults in Health and Social Care in the UK
1. System Readiness, Policy Context, and Structural Capacity
The evidence demonstrates that integrated care depends heavily on system readiness, leadership, funding continuity, policy alignment, and local collaborative capacity. Khan et al. (2024) show that policy frameworks such as frailty pathways can only translate into practice where GP engagement and organisational leadership are strong, while Billings et al. (2019) highlight persistent tensions around data quality, monitoring, and governance. Erens et al. (2020) further reveal that national pioneer programmes achieved only incremental progress, constrained by short-term pilot funding and fragmented accountability across NHS and local authority structures.

These structural limitations expose the fragility of integration efforts, particularly in socioeconomically deprived or resource-limited areas. Since most publications originate from the London and Leeds regions with robust academic and policy ecosystems, there is a risk that findings disproportionately reflect well-supported urban systems. This can lead to overestimation of readiness and underestimate challenges faced in rural, coastal or deprived communities where baseline organisational capacity is weaker.
 
2. Workforce Capability, Professional Integration, and Organisational Development
Workforce capability emerges as a central enabling factor across the evidence base. Studies emphasise the importance of professional learning, role clarity, and multidisciplinary teamwork in sustaining integrated practice (Aiello and Mellor, 2019; Akehurst et al., 2022; Robertshaw and Cross, 2018). MacInnes et al. (2020) show that staff continuity directly supports trust and stability among older adults receiving home-based services.

However, the workforce narrative also exposes systemic weaknesses. Chronic shortages, professional boundary tensions, and inadequate protected time for multidisciplinary collaboration undermine sustainability. Workforce interventions are often small-scale and under-evaluated, providing limited evidence on replicability or cost-effectiveness. The concentration of publications in large urban hubs likewise risks obscuring workforce challenges in peripheral regions where recruitment and retention pressures are far more severe. This suggests workforce transformation is both essential and structurally constrained without wider investment and policy reform.

3. Patient-Centred and Holistic Integrated Care
The studies consistently illustrate that integrated care enhances relational and holistic support for older adults. MacInnes et al. (2020) demonstrate that coordinated home-based care fosters trust, continuity, and improved patient experience. Knowles et al. (2015) further show the importance of integrating mental and physical health services, particularly for patients with depression and long-term conditions.

 Patient-centred coordination remains difficult to sustain in pressured health systems. Staff turnover, organisational fragmentation, and inconsistent service availability undermine continuity and relational depth. Importantly, patient-centred gains tend to be reported in qualitative studies from better-resourced or pilot contexts; whether these benefits can be generalised to stretched localities where older adults face compounded social inequalities is unclear. The disproportionate representation of metropolitan case studies may therefore overstate the general availability of relational continuity across the UK.
 
4. Evidence of Outcomes, Evaluation Limitations, and Data Constraints
Quantitative evaluations reveal cautious and often delayed benefits. Seamer et al. (2023) identified reductions in emergency admissions after three years, while Erens et al. (2020) found only gradual improvements among early integration pioneers. These findings align in demonstrating that integrated care does not produce immediate system efficiency but requires long-term investment before measurable impacts emerge.

Methodologically, the evidence base is fragmented: outcome measures vary widely (admissions, utilisation, frailty, patient experience), and data quality limitations include poor IT interoperability, incomplete records, which hamper evaluation accuracy (Billings et al., 2019; Robertshaw and Cross, 2018). Short follow-up periods and reliance on local pilots further limit generalisability. The dominance of London- and Leeds-based journals means that studies with stronger infrastructure for data integration are over-represented, potentially masking the far weaker data capabilities in many rural and deprived regions. Thus, while outcomes appear modestly positive, the evidence remains insufficiently mature to support universal claims of cost or utilisation benefits.
 
5. Equity, Socio-Demographic Variation, and Place-Based Integration
Equity is an emerging but critically underdeveloped dimension of integrated care research. Goddard (2023) highlights the responsibility of ICSs to tackle health inequalities, yet few empirical studies disaggregate outcomes by deprivation, ethnicity, or rurality. Khan et al. (2024) show that implementation effectiveness varies significantly with local socioeconomic conditions and professional capacity, suggesting that IC may benefit more advantaged populations first.

The predominance of research published in metropolitan hubs means that evidence disproportionately reflects urban contexts, and the experiences of older adults in socioeconomically disadvantaged, rural or coastal areas, who often face the highest burden of multimorbidity and service fragmentation, remain underrepresented. This imbalance risks shaping national policy around contexts that do not reflect the UK’s full demographic complexity, thereby widening rather than narrowing inequalities.
 
5.4 Recommendations
Based on the evaluation of evidence, the following recommendations are proposed to enhance integrated care for older adults in the UK:
1. Strengthen Funding, Governance, and Equity
Implement multi-year funding agreements for Integrated Care Systems (ICSs) with clear governance structures and integrate equity-focused KPIs. This addresses findings from System Readiness and Equity and Population-Based Integration, ensuring financial stability, accountability, and monitoring of disparities in deprived or diverse populations (Khan et al., 2024; Billings et al., 2019; Goddard, 2023).

2. Develop Workforce Capacity and Skills
Establish mandatory cross-sector training modules on frailty management, interdisciplinary decision-making, and secure data sharing. This responds to workforce barriers such as role ambiguity, IT limitations, and skill gaps highlighted in Workforce Capability and Transformation (Aiello & Mellor, 2019; Robertshaw & Cross, 2018).

3. Enhance Data Infrastructure and Evaluation
Implement interoperable electronic health and social care records with standardised protocols and real-time sharing, coupled with national standards for long-term outcome measurement. This addresses fragmented information systems and inconsistent metrics identified in System Readiness and Measured Outcomes, enabling robust monitoring and evaluation (Billings et al., 2019; Seamer et al., 2023).

4. Strengthen Patient and Carer Involvement
Establish co-design panels with older adults and caregivers to develop care plans, service pathways, and evaluation frameworks, including structured feedback loops. This supports relational coordination and continuity highlighted in Patient-Centred Coordinated Care, ensuring services align with patient priorities (MacInnes et al., 2020; Knowles et al., 2015).

5. Expand Evidence-Based Preventive and Community-Based Models
Scale frailty hubs, care coordinator programmes, and home-based early interventions for older adults with multimorbidity. Evidence from Patient-Centred Coordinated Care and Measured Outcomes shows these models improve continuity, reduce hospital admissions, and support holistic, person-centred care (MacInnes et al., 2020; Seamer et al., 2023).
 
5.5 Suggestions for Further Studies
Future research on integrated care for older adults should prioritise longitudinal studies to assess sustained outcomes over time and comprehensive economic evaluations to determine cost-effectiveness and financial sustainability. Investigating patient and carer experiences, particularly among those with multiple chronic conditions or cognitive decline, is essential to inform person-centred practice. Equity-focused studies across socioeconomic and ethnic groups are needed to evaluate the impact of integration on health inequalities. Additionally, research should examine the role of digital technologies such as telehealth, AI, and electronic dashboards in enhancing care coordination, as well as the effects of integration on workforce well-being, recruitment, and retention.

5.6 Implications of Findings
The findings carry important implications for policy, practice, and research.
For policymakers, they underscore the need for consistent national funding, long-term monitoring, and locally adaptable strategies to ensure sustainability. For practitioners, integrated care demands collaborative leadership, effective communication, and continuous professional development. The emphasis on equity and prevention suggests that care systems must not only treat illness but also address social determinants of health.

For research, these findings highlight the necessity of mixed-method, longitudinal designs that integrate patient experiences with measurable service outcomes. Overall, the evidence reinforces that integration is not merely an organisational reform but a cultural transformation requiring shared values, partnership, and a focus on holistic wellbeing.
 
5.7 Conclusion
This project synthesised evidence on integrated care services for older adults in the UK, revealing that integration can improve continuity, coordination, and preventive care. However, structural fragmentation, workforce shortages, funding instability, and limitations in evaluation continue to challenge effective implementation. The findings underscore that achieving meaningful integration requires sustained leadership, cross-sector collaboration, interoperable data systems, and active patient and caregiver involvement. While the review is limited by the scope of included studies and variability in methodological quality, it highlights critical pathways for improving service delivery and reducing inequities. Overall, this study contributes to knowledge by clarifying the practical and systemic factors that shape integrated care, offering evidence-informed guidance for policy and practice focused on ensuring coordinated, person-centred care for older adults. 
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APPENDICES 

Table 4.1: The study’s design and location
	No.
	Author(s) / Year
	Title
	Design
	Focus
	Location (Publishing City)

	1
	Seamer et al. (2023)
	The Long-Term Impacts of an Integrated Care Programme on Hospital Utilisation among Older Adults in the South of England: A Synthetic Control Study
	Quantitative (Generalised Synthetic Control Study)
	Evaluated the long-term effect of integrated care on hospital admissions among older adults in North East Hampshire and Farnham
	Birmingham, UK (International Journal of Integrated Care)

	2
	MacInnes, et al. (2020)
	The Over 75 Service: Continuity of Integrated Care for Older People in a United Kingdom Primary Care Setting
	Qualitative Case Study
	Explored continuity of integrated care for older adults over 75 living at home with complex needs
	Canterbury, UK (University of Kent / IJIC)

	3
	Aiello and Mellor (2019)
	Integrating Health and Care in the 21st Century Workforce
	Conceptual / Policy Review (Case Studies)
	Examined strategies for developing an integrated, multi-professional workforce across health and social care sectors
	London, UK (Journal of Integrated Care, Emerald)

	4
	Billings et al.  (2019)
	Supporting Integrated Care in Practice: Perceptions of a National Support Programme for New Care Models in England
	Qualitative (Semi-structured Interviews)
	Investigated facilitators and barriers in the NHS Vanguard programme to promote integrated care
	Manchester, UK (Journal of Integrated Care, Emerald)

	5
	Erens et al. (2020)
	Can Health and Social Care Integration Make Long-Term Progress? Findings from Key Informant Surveys of the Integration Pioneers in England
	Quantitative (Key Informant Survey, Longitudinal)
	Tracked progress and barriers in integration initiatives among England’s 25 pioneer sites (2016–2018)
	London, UK (Journal of Integrated Care, Emerald)

	6
	Akehurst et al.  (2022)
	Making a Difference: Workforce Skills and Capacity for Integrated Care
	Qualitative (Action Research: Interviews & Focus Groups)
	Explored workforce skills, capacity and organisational development processes in integrated care teams
	Sunderland, UK (Journal of Integrated Care, Emerald)

	7
	Goddard (2023)
	Integrated Care Systems and Equity: Prospects and Plans
	Document Analysis (Policy & Strategic Plan Review)
	Analysed 23 Integrated Care System (ICS) plans focusing on equity and health inequalities
	York, UK (University of York / Journal of Integrated Care)

	8
	Robertshaw and Cross (2019)
	Roles and Responsibilities in Integrated Care for Dementia
	Qualitative (Framework Analysis of MOOC Discussions)
	Explored perceptions of roles, responsibilities, and challenges in delivering integrated dementia care
	Derby, UK (University of Derby / Journal of Integrated Care)

	9
	Knowles et al. (2015)
	Managing Depression in People with Multimorbidity: A Qualitative Evaluation of an Integrated Collaborative Care Model
	Qualitative (Nested Interview Study)
	Evaluated collaborative care for comorbid depression and chronic illness in UK primary care
	Manchester, UK (BMC Family Practice, Springer

	10
	Khan et al. (2024)
	Factors that Affect the Implementation of an Integrated Care Programme for Older People with Different Frailty Levels
	Qualitative (Thematic Analysis of In-Depth Interviews)
	Investigated factors influencing implementation of frailty-based integrated care in Luton
	xford, UK (BMC Geriatrics, Springer Nature)



Source: Researcher's Computation 
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