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Abstract
The research is giving supporting decision-making for the future organisation of services for the ageing population. Systematic literature review identifies evidence for the integrated care model for older adults who are living with multimorbidity and frailty in the UK. Integrated care models have achieved increasing importance within the UK health policy and service delivery. Therefore, the research is rational for identifying the existing integrated care model in the UK and critical synthesizing of the evidence concerning its effectiveness, outcomes, and implementation challenges.  
The literature review examines integrated care models through their components, implementation across UK settings, and effects on clinical, functional, service and cost-related outcomes. It also takes into account organisational, workforce, patient and system level barriers and enablers. The review is based on the Social Ecological Model to gain insight into the influence of individual, interpersonal, organisational, community and policy factors on integrated care for older people.
For data collection PubMed was selected as a database because it provides extensive coverage of biomedical, healthcare, and clinical research which is justified for integrated care. After the database search, the PRISMA 2020 guideline was followed for the selection of the studies. CASP checklist was used for critical appraisal. 
The findings chapter represents the thematic findings of the systematic literature review. 6 themes were identified regarding integrated care approaches, patient-centred coordination, and health outcome implementation factors, which include personalized care and digital outcomes for older adults with frailty and multimorbidity. Overall, the chapter indicates that integrated care can improve coordination quality and experience, but it depends on appropriate design, implementation, and individual requirements. 
The discussion interprets these findings through the Social Ecological Model, showing that care experience and functional wellbeing improve, though hospital use does not. The study concludes that effectiveness depends on local implementation conditions, and recommends closer alignment between policy, workforce capacity, and digital support.
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[bookmark: _okmhsl2ly6k5]Chapter 1: Introduction 
[bookmark: _nlmweeabl3lq]1.1 Introduction
The research synthesizes the existing academic and health care evidence for developing the structure understanding of how integrated services address the complicated and overlapping requirements for older people instead of identifying a single intervention or Health Care Organisation. Multidisciplinary working and care coordination, person-centred planning, and collaboration between the health and social care services are different approaches to care integration (Hartikainen et al. 2026). In addition to this, the growing prevalence of multimorbidity and frailty continuously pressures the National Health Services and social care services, which are traditionally organised around the management of single diseases instead of complex conditions. Older adults with multimorbidity and frailty often need coordinated support from the primary care team. Hence, the study gives a consolidated overview of integrated care within the specific context of multimorbidity and frailty.
Although integrated care is increasingly focused within the UK health policy, the uncertainty remains regarding the effectiveness and practical implementation for older adults in a complicated need (Jindal et al. 2025). However, fragmentation between the services can result in poor communication, duplicate assessment, and delayed intervention. The systematic literature review is there for important for identifying the existing evidence, identifying the areas of consistency and disagreement, and determining the gaps within the current knowledge. The chapter introduced the study of the integrated care model for older adults who are experiencing multimorbidity and frailty in the UK. It developed the context of the research and identified the problem rationale. It also presents the research aim, objectives, and questions. The chapter outlines the significance and overall structure of the dissertation. 
[bookmark: _c5u2mokypp9p]1.2 Background
UK is experiencing significant demographic aging, which is an important implication for the organisation and sustainability of the health and social care service. Changes are particularly significant for health and social care, as increasing longevity can be supported through good functional, clinical, and social care. Recent statistics estimate that 625000 people aged 90 years and over were living in the UK in 2024. This highlights a 53.7% increase after 2004 (ONS, 2025). The growth of this older age group they are for increase the requirement for health and social care services that can respond to complex and continuing needs. Population aging is a major health and social care challenge in the United Kingdom, particularly for older adults (Glasby, 2026). This is because they are living with complicated and interrelated health conditions. Multi-morbidity is commonly understood as the coexistence of two or more long-term conditions, which are prevalent among the older population and often interact with frailty in complex ways (Umegaki, 2025). This increases vulnerability to adverse health outcomes. It is identified that more than two-thirds of the people aged over 74 have two or more long-term conditions. 50% of people aged over 85 live with frailty (Bgs, 2025). An individual with severe frailty is 5 times more likely to die within 1 year than older adults without frailty.
The epidemiology of multimorbidity reflects a clear relationship with increasing Age. The primary care of the UK reflects that it is increasingly prevalent across adulthood and reaches particularly high levels among older people. Frailty adds further complication, as decreased psychological reserve increases vulnerability to relatively minor health changes and functional deterioration.  Multimorbidity and frailty can also occur along with polypharmacy, disability, and social care needs (Banzato and Boccuzzo,  2026). Older adults need support from several Health and care professionals instead of treatment for individual diseases alone. These developed good demand for coordinator service for the primary care, hospitals, community health services, and social care. 
[image: ]
[bookmark: _5aj7mdo6ka74]Figure 1.1: Prevalence of multimorbidity by age
(Source: MacRae et al. 2023)
From the above image, it is clear that a relatively slow increase has been seen in the youngest, a rapid increase in adulthood, and flattening in the latter life (MacRae et al. 2023). Different stages of multimorbidity are strongly connected with the oldest age.  In addition, the coexistence of multimorbidity and frailty poses significant challenges for the conventional Healthcare system, which has historically been structured around the treatment of individual diseases (Umegaki, 2025). Older adults with complicated requirement can need input from the primary care hospital, community health service, social care, and voluntary organisations (World Health Organisation, 2025). However, poor coordination between services can develop fragmented care, repeated assessment, and difficulties in maintaining continuity. It is identified that the health and social care system in England is described as fragmented, particularly as services prepare for transformation from hospital-based provision towards neighbourhood care (Atella, 2025). In 2025, the 10-year health plan for England focuses on the strategic transition from hospital to continuity care and from sickness treatment to prevention (Sinnott et al. 2026). Identification of an integrated care model for older adults with multi-morbidity and frailty is significant for understanding the contribution to coordinated person-centred and sustainable care within the dynamic UK health and social care system. 
Integrated care has become an important approach for responding to complicated needs. It consists of Health and Care Organisations working together for giving coordinator service for the needs of individuals instead of managing conditions separately. In England, the integrated care system brings together NHS organisations, local authorities, social care providers, and voluntary organisations (Long et al. 2026). This is to increase population health, decrease inequalities, and to transition towards multidisciplinary working, prevention, and community-based care with person-centred support. Integrated care is particularly significant for older adults with multimorbidity and frailty due to the need to frequently cross professional and organisational boundaries. 
[bookmark: _ca7ni62slxpb]1.3 Statement of the Problem
Older adults with multimorbidity and frailty need coordinated health and social care for their complicated healthcare needs. Although integrated care model is a key priority within the UK Healthcare system, the existing evidence regarding its effectiveness remains fragmented and inconsistent. Previous studies have identified different model populations and outcome measures, which makes it difficult to identify which appropriate approach gives the greatest benefit for the population. In addition, limited evidence on the sizes of implementation challenges, facilitators, and outcomes of integrated care models specifically for older people. Hence, a systematic literature review is required for critical analysis of current evidence and identifying meaning research gaps.  
[bookmark: _bizcv6k47h]1.4 Rationale of Research
The rationale of the research developed from elaborating the mismatch between the complicated care needs of the older adult and the capacity of fragmented health and social care services to give coordinated support. Multimorbidity and frailty do not exist as isolated clinical problems (Zhao et al. 2025). Rather, they interact with functional decline, medication burden, and social care requirements.
[image: ]
[bookmark: _yb1z3jm0g2kq]Figure 1.2: UK analysis of population
(Source: Reeves et al. 2025)
From the above, it is seen that there is a growing concern that is increasing, as England has an estimated 22.3 million people aged over 50 in 2025, reflecting 38% of the population (Reeves et al. 2025).  This is projected to reach 26.6 million by the end of 2045 (Reeves et al. 2025). Current pressure on the care service for the reflect the requirement for identifying integrated approaches. The State of Health and Care of Older People in England 2025 has reported that 372,113 adults were waiting for a social care assessment and the commencement of care, or a care-plan review in March 2025 (Ageuk, 2025). These delays are particularly harmful to the older adult, for whom deterioration can rapidly increase dependence on health care utilisation.
It is also identified that 532,451 people experienced wait times of 12 hours or more from the decision to admit to the hospital in 2024 and 2025 (Ageuk, 2025). This is a 525-fold increase over the previous decades (Ageuk, 2025). The figure reflects the systematic pressure that cannot be addressed properly by the expansion of hospital-based care. However, existing evidence does not give sufficient clear picture of which integrated approaches are the most justified for older adults who are experiencing both multimorbidity and frailty. Previous reviews identify multimorbidity and frailty separately by using different outcome measures and including populations outside the UK. These developed uncertainty about the transferability of findings to UK health and social care. Differences between the model and the reported outcome also make difficulty in interpretation of the effectiveness. The integrated care model gives a potentially important response by connecting primary care, community health, social care, mental health, and acute services around the individual's needs (Matos et al. 2025). National Health Service England 2025 frailty pathway specifically showcases the transition care from hospital towards the community and neighbourhood settings (Fox et al. 2025). They identified multidisciplinary and integrated intermediate care as a core component of the transition. The existence of different models, local implementation approaches, and outcome pressure creates uncertainty, which leads to integration as the most effective for older adults experiencing both multimorbidity and frailty. Hence, a systematic literature review is needed to bring fragmented evidence together to give a focused assessment of integrated care in the UK. The review has identified models currently used and evaluated the reported health and care outcomes to assess the barriers and facilitators impacting the implementation process. It has also identified the limitations and gaps of the existing evidence. The synthesis can provide clear evidence based for the researcher and health care professional considering future integrated care development for older adults with multimorbidity and frailty.   The uncertainty concerning the effectiveness and implementation of different integrated are also present. The uncertainty is justified, as decisions about integrated care need evidence that is relevant to the UK context and the specific needs of older adults with multimorbidity and frailty. A focused synthesis can help in identifying effective approaches from those with Limited evidence and reflect focus for future service development.
[bookmark: _1scihs9lee4a]1.5 Research Question
How effective are integrated care models in improving health and care outcomes for older adults with multimorbidity and frailty in the UK?
[bookmark: _v46uaht91c2p]1.6 Research Aim
To systematically examine the effectiveness of integrated care models in improving health and care outcomes for older adults with multimorbidity and Frailty in the UK.
[bookmark: _uk5c1tmcdt6u]1.7 Research Objectives
· To identify the integrated care models used to support older adults with multimorbidity and frailty in the UK.
· To examine the effectiveness of integrated care models in improving health and social care outcomes among older adults with Multimorbidity and frailty.
· To critically examine the facilitators and barriers to implementing integrated care models for older adults with multimorbidity and frailty in the UK.
· To identify gaps in the existing evidence and develop evidence-based Recommendations for future research, policy, and practice.
[bookmark: _ely7bto0ivkf]1.8 Dissertation outline 
The dissertation consists of 5 chapters to systematically address the research aim and objectives. Chapter 1 represents the introduction, which outlines the research background rationally aim, the objectives, the research question, the significance, and the proposed methodology. Chapter 2 is the literature review, which critically identifies the existing evidence concerning multimorbidity, frailty, and integrated care models for older adults within the UK. It also identifies different concept databases and gaps in the current literature. Chapter 3 is the research methodology, which adapts the systematic literature review, including the search strategy, eligibility criteria, study selection, data extraction, analysis, and ethical considerations. Chapter 4 represents the results and discussion, which synthesizes the findings for the selected study and critically interprets the major themes in relation to the existing evidence. Lastly, Chapter 5 gives the Conclusion and Recommendation, summarising the principal findings and identifying the research limitations and proposing the implications for future research. 
[bookmark: _jbvxg3tilmio]1.9 Summary of Chapter
From the above, it is summarized that the chapter introduced the research topic by outlining the challenges of multimorbidity and frailty among older adults in the UK. It is identified that integrated care for older people with multimorbidity is extremely important as it can improve healthcare delivery, supporting sustainable and high-quality care for an ageing population.  The chapter also developed the requirement for identifying integrated care through a systematic review of the available UK evidence. The background highlighted the increased complications of care requirements connected with population aging, multimorbidity, and frailty. The research aim, question, and objective were developed to address the issues by identifying existing models and evaluate in Health and care outcomes. The proposed systematic literature review methodology and overall dissertation structure give a clear foundation for the subsequent study.


[bookmark: _le7viqy2bm1c]Chapter 2: Literature Review
[bookmark: _dyopedb47qxb]2.1 Chapter Introduction
This chapter critically examines the literature on integrated care for older adults living with multimorbidity and frailty in the UK. Their health and social care needs are complex, and therefore the importance of coordinated and person-centred approaches is growing. The chapter therefore begins by reviewing the various models of integrated care and the implementation of integrated care in the UK context. It then reviews information on their health, functional, service, and cost outcomes, and discusses factors that support or hinder implementation. Specific focus is drawn to the principles of multidisciplinary working, care co-ordination, and person-centred approaches. The chapter provides a broader overview of the existing literature, highlighting areas of agreement, disagreement, and uncertainty rather than presenting the findings of the systematic review.
[bookmark: _4enb4xpzb7p6]2.2 Models of Integrated Care for Older Adults with Multimorbidity and Frailty
[bookmark: _pk300mtex4lf]2.2.1 Types and Components of Integrated Care Models Used in the UK
There are different models for the integration of care in the UK that coordinate and link health, social, and community services for older adults with multimorbidity and frailty. It is important to distinguish integrated care models or approaches from the components through which integration is delivered. Case management gives a general framework to help organise care, while care coordination, shared assessment, information sharing and multidisciplinary working are some of the operating elements for different integrated care approaches. This distinction should be taken into account when making comparisons to the broader evidence as not all the studies employ consistent language with regards to integrated care. Some are used to describe the whole service provision; others are used to assess specific aspects or elements of a service provision. Thus, if components are similar, it does not imply that the approaches are equal. An appreciation of this variation also allows preventing the inferring of effectiveness of one component to the effectiveness of an integrated care model. Dambha-Miller et al. (2021) employed a scoping review to perform a map of primary care and social-service integration for older adults with multimorbidity. They list the shared assessment, care planning, communication and multidisciplinary collaboration as recurrent features in their evidence. A similar study by Hodgson et al. (2021) looks at the issue of integration between primary care and social care but has a stronger attention to the policy and organisational environment that facilitates collaborative working. These thoughts are therefore not mutually exclusive, but are reflective of one another. Together, they suggest that ongoing integration of social care services often happens at the level of GP-led primary care within the UK care system. 
Case management is a more formalised approach to integrated care with a well-defined level of responsibility for coordinating various aspects of care.  In a Cochrane systematic review, Sadler et al. (2023) reviewed the use of case management in older people with frailty in community homes. Their evidence shows a great deal of variation in intervention design and the uncertainty of overall effectiveness. This is a more conservative study than the wide-range mapping of integration pathways carried out by Dambha-Miller et al. (2021). The differential is key since formal case management involves more clearly defined coordinating responsibilities, while broader integration can be based on professionalism, shared responsibilities and relationships. Thus, having a designated coordinator does not mandate greater effectiveness of integration for older adults with complex and multiple care needs. 
Another approach is the community-based, multidisciplinary model. Hayes et al. (2024) undertook a systematic review and meta-analysis of community-based integrated care that included GP involvement. Their synthesis is more robust than with case management and offers more support for the evaluation of multidisciplinary community approaches. However, the review is predominantly focused on older adults in general and does not allow for direct generalisation to those who have multimorbidity and the frailty syndrome. As a result, methodological and population validity are not synonymous. These models are embedded in the UK structures of Integrated Care Systems, Primary Care Networks, and neighbourhood services. Overall, the wider literature identifies case management and community-based multidisciplinary care as integrated care approaches, while care coordination, shared assessment, information sharing and multidisciplinary working are recurring components within these approaches. This differentiation is crucial since components of each model or approach to integrated care may be the same yet organised and delivered in different ways.
[bookmark: _ivougwin9xu]2.2.2 Variation in Implementation Across Settings and Populations
National policy is seen locally in different health and social care settings, so there is no one-size-fits-all model for implementing integrated care for older adults with multimorbidity and frailty. Khan et al. (2023) illustrate this through their examination national frailty policy in Luton. They found that their study of services revealed adaptations to meet varying levels of frailty among older adults and prevailing conditions. There is also some variation in the level of vertical integration between primary care and acute hospitals. Sidhu et al. (2022) identified that the nature of the current organisational relationship shaped the nature of integration across settings. These two studies both show that implementation is affected by local context, but they have focused on different mechanisms. However, the literature is generally in support that implementation is influenced by local context, with a range of differently understood mechanisms. While Khan et al. (2023) emphasize patient needs, particularly those associated with different levels of frailty, Sidhu et al. (2022) point to the relationships in the organisation and the nature of professionals interacting.
These differences suggest that there are other factors besides just the formal design of the model that influence implementation for older adults with complex and multiple care needs. Co-ordination may be affected at the interpersonal level through workforce relationships, professional trust, and patient needs. Organisational levels are influenced by organisational structure, leadership, and governance. There is also some variation at the community level with local service availability and characteristics of the population. 
The specificity of the local context is also apparent in integrated programmes for older adults. Seamer et al. (2023) suggest that implementation effects can vary by programme evolution in specific local health economies. This mirrors Thomson and Chatterjee (2024), who have isolated workforce capacity, leadership, funding, organisational culture, and infrastructure of information-sharing as recurring factors. It is generally agreed that structural change is necessary but not sufficient for implementation. However, these variables are also represented in various ways and assigned varying degrees of importance in the literature. There is some evidence that highlights workforce capacity, resources, or population needs, and other evidence that highlights organisational relationships. Thus, although the overall literature suggests that contextual conditions impact implementation, there is not a consistent agreement regarding what factors are most salient.
However, in comparing settings, there are further complications due to levels of implementation maturity. Older programs can have more cohesive professional relationships and better coordination than newer programs. But data from specific programmes can't prove the same conditions apply to other health economies in the UK. Most literature is local, with a lack of clarity on national scalability. This restricts the generalizability within the wider UK integrated care system from individual local programmes. Variation in context, organisational capacity, and population needs, therefore, remains central to an understanding of the transferability of the models of integrated care for older adults with multimorbidity and frailty across the UK. 
[bookmark: _lknfwlqnuxtw]2.3 Effectiveness of Integrated Care Models on Health and Care Outcomes
[bookmark: _snzmeel5zqks]2.3.1 Clinical and Functional Outcomes
The wider literature presents both positive and negative or mixed results on the effectiveness of integrated care for older adults with multimorbidity and frailty in the UK. Hayes et al. (2024) highlight that community-based, multidisciplinary, GP-led care may offer potential benefits, especially through coordinated support outside of acute care. This positive evidence stands in contrast to results from Morciano et al. (2021), who reported on non-homogeneous decreases in emergency admissions for UK national integration programmes. Integrated care shows a stronger contrast in the study of Piroddi et al. (2022), which examined effects in a disadvantaged English community, in which the group had a slight rise in emergency admissions but no survival improvement. Overall, there is no clear link between increased integration and decreased hospitalizations for older adults with multiple care needs.
These disparities in the broader literature indicate that the success of integrating may be influenced by the level of complexity and context of patients' needs. The study by Piroddi et al. (2022) is important in particular because the intervention was undertaken for a population of disadvantaged people in which socioeconomic factors could have a negative interaction with multimorbidity, frailty and health needs. Coordination in a Social Determinants of Health context may be less impactful if broader deprivation persists in its impact on health and service use. There is a contrast to the more positive view of multidisciplinary community care by Hayes et al. (2024), which indicates that the impact on clinical change may depend on the environment of the population. The wider evidence on mortality is also not conclusive. Piroddi et al. (2022) showed no difference in survival after reducing fragmentation, thus contradicting the notion that a smaller size of fragments generates superior long-term clinical results. The outcomes achieved in the service vary from one integration programme to another, showing that the results are influenced by the type of configuration and maturity of the service (Morciano et al. 2021). Thus, the literature indicates more consensus about the varying impacts on outcomes across the different types of integrated care programmes than about the consistent mortality benefit of integrated care for older people with multimorbidity and frailty.
The functional outcomes offer a more comprehensive view of good outcomes. Leithaus et al. (2022) identify transitional-care elements that link services in hospitals with services in home settings in frail older populations. This continuity can help to maintain independence and recovery, even if a person hasn't been moved to a hospital or died. This extends the assessment of the integrated care beyond the acute use of services. The overall body of literature suggests that coordinated and continuous care provides potential benefits, but gains are not consistent across clinical studies. An unfilled gap therefore exists in determining which aspects of integrated care are linked to sustained clinical and functional outcomes in the varying populations and contexts in the UK.
[bookmark: _7zjh4pdardh]2.3.2 Service-Level and Cost-Related Outcomes
At the service level, integrated care should optimize efficiency through the co-ordination of demand across health and social care for older adults with multimorbidity and frailty. The larger body of the literature, however, suggests inconclusive results regarding whether integration always leads to more efficient delivery of services or to decreases in hospital use. Seamer et al. (2023) found that emergency admissions eventually declined, but this occurred only after several years. This lagged impact is in contrast to the finding of no reduction in hospital activity reported by Georghiou and Keeble (2019). Their evaluation, in contrast, suggests that personalised integrated care may highlight previously unmet needs and possibly augment the use of appropriate services. The combined findings from these studies indicate conflict within the current evidence regarding the impact of integrated care in reducing service utilization; increased rates of utilization sometimes mean that services are being provided for needs that may not have been met.
These same uncertainties apply to waiting times and responsiveness of service. Csontos et al. (2025) identify some evidence that multidisciplinary teams, integrated pathways, and care coordination can improve waiting times. But the evidence is much more limited when it comes to routine or elective waiting lists than to specific processes like ER visits and surgery wait times. This distinction is important as better coordination can have benefits for specific stages of a pathway, but not necessarily for the whole system. The broader evidence includes a range of service performance indicators such as admissions, waiting times, length of stay and/or service use patterns. This variation can make it difficult to directly compare between different approaches to integrated care, especially if programmes vary in length, population demographics and the type and availability of services in the area. This means that any differences in efficiency on the surface may represent variations in the design of the integrated care as well as how the outcomes for the different service levels are defined, measured and evaluated in the various studies. Therefore, no single indicator of service utilities can be used to measure the quantity or quality of integrated care. Establishing cost implications is also a challenge. There may be added savings from reduced emergency admissions; however, these can be offset by increased hospital length of stay, workforce needs, and work costs for additional community services. In delivering integration, UK Integrated Care Systems face significant workforce and financial pressures as outlined by the NHS Confederation (2022). This introduces a paradox between the hope that integration will free up resources and the cost of investment to support integration.
There is, therefore, more consensus in the literature in relation to the possibility of improving services than reducing costs. Redeployment of demand between services does not necessarily mean the reduction of demand. Its impact is also time-dependent and subject to local capacity as well as the needs of the older people served. But there are still some missing links in the broader evidence around how service improvement influences the cost-benefits of services in a sustainable and consistent way across the UK. The existing literature thus argues that cost-effectiveness should be evaluated based not just on decreases in hospital activity, but on reductions in health care utilization and impacts on outcomes.
[bookmark: _w7qlxcqt9lf2]2.4 Facilitators and Barriers to Implementation
[bookmark: _6nk3hsft2bsd]2.4.1 Organisational and Workforce Facilitators/Barriers
The potential for integrated care to progress from formal partnership toward more ongoing collaboration is strongly contingent on the local conditions of the organisations. Leadership, communication, shared governance, and organisational culture are recognised as significant enablers (Thomson and Chatterjee 2024). The NHS Confederation (2022) also points to the importance of effective working across Integrated Care Systems, noting that workforce shortages and resource pressures remain constraints. The wider literature therefore suggests that organisational commitment can be a source of support for integration, but that structural ambitions may be hard to continue if staff capacity is restricted.
There's also workforce capability, noted as another critical implementation determinant. However, Barraclough et al. (2021) highlight the need for workforce development, interprofessional learning, and shared competencies as issues that must be addressed as part of the fundamentals of integrated working. Brooks and Gillon (2025), however, give greater focus to communication, role definition, and interpersonal relationships in relation to urgent community responses and intermediate care. Both studies have indicated that besides knowledge and skills, the ability of the Workforce is also influenced by the clarity of role and working relationships. However, they also show an uneasy balance and identify a possibility of tension as the increasing integration of multi-professional working does not eliminate professional boundaries. If roles overlap and no clear accountability exists, collaboration can lead to greater coordination demands.
These factors are more relevant to those older adults who are both multimorbid and frail. Their needs often span primary, community, and social care or hospital services, and require information sharing and coordination by professionals. Thomson and Chatterjee (2024) identify fragmented communication and organisational boundaries as recurring barriers, while Barraclough et al. (2021) suggest that workforce preparation can strengthen professionals’ ability to work across these boundaries. Combined, the broader literature confirms the need for organizational readiness, as well as the need for workforce capability; however, neither factor alone is able to ensure successful integration. The evidence in relation to the interplay of leadership, resources, workforce development and role clarity does not yet clarify which mix leads to sustainable integration in various UK settings. This is especially important for interpreting the possible differences in how similar integrated care models are implemented in various local health economies.
[bookmark: _f80cevsuv25a]2.4.2 Patient-Level and System-Level Facilitators/Barriers
As integrated care continues evolving and relying more heavily on digital communication and access to services, patient engagement becomes ever more paramount. Ahmed et al. (2024) highlight the concerns of older adults from South Asian, Black African, and Caribbean communities about digital access, confidence, and usefulness of primary care technologies. These worries highlight that when services are expected to assume that patients have similar levels of digital capacity, this can introduce new barriers to digital integration. Wale et al. (2024) also identify digital exclusion as a major challenge for older adults and highlight the benefits that digital support might bring for older adults. Altogether, this broader literature points to digital exclusion as a constant issue and recommends that this support may differ in type and level of need across patient groups.
However, patient-level barriers do not always refer to an individual's shortcomings. Wilson et al. (2024) highlight the need for user-centred service design, digital support, and empowerment of patients in the design of digital health systems. This takes away the responsibility of care from the patient and onto healthcare organisations and systems. Vannini et al. (2026) build on this by pointing to the value of caring networks as a way to tackle digital inequalities. They believe in relationships and indicate that support systems, including family and community structures, organizations, and other at-risk persons, can overcome individual barriers. This is in contrast with models of digital exclusion that focus mainly on skill deficits among patients. The patient-systems interaction is then also vital to integrated care. Increased use of technology services might present challenges for accessing services for older adults with language and socioeconomic or digital barriers (Ahmed et al. 2024; Wilson et al. 2024). On the other hand, flexible support networks can benefit participation and decrease exclusion (Vannini et al. 2026). This broader evidence moves beyond an individual responsibility focus towards understanding the importance of service design and available support. Digital confidence can affect engagement but organisational access and support within communities can determine whether older people are able to gain from integrated services. Therefore, barriers faced by patients may relate not just to any one service, but to interaction between a patient's circumstances and service structures, where care is required in several settings.
However, there is limited existing evidence about the intersections of patient-level inequalities and broader system conditions during the implementation of integrated care. Wilson et al. (2024) emphasise accessibility at the system level and the need for patients' involvement, and Ahmed et al. (2024) draw attention to differences in digital experiences between ethnic groups. Vannini et al. (2026) also illustrate the potential role of caring networks in combating digital inequalities. The broader literature indicates that the patient's context and social networks and systems' accessibility must be examined as a package rather than as instances of an independent effect on integrated care. However, the nature of the interplay between these factors in integrated care for older people with multimorbidity and frailty is still unclear. This represents an important gap in the existing literature on barriers and facilitators to integrated care for this population.
[bookmark: _8tggoh1qecrs]2.5 Person-Centred and Multidisciplinary Approaches in Integrated Care
[bookmark: _nl82l032a70c]2.5.1 Multidisciplinary Team Working and Care Coordination
Multidisciplinary team working and care co-ordination are widely reported characteristics of integrated working in older people with multimorbidity and frailty. Khan et al. (2023) and Barber et al. (2023) agree that coordination requires professionals to share information, communicate effectively, and develop common approaches to care. Their focus is different, however. While coordination between services and adaptation to various levels of frailty are taken as a priority by Khan et al. (2023), professional collaboration and shared working practice hold more importance for Barber et al. (2023). These studies indicated general consensus of the need for coordination, but varied on the emphasis on service-level integration and relationship between practitioners.
The broader body of published research is less clear on the relationship between multidisciplinary working and patient outcomes. Proactive multidisciplinary care (PMC) for older people with severe frailty is associated with wellbeing and quality of life outcomes (Murtagh et al. 2023). Ruiz-Grao et al. (2024) however conclude that there are no consistent benefits on adverse events or quality of life for multidisciplinary home-based interventions across the board when it comes to frail older people. Collectively, this evidence indicates that taking a multi-disciplinary approach does not uniformly lead to better outcomes and that the impact may be dependent on the manner in which care is organised around the patient's needs.
This is a significant distinction for integrated care provision in the UK, where older people with multimorbidity and frailty often need help from both primary, community, hospital, and social care services. Khan et al. (2023) show evidence that coordination should be flexible depending on varying degrees of frailty, and Barber et al. (2023) depict the relational arrangements required by staff to engage in effective teamwork. The broader literature confirms the value of multi-disciplinary working and care co-ordination as central aspects of integrated care, with less consensus regarding the effect of these on the outcome of care. This is still a longstanding gap in knowledge around which forms of multidisciplinary organisation and coordination are successful for older adults with multimorbidity and frailty.
[bookmark: _3zb7pwcs3ffi]2.5.2 Person-Centred Planning and Patient/Carer Involvement
The purpose of person-centred planning is to provide older people with more choice about their care. For Damant et al. (2026) and Smith et al. (2026) planning person-centred care in English care homes is all about understanding individual preferences. The wider literature, however, places different emphasis on how this should be implemented. Leadership, communication, and planning resources are highlighted among important conditions by Damant et al. (2026), while Smith et al. (2026) focus more on care staff experiences and the practical challenges of maintaining person-based approaches. The studies complement each other in recognizing the role of individual preference, but they also emphasize the need for organizational and workforce conditions to implement these preferences as a part of their daily care.
Patient involvement is a more contested point at transitions in care. Halamová et al. (2025) identify both meaningful involvement and exclusion of older adults in UK decisions about transitions into care settings. Involving the family in decision-making can be supportive, but it can also shape decisions when the preferences of the older person differ to that of the family or professionals. This makes it difficult to assume that providing greater participation equals greater person-centredness in care. Conversely, Lorber et al. (2025) examine how person-centred care relates to psychological well-being, reinforcing the importance of care that caters to elderly people's psychological and emotional needs. However, this evidence is not UK-specific, limiting its direct applicability to UK integrated-care services. The differences indicates that person centredness is not limited to giving opportunities for participation. The broader context of evidence questions whose opinions are heard in decision-making and how conflicting opinions are co-managed and how long involvement is maintained when the person transitions among the services. This is especially important for individuals with multimorbidity and frailty, who will also have multiple health professionals and carers interacting. So, sustained meaningful engagement requires to keep the preferences of the older person consistent in a range of how relationships, places and care phases are delivered.
The general literature is broadly supportive of patient and carer involvement, but there was less consensus within it about how meaningful involvement is achieved in various care settings. Damant et al. (2026) emphasise organisational conditions, while Halamová et al. (2025) highlight the complexity of decision-making relationships. These relationships are especially significant for older people with multimorbidity and frailty, where multiple professionals and family members may be involved in decisions regarding care. There is a lack of broader evidence about the sustainability of more meaningful involvement of patients and carers throughout complex integrated care pathways across the UK for older people with multimorbidity and frailty.
[bookmark: _47veaqbi73ge]2.6 Theoretical Framework
The Social Ecological Model (SEM) has its roots in Bronfenbrenner's ecological systems theory, which is used to explain behaviour as a result of the interaction between individuals and their environments (Bronfenbrenner, 1994). This approach can be relevant to exploring the UK situation for integrated care of older people with multimorbidity and frailty as care is influenced at multiple levels. Individual factors include multimorbidity, frailty, and personal care needs. Interpersonal factors involve relationships between older adults, carers, and healthcare professionals. Organisational factors include multidisciplinary working, leadership, and care coordination. Community factors relate to the services available within the local community and policy factors relate to wider health and social care policies in the UK. Using SEM therefore enables this research to examine how these levels interact to influence implementation, outcomes, facilitators, and barriers, rather than viewing integrated care as a single organisational intervention. The SEM will apply as an interpretive lens around the findings of the systematic review to understand how the results of the systematic review relate to influences at individual, interpersonal, organisational, community, and wider systems and policy levels.
[image: ]
[bookmark: _5dutew8qv7ai]Figure 2.1: Social Ecological Model
(Source: Lee et al. 2017)
[bookmark: _1v6ou8vcsxco]2.7 Conceptual Framework
[image: ]
[bookmark: _p8jl9luoewo1]Figure 2.2: Conceptual Framework
(Source: Self-Created)
The conceptual framework elaborated for this study will provide the foundation for a more critical analysis of the integrated care in the UK of the older people with multimorbidity and frailty. It compiles essential dimensions found in the literature, and offers a framework for understanding the linkages between integrated care and outcomes. The framework also acknowledges the broader social, organisational and policy context to integrated care. This helps with a wider discussion of effectiveness beyond clinical outcomes and acknowledges contextual factors which impact the work towards implementation. Thus, the integrated-care framework offers a cohesive analytical perspective which can be used to combine evidence and draw conclusions about differences across integrated-care experiences and outcomes in the UK.
[bookmark: _vdcrvfo9ghv6]2.8 Literature Gap
This study builds on previous studies which have investigated various factors related to the integrated approach to care for older adults suffering from multimorbidity and frailty in the United Kingdom. The studies do not uniformly identify the most appropriate components of integrated care for the population who have both multimorbidity and frailty. Variations in local health economies also make it challenging to understand if approaches developed in one area can be transferred to the broader UK context. Additionally, organisational coordination and service utilisation have been studied extensively, and there is less consistency when it comes to patients and carers involvement. The correlation between use of the hospital and relationship to the use of the integrated care system is also unclear, especially when there is no reduction in hospital use in conjunction with an improvement in the integrated care coordination. Greater disparities can exacerbate access to the different services, especially for older adults who are not using digital media (Thomson and Chatterjee, 2024). 
[bookmark: _5vxocqw3nv38]2.8 Chapter Summary
This chapter reviewed integrated care for older adults with multimorbidity and frailty in the UK. It considered the main integrated-care models and their implementation across different settings and populations. Clinical, functional, service-related and cost-related outcomes were then reviewed. Multidisciplinary working, care coordination, person centred planning and patient involvement were also explored with facilitators and barriers. The theoretical background for explaining these issues at various levels was the Social Ecological Model. These areas were integrated into a conceptual framework that was used for the rest of the dissertation.


[bookmark: _ldz1emudn2gj]Chapter 3: Methodology 
[bookmark: _6zbx27v2r4h4]3.1 Introduction to the Methodology 
The methodology chapter evaluates and investigates the integrated care model for older adults with multimorbidity and frailty in the UK. The researcher has used a systematic literature review as the method. The systematic literature review identifies and synthesises existing evidence on the research topic. The chapter analyses the procedure used to identify, select, critically appraise, and analyse the relevant studies for the systematic literature review. It represents the search strategy and database and screening process, study selection, critical appraisal, data extraction, and analysis method. The methodology is structured to confirm the review process is transparent, systematic, and concrete. The ethical considerations related to the use and reporting of the published evidence are also discussed below.  
[bookmark: _a38jadipq6nx]3.2 Study Design 
The systematic literature review is a structured approach that identify analyse and discusses relevant evidence by using a predefined and transparent procedure (Orsitto et al. 2026). The study adopted SLR as the research question focuses on understanding the effectiveness of the existing integrated care model for older adults with multimorbidity and frailty in the UK. The approach allows evidence from reference studies to be gathered together and critically compared instead of depending on findings from a single study or care model. The main strength of the systematic literature review is the systematic process, which consists of eligibility criteria, critical appraisal, and transparent synthesis. This systematic search process can decrease selection error and improve the reliability of the findings (Vizcarra et al. 2026). In addition, the critical analysis of different literature makes the results more informative as well. However, SLRs can be affected by differences in study design, population, and intervention with outcome measures (Tachdjian et al. 2026). Publication and database selection bias can also impact the available evidence. Despite the limitations, the systematic literature review is justified for identifying pattern inconsistencies and evidence gaps in the existing literature. The review has followed PRISMA 2020 guidance to support transparent reporting and systematic documentation for the identification, screening, eligibility, and inclusion of studies. 
[bookmark: _39pe5eqpmb0d]3.3 Search Strategy 
A structured and systematic search strategy has been developed in line with the Research question and objective (Cajal et al. 2026). The search was generally conducted using PubMed and CINAHL. The literature search was conducted over 10 days. From 2nd  August to 12th August 2026. The literature was connected by key concepts related to older adults, multimorbidity, frailty, integrated care, and the UK, using the Boolean operators AND, OR, phrase searching, truncation and brackets.  The searches were limited to English-language publications which are published in last 5 years. The strategy was developed systematically to support transparency, consistency, and reproducibility.  
[bookmark: _7yn35j7u8met]3.3.1 Search Terms
The search terms have been developed from the main concept in the research question, such as older adults, multimorbidity, frailty, integrated care, and the UK. Synonyms and related terms have been included to capture differences in terminology in different studies. Phrase searching has been used for terms like “integrated care” and “older adults”. In addition, truncation has been applied where appropriate in the search. Boolean operator  AND, OR very useful to structure the search (Williamson and Yoder, 2026). So these have been used in this research. An example of the search string: " "Older adults" OR "elderly people" AND “multimorbidity” OR "multiple chronic condition" AND “frail” OR "frail elderly" AND "integrated care" OR "integrated healthcare outcome" AND "United Kingdom" OR “UK”.
	Concept
	Search terms

	Population 
	Older adults, older individual

	Multimorbidity 
	Multimorbidity,  multiple chronic conditions

	Frailty 
	Frailty, frail elderly

	Integrated care 
	Integrated care, coordinated care, comprehensive care

	Outcome
	Health outcome, functional outcome

	Location 
	United Kingdom OR UK


[bookmark: _25dbhrjd051h]Table 3.1: Search terms
(Source: Self-created)
[bookmark: _zekusqh66wj9]3.3.2 Databases
To identify evidence on integrated care models for older adults with multimorbidity and frailty in the UK, a targeted literature search was conducted using PubMed and CINAHL. PubMed was selected because it provides comprehensive coverage of biomedical, clinical, geriatric, and healthcare research (Sebo and Sebo,2026). Its coverage supported the identification of studies on multimorbidity, frailty, integrated care, and other care models. Using a single-focus database enabled the research process to produce a consistent and clear document of results (Arnold et al., 2026). The database was searched using predefined search terms and  Boolean operators.
	Database
	Focused area
	Description

	PubMed 
	Biomedical, clinical, integrated care 
	A good, concrete database which gives accessibility to biomedical and related literature. This includes results related to older adults, multimorbidity, frailty, and healthcare delivery. 

	CINAHL
	Social care and healthcare 
	A database which give addition evidence on care delivery, integrated services, patient-centred care.


[bookmark: _gu3jbow6cklh]Table 3.2: Database searched
(Source: Self-created)
[bookmark: _gkk9zuivymma]3.4 Screening Process 
The identified studies have been screened to identify the relationship between the research question and the eligibility criteria (Aboagye and Sharifi, 2026). The study identification and screening followed the PRISMA 2020 process. In the PRISMA 2020 process, first the duplicate records were removed to prevent repeat assessment of the same studies (Lee et al. 2026). The remaining studies underwent title screening, which was followed by abstract screening, to identify studies that were not related to the research topic. Relevant studies then proceeded to the full-text screening. At the full-text stage, each study assist for the predefined inclusion and exclusion criteria related to the population, intervention, outcome, geographical setting, language, and publication year. The studies which are fail to meet the criteria were excluded, and the reasons for exclusion were recorded where appropriate. The screening process confirmed that only studies directly related to the integrated care model for older adult multimorbidity and frailty in the UK were selected at the selection stage. The complete screening process will be presented in the PRISMA flow diagram.  
[bookmark: _432myby0dpr1]3.4.1 Inclusion and Exclusion Criteria
The pre-defined inclusion and exclusion criteria have been developed to confirm that selected studies are directly connected to the research questions (Khalil et al. 2026). The criteria are based on the population, integrated care intervention, outcome, UK settings, study design, publication year, and language. The criteria help to maintain consistency for the screening and also prevent the inclusion of irrelevant evidence.  
	Criteria 
	Inclusion 
	Exclusion 

	Population
	Older adults with multimorbidity and frailty  
	Younger individuals, children 

	Intervention 
	Integrated care model
	Single disease intervention 

	Outcome 
	Health, functional outcome 
	Studies without irrelevant outcomes 

	Country 
	UK
	Studies conducted outside the UK 

	Study design 
	Peer-reviewed studies 
	Editorials, opinion papers  

	Publication year 
	Published in last 5 years 
	Published before 2021

	Language 
	English 
	Non-English publications 

	Accessibility and format 
	Studies available by open-access sources
	Studies not available by open-access sources


[bookmark: _j4zl7zg0d0n]Table 3.3: Inclusion and exclusion criteria
(Source: Self-created)
[bookmark: _q767oeatvint]3.5 Study Selection 
[image: ]
[bookmark: _azu6o4q18mkn]Figure 3.1: PRISMA framework
(Source: Self-developed)
The identification, screening, eligibility assessment, and final inclusion of the studies are reflected in the above PRISMA flow diagram. PRISMA is a structured approach for reporting the systematic review and documenting the identification, screening, eligibility, and inclusion of the selected studies (Carvalho et al. 2026). PRISMA helps improve transparency by clearly reflecting how records move through each stage of the review process and helps readers to understand how the final evidence base has been developed (Sánchez-Martín et al. 2026). Here, the selection process of the study followed the predefined screening and eligibility procedure. A total of 739 studies were identified by the academic database search, while a further 46 studies were identified by the reference list search. After application of the initial search filter, 674 studies remained for screening. During title screening, 449 studies were considered for the first assessment, while 212 studies were excluded depending on their title. The remaining 237 studies underwent abstract screening, which result exclusion of 50 studies as they did not meet the relevant requirement. At the stage 129 studies has been discarded as they did not meet the eligibility requirement which leaves 58 studies for the further consideration during the study selection process. Following the complete selection process, 20 studies have been included in the final systematic literature review. The process confirms that the final studies met the criteria and has been justified in relation to the research questions.  
[bookmark: _rdnb93jg81o9]3.6 Critical Appraisal 
Critical appraisal has been undertaken for identifying the methodological quality, credibility, and justification of the studies included in the systematic literature review (Jia and Stern, 2026). The critical appraisal skills program checklist was used for the systematic literature review. The CASP checklist was selected to provide structured criteria for meeting different types of research evidence. The review consists qualitative, cohort, cross-sectional, systematic, scoping, realist and intervention studies, each identified using an appropriate design-specific appraisal checklist. The appropriate CASP checklist was selected as per the design of each included study, which help assessment of the issues like study validity, methodology, results, and applicability. CASP has been considered justified as the review includes qualitative, quantitative, and mixed-methods evidence concerning integrated care models (Boyce et al. 2026). The appraisal findings boost the inform decision about the credibility and relevance of the evidence for the synthesis and interpretation. The studies were not excluded solely based on appraisal and weakness, but methodological limitations have been considered for interpreting the findings. Overall, the approach help in confirm in that conclusion are depending on the strength and quality of the available evidence [Refer to appendix 2,3 &4].  
[bookmark: _siru47hv19m7]3.7 Data Extraction 
Standardise data extraction table was used to systematically record important information from each study that met the inclusion criteria for the extraction (Huang and Agarwal, 2026). A framework was developed to confirm that information relevant to the research question and objectives was captured consistently across the included studies. The key variables extracted are the author, publication year, country, study design, sample characteristics, study aim, integrated care model or intervention, reported findings, and study limitations. Information that concerns health and social care outcome implementation challenges and facilitators has also been recorded. Each included study has been reviewed carefully, and the relevant information was incorporated into the extraction table before being compared across different studies. Consistency in recording information supported the systematic comparison of the evidence (Uchida, 2026). It also helped in identifying the similarities and the differences between the integrated care models and their reported outcomes. Overall, the completed extraction table, given as per the organisation of the evidence, supported the subsequent thematic analysis and interpretation of the findings [Refer to appendix 1].
[bookmark: _4n5dop2zfyaq]3.8 Data Analysis 
Thematic analysis has been used for identifying findings from the included studies. Thematic analysis helps in the identification, analysis, and reporting of patterns in the evidence (Padiyath and Nelson-Fromm, 2026). Thematic analysis suitable for the systematic literature review, particularly as the included studies can use different research designs (Tejera et al. 2026). The reports also can very outcome concerning integrated care, multimorbidity, and frailty, which makes thematic analysis significant for this research.  The thematic analysis approach has been combined with the inductive approach, which allows themes to emerge directly from the extracted findings instead of being predetermined by existing theoretical categories.  
· First, the researcher has been reading and re-reading the extracted data to become familiar with the evidence and identify the initial pattern that is justified by the research question.
· Second, the relevant studies have been systematically coded across the included studies
· 3rd, the related quotes have been collated to identify potential themes.
· In the 4th stage, potential themes were reviewed against the coded findings and the overall data set to confirm coherence.
· In the fifth stage, the themes have been clearly defined and named according to the central meaning and relevance to the research objective.
· Finally has been produced that integrates thematic findings within the Research question and objective. The actual themes and findings will be presented in Chapter 4.
[bookmark: _20225kbzbg9c]3.9 Ethical Considerations 
The systematic literature review did not consist of the collection of primary data from human participants (Peng and Raman, 2026). They were no detect participant related challenges inform concentrate requirement or confidentially concern develop from the data collection. As the study used previously published literature, formal ethical approval is normally not needed. However, the researcher has followed the ethical requirements and guidance of the university throughout the research process. Ethical principles have been maintained by accurate, honest, and transparent reporting of the evidence (Indoria, 2026). Findings from the included studies have been represented fairly without delivery changing and reducing or by interpreting information to support the expectation of the researcher full struck justify the academic respringing has been used to acknowledge all sources and avoid plagiarism. For more ethical concreteness in the research university ethical approval process was completed properly. 
The researcher has also confirmed that ideas, findings, and interpretations taken from the published studies were clearly distinguished from the researcher's own analysis of the researcher. Transparency has been maintained throughout the review process by clearly reporting the search strategy (Pérez-Pérez et al. 2026). The eligibility criteria, screening process, critical appraisal, data extraction, and analysis procedure were also maintained. The PRISMA Framework has supported the transparent reporting of the study identification and selection. Any limitation in the available evidence has been acknowledged instead of ignored. These measures support academic integrity and responsible use of published evidence and the credibility of the overall research process.  
[bookmark: _uzdg714wwg3h]3.10 Chapter Summary 
The chapter outlined the study design, search strategy, databases, screening process, eligibility criteria, study selection, critical appraisal, data extraction, and thematic analysis. The following chapter presents and discusses the findings throughout the systematic review. 


[bookmark: _nc64sxhkbg8o]Chapter 4: Findings
[bookmark: _plx8z0zh84pu]4.1 Introduction 
The chapter highlights the findings from the systematic literature review by identifying integrated care models for older adults with multimorbidity and frailty in the UK. The findings are organised in themes developed inductively from the included studies. The chapter gives an overview of the selected evidence before presenting the main themes. It brings together the studies addressing similar issues to identify areas of agreement and contradiction. Evidence such as sample characteristics, reported outcomes, and relevant study finding our presented where available. The strengths and limitations are also considered in assessing the reliability of the evidence. 
[bookmark: _pagyh84ducml]4.2 Thematic analysis 
	Themes
	Extracted from

	Theme 1: Integrated care models give several approaches to connecting health and social care for older adults with multimorbidity and frailty. 
	Khan et al. (2023), Dambha-Miller et al. (2021), Karacsony et al. (2022), Tops et al. (2024)  

	Theme 2: Integrated care can enhance health, functional, and care outcomes for older adults
	Karacsony et al. (2022), Tops et al. (2024), Murtagh et al. (2023), Boyce et al. (2026), Wilson et al. (2023)

	Theme 3: Patient-centred working can increase and strengthen coordination, continuity and quality of care for older adults with multimorbidity and frailty.  
	Murphy et al. (2025), Stray et al. (2024), Murtagh et al. (2023), Green et al. (2025), Wu et al. (2023), Barber et al. (2023), Wilson et al. (2023) 

	Theme 4: Organisational, professional, financial, and technological factors can either support or hinder the implementation of integrated care. 
	Khan et al. (2023), Barber et al. (2023), Green et al. (2025), Ahmed et al. (2021), McGill et al. (2024), Hendry and Law (2024) 

	Theme 5: The effectiveness of integrated care depends on the design and implementation of individuals' multimorbidity and frailty situation. 
	McGill et al. (2024), Hendry and Law (2024), Sadler et al. (2023), Christensen et al. (2025)

	Theme 6: User-centred service design and empowerment of patients work as a way to tackle digital inequalities 
	Stray et al. (2024), Money et al. (2024), Casselden (2023), Green et al. (2025), Honinx et al. (2026) 


[bookmark: _dzd0g4p0nfqj]Table 4.1: Theme development 
(Source: self-developed)
[bookmark: _il5w9f8cf8uv]Theme 1: Integrated care models relates health and social care by different forms of coordination care for older adults with multimorbidity and frailty
The evidence from the five selected studies reflected that integrated care for older adults with multimorbidity and frailty requires different approaches to connect health, social, and community services. Instead of following one fixed model, integrated care can include multidisciplinary team working, personalized care planning, a case management coordinator, primary and social care, shared information, and strong communication between professionals. However, the evidence also reflects that the degree of integration is different between the models and the local settings. Khan et al. (2023) identified the implementation of integrated care for older people with different frailty levels in Luton, England. The study reflecting structure approach in which care was adopted according to the individual frailty status. Personalised care, case management, and multidisciplinary working were important components in this approach. However, implementation differs between local areas due to variations in professional engagement organisation arrangement and information systems. This highlight the integrated care model needs to be flexible enough to respond to local service structures while maintaining a common focus on older people's requirements. The interview and document analysis design give useful real-life evidence but it focus on single local program which limit generalizability to other UK settings. Dambha-Miller et al. (2021) give evidence specifically concerning older adults with multimorbidity. The qualitative study included 37 stakeholders, which included professionals from primary care, social care, secondary care, local government, and voluntary services, as well as patients and carers. The findings identify that leadership influences the role and co-location as factors supporting integration. Professional tensions organisation interiors and difficulties with Information sharing can restrict collaboration as well. This situation reflects that health and social care connectivity need organisation interpersonal cooperation rather than simply creating new services. The literature used in the study concentrated on individual-level care. This suggests that patient-level coordination is more developed than integration across organisations and the wider system. The review also found that integrated care requires time, resources, and flexibility to reflect local circumstances.  The qualitative design give the detailed stakeholder perspective but the absence of outcome measurement limit the ability to assess whether integration produce measurable improvement or not. Karacsony et al. (2022) further reflecting that potential social and clinical value of integrated care. The qualitative systematic review identified 11 peer-reviewed studies from the evidence reviewed. The findings indicate that integrated approaches can support social participation motivation will being an engagement with health goals. However, the review also identifying limitation of outcome and limited representation of older people's perspectives. This suggests that integration should not be only about service coordination but also about whether it enhances the experience and outcomes for older adults. Tops et al. (2024) identify 38 studies that describe 13 integrated care models for older adults with depression and physical frailty. All models involved a multidisciplinary team, while personalised care continuity, a holistic assessment, individualise planning and coordination were common components. The clinical outcomes were reported most frequently. The organisational outcome which reflect evidence concerning how integrated models operate in practice. Overall, the five studies reflect considerable agreement that effective integrated care depends on coordinated working, personalised support, and communication across service boundaries. How is what the difference is in implementation and even quality, reflecting that no single model can yet be considered effective. The scoping review identify wide range of integrated care model but variation in population intervention and reported outcome limit the direct comparison between models.
[bookmark: _kharekfmoaj7]Theme 2: Integrated care can enhance health, functional, and care outcomes for older adults
The evidence reflects that integrated care can increase health, functional wellbeing, and care experience among older adults with frailty. But the strength of the evidence is different between the studies. Overall findings are supportive but not conclusive. Murtagh et al. (2023) identified that proactive multidisciplinary care intervention using a non-randomised control design. The intervention included proactive identification, assessment, personalized care planning, and multidisciplinary support. Compared with usual care, the study's assessment was more efficient. However, the non-randomised control design help comparison with usual care but possible selection bias and confounding mean that improvement cannot be attributed internally to the intervention. 
On the other hand, Boyce et al. (2026) provide good evidence through a systematic review and mixed-methods synthesis of the integrate it care and quality of life among community-dwelling older adults with frailty. The review highlighted that integrated care can easily improve quality of life and some aspects of social functioning. Impact was not consistently significant across all outcomes. Differences in the intervention model and outcome measures also limit the comparison. Thus, integrated care is appearing as Beneficial, but its effects are not always uniform. The systematic review gives stronger competitive evidence but high heterogeneity and inconsistent impact across outcome limiting the confidence in a uniform clinical benefit. 
In addition, Wilson et al. (2023) identified that older adults experienced a novel integrated service for people at risk of frailty. Participants generally reported a positive experience, as the service considered wider health and social requirements rather than one clinical Problem. However, participants in the study wanted longer follow-up and stronger links with other services. These develop an important critical distinction. Positive care experiences do not necessarily demonstrate measurable improvement in health or functional outcomes; the qualitative design gives valuable patient perspectives but cannot develop casual effectiveness. Tops et al. (2024) highlight 38 studies that describe older adults with depression and physical comorbidity. All the models involve a multidisciplinary team, person-centred care, continuity, holistic assessment, individualised planning, and coordination as common features. These findings support the significance of coordinated approaches. However, clinical outcome where reported more frequently than organisation outcome. This is reduced uncertainity about long-term implementation and sustainability that integrated care can improve health quality of life, functional well-being, and care experience. The main consistency in the study design, population, and outcome measures is hampering. Therefore, integrated care appears promising, but outcomes depend on the intervention mode,  implementation conditions, and individual requirements for older adults.
[bookmark: _6uaisqvr9pjb]Theme 3: Person-centred coordination increase continuity and responsiveness to individual requirements for older adults with multimorbidity and frailty. 
The evidence supports patient-centred working, which can increase the strength of integrated care by confirming that older adults' individual requirements, preferences, and experiences are considered along with the clinical requirements. Across different studies, patients entered an approach were connected with better communication, multidisciplinary coordination, continuity, and more Holistic care. The evidence also shows that patient-centred care totally depends ons on effective professional connection and sufficient time with resources. Murphy et al. (2025) found that older people's experiences of person-centred integrated care are shaped by coordination, continuity, communication, involvement in decision-making, and holistic support. The study indicates that older adults value care that considers the wider circumstances rather than separate conditions. Evidence also identifies challenges like fragmented services and workforce pressure unless organisations support professionals to work across service boundaries. The integrative review give large evidence about person centred care but conceptual variation between the included studies limit the direct comparisons of finding. Stray et al. (2024) similarly found that the significance of interpretational communication can be integrated into primary health care. The older adult experience a reflecting communication between professionals can impact the perception of continuity and coordination. Effective information exchange helps in developing a more coherent care pathway, whereas poor communication can make services appear fragmented. The qualitative maybe density valuable information for the patient experience; between the studies include meta-ethnography, limiting direct comparison. 
On the other hand, Murtagh et al. (2023) give complementary evidence from a proactive multidisciplinary intervention for older people who are leaving with frailty. Personalized assessment and care planning were developed and significant part of the intervention. The support the argument that patient-centred care can connect different professionals around individual requirements. As the study used a non-randomised design, the findings cannot demonstrate that patient-centred care alone leads to cost improvement. The England-wide survey give a large coverage of community service but the observational design limit the ability to develop a causal relationship between service integration and patient outcome.
Here, Wu et al. (2023) identified that integrated care can improve aspects of quality of life among older adults with frailty and multimorbidity through continuity of care. But the impact varies across the outcome and intervention models. Coordination can contribute to better wellbeing, but patient-centred integration should not be assumed to improve every outcome. Evidence from Green et al. (2025) further adds that the importance of the connection between continuity and service for older people living with severe frailty is huge. Barber et al. (2023) found that MDT-focused training improved professionals' knowledge, confidence, and understanding of roles, supporting stronger collaborative working. But professional outcomes do not automatically improve patient outcomes. Wilson et al. (2023) argued that older adults generally value the novel integrated service at each address a larger health and social requirements. Participants also wanted longer follow-up and a strong connection with other services. Experience can coexist with gaps in care quality. Overall, the evidence supports patients entering working as an important mechanism for enhancing coordination, continuity, and care quality. But success depends on communication, multidisciplinary collaboration, organisational support, and sustained follow-up.  The qualitative approach capture valuable patient experience. But the finding cannot develop whether positive experience translate into measurable long term improvement in care quality or not. 
[bookmark: _c6aup5h9wgdr]Theme 4: Organisational, workforce and system conditions are the determents of successful implementation 
The evidence highlights that the implementation of integrated care totally depends on organisation profession and financial, and technological conditions. Across different studies, leadership, multidisciplinary working, resource communication, information systems, and local service structure influenced how integrated care was delivered. However, these factors also create different challenges to consistency and implementation of the care process. Here, Khan et al. (2023) identified that implementation of integrated frailty care in Luton different as the differences in local structure, professional engagement, and information systems. However, the national Framework gives common direction for local delivery, but policy guidance alone cannot guarantee consist of and implementation if organisations have different resources and working practices. On the other hand, Barber et al. (2023) highlighted the professional dimensions. The intervention process in the study involved 15 participants from 5 primary care networks and focused on working with people with frailty. Training improves professional knowledge, confidence, and understanding of the professional rules. Improved professional capability does not necessarily confirm sustained integration if workload and organisational pressure remain. Green et al. (2025) give England-wide evidence on community service provision for older people with severe frailty. The findings reflect variation in how services are organised and connected across the local system. Geographical and Organisation different can impact access to co-ordinated care. Patients can experience different levels of integration depending on the local service environment. On the other hand, Ahmed et al. (2021) give larger explanation through a rapid realistic review. The review reflects that integrated care outcomes totally depend on the interaction between the intervention and the context. Professional relationship organisation arrangement and available resources can impact the implementation process of integrated care. This creates challenges in assuming that the same integrated care model will give integral outcome actress sitting. The rapid realistic review help in explaining how context influences implementation. But the review based design and variation between context limit the ability to identify in one universally effective implementation strategy. McGill et al. (2024) further focus on the system design by functional modelling of community-based integrated care. The work highlights different functional professionals and processes required to connect effectively to give coordinator service. This reflecting organisational and technological systems need to support information flow and collaboration instead of operating separately. Another study by Hendry and Law (2024) argued for the evidence for proactive frailty care and coordinated multidisciplinary working.  There are practical challenges connected with work capacity and wider system change.  For these reasons, professional commitment needs to be supported by appropriate organisational requirements. Overall, the studies show that implementation is impacted by interconnected organisational, professional, financial and technological factors. 
[bookmark: _f5p78uzctaki]Theme 5: Integrated care effectiveness depends on combining the model to frailty, multimorbidity and local context 
Integrated care is unlikely to be equally effective for all older adults with frailty and multimorbidity. The effectiveness depends on how the service is developed, designed, coordinated, and adapted to individual circumstances. Personalized case management, proactive intervention, and appropriate service coordination emerge as important features. Implementation challenges are also present for decreasing the benefits of a well-designed model. McGill et al. (2024) focus on the significance of developing community-based integrated care for the functions needed by older people and the professionals supporting them. The functional modelling approach reflects the effective integration needed for a clear connection between the different actors, processes, and services. This reflected model needs to be developed as a connected system instead of a separate service. The functional modelling primary identifying how the system should operate and does not itself determine whether a particular design produces better patient outcomes or not. Hendry and Law (2024) highlight that proactive care for frailty needs early identification, personalised assessment, and coordination. The approach is particularly justified where older adults have changing and complicated names reactive service is to respond before problems become more severe. The implementation depends on workforce capacity, professional collaboration, and wider system support. Hence, the individualised design cannot succeed without suitable organisational conditions. Christensen et al. (2025) give evidence from service users, carers and providers about factors impacting integrated care for older people with frailty. The review identifies that communication, coordination, relationships between professionals, and involvement of service users are important facilitators. On the other hand, fragmented services, poor communication, organisation, and challenges can hinder the implementation as well. On the other hand, Sadler et al. (2023) identified case management for integrated care of older adults with frailty in community settings. Case management can give us a structured mechanism for identifying care planning, coordination, and follow-up. This is justified for individuals who need to cross different health and social care services. However, the evidence Syndicate different between the case management model, and it suggests that effectiveness depends on how the intervention is organised and delivered in daily practice, rather than simply on whether case management is present. Overall, the studies suggested that integrated care needs to be tailored to individual requirements instead of being delivered by a uniform model. Proactive assessment, case management coordination, and patient-centred design can increase the strength of care. But the effectiveness depends on the implementation conditions and the complications of individual needs. The evidence then supports flexible, personalized model.
[bookmark: _yngl2w1kdbsh]Theme 6: Digital access and user-centred technology are multidisciplinary conditions for fair integrated care 
The digital technology has an increasing role in communication information sharing and access to integrated health and social care. However the evidence indicating that digitalization can support the integration only when services are developed around the capabilities and needs for older adult. Limited digital skill confidence and access to technology and availability of human assistance can develop barriers to participation. A user-centred approach can help in decreasing the digital inequalities among older adults by identifying differences in digital skill confidence, access, and support. Meaningful involvement of older people, accessible service design, interpersonal support, and Co-creation at the important factors here. The evidence also suggests that digital solutions need to complement, instead of replacing, human support, particularly for older people experiencing frailty and multimorbidity. Stray et al. (2024) highlight the significance of communication between professionals and integrated Primary Health Care. The meta-ethnography proves that outcomes of integrated care are impacted by how effectively professionals communicate and share information. Poor communication can make care fragmented, while clear communication can increase the strength of continuity and understanding. It implies that technology cannot compensate for poor communication between professionals. Hence, the digital system needs to be supported instead of replacing interpersonal communication. Money et al. (2024) Provide contextual evidence on digital inequalities. Challenges include limited digital skills, lack of confidence, difficulties with access, and the requirement for assistance. The findings indicate that older people need appropriate support instead of simply being expected to use digital services independently.  This in turn proving that the user-centred approach in the service or visa and around actual capabilities and preferences.
Similarly, Casselden (2023) identified digital inclusion among older people and found that public libraries can provide practical support through access to technology, internet connectivity, and personalized support. Digital empowerment can be increased by human support and opportunities to develop confidence. However, the intervention depended on the library sector instead of integrated health and social care. The finding their forgive useful evidence for Digital inclusion but have limited direct transferability to integrate into care settings. On the other hand, Green et al. (2025) give an England-wide perspective on community service provision for older people who live with severe frailty and multimorbidity. The findings reflect variation in community service and the significance of connections between services.  the support the requirement for an accessible and coordinated system that can respond to the complicated needs of older people. Digital employment which limiting its ability to develop specific relationships between digital design and a decrease in equality. Honinx et al. (2026) increase the strength of the user-centred argument by a co-creation approach to developing an ethical process guide for caring technology in older adult care. The study reflects on the significance of involving users and stakeholder Technology development so that ethical and practical individual requirements are considered. Cooperation does not automatically guarantee successful implementation or improved outcomes. Hence, it is proven that digital transformation must remain flexible, accessible, and supported by human interaction instead of assuming that technology alone will improve integrated care for older adults.

[bookmark: _kcrpiews7k7c]Chapter 5: Discussion
[bookmark: _cutc6p9f8u9t]5.1 Introduction
This chapter interprets what the review findings mean for integrated care in the UK. It starts by discussing the findings under the four research objectives. This framework links the identified care models to outcomes, conditions for implementation and future development. The discussion makes a comparison and contrast between the findings and compiled evidence from Literature Review within each objective. Using the Social Ecological Model, the areas of agreement and disagreement are explained. This connects individual care experiences to the impact of interpersonal, organizational, community, and policy factors.
[bookmark: _dzfef89bst9h]5.2 Interpretation of the Integrated Care Models Used to Support Older Adults
The findings suggest that integrated care for older adults with multimorbidity and frailty in the UK needs to be very flexible as they may have needs across primary, hospital, community and social care at the same time. The findings presented do not indicate one "best" model, but suggest that several coordinating components need to work together. This interpretation is further supported by wider literature of Dambha-Miller et al. (2021) and Hodgson et al. (2021) which outlines evidence of shared assessment and organisational collaboration. In the wider literature, evidence appears stronger for community multidisciplinary care than formal case management (Hayes et al. 2024; Sadler et al. 2023). However, this difference is not a clear indicator of multidisciplinary superiority. Older adults in general were included in Hayes et al. (2024) and varied frailty-specific case-management interventions were studied by Sadler et al. (2023). The difference in the contrast, therefore, could be due to population or intervention, not to the coordinating mechanism. It is important because the target population is multimorbid and frail and evidence on one or the other alone is unable to identify the best configuration to manage this complex population in the UK.
The Social Ecological Model can be useful to understand how the same elements can have varying effects in different contexts. The same approach places different demands on individuals depending on the severity of multimorbidity and frailty, and its delivery then depends on the relationships between older adults, carers and professionals. However when organisational information systems are poorly developed or are not available and community social care is lacking, there may be little or nothing to coordinate. The degrees of effectiveness, therefore, seem to lie in how the levels are aligned, rather than in the model itself, helping to account for the variations in integration that have been found in the UK. The interpretation is supported by agreement across included studies and reviews from different stakeholder groups, but its applicability is limited: few studies examined both conditions and models were defined differently. This undermines the conviction that a particular mix is effective for the specified audience.
[bookmark: _qcq91wmdbwdk]5.3 Interpretation of the Effectiveness of Integrated Care Models
The results suggest that integrated care generates more consistent benefits for care-related outcomes than for clinical health outcomes. This interpretation combines functional and experiential evidence (Murtagh et al. 2023; Wilson et al. 2023). This conclusion is reinforced by the elements of social participation, since the integration between care and daily life is beneficial (Karacsony et al. 2022). These findings combine to suggest an impact on the organisation and experience of care as a result of integration. This is corroborated by wider literature, but with a different range of examples. Community care and transitional continuity can facilitate functioning and independence (Hayes et al. 2024; Leithaus et al. 2022). This agreement indicates that integrated models may supplement interconnected health, functional, and social supports. However, Hayes et al. (2024) provided a more generic coverage of older adults, thus reducing direct applicability for older adults with both multimorbidity and frailty.
However, UK programme evaluations have revealed that admissions were also not evenly distributed and survival rates remained the same (Morciano et al. 2021; Piroddi et al. 2022). This conflicts with the more positive care experiences and functional pattern in the review findings. However, the disagreement concerns the outcome assessed, rather than providing a direct contradiction. Integrated teams can directly influence proximal outcomes such as care experience, continuity and social participation. Disease severity, deprivation, service capacity and time are all distal factors influencing hospitalisation and mortality. Non-randomised evidence weakens causal attribution without removing this pattern (Murtagh et al. 2023). 
The Social Ecological Model is useful to remember when thinking about how enhancements in care-related outcomes can correspond with differential clinical outcomes. Interpersonal relationships can foster common planning and decisions can be reinforced through organisational integration. Increased coordination, however, can still limit health outcomes at the individual level on top of multimorbidity and frailty. Even when it is integrated at the policy level, community service shortages may limit the ability of referral to create accessible support. Thus, effectiveness does not result merely from the integrated-care model; it emerges from the relationships between the levels. This is particularly applicable to disadvantaged communities which experienced both organisational integration and deprivation (Piroddi et al. 2022). The review so far provides a conditional answer to the research question – evidence on hospital use, mortality, and other clinical outcomes is mixed, while the evidence for coordination, continuity, and care experience is more consistent.
[bookmark: _rgd8p2puocgp]5.4 Interpretation of Facilitators and Barriers to Implementation
The results demonstrate that leadership, workforce development, information systems and technology were not always conducive. They had an impact based on the stability of relationships, staffing, capacity, and time of the organisation. This conditionality is evidenced through variation in services provisioned from within the Luton and English community (Khan et al. 2023; Green et al. 2025). This is consistent with literature that correlates these elements of sustained collaboration with governance, communication and organisational culture (Thomson and Chatterjee, 2024). Role clarity and relationships (Brooks and Gillon, 2025; Barraclough et al. 2021) also contribute to workforce capability. Such factors then seem to be dependent on the operational context and not to be a facilitator or barrier to operations.
This conditionality could be attributed to implementation burden. Integrated working incorporates communication, sharing of information, negotiation and a shared sense of responsibility, that could become added work and more coercion rather than good practice if is badly managed. The Social Ecological Model suggests that changes at the one level can either facilitate or impede others. The implementation of a digital system can allow the exchange of information in an organisation, while transferring navigation functions to older people and carers. This aligns with the accompanying study by Money et al. (2024) that identified a connection between digital engagement and service design and support, and various other work indicating that individual-deficit explanations are not sufficient (Ahmed et al. 2024; Wale et al. 2024). This burden can be mitigated by caring networks, which may help to account for the variation of participation by the same type of technology, (Vannini et al. 2026).
This could be important for older people with multimorbidity and frailty who rely on a combination of services – as problems can build up along the care journey, such as repeated assessment, multiple places of support, and miscommunication about who is responsible when information sharing is poor. The formal design of a model can then be mediated by implementation and this may account for the variability experienced across UK settings. Nevertheless, the majority of the studies included are qualitative or local based, and therefore are not able to confirm the causal effect of any specific condition. They are consistent with this relational interpretation but don't confirm it.
[bookmark: _lpg9pubiv23]5.5 Interpretation of Future Integrated Care Development 
Fixed pathways are difficult to maintain for older people with multimorbidity and frailty whose needs evolve over time. The accompanying studies indicate that proactive assessment, personalised coordination combined with connected functions (Hendry and Law, 2024; McGill et al. 2024), make integration more a repetitive activity. Other literature also correlates programme development with capacity, and implementation (Seamer et al. 2023; Thomson and Chatterjee 2024). The review results indicate that, in addition to system architecture, adaptability also relies on practice as a normal activity; rather than being an add-on, user involvement, technology support and human support are components of systems integration. There is more recent distributed evidence on digital inequality relating to accessibility (Wilson et al. 2024; Ahmed et al. 2024); and also, the integrated study by Stray et al. (2024) indicates that technology can possibly not replace poor job relationships. Digital development must thus be understood in conjunction with the professional relationships and service conditions for continuity.
This can be attributed to the context-dependent nature of the Social Ecological Model in regard to the effects of the same digital innovation on inequalities. Exclusion can happen when access to the organisation and community support is not adequate: organisational and community shortcomings will become evident in individual difficulties, and fragmentation can also occur even with technological progress. Thus, development can construe as a reciprocal adaptation between services and older adults, not the adaptation of older adults to pre-designed services. However, given local evaluations, diverse populations and varied results, these adaptations cannot be assumed to be effective across all UK contexts.
[bookmark: _l9y2yuxmt4m6]5.6 Chapter Summary
This chapter analysed their review results with the research aims from the perspective of the Social Ecological Model. Altogether, the evidence does not provide a clear indication of one model of integrated care that is consistently superior. Case management, multidisciplinary working and personalised planning were seen as overlapping elements that had different degrees of importance depending on frailty status, local resources and population and few studies tackled the concept of multimorbidity and frailty concurrently. There was generally more robust evidence on care-related outcomes, e.g. on coordination, continuity and experience, than on clinical outcomes, for which evidence of hospital use and mortality was primarily drawn from the wider literature and was mixed. Leadership, staff capacity, and digital support and information systems were suggested to affect the implementation conditions for whether models were translated into benefit, although the qualitative and nonrandomised included studies are mostly noncausal. In relation to the research question, integrated care therefore appears promising for care experience and coordination, but its effectiveness for older adults with multimorbidity and frailty in the UK is conditional on implementation and context.

[bookmark: _702kkjhzojsn]Chapter 6: Conclusion
[bookmark: _5d3j2d6uqvxy]6.1 Overall Summary
This study set out to systematically examine the effectiveness of integrated care models in improving health and care outcomes for older adults with multimorbidity and Frailty in the UK. To address this aim, the chapter represents the methodology used to conduct the systematic literature review on an integrated care model for older adults with multimorbidity and frailty in the UK. A systematic and transparent procedure has been applied throughout the review to improve consistency and decrease potential bias. The use of predefined criteria and PRISMA 2020 guidance supported the structure and reproducible review process. A total of 739 studies were identified by the academic database search, while a further 46 studies were identified by the reference list search. Following the complete selection process, 20 studies have been included in the final systematic literature review. The synthesis of this evidence shows that integrated care can provide a more coordinated and person-centred approach for older adults with multimorbidity and frailty. The findings highlight the significance of connecting health and social care service by multi-disciplinary teams, personalised planning, and effective communication. Integrated care can improve the quality of life, care experience, and function allowed come. Organisational resources and professional collaboration, technology, and local implementation conditions strongly impact effectiveness. User involvement and accessible digital services can decrease digital inequalities. However, strong consistency and a strategic approach are needed for developing a situation in which integrated-care models provide the best outcomes. Overall, as concluded in the discussion, integration was not a particular fixed model, but rather a flexible process of care. Its effectiveness depended on personalised coordination, multidisciplinary relationships, service continuity, and alignment with changing individual needs. There were some key differences in implementation between organisations and local care systems, which contributed to variability in clinical and service outcomes. Overall, there was no strong evidence for any effectiveness of integrated care.
[bookmark: _1msuqavtcyb8]6.2 Linking with Objectives
For Objective 1, the findings indicate that integrated care for UK older adults with multimorbidity and frailty needs to be very flexible. Case management, multidisciplinary working and personalised planning are therefore complementary rather than competing care mechanisms and are therefore not mutually exclusive. The review results conclude, however, that the workable combination is attributable to the frailty status and local resources available (Khan et al. 2023). Overall, the evidence suggests that it is not possible to isolate from local implementation conditions the effectiveness of the models. There are variations across UK settings, which mean it is difficult to draw conclusive findings, and not one model is seen to be effective across all settings. This is in line with the previous finding that the five studies offer a broad pattern of agreement around the need for co-ordinated working, tailored support and communication between services. The broader literature is also characterized by GP-led co-ordination between primary and social care in terms of integration in the UK.
For Objective 2, the results suggest that integrated care generates better evidence of care outcomes than clinical health outcomes. There is greater acceptance across literature for these benefits on the level of quality of life, hospitalisation, and survival. No consistent results were found for quality of life or adverse event benefits with multidisciplinary home-based interventions. Integrated care can, therefore, enhance care provision for daily living needs without the speedy transformation of clinical care. Overall, integrated care can credibly improve the coordination, experience, social participation and selected functional outcomes. It does not consistently improve hospital use, deaths, or other health-related outcomes in the United Kingdom.
With respect to Objective 3, the results demonstrate that enabling conditions are not just static factors; they are conditions that must align. Training helped to build confidence, but workload did not allow for sustained integration (Barber et al. 2023). Organisational readiness is not another facilitator; it makes other facilitators usable. Facilitators are conditions that allow organisations to take up coordination needs and keep continuity. Barriers emerge when such demands burden professionals, older people, carers or services within the community that they can't reach.
Regarding Objective 4, the literature is, however, varied and disjointed with regard to models, settings, and outcomes. The gaps highlighted here reflect a need for greater integration between the models, implementation factors and outcomes within the context of the UK. These results suggest that rather than the new labels, it is adaptive capacity that is most important for future development of integrated care. Therefore, a single future model cannot answer the research question. Effectiveness depends upon the integration's ability to sustain itself over time as needs and contexts evolve.
[bookmark: _bo5vra7u2of5]6.3 Recommendations 
Based on the findings, several recommendations are proposed. Policies must include additional investment in community care capacity and shared information systems for the NHS pathway and ICS to coordinate provision, and support National frameworks to provide care rather than assuming this will happen through the natural evolution of organisational structure (Fox et al. 2025). Commissioning guidance should identify older people with combined multimorbidity and frailty as a special group, with a different commissioning approach. In practice, organisations need to ensure that the workforce is adequately trained and that there is an appropriate level of working capacity, so that improved knowledge and confidence can be maintained in everyday working and service pressures do not undermine this. When introducing digital skills for coordination, access to an alternative and more human approach should not be taken away, otherwise this may make older people with limited digital skills or confidence even less capable; and multidisciplinary case management should be adjusted to the frailty status and availability of resources in the respective location. 
[bookmark: _2ylflw37g2i]6.4 Limitations of the Study
Two databases (PubMed and CINAHL) were included in the review, which could have led to the omission of relevant evidence from other databases. Review included only evidence that was in the English language in the last five years. The majority of studies included in this systematic review employed qualitative or non-randomised designs allowing limited conclusions on the causal association between multimorbidity and frailty, and few studies addressed multimorbidity and frailty simultaneously. 
[bookmark: _yhpnwmjt5ux6]6.5 Future Scope
Future studies should focus on older adults with combined multimorbidity and frailty with predefined outcome variables and not rely on the measures used in the studies. More comprehensive prospective or controlled designs and better patient and caregiver engagement are also required, as are studies of how digital inclusion can be sustained with human support in integrated care. 
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[bookmark: _hx96mvxe49ly]Appendix 1: Data extraction table
	Author(s)
	Objective
	Methods
	Findings
	Strengths
	Weaknesses

	Dambha-Miller et al. (2021) 
	To identify integration drivers
	Qualitative interviews, n=37 
	Leadership interface rules and collocation boost integration. Record sharing and professional tension, on the other hand, are hindering it.
	Multistakeholder sample
	No outcome measurement. 

	Khan et al. (2023) 
	To identify family care implementation in Luton
	Interviews/document analysis 
	Local leadership, MDT working, and information systems impacting the overall implementation process.
	Real-world setting
	Single local programme 

	Murtagh et al. (2023) 
	To assess proactive MDT care
	Non-randomised controlled study 
	Integrated care reflects potential benefit for wellbeing and QoL.
	Comparative design 
	Confounding possible

	Boyce et al. (2026) 
	To identify integrated care impact
	Systematic review/meta-analysis 
	 QoL impacts were small and non-significant. Social functioning showed good potential.
	Large sample size 
	High heterogeneity 

	Green et al. (2025) 
	To examine community service integration
	England-wide survey 
	Diversification is present in community service provision and integration.
	National UK coverage 
	Survey limits causality 

	Karacsony et al. (2022) 
	To assess clinical and social outcomes of integrated healthcare
	Qualitative systematic review 
	Social participation motivation and well-being were reported.
	Systematic synthesis and good quality of appraisal 
	Limited outcome evidence 

	Murphy et al. (2025) 
	To explorer person cantered integrated care experiences
	Integrative review 
	Coordination, continuity, and holistic care enhance experiences of older adults.
	In-depth database review 
	Conceptual variation present 

	Tops et al. (2024) 
	To map out integrated care models
	Scoping review 
	MDT continuity and personalised planning are common.
	Comprehensive model mapping 
	Under-reported organizational results 

	Stray et al. (2024) 
	To explore interprofessional communication
	Meta-ethnography 
	Poor communication developed fragmented care. This is an older adult give value to information sharing.
	11 Qualitative studies give deep outcomes 
	Qualitative limiting objectivity 

	McGill et al. (2024) 
	To model community-integrated care processes
	FRAM interviews and focus groups 
	Identified system challenges and opportunities for redesigning integrated care.
	System-level modelling 
	Hypothetical results 

	Ahmed et al. (2021) 
	To explain integrated care mechanisms
	Rapid realist review
	Context, relationship, and service design giving shape to the implementation.
	Realistic approach explaining mechanisms 
	Contextual variation 

	Barber et al. (2023) 
	To improve MDT working and training interventions
	Training intervention, n=115 
	Training increased knowledge, confidence and role understanding.
	Multi-PCN UK intervention 
	Professional focus and not direct patient outcome 

	Wilson et al. (2023) 
	To explore a novel integrated service
	Qualitative study 
	Patients give value to the comprehensive support but want strong follow-up.
	Diverse perspective of patients 
	Small qualitative evidence base 

	Hendry & Law (2024) 
	To examine proactive frailty care
	Practice review 
	Early identification and coordinated proactive care were focused on.
	Practical clinical focus 
	Empirical evidence limitation 

	Money et al. (2024) 
	To explore web service engagement
	Qualitative study of >75s 
	Skills, confidence, accessibility, and support impacted the digital engagement of the older adults.
	Older use perspective incresing concreteness 
	Digital focus does not specify integrated care 

	Casselden (2023) 
	To examine digital inclusion and community intervention
	Qualitative community intervention
	Device accessibility training and personalised support increase the digital inclusion of older adults.
	Real-world application 
	Library setting limiting healthcare knowledge 

	Christensen et al. (2025) 
	To review multimorbidity satisfaction tools
	Scoping review
	Tool support identification and satisfaction of complicated older adults.
	Focused evidence for multimorbidity and frailty 
	Tool heterogeneity present 

	Sadler et al. (2023) 
	To assess case management
	Cochrane systematic review 
	Case management can improve coordination, but its impact differs.
	Rigorous evidence base
	Heterogeneity of evidence 

	Honinx et al. (2026)
	To develop caring technology guidance 
	Co-creation approach
	Co creation support the ethical user-generated technology design.
	Good stakeholder involvement 
	Limited evidence of clinical effectiveness 

	Wu et al. (2023) 
	To identify integrated care barriers and facilitators
	Qualitative study. 
	Communication, leadership, and resource support the integration, but organisational challenges are hindering it.
	Focused evidence for multimorbidity and frailty 

	Limited generalisability 


(Source: Self-developed)
[bookmark: _hf24m4hq1acv]Appendix 2: CASP checklist for qualitative and other studies 
	Question
	Studies

	
	Dambha-Miller et al. (2021) 
	Khan et al. (2023)
	McGill et al. (2024 )
	Wilson et al. (2023) 
	Money et al. (2024) 
	Casselden (2023)
	Wu et al. (2023) 
	Honinx et al. (2026)
	Boyce et al. (2026) 
	Murphy et al. (2025) 
	Tops et al. (2024) 
	Stray et al. (2024) 
	Ahmed et al. (2021) 
	Hendry & Law (2024) 
	Christensen et al. (2025) 
	Sadler et al. (2023) 
	Barber et al. (2023) 
	Karacsony et al. (2022) 

	Was there a clear statement of the aim of the research?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Is qualitative methodology appropriate?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Was the research design appropriate to address the aims of the research?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Was the recruitment strategy appropriate to the aims of the research?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Was the data collected in a way that addressed the research issue?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Has the relationship between researcher and participants been adequately considered?
	 Y
	N
	 Y
	 N
	Y
	N
	Y
	N
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Have ethical issues been taken into consideration?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Was the data analysis sufficiently rigorous?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	Is there a clear statement of findings?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y

	How valuable is the research?
	 Y
	Y
	 Y
	 Y
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y


(Source: Self-developed)


[bookmark: _uwzhxn7qt1vo]Appendix 3: CASP checklist for Cohort studies 
	Questions
	Study

	
	Murtagh et al. (2023) 

	Were the two groups similar and recruited from the same population?
	 N

	Were the exposures measured similarly to assign people to both exposed and unexposed groups?
	 Y

	Was the exposure measured validly and reliably?
	 Y

	Were confounding factors identified?
	 Y

	Were strategies to deal with confounding factors stated?
	 Y

	Were the groups/participants free of the outcome at the start of the study (or at the moment of exposure)?
	 Y

	Were the outcomes measured validly and reliably?
	 Y

	Was the follow-up time reported and sufficient to be long enough for outcomes to occur?
	 Y

	Was follow-up complete, and if not, were the reasons for loss to follow-up described and explored?
	 Y

	Were strategies to address incomplete follow-up utilized?
	 N

	Was appropriate statistical analysis used?
	 N


(Source: Self-developed)


[bookmark: _4wsgqvk88uue]Appendix 4: CASP checklist for analytical cross-sectional studies  
	Questions
	Studies


	
	Green et al. (2025) 

	Were the criteria for inclusion in the sample clearly defined?
	 Y

	Were the study subjects and the setting described in detail?
	Y

	Was the exposure measured validly and reliably?
	Y

	Were objective, standard criteria used for measurement of the condition?
	Y

	Were confounding factors identified?
	N

	Were strategies to deal with confounding factors stated?
	 N

	Were the outcomes measured validly and reliably?
	Y

	Was appropriate statistical analysis used?
	Y


(Source: Self-developed)
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