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Abstract 

Background Health systems are increasingly adopting Integrated Neighbourhoods (INs) to deliver hyper‑local, com‑
munity‑based care that integrates health, social care, and public sector resources to address healthcare costs, improve 
outcomes, and reduce health inequalities. However, IN models lack a unified definition and standard framework 
for development and evaluation, limiting their scalability and effectiveness. This systematic review aims to establish 
a foundational framework for INs, identifying key domains to guide their implementation (including barriers of imple‑
mentation, evaluation, and potential for future research.

Methods A systematic literature search, restricted to the English language, was performed to identify relevant stud‑
ies with expert librarian support. Study quality was assessed with the Mixed‑Methods Appraisal Tool (MMAT). A Braun 
and Clarke thematic analysis was conducted to identify recurring themes and extract key domains.

Results A total of 29 studies met the inclusion criteria, encompassing a diverse range of IN models with varying focus 
areas and methodologies. Seven key domains emerged as central to effective IN models: integrator host, integrator 
enablers, integrator partnership principles, core integrated workforce, core areas of work, and services provided. These 
domains support multidisciplinary collaboration, enhance resource utilisation, and promote community engagement. 
However, barriers such as funding limitations, digital exclusion, and inconsistent evaluation frameworks present chal‑
lenges to IN scalability and sustainability.

Conclusion This proposed framework provides a starting point for a standardised structure for implementing 
and evaluating INs, guiding clinicians, academics, and policymakers in developing sustainable, equitable, and adapt‑
able community‑based care solutions with the potential to improve access to patients from low‑socioeconomic 
and underserved communities.

Trial Registration PROSPERO ID: CRD42024597197; available: https:// www. crd. york. ac. uk/ prosp ero/ displ ay_ record. 
php? Recor dID= 597197.
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Background
Health systems worldwide have increasingly turned to 
integrated care models to mitigate rising healthcare 
costs, improve patient outcomes, and reduce health 
disparities [1, 2]. One such model, Integrated Neigh-
bourhoods (INs), focuses on delivering hyper-local, 
community-based care through collaboration across 
health, social care, and public sectors [3–6].

Despite widespread efforts, including various pilot 
programs across the UK and internationally [7], there 
remains no unified definition or standardised frame-
work for IN development and operation. The Fuller 
Stocktake Report, aimed to provide a vision for inte-
grated primary care, has been a strategic driver for INs 
and teams. It places primary care networks (PCNs) 
at the heart of IN development [8]. PCNs are a group 
of primary care practices that work together and are 
aligned to other health and social care staff and organi-
sations, providing integrated services to their local pop-
ulation. A typical PCN patient population ranges from 
30,000 to 50,000, though this is variable with some 
PCNs having lower or higher numbers, depending on 
their circumstances [9]. PCN-led INs, in particular, 
aim to address unmet health needs and reduce health 
inequalities, especially in the most deprived communi-
ties [3, 10]. The report further highlighted the need for 
clarity in IN structure, governance, and evaluation, but 
consensus remains elusive [8].

A similar approach can be seen in the concept of 
the Patient’s Medical Neighbourhood (PMN), which 
emphasises collaboration between primary care, 
other healthcare providers, and community services 
to improve patient outcomes, safety, and care coordi-
nation. The PMN model highlights the importance of 
clear role definitions, structured referral pathways, and 
leveraging technology to enhance communication, all 
of which align with the principles of INs [11]. These 
similarities underscore the growing recognition of 
place-based, integrated care models, but also highlight 
the need for a structured framework to guide imple-
mentation and evaluation.

The absence of a clear IN framework hampers efforts 
to assess the impact of INs on health and patient 
outcomes, resource utilisation, and health inequali-
ties. Without a structured understanding of the key 
domains driving successful INs, replication and scal-
ing of these models across health systems remain 
challenging.

As such, this systematic review seeks to address this 
gap by defining the IN model and proposing a compre-
hensive framework.

Methods
Study design and objectives
This systematic review was conducted in accordance 
with the Preferred Reporting Items for Systematic 
Review and Meta-Analysis (PRISMA) guidelines [12]. 
The review was registered at the International Prospec-
tive Register of Systematic Reviews (CRD42024597197).

This review sought:

1. To define the Integrated Neighbourhood (IN) model 
through a comprehensive review of existing literature 
and to characterise its application in real-world set-
tings.

2. To identify reported barriers and enablers of imple-
menting INs.

3. To develop a structured framework of domains that 
underpin the establishment, maturation, and sup-
ports evaluation of INs.

Search strategy and databases
A systematic search, with expert librarian support, was 
performed using electronic databases through Ovid in 
Medline, EMBASE, Health Management Information 
Consortium (HMIC), CENTRAL, WHO International 
Clinical Trials Registry Platform (ICTRP), and PsycINFO 
databases. The appropriate MeSH terms and free text all 
field search was performed and combined with appropriate 
Boolean operators for “Integrated care”, “multidisciplinary 
team”, “multidisciplinary”, “multiprofessional”, “Integrated 
Neighbourhood”, “integrated wellness”, “Alliance”, “people-
centred”, “cross-sector”, Communit*,“primary care”, “ICB”, 
“primary healthcare”, “neighbourhoods”, gp, “General Prac-
tice”, “local health*”, “Inequalit*”, governance, “outcome”, 
“development”, “implementation”, “evaluation”, “barrier”, 
“challenge”, “difficulties”, “evaluation”, “survey”, “Wellbeing”, 
“enhancement”, “influence”, “Impact”.

Further studies not captured by the search were iden-
tified through bibliometric cross-referencing. Moreover, 
grey literature and relevant international and UK web-
sites, including Government and health organisations 
(e.g., World Health Organisation, Public Health England, 
NHS England, Department of Health and Social Care); 
think tanks and research institutes (e.g., King’s Fund) 
were searched.

All identified studies were uploaded to Covidence 
(Melbourne, Australia), a Cochrane supported systematic 
review package tool [13]. Initial screening was conducted 
by two investigators (FMI and MA) to determine if the 
eligibility criteria were met. Discrepancies were resolved 
by discussion. Studies meeting the inclusion criteria 
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underwent full-text screening; supplemental references 
were scrutinised for additional relevant articles.

Study selection criteria
For the purpose of this review, both integrated neigh-
bourhoods and healthcare neighbourhoods were 
included in the selection criteria, as they represent com-
plementary but distinct models of localised, community-
based care.

Integrated Neighbourhoods encompass a broad, cross-
sector approach that integrates health, social care, vol-
untary sectors, and public services to address social 
determinants of health, reduce health inequalities, and 
enhance community well-being. INs are characterised 
by their multi-agency collaboration, often involving local 
government, public health teams, PCNs, community 
organisations, and voluntary sector partners to deliver 
coordinated, holistic care.

In contrast, Healthcare Neighbourhoods (HNs) are 
more clinically focused, centering on the coordination of 
healthcare services within a defined geographical area to 
improve access, integration, and patient outcomes. HNs 
are typically anchored in PCNs or local health systems, 
working towards more efficient healthcare service deliv-
ery but often with less emphasis on social determinants 
and broader community engagement compared to INs.

While both models share common goals of improving 
population health through integration, the primary dis-
tinction lies in INs’ wider scope, which extends beyond 
healthcare to include social determinants, community devel-
opment, and cross-sector partnerships. The review predomi-
nantly discusses INs, given their broader remit and their 
increasing adoption within UK health policy frameworks 
(e.g., the Fuller Report). However, studies focusing on HNs 
were included where they provided relevant insights into the 
integration of health services at the community level.

The last search was performed on 25 th October 2024, 
restricted to the English language. Filters were applied 
to remove abstracts, conference articles, opinion pieces, 
reviews, meta-analyses, and studies dating before 1990 in 
order to prioritise the most relevant texts. While we did 
not apply any geographic restriction to study inclusion, 
the majority of included studies were from the United 
Kingdom, we also identified and included relevant inter-
national studies from Canada, the USA, Germany, and 
Scotland. This distribution may reflect a stronger policy 
and academic focus on IN models within the UK con-
text. However, reference lists of relevant meta-analyses 
and systematic reviews to identify any primary studies 
that may have been overlooked during our initial search 
was also undertaken. Studies with inadequate published 
data were additionally excluded. This was assessed by 
evaluating whether studies provided clear descriptions 

of their methodology, data collection, and findings. Stud-
ies were excluded if they lacked essential details neces-
sary for thematic analysis or risk of bias assessment. This 
included cases where outcome measures were vaguely 
reported, methodology was insufficiently described, or 
key data were missing. Two independent reviewers (FMI 
and MA) conducted this assessment, and disagreements 
were resolved through discussion to ensure consistency 
in exclusion decisions.

Data extraction and analysis
All included study characteristics were extracted inde-
pendently by two investigators (FMI and MA) with 
consensus achieved. Disagreement between the two 
reviewers was resolved by discussion. All full text reports 
of studies identified as potentially eligible after title and 
abstract review were obtained for further review.

Outcome measures included in this review were those 
evaluating the impact of integrated or healthcare neigh-
bourhoods on health and social outcomes, resource uti-
lisation, community engagement, reduction of health 
inequalities, barriers and facilitators recognised during 
implementation.

Given the expected heterogeneity of the IN models, a 
narrative synthesis of the included studies was performed 
to summarise and interpret findings from the included 
studies, particularly when synthesising heterogeneous 
evidence that varied in methodology and context [14]. 
This involves an involves an iterative process of devel-
oping a preliminary synthesis, exploring relationships 
within and across studies, and assessing the robustness 
of the synthesis. This approach was used to contextualise 
key findings related to INs and their implementation.

Furthermore, a Braun and Clarke thematic analysis 
was undertaken in order to create a structured frame-
work for evaluation [15]. employed an emergent cod-
ing strategy initially conducted by AB, with additional 
emergent codes refined and expanded by FMI and MA 
to ensure comprehensive theme identification. The pro-
cess began with data familiarisation, where reviewers 
identified and uploaded relevant text into NVivo v.12. 
AB conducted the initial emergent coding, capturing 
themes that organically arose from the data. FMI and 
MA then reviewed the coding, refining, and expanding 
the thematic structure to ensure no significant insights 
were overlooked. Codes were iteratively grouped into 
higher-order themes, which were continuously reviewed 
and refined until thematic stability was achieved. The-
matic saturation was assessed by tracking the emer-
gence of new themes across studies, with NVivo’s query 
tools used to determine when no additional concepts 
were identified. A final validation process ensured the-
matic coherence, with discrepancies resolved through 
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group discussion and cross-referencing findings with 
the original study data. This structured yet flexible 
approach enhances transparency and reproducibility, 
ensuring comprehensive theme capture while allowing 
for dynamic refinement by multiple reviewers.

Quality assessment (risk of bias)
Risk of bias was done using the Mixed-Methods 
Appraisal Tool (MMAT). MMAT has been used in a 

number of systematic reviews, and can be utilised in 
assessing the quality of studies with various designs appli-
cable in this study [16]. Quality assessment was assessed 
by one reviewer (FMI) and validated by a second (MA).

Results
Study characteristics
A total of 276 results were retrieved through the litera-
ture search (Fig.  1). Upon deduplication and applying 

Fig. 1 PRISMA flow diagram
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filters (as above), full text review was performed for 50 
articles resulting in 29 articles included in our review. 
Studies were conducted primarily in the United Kingdom 
(n = 28).

Evaluation reports (n = 11) were the most common 
study design, followed by case studies (n = 8) and mixed 
methods (n = 6). The study characteristics are shown in 
Tables 1 and 2. A PRISMA flow diagram can be seen in 
Fig. 1.

Characterisation of IN models
Integrated Neighbourhoods (INs) were conceptualised 
in various ways to meet specific community health needs 
through localised, cross-sector collaboration. Common 
across the models was an emphasis on integrating health 
and social care with other sectors, such as, public health, 
community organisations, and the creative industries, to 
address health inequalities and promote well-being at the 
hyper-local level (Tables 1 and 2) [17].

Some models focussed on community empowerment 
and local leadership. For instance, one model supported 
community-driven health initiatives that emphasised 
preventive care and tackled social determinants in 
underserved areas [19]. Other models, like ‘Arts on Pre-
scription,’ emphasise non-clinical, creative approaches to 
mental well-being, illustrating the diversity in IN meth-
odologies [18].

INs also varied in structure and evaluation methods. 
While some relied on participatory feedback (e.g., focus 
groups) [21], others incorporate more structured met-
rics, such as social and mental health outcomes assessed 
through validated scales.

Direct community-based participatory involvement 
in service design and delivery was noted across INs. 
These models used workshops, focus groups, and co-
production activities to tailor services to local needs 
and enhance community ownership [18, 19, 21]. Cross-
sector partnership approaches allowed for collaboration 
between healthcare, social care, and voluntary sectors, 
creating holistic care provision in INs. The Bradford 
Inequalities Research Unit, for example, partnered with 
NHS England, local councils, and academic institutions 
to integrate support pathways and deliver targeted inter-
ventions [21]. Partnerships in models further enabled 
workforce integration and enhanced resource utilisation 
[41]. In addition, Asset-Based Community Development 
(ABCD) methodologies leveraged local strengths and 
resources. For example, local artists contributed to men-
tal health and social inclusion through creative programs 
and community assets were mobilised to address social 
determinants of health [17, 36].

INs prioritised prevention-focused programs aimed at 
addressing broader social determinants of health, includ-
ing housing, employment, and mental health, which were 
integral to many IN initiatives. [19, 31] Moreover, follow-
ing on from the pandemic, hybrid approaches of service 
delivery were deployed, such as blending digital and in-
person services. This aimed to maintain accessibility dur-
ing service disruption [20]. Lastly, some INs incorporated 
peer support and community champion models, which 
foster health engagement through local advocates [37].

Evaluation and impact assessment of IN models
Across the studies, evaluation methodologies range from 
qualitative feedback to structured quantitative assess-
ments, often focusing on health outcomes, social inclu-
sion, and resource utilisation (Table  1). However, many 
studies relied upon informal feedback without standard-
ised frameworks.

Qualitative and mixed-methods approaches, gathering 
insights through participant feedback, focus groups, and 
case studies were frequently used to assess service rel-
evance, trust-building, and community engagement [18, 
41]. Some INs employed structured quantitative tools to 
measure outcomes related to mental health, social inclu-
sion, and service utilisation to quantify improvements in 
mental well-being, as well as health data to track engage-
ment in obesity prevention activities and systems-level 
change [17, 31].

Two studies incorporated data-driven or comparative 
analyses to assess program effectiveness, targeting health 
inequalities and tracking changes in healthcare usage. 
The Bradford Inequalities Research Unit applies analytics 
to measure reductions in hospital admissions and emer-
gency visits [21]. Similarly, in Ontario, emergency depart-
ment utilisation rates for community health centre clients 
against expected averages, highlighting resource savings 
and cost-effectiveness [43]. Other models evaluated eco-
nomic and social returns to assess the financial impact of 
reduced healthcare usage. For example, in York, a social 
return of £4 for every £1 invested was calculated, due to 
reductions in non-clinical general practitioner visits and 
increased community engagement [42].

Barriers and facilitators
A detailed breakdown of barriers and facilitators can 
be seen in Table 2. Common reported barriers included 
funding constraints and sustained funding, digital exclu-
sion, workforce limitations, and organisational resistance 
to change. Factors facilitating the success and sustainabil-
ity of IN models included strong community engagement, 
integration of a strong motivated workforce, and positive 
leadership and commitment from local authorities.
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Key domains of IN and proposed framework
Overall, seven key domains were identified from the 
included studies, the integrator host; integrator enablers; 
integrator partnership principles; core integrated work-
force; core areas of work; integrated services provided; 
and type of workforce delivering integrated care (Table 3 
and Fig. 2).

Integrator hosts
The role of integrator hosts in enabling cohesive, com-
munity-focused healthcare initiatives is pivotal in driving 
system-wide improvements. Across the studies, inte-
grator hosts range from local authorities and voluntary 
sectors to national health systems, serving as anchor 
institutions in diverse social and geographical contexts 
(Table 3).

Notable examples include the Edmonton Community 
Partnership (a collaboration of schools), which fostered 
robust collaboration between the NHS, local authori-
ties, and voluntary sectors to address health inequali-
ties and rebuild trust in public services. This integrator 
host enabled cross-sector workshops and community-
driven activities, leveraging local leadership to amplify its 
impact [18].

The Medway & Swale Multi-Professional Leadership 
Programme, a PCN led partnership with the Clinical 
Commissioning Group (CCG) in the UK, highlights the 
transformative potential of multidisciplinary leadership 
initiatives. This program employed peer consulting and 
leadership masterclasses, culminating in co-created ser-
vice improvement projects. These interventions not only 
enhanced team capabilities but also fostered community 
engagement through tailored projects such as social pre-
scribing initiatives [30].

Collectively, these integrator hosts illustrate the diverse 
strategies and configurations necessary to navigate com-
plex healthcare ecosystems.

Integrator enablers
The integration of health and social care systems hinges 
on a robust set of enablers that facilitate collabora-
tion and sustainability across sectors including patients 
who are served. Key enablers identified in the literature 
include leadership, clear shared vision with governance 
structures, practical considerations such as places to 
meet and ability to share records and data. (Table 3).

The North West London health system brought mul-
tiple partners across a large population and led virtual 
networks to conduct structured multidisciplinary col-
laboration. Regular team meetings across primary and 
secondary care providers facilitated care planning and 
coordination for chronic disease management. This way 
of working was enabled through a clear shared strategic 

vision, established governance and clear funding for part-
ners [29].

Leadership was a core focus of programs like the Med-
way & Swale Multi-Professional Leadership Programme, 
which employed peer consulting and co-created service 
improvement projects to empower multidisciplinary 
teams in addressing health inequalities and improving 
community health outcomes [30].

The adaptability of service delivery models was par-
ticularly evident during the COVID- 19 pandemic. The 
Learning from Changes to Social Care initiative high-
lighted the importance of flexible digital transformation 
to maintain access to care. Hybrid service models com-
bining virtual and in-person support mitigated the chal-
lenges of digital exclusion while ensuring continuity of 
services [20].

These examples illustrate the multifaceted enablers 
which contribute to the success of integrative health ini-
tiatives. By aligning cultural, community, and systemic 
resources, these programs demonstrate the potential to 
enhance equity, trust, and resilience in health systems.

Integrator partnership principles
INs depend on robust partnerships that unite health sys-
tems, local authorities, voluntary sectors, and community 
organisations (Table  3). These partnerships enable mul-
tidisciplinary approaches that leverage expertise across 
public health, social care, and community empowerment 
to address complex health challenges.

An initiative, hosted by Public Health England and 
local councils, utilised system mapping and stakeholder 
engagement to tackle obesity at the population level. 
Through collaborative system mapping, local stakehold-
ers identified interconnected causes of obesity, such as 
food access, physical activity environments, and socio-
economic factors. Stakeholder engagement brought 
together public health teams, local authorities, schools, 
and community groups to align actions and build strong 
social networks. Efforts also included action planning to 
address both systemic and individual-level interventions, 
shifting the focus from lifestyle changes to structural 
determinants of health, like urban planning and access to 
nutritious food. Capacity-building workshops and train-
ing enhanced stakeholders’ understanding of systems sci-
ence, while dynamic feedback loops allowed for iterative 
adaptation and continuous improvement [31].

Similarly, collaborations between the NHS, local 
authorities, and community organisations have promoted 
co-production and participatory learning to enhance 
social capital and community infrastructure. These 
efforts underline the importance of fostering resilient 
communities through shared ownership and collective 
action [23].
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 re
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 d
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 re
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at
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 re
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 re
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r d
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ra
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 c
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‑
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ra
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m
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s
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d 

co
m

m
u‑

ni
ca

tio
n 

st
ra

te
gi

es
, 

m
as

s 
m

ed
ia

, 
an

d 
co

lla
bo

ra
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f c
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ra
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 c
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 d
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ra
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 c
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 c
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 d
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 c
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r p
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 m
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 c
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 o
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‑
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‑
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k;
 

re
fle

ct
iv

e 
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 c
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eq
ua

lit
ie

s 
th

ro
ug

h 
PC

N
‑le

d 
co

m
m

un
ity

 in
iti

a‑
tiv

es
 a

nd
 p

ro
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 p

at
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 c
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r c
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 p
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r b
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‑
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en

ga
ge

m
en

t, 
sy

st
em

s 
th

in
ki

ng
 

ad
op

tio
n,

 a
ct

io
n 

pl
an

 c
re

at
io

n

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed

Po
si

tiv
e 

im
pa

ct
s 

on
 s

ys
te

m
s 

th
in

k‑
in

g,
 c

ol
la

bo
ra

tio
n,

 
an

d 
sh

ift
in

g 
fo

cu
s 

to
w

ar
d 

br
oa

de
r 

de
te

rm
in

an
ts

 
of

 h
ea

lth

H
ig

hl
ig

ht
ed

 
in

eq
ua

lit
y 

re
du

ct
io

n 
th

ro
ug

h 
en

ga
ge

‑
m

en
t o

f m
ul

tip
le

 
se

ct
or

s 
ad

dr
es

si
ng

 
ob

es
ity

‑r
el

at
ed

 
he

al
th

 d
is

pa
rit

ie
s

Im
pr

ov
ed

 u
nd

er
‑

st
an

di
ng

 o
f o

be
si

ty
 

ca
us

es
, i

nc
re

as
ed

 
co

lla
bo

ra
tio

n;
 e

ar
ly

 
si

gn
s 

of
 c

ha
ng

e 
in

 a
pp

ro
ac

h 
bu

t t
oo

 
ea

rly
 to

 a
ss

es
s 

fu
ll 

im
pa

ct

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t i

nc
re

as
ed

 
en

ga
ge

m
en

t 
an

d 
sy

st
em

‑w
id

e 
th

in
ki

ng
 e

xp
ec

te
d 

to
 im

pr
ov

e 
re

so
ur

ce
 u

til
is

at
io

n

Fu
nd

in
g 

co
ns

tr
ai

nt
s, 

la
ck

 
of

 s
en

io
r l

ea
de

rs
hi

p 
bu

y‑
in

, d
iffi

cu
lty

 
se

cu
rin

g 
cr

os
s‑

se
ct

or
 e

ng
ag

em
en

t

St
ro

ng
 lo

ca
l 

le
ad

er
sh

ip
, w

el
l‑

co
nn

ec
te

d 
te

am
s, 

m
ul

ti‑
se

ct
or

al
 c

ol
‑

la
bo

ra
tio

n,
 a

nd
 s

us
‑

ta
in

ed
 s

ta
ke

ho
ld

er
 

en
ga

ge
m

en
t w

er
e 

ke
y 

fa
ci

lit
at

or
s

W
ho

le
 s

ys
te

m
s 

ap
pr

oa
ch

es
 c

an
 b

rin
g 

ab
ou

t s
ys

te
m

s‑
le

ve
l 

ch
an

ge
, b

ut
 lo

ng
‑

te
rm

 c
om

m
itm

en
t, 

re
so

ur
ce

s, 
an

d 
m

ul
ti‑

se
ct

or
 c

ol
la

bo
ra

tio
n 

ar
e 

ne
ed

ed
 fo

r s
uc

‑
ce

ss

Fu
tu

re
 

Sp
ac

es
 

Fo
un

da
tio

n 
[3

2]

Q
ua

lit
at

iv
e 

in
si

gh
ts

 g
at

he
re

d 
th

ro
ug

h 
ex

pe
rt

 
pa

ne
ls

 a
nd

 c
as

e 
st

ud
y 

an
al

ys
is

Im
pr

ov
ed

 s
en

se
 

of
 c

om
m

un
ity

, 
in

cr
ea

se
d 

so
ci

al
 

in
te

ra
ct

io
n,

 
en

ha
nc

ed
 a

cc
es

s 
to

 p
ub

lic
 s

pa
ce

s

N
o 

fo
rm

al
 

fra
m

ew
or

ks
 

us
ed

, b
ut

 d
es

ig
n 

co
nc

ep
ts

 
an

d 
pr

op
os

‑
al

s 
ev

al
ua

te
d 

qu
al

ita
tiv

el
y

U
rb

an
 d

es
ig

n 
ca

n 
ex

ac
er

ba
te

 
or

 re
du

ce
 lo

ne
li‑

ne
ss

; a
cc

es
si

bl
e,

 
in

cl
us

iv
e 

pu
bl

ic
 

sp
ac

es
 a

nd
 h

ou
s‑

in
g 

de
si

gn
s 

he
lp

 
fo

st
er

 s
oc

ia
l c

on
‑

ne
ct

io
ns

H
ig

hl
ig

ht
ed

 
ho

w
 b

ui
lt 

en
vi

ro
n‑

m
en

ts
 c

an
 h

el
p 

re
du

ce
 lo

ne
li‑

ne
ss

, p
ar

tic
ul

ar
ly

 
am

on
g 

vu
ln

er
ab

le
 

po
pu

la
tio

ns
 s

uc
h 

as
 th

e 
el

de
rly

 
an

d 
m

ig
ra

nt
s

Im
pr

ov
ed

 m
en

ta
l 

w
el

l‑b
ei

ng
 

th
ro

ug
h 

in
cr

ea
se

d 
so

ci
al

 e
ng

ag
em

en
t 

an
d 

ac
ce

ss
 to

 p
ub

‑
lic

 s
pa

ce
s

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t i

m
pr

ov
ed

 
ur

ba
n 

de
si

gn
 

ex
pe

ct
ed

 to
 re

du
ce

 
de

m
an

d 
fo

r m
en

ta
l 

he
al

th
 a

nd
 s

oc
ia

l 
ca

re
 s

er
vi

ce
s

C
ha

lle
ng

es
 

in
 s

ec
ur

in
g 

fu
nd

in
g 

fo
r l

ar
ge

‑s
ca

le
 

ur
ba

n 
re

de
si

gn
 

pr
oj

ec
ts

; c
ul

tu
ra

l 
ba

rr
ie

rs
 to

 a
do

pt
‑

in
g 

ne
w

 h
ou

si
ng

 
an

d 
pu

bl
ic

 s
pa

ce
 

m
od

el
s

Co
lla

bo
ra

tio
n 

be
tw

ee
n 

ur
ba

n 
pl

an
ne

rs
, l

oc
al

 
au

th
or

iti
es

, 
an

d 
co

m
m

un
iti

es
; 

in
no

va
tiv

e 
de

si
gn

 
th

in
ki

ng
 th

at
 c

en
‑

tr
es

 o
n 

co
m

m
un

ity
 

ne
ed

s

Pr
op

os
es

 th
at

 u
rb

an
 

de
si

gn
 p

la
ys

 a
 c

rit
ic

al
 

ro
le

 in
 re

du
ci

ng
 lo

ne
‑

lin
es

s 
an

d 
fo

st
er

in
g 

so
ci

al
 c

oh
es

io
n;

 c
al

ls
 

fo
r p

ol
ic

y 
ch

an
ge

s 
an

d 
in

cl
us

iv
e 

ur
ba

n 
pl

an
ni

ng
 a

pp
ro

ac
he

s

C
he

et
ha

m
 

et
 a

l. 
[3

3]
Re

al
is

t e
va

lu
at

io
n,

 
co

m
bi

ni
ng

 ro
u‑

tin
e 

da
ta

 a
na

ly
si

s 
w

ith
 q

ua
lit

a‑
tiv

e 
in

te
rv

ie
w

s 
an

d 
fo

cu
s 

gr
ou

ps

Im
pr

ov
ed

 m
en

ta
l 

he
al

th
, p

hy
si

ca
l 

w
el

l‑b
ei

ng
, s

oc
ia

l 
in

te
ra

ct
io

n,
 

re
du

ce
d 

so
ci

al
 

is
ol

at
io

n

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed
; 

ro
ut

in
e 

m
on

ito
rin

g 
da

ta
 

su
pp

le
m

en
te

d 
w

ith
 q

ua
lit

at
iv

e 
in

si
gh

ts

In
te

gr
at

ed
 w

el
ln

es
s 

se
rv

ic
es

 im
pr

ov
e 

m
en

ta
l w

el
l‑b

ei
ng

, 
pr

om
ot

e 
so

ci
al

 
in

te
ra

ct
io

n,
 

an
d 

re
du

ce
 s

oc
ia

l 
is

ol
at

io
n,

 p
ar

tic
u‑

la
rly

 w
he

n 
ad

dr
es

s‑
in

g 
m

ul
tip

le
 

he
al

th
 a

nd
 s

oc
ia

l 
co

nc
er

ns
 s

im
ul

ta
‑

ne
ou

sl
y

Po
si

tiv
e 

im
pa

ct
 

on
 a

dd
re

ss
in

g 
in

eq
ua

lit
ie

s, 
pa

r‑
tic

ul
ar

ly
 in

 d
ep

riv
ed

 
an

d 
di

sa
dv

an
ta

ge
d 

co
m

m
un

iti
es

Im
pr

ov
ed

 m
en

ta
l 

he
al

th
, w

el
l‑b

ei
ng

, 
an

d 
ph

ys
ic

al
 a

ct
iv

‑
ity

, w
ith

 s
ig

ni
fic

an
t 

se
lf‑

re
po

rt
ed

 
im

pr
ov

em
en

ts
 

in
 c

on
fid

en
ce

 
an

d 
se

lf‑
effi

ca
cy

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t e

xp
ec

te
d 

to
 re

du
ce

 
lo

ng
‑t

er
m

 p
re

s‑
su

re
 o

n 
he

al
th

 
an

d 
so

ci
al

 c
ar

e 
se

rv
ic

es

Li
m

ite
d 

fu
nd

in
g 

an
d 

su
st

ai
na

bi
lit

y,
 

ch
al

le
ng

es
 in

 c
ap

‑
tu

rin
g 

lo
ng

‑t
er

m
 

ou
tc

om
es

 in
 ro

u‑
tin

e 
da

ta

St
ro

ng
 le

ad
er

sh
ip

, 
fle

xi
bl

e 
se

rv
ic

e 
de

liv
er

y,
 s

tr
on

g 
re

la
tio

ns
hi

ps
 

be
tw

ee
n 

st
aff

 
an

d 
pa

rt
ic

ip
an

ts

In
te

gr
at

ed
 w

el
ln

es
s 

se
rv

ic
es

 a
dd

re
ss

‑
in

g 
co

m
pl

ex
 h

ea
lth

 
an

d 
so

ci
al

 is
su

es
 c

an
 

si
gn

ifi
ca

nt
ly

 im
pr

ov
e 

m
en

ta
l a

nd
 p

hy
si

ca
l 

he
al

th
, b

ut
 re

qu
ire

 
lo

ng
‑t

er
m

 in
ve

st
‑

m
en

t a
nd

 fl
ex

ib
le

, 
co

m
m

un
ity

‑d
riv

en
 

ap
pr

oa
ch

es



Page 16 of 28Iqbal et al. BMC Public Health         (2025) 25:1374 

Ta
bl

e 
2 

(c
on

tin
ue

d)

St
ud

y
Ev

al
ua

tio
n 

A
pp

ro
ac

h
O

ut
co

m
e 

M
ea

su
re

s
Ev

al
ua

tio
n 

Fr
am

ew
or

ks
Ke

y 
Fi

nd
in

gs
Im

pa
ct

 o
n 

H
ea

lth
 

In
eq

ua
lit

ie
s

Im
pa

ct
 o

n 
H

ea
lth

 
O

ut
co

m
es

Im
pa

ct
 o

n 
Re

so
ur

ce
 

U
til

is
at

io
n

Ba
rr

ie
rs

 to
 

Im
pl

em
en

ta
tio

n
Fa

ci
lit

at
or

s 
of

 
Im

pl
em

en
ta

tio
n

Co
nc

lu
si

on
s

Re
yn

ol
ds

 
[3

4]
O

bs
er

va
tio

na
l 

an
d 

in
te

rv
ie

w
‑

ba
se

d 
et

hn
o‑

gr
ap

hi
c 

an
al

ys
is

Im
pr

ov
ed

 
re

si
de

nt
 e

ng
ag

e‑
m

en
t, 

ne
go

tia
‑

tio
n 

of
 b

ou
nd

a‑
rie

s, 
co

nn
ec

tio
n 

of
 c

om
m

un
ity

 
m

em
be

rs

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k
Co

m
m

un
ity

 
en

ga
ge

m
en

t 
le

d 
to

 p
os

iti
ve

 
lo

ca
l i

m
pa

ct
s, 

bu
t b

ou
nd

ar
y 

w
or

k 
hi

gh
lig

ht
ed

 
on

go
in

g 
in

cl
us

io
n 

an
d 

ex
cl

us
io

n 
dy

na
m

ic
s

A
dd

re
ss

ed
 s

oc
ia

l 
in

eq
ua

lit
ie

s 
th

ro
ug

h 
re

si
de

nt
 

em
po

w
er

‑
m

en
t, 

bu
t r

is
ks

 
of

 e
nt

re
nc

hi
ng

 
ex

is
tin

g 
in

eq
ua

lit
ie

s

Im
pr

ov
ed

 e
ng

ag
e‑

m
en

t, 
bu

t i
m

pa
ct

s 
on

 h
ea

lth
 

ou
tc

om
es

 w
er

e 
no

t d
ire

ct
ly

 
as

se
ss

ed

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t t

he
 m

od
el

 
ai

m
ed

 to
 re

du
ce

 
re

lia
nc

e 
on

 e
xt

er
‑

na
l a

ge
nc

ie
s 

an
d 

im
pr

ov
e 

lo
ca

l 
re

so
ur

ce
 m

an
ag

e‑
m

en
t

Fu
nd

in
g 

co
n‑

st
ra

in
ts

, t
en

si
on

s 
be

tw
ee

n 
co

m
‑

m
un

ity
 in

te
re

st
s, 

an
d 

ch
al

le
ng

es
 

in
 re

pr
es

en
tin

g 
di

ve
rs

e 
in

te
re

st
s

Re
si

de
nt

‑le
d 

de
ci

si
on

‑m
ak

in
g,

 
su

pp
or

t f
ro

m
 L

oc
al

 
Tr

us
t, 

an
d 

st
ro

ng
 

en
ga

ge
m

en
t 

w
ith

 c
om

m
un

ity
 

re
pr

es
en

ta
tiv

es

Co
m

m
un

ity
 

em
po

w
er

m
en

t 
an

d 
en

ga
ge

m
en

t 
ca

n 
po

si
tiv

el
y 

im
pa

ct
 

lo
ca

l g
ov

er
na

nc
e 

an
d 

de
ci

si
on

‑m
ak

in
g,

 
bu

t b
ou

nd
ar

ie
s 

m
us

t 
be

 n
av

ig
at

ed
 to

 a
vo

id
 

ex
cl

us
io

n

O
rt

on
 e

t a
l. 

[3
5]

Et
hn

og
ra

ph
ic

 
fie

ld
w

or
k 

an
d 

sy
s‑

te
m

s 
an

al
ys

is

En
ha

nc
ed

 
re

si
de

nt
 e

ng
ag

e‑
m

en
t, 

ne
w

 c
om

‑
m

un
ity

 n
et

w
or

ks
, 

an
d 

in
cr

ea
se

d 
se

ns
e 

of
 o

w
ne

r‑
sh

ip

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed

Em
po

w
er

m
en

t 
an

d 
re

si
de

nt
‑le

d 
de

ci
si

on
‑m

ak
in

g 
w

er
e 

ke
y 

to
 th

e 
in

i‑
tia

tiv
e’

s 
su

cc
es

s 
in

 im
pr

ov
in

g 
so

ci
al

 o
ut

co
m

es
 

an
d 

co
m

m
un

ity
 

co
he

si
on

Po
si

tiv
e 

im
pa

ct
 

on
 a

dd
re

ss
in

g 
so

ci
al

 in
eq

ua
lit

ie
s 

th
ro

ug
h 

re
si

de
nt

‑
le

d 
pr

oj
ec

ts
 

an
d 

en
ga

ge
m

en
t

Im
pr

ov
ed

 s
oc

ia
l 

co
he

si
on

, l
oc

al
 

de
ci

si
on

‑m
ak

in
g,

 
an

d 
co

m
m

un
ity

 
em

po
w

er
m

en
t

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t i

m
pr

ov
ed

 
re

so
ur

ce
 m

an
ag

e‑
m

en
t w

as
 n

ot
ed

 
in

 s
ev

er
al

 a
re

as

Fu
nd

in
g 

co
n‑

st
ra

in
ts

, c
on

fli
ct

s 
be

tw
ee

n 
su

b‑
ar

ea
s, 

an
d 

di
ffi

cu
lty

 
en

ga
gi

ng
 s

om
e 

m
ar

gi
na

lis
ed

 
gr

ou
ps

St
ro

ng
 re

si
de

nt
 

le
ad

er
sh

ip
, fl

ex
ib

le
 

in
iti

at
iv

e 
de

si
gn

, 
an

d 
in

te
gr

at
io

n 
w

ith
 lo

ca
l a

ut
ho

ri‑
tie

s 
an

d 
ex

te
rn

al
 

pa
rt

ne
rs

Re
si

de
nt

‑le
d,

 a
re

a‑
ba

se
d 

em
po

w
er

‑
m

en
t i

ni
tia

tiv
es

 c
an

 
dr

iv
e 

po
si

tiv
e 

so
ci

al
 

ch
an

ge
, b

ut
 re

qu
ire

 
lo

ng
‑t

er
m

 s
up

po
rt

, 
fu

nd
in

g,
 a

nd
 c

on
fli

ct
 

re
so

lu
tio

n 
m

ec
ha

‑
ni

sm
s

Fi
nd

la
y 

et
 a

l. 
[3

6]
Ev

al
ua

tio
n 

ba
se

d 
on

 c
om

m
un

ity
 

pa
rt

ic
ip

at
io

n,
 

em
po

w
er

m
en

t, 
an

d 
lo

ca
l h

ea
lth

 
ou

tc
om

es

Im
pr

ov
ed

 
co

m
m

un
ity

 
ca

pa
ci

ty
, s

oc
ia

l 
en

ga
ge

m
en

t, 
an

d 
re

du
ce

d 
he

al
th

 in
eq

ua
li‑

tie
s

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
bu

t i
te

ra
tiv

e 
fe

ed
ba

ck
 

in
co

rp
or

at
ed

 
th

ro
ug

h 
qu

al
i‑

ta
tiv

e 
da

ta
 

co
lle

ct
io

n

Po
si

tiv
e 

im
pa

ct
 

on
 c

om
m

un
ity

 
w

el
l‑b

ei
ng

, h
ea

lth
, 

an
d 

so
ci

al
 in

cl
u‑

si
on

 th
ro

ug
h 

as
se

t‑
ba

se
d 

ap
pr

oa
ch

es

Si
gn

ifi
ca

nt
 p

os
iti

ve
 

im
pa

ct
 o

n 
re

du
ci

ng
 

he
al

th
 in

eq
ua

li‑
tie

s, 
pa

rt
ic

ul
ar

ly
 

in
 th

e 
m

os
t d

is
ad

‑
va

nt
ag

ed
 a

re
as

Im
pr

ov
ed

 m
en

ta
l 

he
al

th
, s

oc
ia

l c
oh

e‑
si

on
, a

nd
 p

ar
tic

ip
a‑

tio
n 

ra
te

s

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
 

bu
t e

xp
ec

te
d 

im
pr

ov
em

en
ts

 
th

ro
ug

h 
in

te
gr

at
ed

 
re

so
ur

ce
 u

se
 

an
d 

co
m

m
un

ity
‑

dr
iv

en
 s

up
po

rt

Fu
nd

in
g 

ch
al

‑
le

ng
es

, c
om

pl
ex

‑
ity

 in
 s

ca
lin

g 
up

 th
e 

ap
pr

oa
ch

, 
an

d 
en

su
rin

g 
fid

el
‑

ity
 o

f t
he

 m
od

el
 

ac
ro

ss
 lo

ca
tio

ns

St
ro

ng
 le

ad
er

sh
ip

 
fro

m
 lo

ca
l a

ut
ho

ri‑
tie

s 
an

d 
co

m
m

u‑
ni

ty
 s

ta
ke

ho
ld

er
s, 

eff
ec

tiv
e 

us
e 

of
 lo

ca
l a

ss
et

s 
an

d 
vo

lu
nt

ee
rs

W
el

l C
om

m
un

iti
es

 
su

cc
es

sf
ul

ly
 in

te
‑

gr
at

ed
 in

to
 m

ai
n‑

st
re

am
 p

ub
lic

 h
ea

lth
 

eff
or

ts
, b

ut
 lo

ng
‑t

er
m

 
su

st
ai

na
bi

lit
y 

re
qu

ire
s 

co
nt

in
ue

d 
in

ve
st

‑
m

en
t a

nd
 a

da
pt

at
io

n

Ej
by

e 
et

 a
l. 

[3
7]

Q
ua

lit
at

iv
e 

ev
al

u‑
at

io
n 

of
 le

ar
ni

ng
 

an
d 

pr
ac

tic
al

 
im

pl
em

en
ta

tio
n 

ac
ro

ss
 th

e 
fiv

e 
si

te
s

Im
pr

ov
em

en
ts

 
in

 w
el

l‑b
ei

ng
, 

co
nfi

de
nc

e,
 

m
en

ta
l h

ea
lth

, 
an

d 
se

lf‑
m

an
ag

e‑
m

en
t

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

e‑
w

or
k;

 q
ua

lit
at

iv
e 

in
si

gh
ts

 
an

d 
pr

ac
ti‑

ca
l l

es
so

ns
 

fro
m

 p
ar

tn
er

 
si

te
s

Po
si

tiv
e 

im
pr

ov
e‑

m
en

ts
 in

 s
el

f‑
m

an
ag

em
en

t, 
w

el
l‑

be
in

g,
 a

nd
 p

at
ie

nt
 

ac
tiv

at
io

n;
 p

ee
r 

su
pp

or
t w

as
 fo

un
d 

eff
ec

tiv
e 

in
 im

pr
ov

‑
in

g 
m

en
ta

l h
ea

lth
 

ou
tc

om
es

A
dd

re
ss

ed
 s

oc
ia

l 
is

ol
at

io
n,

 im
pr

ov
ed

 
ac

ce
ss

 to
 c

ar
e,

 
an

d 
em

po
w

er
ed

 
m

ar
gi

na
lis

ed
 

gr
ou

ps
 to

 e
ng

ag
e 

in
 h

ea
lth

 s
er

vi
ce

s

Im
pr

ov
ed

 
m

en
ta

l h
ea

lth
, 

se
lf‑

m
an

ag
em

en
t, 

an
d 

qu
al

ity
 o

f l
ife

 
fo

r p
at

ie
nt

s

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t e

nh
an

ce
d 

se
rv

ic
e 

de
liv

er
y 

th
ro

ug
h 

co
m

m
u‑

ni
ty

 e
ng

ag
em

en
t 

an
d 

se
lf‑

m
an

ag
e‑

m
en

t

La
ck

 o
f s

us
ta

in
ab

le
 

fu
nd

in
g 

an
d 

lo
ng

‑
te

rm
 c

om
m

itm
en

t, 
di

gi
ta

l e
xc

lu
si

on
, 

an
d 

lim
ite

d 
sc

al
‑

ab
ili

ty

St
ro

ng
 c

om
m

un
ity

 
en

ga
ge

m
en

t, 
fle

x‑
ib

le
 s

er
vi

ce
 d

el
iv

er
y,

 
an

d 
pe

er
‑le

d 
in

te
rv

en
tio

ns
 w

er
e 

ke
y 

fa
ci

lit
at

or
s

Pe
rs

on
‑ a

nd
 c

om
‑

m
un

ity
‑c

en
tr

ed
 

ap
pr

oa
ch

es
 im

pr
ov

e 
he

al
th

 a
nd

 w
el

l‑
be

in
g,

 b
ut

 s
us

ta
in

‑
ab

ili
ty

 a
nd

 s
ca

la
bi

lit
y 

re
qu

ire
 fu

rt
he

r i
nv

es
t‑

m
en

t a
nd

 p
ol

ic
y 

su
pp

or
t



Page 17 of 28Iqbal et al. BMC Public Health         (2025) 25:1374  

Ta
bl

e 
2 

(c
on

tin
ue

d)

St
ud

y
Ev

al
ua

tio
n 

A
pp

ro
ac

h
O

ut
co

m
e 

M
ea

su
re

s
Ev

al
ua

tio
n 

Fr
am

ew
or

ks
Ke

y 
Fi

nd
in

gs
Im

pa
ct

 o
n 

H
ea

lth
 

In
eq

ua
lit

ie
s

Im
pa

ct
 o

n 
H

ea
lth

 
O

ut
co

m
es

Im
pa

ct
 o

n 
Re

so
ur

ce
 

U
til

is
at

io
n

Ba
rr

ie
rs

 to
 

Im
pl

em
en

ta
tio

n
Fa

ci
lit

at
or

s 
of

 
Im

pl
em

en
ta

tio
n

Co
nc

lu
si

on
s

G
ro

en
e 

et
 a

l. 
[3

8]
Q

ua
si

‑e
xp

er
i‑

m
en

ta
l s

tu
dy

 
an

d 
bi

an
nu

al
 s

ur
‑

ve
ys

, s
up

po
rt

ed
 

by
 ro

ut
in

e 
da

ta
 

an
al

ys
is

Im
pr

ov
ed

 p
op

u‑
la

tio
n 

he
al

th
 

ou
tc

om
es

, s
at

is
‑

fa
ct

io
n,

 a
nd

 c
os

t 
sa

vi
ng

s

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed

Po
si

tiv
e 

he
al

th
 

ou
tc

om
es

 
an

d 
in

cr
ea

se
d 

lif
e 

ex
pe

ct
an

cy
; 

45
.4

%
 o

f p
at

ie
nt

s 
re

po
rt

ed
 h

ea
lth

ie
r 

lif
es

ty
le

s

Po
si

tiv
e 

im
pa

ct
 

on
 h

ea
lth

 in
eq

ua
li‑

tie
s 

th
ro

ug
h 

in
te

‑
gr

at
ed

 c
ar

e 
se

rv
ic

es
 

an
d 

co
m

m
un

ity
 

en
ga

ge
m

en
t

Im
pr

ov
ed

 li
fe

 
ex

pe
ct

an
cy

 (1
.4

 
ye

ar
s)

 a
nd

 b
et

te
r 

he
al

th
‑r

el
at

ed
 

qu
al

ity
 o

f l
ife

 
fo

r p
at

ie
nt

s

€5
.5

 m
ill

io
n 

an
nu

al
 

sa
vi

ng
s 

in
 2

01
3 

th
ro

ug
h 

re
du

ce
d 

he
al

th
 s

er
vi

ce
 

ov
er

us
e,

 im
pr

ov
ed

 
pr

es
cr

ip
tio

n 
pr

ac
tic

es

Fu
nd

in
g 

an
d 

st
ak

e‑
ho

ld
er

 c
ol

la
bo

ra
‑

tio
n 

ch
al

le
ng

es
 

du
rin

g 
ea

rly
 

im
pl

em
en

ta
tio

n,
 

lo
ng

‑t
er

m
 s

us
ta

in
‑

ab
ili

ty
 ri

sk
s

St
ro

ng
 lo

ca
l 

le
ad

er
sh

ip
, p

at
ie

nt
 

en
ga

ge
m

en
t, 

fin
an

‑
ci

al
 a

cc
ou

nt
ab

ili
ty

, 
an

d 
us

e 
of

 b
ig

 d
at

a 
fo

r m
on

ito
rin

g

In
te

gr
at

ed
 c

ar
e 

m
od

el
s 

lik
e 

G
es

un
‑

de
s 

Ki
nz

ig
ta

l c
an

 
le

ad
 to

 s
ig

ni
fic

an
t 

im
pr

ov
em

en
ts

 
in

 p
op

ul
at

io
n 

he
al

th
, b

ut
 re

qu
ire

 
st

ro
ng

 g
ov

er
na

nc
e,

 
pa

tie
nt

 e
ng

ag
em

en
t, 

an
d 

su
st

ai
na

bl
e 

fu
nd

in
g

Fa
rm

er
 e

t a
l. 

[3
9]

W
or

ks
ho

ps
 

an
d 

th
em

at
ic

 
an

al
ys

is
 o

f c
om

‑
m

un
ity

 in
pu

ts

Id
en

tifi
ed

 lo
ca

l 
he

al
th

 p
rio

rit
ie

s, 
su

ch
 a

s 
em

er
‑

ge
nc

y 
tr

ia
ge

, 
he

al
th

 v
ol

un
te

er
‑

in
g,

 a
nd

 w
el

lb
e‑

in
g 

im
pr

ov
em

en
t

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed
; 

fin
di

ng
s 

ba
se

d 
on

 p
ar

tic
ip

at
or

y 
ac

tio
n 

m
et

ho
ds

N
ew

 s
er

vi
ce

 m
od

‑
el

s 
w

er
e 

de
si

gn
ed

 
in

 s
om

e 
co

m
m

un
i‑

tie
s, 

de
m

on
st

ra
tin

g 
th

at
 p

ar
tic

ip
at

io
n 

im
pa

ct
s 

se
rv

ic
e 

de
si

gn
 in

 ru
ra

l 
se

tt
in

gs

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t t

he
 a

pp
ro

ac
h 

ai
m

ed
 to

 re
du

ce
 

in
eq

ua
lit

ie
s 

in
 a

cc
es

s 
to

 h
ea

lth
‑

ca
re

 b
y 

em
po

w
er

‑
in

g 
co

m
m

un
iti

es

Im
pr

ov
ed

 e
ng

ag
e‑

m
en

t i
n 

ru
ra

l p
ri‑

m
ar

y 
ca

re
 s

er
vi

ce
s 

an
d 

in
cr

ea
se

d 
se

ns
e 

of
 o

w
ne

rs
hi

p 
ov

er
 h

ea
lth

ca
re

 
pr

ov
is

io
n

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, b

ut
 lo

ca
l 

se
rv

ic
e 

de
si

gn
 

in
te

nd
ed

 to
 o

pt
i‑

m
is

e 
re

so
ur

ce
 u

se
 

w
ith

in
 e

xi
st

in
g 

bu
dg

et
s

La
ck

 o
f c

om
m

u‑
ni

ty
 e

ng
ag

em
en

t 
in

 s
om

e 
ar

ea
s, 

lo
ca

l 
re

si
st

an
ce

 to
 p

ar
‑

tic
ip

at
io

n,
 lo

gi
st

ic
al

 
ch

al
le

ng
es

 in
 w

or
k‑

sh
op

 a
tt

en
da

nc
e

St
ro

ng
 s

oc
ia

l 
ca

pi
ta

l a
nd

 w
ill

in
g‑

ne
ss

 to
 e

ng
ag

e 
am

on
g 

so
m

e 
co

m
m

un
iti

es
, 

lo
ca

l k
no

w
le

dg
e 

of
 h

ea
lth

ca
re

 
ne

ed
s, 

an
d 

fle
xi

bl
e 

se
rv

ic
e 

de
si

gn

Co
m

m
un

ity
 p

ar
‑

tic
ip

at
io

n 
ca

n 
le

ad
 

to
 s

er
vi

ce
 m

od
el

s 
th

at
 a

dd
re

ss
 lo

ca
l 

ne
ed

s, 
bu

t c
om

‑
m

un
ity

 re
ce

pt
iv

e‑
ne

ss
 v

ar
ie

s. 
Ta

ilo
re

d 
ap

pr
oa

ch
es

 a
re

 
ne

ed
ed

 to
 e

ng
ag

e 
al

l 
co

m
m

un
iti

es

Be
n 

Co
lli

ns
, 

Th
e 

Ki
ng

’s 
Fu

nd
 [4

0]

Q
ua

lit
at

iv
e 

ev
al

u‑
at

io
n 

of
 s

ys
te

m
 

re
de

si
gn

, f
oc

us
 

on
 le

ad
er

‑
sh

ip
 s

tr
uc

tu
re

 
an

d 
co

m
m

un
ity

 
en

ga
ge

m
en

t

Im
pr

ov
ed

 li
fe

 
ex

pe
ct

an
cy

, 
lo

w
er

 h
os

pi
ta

l 
ad

m
is

si
on

s, 
re

du
ce

d 
A

&E
 

us
e,

 im
pr

ov
ed

 
sa

tis
fa

ct
io

n

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed
 

bu
t a

lig
ne

d 
w

ith
 p

er
fo

r‑
m

an
ce

 in
di

ca
‑

to
rs

 (e
.g

., 
Ba

ld
‑

rig
e 

Ex
ce

lle
nc

e 
Fr

am
ew

or
k)

Po
si

tiv
e 

im
pa

ct
 

on
 a

dd
re

ss
in

g 
he

al
th

 in
eq

ua
lit

ie
s 

by
 e

m
po

w
er

in
g 

A
la

sk
a 

N
at

iv
e 

pe
o‑

pl
e 

to
 c

o‑
de

si
gn

 
th

ei
r c

ar
e 

sy
st

em
s

Im
pr

ov
ed

 li
fe

 
ex

pe
ct

an
cy

, 
he

al
th

 o
ut

co
m

es
, 

pa
tie

nt
 s

at
is

fa
ct

io
n,

 
an

d 
ca

re
 d

el
iv

er
y 

effi
ci

en
cy

Re
du

ct
io

n 
in

 h
os

pi
‑

ta
l a

dm
is

si
on

s, 
A

&E
 

vi
si

ts
, a

nd
 s

pe
ci

al
is

t 
re

fe
rr

al
s; 

co
st

 s
av

‑
in

gs
 a

ch
ie

ve
d

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
Fu

nd
in

g 
ch

al
le

ng
es

 
du

rin
g 

im
pl

em
en

‑
ta

tio
n,

 re
si

st
an

ce
 

to
 s

hi
ft

in
g 

to
 c

us
‑

to
m

er
‑o

w
ne

r‑
dr

iv
en

 m
od

el

St
ro

ng
 c

om
m

u‑
ni

ty
 le

ad
er

sh
ip

, 
ro

bu
st

 tr
ai

ni
ng

 
fo

r s
ta

ff,
 in

te
gr

at
io

n 
of

 tr
ad

iti
on

al
 h

ea
l‑

in
g 

w
ith

 m
od

er
n 

he
al

th
ca

re
 

ap
pr

oa
ch

es

Co
m

m
un

ity
‑d

riv
en

 
m

od
el

s 
of

 c
ar

e 
ca

n 
dr

am
at

ic
al

ly
 im

pr
ov

e 
he

al
th

 o
ut

co
m

es
 

an
d 

re
so

ur
ce

 e
ffi

‑
ci

en
cy

 w
he

n 
co

m
‑

m
un

ity
 o

w
ne

rs
hi

p 
an

d 
le

ad
er

sh
ip

 a
re

 
at

 th
e 

co
re

N
IH

R 
[4

1]
Q

ua
lit

at
iv

e 
an

al
y‑

si
s 

ba
se

d 
on

 p
ilo

t 
im

pl
em

en
ta

tio
n 

an
d 

ca
se

 s
tu

di
es

In
cr

ea
se

d 
en

ga
ge

m
en

t 
in

 h
ea

lth
 s

cr
ee

n‑
in

gs
, r

ed
uc

tio
n 

in
 G

P 
ap

po
in

t‑
m

en
ts

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed

C
H

W
W

s 
im

pr
ov

ed
 

co
m

m
un

ity
 tr

us
t 

an
d 

he
al

th
 s

cr
ee

n‑
in

g 
ra

te
s, 

re
du

ci
ng

 
G

P 
w

or
kl

oa
d 

an
d 

id
en

tif
y‑

in
g 

pr
ev

io
us

ly
 

un
kn

ow
n 

hi
gh

‑r
is

k 
pa

tie
nt

s

Po
si

tiv
e 

im
pa

ct
 

by
 re

ac
hi

ng
 u

nd
er

‑
se

rv
ed

 p
op

ul
at

io
ns

 
an

d 
re

du
ci

ng
 h

ea
lth

 
in

eq
ua

lit
ie

s

Im
pr

ov
ed

 a
cc

es
s 

to
 p

re
ve

nt
iv

e 
ca

re
, 

m
en

ta
l h

ea
lth

 s
er

‑
vi

ce
s, 

an
d 

ch
ro

ni
c 

di
se

as
e 

m
an

ag
e‑

m
en

t

Re
du

ce
d 

G
P 

w
or

k‑
lo

ad
 th

ro
ug

h 
pr

o‑
ac

tiv
e 

ou
tr

ea
ch

, 
lo

w
er

 e
m

er
ge

nc
y 

ca
re

 u
til

is
at

io
n

Fu
nd

in
g 

an
d 

w
or

k‑
fo

rc
e 

ca
pa

ci
ty

 
ch

al
le

ng
es

, 
cu

ltu
ra

l a
da

pt
at

io
n 

of
 th

e 
C

H
W

W
 

m
od

el
 to

 d
iff

er
en

t 
re

gi
on

s

St
ro

ng
 c

om
m

un
ity

 
en

ga
ge

m
en

t, 
cu

l‑
tu

ra
l c

om
pe

te
nc

e,
 

an
d 

in
te

gr
at

io
n 

w
ith

 lo
ca

l h
ea

lth
 

se
rv

ic
es

C
H

W
W

s 
ha

ve
 s

ho
w

n 
ea

rly
 p

os
iti

ve
 im

pa
ct

s 
on

 c
om

m
un

ity
 

he
al

th
 a

nd
 s

er
vi

ce
 

us
e,

 w
ith

 p
ot

en
tia

l 
fo

r n
at

io
na

l s
ca

la
bi

lit
y 

w
ith

 s
us

ta
in

ab
le

 
fu

nd
in

g



Page 18 of 28Iqbal et al. BMC Public Health         (2025) 25:1374 

Ta
bl

e 
2 

(c
on

tin
ue

d)

St
ud

y
Ev

al
ua

tio
n 

A
pp

ro
ac

h
O

ut
co

m
e 

M
ea

su
re

s
Ev

al
ua

tio
n 

Fr
am

ew
or

ks
Ke

y 
Fi

nd
in

gs
Im

pa
ct

 o
n 

H
ea

lth
 

In
eq

ua
lit

ie
s

Im
pa

ct
 o

n 
H

ea
lth

 
O

ut
co

m
es

Im
pa

ct
 o

n 
Re

so
ur

ce
 

U
til

is
at

io
n

Ba
rr

ie
rs

 to
 

Im
pl

em
en

ta
tio

n
Fa

ci
lit

at
or

s 
of

 
Im

pl
em

en
ta

tio
n

Co
nc

lu
si

on
s

N
H

S 
Co

n‑
fe

de
ra

tio
n 

[4
2]

Q
ua

lit
at

iv
e 

an
d 

qu
an

tit
a‑

tiv
e 

as
se

ss
m

en
t, 

fo
cu

si
ng

 o
n 

so
ci

al
 

ou
tc

om
es

 
an

d 
re

du
ct

io
n 

in
 G

P 
vi

si
ts

Re
du

ce
d 

no
n‑

cl
in

ic
al

 G
P 

vi
si

ts
 

by
 o

ne
‑t

hi
rd

, 
so

ci
al

 re
tu

rn
 

on
 in

ve
st

m
en

t 
of

 £
4 

fo
r e

ve
ry

 £
1 

in
ve

st
ed

N
o 

fo
rm

al
 

fra
m

ew
or

k,
 

bu
t m

ix
ed

 
qu

al
ita

tiv
e 

an
d 

qu
an

tit
at

iv
e 

m
et

ho
ds

 u
se

d

Si
gn

ifi
ca

nt
 re

du
c‑

tio
n 

in
 n

on
‑c

lin
ic

al
 

G
P 

vi
si

ts
, i

m
pr

ov
ed

 
so

ci
al

 o
ut

co
m

es
, 

in
cr

ea
se

d 
co

m
m

u‑
ni

ty
 p

ar
tic

ip
at

io
n

Po
si

tiv
e 

im
pa

ct
 

by
 re

du
ci

ng
 h

ea
lth

 
in

eq
ua

lit
ie

s 
re

la
te

d 
to

 s
oc

ia
l i

so
la

tio
n 

an
d 

lo
ne

lin
es

s

Im
pr

ov
ed

 m
en

ta
l 

w
el

l‑b
ei

ng
, r

ed
uc

ed
 

so
ci

al
 is

ol
at

io
n,

 
in

cr
ea

se
d 

co
m

m
u‑

ni
ty

 in
vo

lv
em

en
t

Re
du

ce
d 

no
n‑

cl
in

ic
al

 G
P 

vi
si

ts
 b

y 
on

e‑
th

ird
, 

im
pr

ov
in

g 
se

rv
ic

e 
effi

ci
en

cy

In
iti

al
 s

lo
w

 
up

ta
ke

 o
f r

ef
er

ra
ls

 
fro

m
 G

Ps
, d

iffi
cu

lty
 

in
 e

m
be

dd
in

g 
as

se
t‑

ba
se

d 
ap

pr
oa

ch
es

St
ro

ng
 lo

ca
l 

le
ad

er
sh

ip
, e

ffe
c‑

tiv
e 

cr
os

s‑
se

ct
or

 
co

lla
bo

ra
tio

n,
 L

A
C

s 
em

be
dd

ed
 in

 c
om

‑
m

un
iti

es

LA
C

s 
su

cc
es

sf
ul

ly
 

re
du

ce
d 

lo
ne

lin
es

s 
an

d 
im

pr
ov

ed
 h

ea
lth

 
ou

tc
om

es
; a

ss
et

‑
ba

se
d 

m
od

el
s 

ar
e 

eff
ec

tiv
e 

fo
r t

ac
kl

in
g 

so
ci

al
 is

su
es

D
al

e 
M

cM
ur

ch
y 

Co
ns

ul
tin

g 
[4

3]

A
na

ly
si

s 
of

 e
m

er
ge

nc
y 

de
pa

rt
m

en
t 

(E
D

) u
til

is
at

io
n 

da
ta

 c
om

pa
re

d 
to

 e
xp

ec
te

d 
ut

i‑
lis

at
io

n 
fo

r C
H

C
 

cl
ie

nt
s

C
H

C
 c

lie
nt

s 
sh

ow
ed

 a
 2

1%
 

lo
w

er
‑t

ha
n‑

ex
pe

ct
ed

 ra
te

 
of

 E
D

 v
is

its
, 

w
ith

 e
st

im
at

ed
 

sa
vi

ng
s 

of
 $

27
 

m
ill

io
n 

an
nu

al
ly

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
bu

t b
as

ed
 

on
 o

bs
er

ve
d 

vs
. 

ex
pe

ct
ed

 E
D

 
ut

ili
sa

tio
n 

ra
te

s

C
H

C
s 

re
du

ce
d 

ED
 

ut
ili

sa
tio

n 
ra

te
s, 

sh
ow

in
g 

gr
ea

te
r 

co
st

‑e
ffe

ct
iv

en
es

s 
co

m
pa

re
d 

to
 o

th
er

 
pr

im
ar

y 
ca

re
 m

od
‑

el
s 

in
 O

nt
ar

io

Si
gn

ifi
ca

nt
 im

pa
ct

 
in

 re
du

ci
ng

 
he

al
th

 in
eq

ua
li‑

tie
s 

by
 a

dd
re

ss
in

g 
so

ci
al

 d
et

er
m

in
an

ts
 

of
 h

ea
lth

Im
pr

ov
ed

 a
cc

es
s 

to
 c

ar
e,

 b
et

te
r 

he
al

th
 m

an
ag

e‑
m

en
t, 

an
d 

re
du

ce
d 

av
oi

da
bl

e 
ho

sp
ita

li‑
za

tio
ns

Re
du

ce
d 

ED
 v

is
its

, 
sa

vi
ng

 $
27

 m
ill

io
n 

an
nu

al
ly

 d
ue

 
to

 fe
w

er
 h

os
pi

ta
li‑

za
tio

ns
 a

nd
 e

m
er

‑
ge

nc
y 

vi
si

ts

Fu
nd

in
g 

co
n‑

st
ra

in
ts

 a
nd

 la
ck

 
of

 c
le

ar
 e

vi
de

nc
e 

on
 th

e 
co

st
‑

eff
ec

tiv
en

es
s 

of
 p

ro
gr

am
s

St
ro

ng
 in

te
gr

at
io

n 
be

tw
ee

n 
he

al
th

 
an

d 
so

ci
al

 s
er

vi
ce

s, 
co

m
pr

eh
en

si
ve

 
ca

re
 m

od
el

 ta
ilo

re
d 

to
 e

qu
ity

‑s
ee

ki
ng

 
po

pu
la

tio
ns

C
H

C
s 

eff
ec

tiv
el

y 
re

du
ce

 h
ea

lth
ca

re
 u

ti‑
lis

at
io

n 
an

d 
im

pr
ov

e 
pa

tie
nt

 o
ut

co
m

es
, 

th
ou

gh
 m

or
e 

ev
i‑

de
nc

e 
on

 c
os

t‑
eff

ec
‑

tiv
en

es
s 

is
 n

ee
de

d

N
H

S 
En

g‑
la

nd
 [4

4]
Q

ua
lit

at
iv

e 
an

d 
qu

an
tit

a‑
tiv

e 
as

se
ss

m
en

t 
of

 s
er

vi
ce

 a
cc

es
s 

an
d 

m
en

ta
l 

he
al

th
 o

ut
co

m
es

Re
du

ce
d 

w
ai

tin
g 

tim
es

 fo
r m

en
ta

l 
he

al
th

 s
er

vi
ce

s, 
im

pr
ov

ed
 

ed
uc

at
io

na
l 

an
d 

em
pl

oy
m

en
t 

ou
tc

om
es

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed

10
0 

yo
un

g 
pe

op
le

 
ac

ce
ss

ed
 s

er
vi

ce
s, 

20
 re

‑e
nt

er
ed

 
ed

uc
at

io
n,

 a
nd

 2
0 

in
to

 e
m

pl
oy

m
en

t 
in

 th
e 

fir
st

 1
0 

m
on

th
s

A
dd

re
ss

ed
 m

en
ta

l 
he

al
th

 in
eq

ua
li‑

tie
s 

in
 c

hi
ld

re
n 

an
d 

yo
un

g 
pe

op
le

 
fro

m
 d

ep
riv

ed
 a

re
as

Im
pr

ov
ed

 a
cc

es
s 

to
 m

en
ta

l h
ea

lth
 

se
rv

ic
es

 a
nd

 e
du

ca
‑

tio
na

l/e
m

pl
oy

m
en

t 
su

pp
or

t f
or

 y
ou

ng
 

pe
op

le

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t i

m
pr

ov
ed

 
se

rv
ic

e 
ac

ce
ss

 
ex

pe
ct

ed
 to

 re
du

ce
 

he
al

th
ca

re
 u

til
is

a‑
tio

n

C
ha

lle
ng

es
 

in
 e

m
be

dd
in

g 
ne

w
 

m
od

el
s 

of
 c

ar
e 

an
d 

lo
ng

‑t
er

m
 

fu
nd

in
g 

un
ce

rt
ai

n‑
tie

s

St
ro

ng
 c

om
m

u‑
ni

ty
 e

ng
ag

em
en

t 
an

d 
co

lla
bo

ra
tio

n 
be

tw
ee

n 
he

al
th

, 
so

ci
al

 c
ar

e,
 a

nd
 v

ol
‑

un
ta

ry
 s

ec
to

rs

IN
T 

su
cc

es
sf

ul
ly

 
re

du
ce

d 
m

en
ta

l 
he

al
th

 s
er

vi
ce

 w
ai

tin
g 

tim
es

 a
nd

 im
pr

ov
ed

 
ed

uc
at

io
n/

em
pl

oy
‑

m
en

t o
ut

co
m

es
 

fo
r y

ou
ng

 p
eo

pl
e

In
st

itu
te

 
of

 H
ea

lth
 

Eq
ui

ty
 [4

5]

Q
ua

nt
ita

tiv
e 

an
al

ys
is

 o
f l

ife
 

ex
pe

ct
an

cy
, 

m
or

ta
lit

y 
ra

te
s, 

an
d 

so
ci

al
 

de
te

rm
in

an
ts

 
of

 h
ea

lth

Li
fe

 e
xp

ec
ta

nc
y 

st
ag

na
tio

n,
 

in
cr

ea
se

d 
m

or
ta

l‑
ity

 in
 d

ep
riv

ed
 

ar
ea

s, 
w

id
en

in
g 

he
al

th
 in

eq
ua

li‑
tie

s

N
o 

fo
rm

al
 e

va
lu

‑
at

io
n 

fra
m

ew
or

k 
sp

ec
ifi

ed

H
ea

lth
 in

eq
ua

lit
ie

s 
ha

ve
 w

or
se

ne
d,

 
es

pe
ci

al
ly

 
in

 d
ep

riv
ed

 
ar

ea
s, 

w
ith

 li
fe

 
ex

pe
ct

an
cy

 d
ec

lin
‑

in
g 

fo
r w

om
en

 
in

 d
ep

riv
ed

 a
re

as

W
or

se
ni

ng
 h

ea
lth

 
in

eq
ua

lit
ie

s, 
pa

rt
ic

u‑
la

rly
 a

m
on

g 
et

h‑
ni

c 
m

in
or

iti
es

 
an

d 
di

sa
dv

an
ta

ge
d 

co
m

m
un

iti
es

D
ec

lin
e 

in
 li

fe
 

ex
pe

ct
an

cy
 

in
 th

e 
m

os
t 

de
pr

iv
ed

 a
re

as
, 

in
cr

ea
se

d 
ye

ar
s 

sp
en

t i
n 

ill
 h

ea
lth

N
ot

 d
ire

ct
ly

 
as

se
ss

ed
, 

bu
t p

ot
en

tia
l 

lo
ng

‑t
er

m
 im

pa
ct

s 
du

e 
to

 in
cr

ea
se

d 
pr

es
su

re
 o

n 
he

al
th

 
an

d 
so

ci
al

 s
er

vi
ce

s

Fu
nd

in
g 

cu
ts

, 
au

st
er

ity
 m

ea
su

re
s, 

w
or

se
ni

ng
 s

oc
ia

l 
de

te
rm

in
an

ts
 

of
 h

ea
lth

Eff
ec

tiv
e 

co
m

‑
m

un
ity

 a
ct

io
n 

an
d 

lo
ca

l g
ov

er
n‑

m
en

t‑
le

d 
in

iti
at

iv
es

 
(e

.g
., 

M
ar

m
ot

 c
iti

es
)

H
ea

lth
 in

eq
ua

lit
ie

s 
ar

e 
no

t i
ne

vi
ta

‑
bl

e 
an

d 
ca

n 
be

 
si

gn
ifi

ca
nt

ly
 re

du
ce

d 
w

ith
 s

oc
ia

l j
us

tic
e 

ap
pr

oa
ch

es



Page 19 of 28Iqbal et al. BMC Public Health         (2025) 25:1374  

The Adapting Primary Care for New Migrants pro-
gram provides a comprehensive model addressing health 
inequalities for underserved populations through a 
robust network of partnerships. These connections were 
established through strategic coordination between gen-
eral practitioners, community health workers, and local 
charities. Efforts included collaborative initiatives like 
signposting patients to welfare and housing support, 
coordinating with schools, and integrating services such 
as social care and mental health support. The program 
also leveraged tailored outreach activities, drop-in clin-
ics, and extended appointment times to better serve 
migrant populations. This approach fostered culturally 
competent and trauma-informed care while addressing 
wider social determinants of health, demonstrating how 
partnerships and adaptations can drive equity-oriented 
healthcare provision [22].

Core integrator workforce
IN models rely on a multidisciplinary workforce that 
integrates traditional healthcare professionals with com-
munity leaders, project managers, and other stakeholders 
to drive strategic goals and monitor progress effectively 
(Table 3). These teams allow for services to be tailored to 
local needs and aligned with measurable outcomes.

The Community-Powered Edmonton Initiative 
demonstrated leadership through collaborative coor-
dination by community organisers, healthcare profes-
sionals, and voluntary sector leaders. The initiative 
was guided by project managers and coordinators who 
ensured alignment between the NHS, local authorities, 
and community groups. Regular workshops and focus 
groups provided feedback loops to assess progress on 
goals like improving trust in services and reducing 
health inequalities [18].

In addition, the Live Well Gateshead Initiative com-
bined the efforts of wellness coaches, NHS staff, and 
community workers, with strong leadership from local 
authorities. Project coordinators ensured tailored inter-
ventions were delivered through one-on-one support 
and group sessions. Progress was monitored using com-
munity feedback and metrics such as reductions in social 
isolation and improvements in mental well-being [33].

Lastly, one initiative illustrated the integration of local 
government staff, public health professionals, and vol-
unteers under the leadership of coordinators and project 
managers. These leaders oversaw participatory learning 
activities and co-production efforts, evaluating outcomes 
through community-driven action plans and structured 
reporting systems. Metrics of success included increases 
in social capital, community engagement, and infrastruc-
ture development [23].

Core areas of work
The core areas of work within IN are tailored to the 
unique needs of their local populations, addressing a 
spectrum of population health and social priorities such 
as prevention, well-being, health promotion, and social 
inclusion (Table 3). By targeting social determinants like 
housing, employment, and education, these models aim 
to foster sustainable health improvements.

The Public Health England approach for tackling obe-
sity illustrates a prevention-focused model, working with 
local councils. Through system mapping, workshops, 
and stakeholder engagement, this initiative emphasized 
cross-sector collaboration to address obesity at the pop-
ulation level. The working model used systems thinking 
and action planning to build community-wide strategies 
for health improvement [31].

The Adapting Primary Care for New Migrants pro-
gram showcases a focus on equitable access to culturally 
competent care. This initiative emphasized screening, 
vaccination, and interpreter services, while addressing 
trauma-informed care needs to bridge gaps for under-
served populations. The program’s tailored outreach 
highlighted the importance of community engagement in 
delivering responsive care [22]. Evidently, there is diver-
sity of IN priorities, demonstrating that core areas of 
work can be responsive to immediate community needs.

The IN work programmes centre on a population 
health approach, social determinants of health and 
patient centred care. The characterization of the work is 
not clear cut and there is clearly overlap. An IN benefits 
from this focus to support its resource allocation as well 
as evaluation and sustainability planning.

Services provided from IN working
INs combine traditional health services with community-
driven support systems (Table  3). For example, ‘Social 
Prescribing’ [26, 40]. Service delivery is often tailored to 
community priorities, as seen in rural healthcare design 
projects in Scotland, which integrate local knowledge 
and emergency care into service planning [39]. This flex-
ibility enables INs to adapt services dynamically to meet 
evolving health needs.

Workforce delivering the IN care
INs utilise a diverse, multidisciplinary workforce tailored 
to local needs, combining clinical, community, and spe-
cialised roles. This includes healthcare providers, com-
munity practitioners, social workers, and unique roles like 
Local Area Coordinators and wellness coaches (Table  3). 
The flexible workforce structure allows INs to deliver 
comprehensive, community-centred care and effectively 
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address complex health and social issues, reinforcing the 
overall impact on health equity and well-being [17, 20, 42].

Risk of bias assessment
A detailed risk of bias assessment for the included studies 
is presented in Table  4. Several studies employed quali-
tative methodologies, such as interviews, focus groups, 
and case studies, which are inherently prone to issues 
of reflexivity and researcher influence. The absence of 
explicit discussions about researcher bias and lack of 
standardised data collection protocols were recurrent 
limitations across these studies [17, 23, 38]. While quali-
tative insights provided valuable narratives, they often 
lacked rigorous integration with quantitative findings, 
which limited their explanatory power.

Quantitative studies relied heavily on secondary data-
sets, routine monitoring, or descriptive statistics, which 
introduced potential selection and measurement biases. 
Sampling strategies were frequently underreported, rais-
ing concerns about the representativeness of the data 
[29, 45]. Furthermore, the lack of standardised tools 
for measuring outcomes undermines the comparability 
of results [34, 39]. Studies relying on self-reported data 
(e.g., surveys) were particularly prone to recall bias and 
subjectivity [18, 40].

Mixed-methods studies demonstrated considerable 
variability in the integration of qualitative and quantita-
tive findings. While some studies successfully synthesised 

diverse data sources to draw robust conclusions [21, 38], 
others fell short of systematically aligning their find-
ings [44]. This limitation highlights the challenges of 
methodological integration and the potential for bias in 
interpretation.

The prevalence of ‘Can’t tell’ responses in the MMAT 
assessment, especially in qualitative and mixed-methods 
studies, posed challenges in evaluating methodological 
quality. These scores typically reflected unclear or absent 
reporting of study design, data collection, or analytical 
methods. To manage this variability, we did not exclude 
studies based on MMAT score alone; however, studies 
with limited methodological clarity were down-weighted 
during synthesis. This pragmatic approach ensured that 
studies with stronger design contributed more substan-
tially to the proposed IN framework, while still capturing 
insights from a diverse evidence base.

Overall, most studies demonstrated some methodo-
logical limitations, particularly in reporting complete-
ness and potential biases in data interpretation, though 
they still provided valuable insights into IN models. 
Common issues included the reliance on anecdotal or 
secondary data, insufficient detail on data collection pro-
tocols, and limited consideration of methodological limi-
tations. While the studies provide rich insights into the 
effectiveness of integrated neighbourhoods and related 
interventions, the variability in methodological rigour 

Fig. 2 Integrated neighbourhood framework domains
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underscores the need for standardised frameworks to 
improve reliability and validity in future research.

Discussion
This systematic review consolidates the diversity in con-
ceptualisation and operationalisation of IN models, 
emphasising their potential to address complex health 
and social needs through community-centred, cross-sec-
tor collaborations. Across the studies reviewed, INs dem-
onstrated a shared goal of integrating health, social care, 
and other community resources to improve health out-
comes, reduce health inequalities, and address broader 
social determinants of health. However, the mechanisms 
and focus areas within each model were tailored to spe-
cific population needs, reflecting significant variabil-
ity in leadership structures, workforce integration, and 
engagement methodologies. Overall, seven key domains 
emerged from this synthesis, forming a proposed frame-
work for understanding IN models: the integrator host, 
integrator enablers, integrator partnership principles, 
core integrated workforce, core areas of work, integrated 
services provided and workforce delivering integrated 
care. These domains offer a structured lens through 
which to examine the functioning and impact of INs.

A prominent theme identified is the emphasis on com-
munity empowerment and participatory approaches 
in IN models. Certain models promoted a shift toward 
community-driven healthcare, leveraging local leadership 
to foster preventive care and address social determinants 
in underserved areas [19], whilst others used creative, 
non-clinical interventions to enhance mental well-being, 
exemplifying the potential of arts-based IN models to 
support mental health and social inclusion for isolated 
individuals [17]. This diversity in approaches reflects the 
adaptability of IN models to address varying community 
needs through both traditional and innovative means. 
Evaluation and impact assessment approaches among IN 
models were equally varied, with many relying on infor-
mal feedback evaluations.

Barriers and facilitators to IN success were also iden-
tified. Common barriers included funding constraints, 
digital exclusion, and organisational resistance to 
change, while facilitators of success included strong 
local leadership, community engagement, and cross-
sector collaboration. Notably, models that incorporated 
a flexible, diverse workforce, comprising commu-
nity health champions, wellness coaches, and cultural 
liaisons, demonstrated enhanced responsiveness to 
community needs, reinforcing the importance of adapt-
able workforce structures in IN models. Additionally, 
hybrid service models that blend digital and in-person 
engagement were particularly effective in maintaining 

accessibility during the COVID- 19 pandemic, a key 
finding for future IN resilience planning [20].

Despite the importance of our work in conduct-
ing a comprehensive search across multiple databases 
with the inclusion of grey literature, a series of limita-
tions are to be mentioned. Firstly, the heterogeneity 
across included studies represents a significant limita-
tion. The conceptualisation and operationalisation of 
INs varied widely. This variability in IN design, popu-
lation focus, and service scope introduces challenges 
in drawing generalised conclusions, as each model has 
unique features tailored to specific community needs 
and local contexts. The lack of a standardised IN frame-
work complicates the aggregation and comparison of 
findings, underscoring a need for more cohesive defini-
tions and typologies for IN models in future research. 
Secondly, most studies assessed outcomes through 
informal or subjective metrics, such as participant 
feedback. Whilst these informal metrics are valuable, 
without consistent quantitative measures, it is difficult 
to reliably compare outcomes across IN models. Many 
studies exhibited significant risk of bias, as discussed 
previously. Furthermore, most studies lacked long-
term follow-up data, making it hard to assess the sus-
tainability of these models. Additionally, there may be 
similar models internationally under different names 
that our study did not identify. While the final sample 
was predominantly composed of UK-based studies, this 
may reflect a regional concentration of IN initiatives, 
although international models were included where 
available (e.g., Canada, Germany, USA), it must be rec-
ognised as a limitation. Lastly, contextual factors like 
socioeconomic conditions, policy support, and digital 
access were inconsistently addressed across studies. 
Barriers such as funding constraints and digital exclu-
sion, commonly cited in studies, likely vary by setting, 
limiting the applicability of results to different regions 
with added difficulty of transferring the results to other 
countries [20, 42].

In shaping future directions for IN models, provid-
ers, policymakers and academics have an opportunity 
to build upon the key domains identified in this system-
atic review. These domains — integrator host, integrator 
enablers, integrated partnerships, core integrated work-
force, core areas of work, integrated services provided, 
and workforce delivering integrated care — provide a 
structured framework for advancing IN effectiveness and 
addressing diverse community health needs and should 
be considered as a starting point when developing an IN 
model. This framework compliments the national drivers 
for INs, such as the Fuller report and the Darzi report—
both support more integration through strong leadership 
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and coordination, but do not offer a clear operational 
plan [8, 47].

For provider hosts, such as a PCN or a Trust, the 
framework outlines roles and responsibilities. The host 
being the central coordination point, enabling smoother 
collaboration and resource allocation across sectors. The 
host is underpinned by dedicated integrator enablers 
and workforce, which will enable high functioning inte-
grated teams and coordination of care. By focusing and 
identifying core work areas, the INs can deliver person 
centred care across the health and wellbeing spectrum 
and shift the dial of care from reactive to proactive, as 
well as addressing gaps and inequalities. Connecting the 
right workforce from healthcare professionals, social care 
staff, and community-based roles (e.g., community health 
champions)—INs can personalise and tailor their work to 
service their communities.

For Policymakers, Commissioners, and Integrated Care 
Boards (ICBs)—the framework gives clarity in commis-
sioning INs in a way that is understood by all providers 
(statutory and nonstatutory). For commissioners, invest-
ment and structural support are where they can be key 
drivers. Supporting integrator hosts, such as community-
led health bodies or regional NHS trusts, can enhance 
leadership stability and provide a foundation for coor-
dinated IN operations. Investing in integrator enablers, 
including digital infrastructure and policy initiatives that 
facilitate cross-sector partnerships, will ensure that IN 
models remain accessible and adaptable. Policymakers 
should encourage integrated partnerships across sectors 
and emphasise the importance of collaborative work-
forces within INs. Strengthening core areas of work that 
address health inequities through preventative and sup-
portive services and expanding the services provided can 
support INs in meeting broad health and social needs 
effectively. The outcomes and impact of such models can 
be quality assured, improved, compared with other areas 
or sites in a consistent way.

For academics, these domains highlight specific 
research opportunities. The framework provides a clear 
structure for researchers to investigate various aspects 
of INs, from the effectiveness of integrator enablers to 
the impact of integrated services. Specific metrics and 
methodologies to evaluate each domain, such as host 
attributes or integrator enablers, could support more 
standardised evaluation across IN models, hence result-
ing in better contribution to the evidence base for inte-
grated care models. Future studies can investigate the 
effectiveness of different integrator enablers in over-
coming common barriers, such as digital exclusion or 
funding constraints, and assess how each integrated 
partnership—whether with local councils, social care, 
or community organisations—impacts health outcomes. 

Academics can also focus on longitudinal studies that 
analyse the sustainability of the core integrated work-
force and measure the long-term impact of core areas of 
work in addressing health inequities. These frameworks 
could be useful in identifying best practices and scaling 
IN approaches.

In conclusion, this work highlights the heterogenous 
body of literature surrounding IN models but show-
cases the potential of IN models to strengthen com-
munity health by integrating health, social care, and 
local resources. The proposed framework provides a 
standardised approach to guide the development and 
evaluation of INs; and can be used as a starting point in 
supporting their scalability and effectiveness. By doing 
so, it aims to equip healthcare leaders and policymak-
ers with the tools needed to implement more effective, 
sustainable, and equitable neighbourhood-based care. 
The framework may provide a benchmark for evaluating 
INs, informing both future research and the develop-
ment of national and international healthcare strategies.
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