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Abstract 

Background  Cardiovascular disease (CVD) risk factors and mild-to-moderate mental health concerns (anxiety, 
depression) often co-occur and can worsen individual health outcomes, increase healthcare burden, and related costs 
relative to non-co/multi-morbidity. Existing evidence from both staff and service users suggests that integrating care 
for this population can be beneficial but challenging. Therefore, it is important that the key influences on integrated 
care are mapped to behavioural science frameworks so that intervention strategies in the system are actionable. 
This review aims to synthesise findings on which individual, organisational, social, and system-level factors influence 
integrated care for people experiencing co-occurring CVD risk factors and mild-to-moderate mental health concerns 
from the perspective of a range of health and social care professionals.

Methods  This systematic review will search MEDLINE, Embase, Emcare, PsycInfo, CINAHL, and grey literature 
in PsyArXiv and HMIC. Included studies will be qualitative primary research published in the English language 
reporting on the factors that influence the commissioning and implementation of integrated care for adults at risk 
of CVD and experiencing mild-to-moderate mental health concerns. This will be from the perspective of healthcare 
professionals, managers, commissioners, and policymakers. A thematic synthesis will identify relevant actions, actors, 
context, targets, and timeframes using the AACTT framework, and influences on actors’ behaviour will be mapped 
to the Consolidated Framework for Implementation Research (CFIR) and the Theoretical Domains Framework (TDF).

Discussion  Data from this review will provide insight for a larger NHIR-funded programme of work that aims 
to optimise Integrated Care Services (OptICS) that will develop a whole-systems map to identify appropriate targets 
and intervention strategies to optimise integrated care. This review will offer a novel contribution to knowledge 
by synthesising qualitative evidence from a range of stakeholders on the influences on commissioning and imple-
mentation of integrated care for adults with physical and mental health comorbidities, mapped to complementary 
implementation frameworks.
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Introduction
People who regularly access health services often live 
with several physical and mental health challenges, and 
co- or multi-morbidity levels are increasing [1]. Living 
with multiple conditions is associated with lower quality 
of life [2], premature mortality [3], and increased health-
care utilisation and cost [4]. Research shows there is a 
significant relationship between obesity and depression 
levels in the general population [5], and anxiety occurs 
more frequently in people living with obesity compared 
with those living with what is considered a ‘healthy’ 
weight [6]. Meta-analytic evidence also demonstrates 
that depression increases the risk of mortality among 
individuals living with diabetes [7] and is a risk factor for 
adverse outcomes in service users living with acute coro-
nary syndrome [8]. Cardiovascular disease (CVD) risk 
can include health behaviours such as inactivity, smok-
ing, alcohol misuse, and conditions including obesity, 
diabetes, hypertension/high blood pressure, and high 
cholesterol, and often co-occurs with mild-to-moderate 
mental health concerns such as anxiety and depression. 
The evidence from both staff and service users is that 
benefits can be gained from integrating care for this pop-
ulation with a ‘user-centred system’ [9], whereby through 
a single point of access, service users are treated as a 
‘whole person’, where they would only need to ‘tell their 
story once’.

The considerable evidence base on the independent 
and combined negative effects that non-communicable 
disease (NCD, i.e. medical conditions that cannot be 
transmitted) and mental health concerns can have on 
individual and population health led to calls for a shared 
framework to better drive research, dissemination, 
implementation, and policy in this area [10]. In recogni-
tion of the evidence, the Centers for Disease Control and 
Prevention (CDC; [11]) published an action plan in 2011 
to integrate mental illness prevention with chronic dis-
ease prevention, and the World Health Organisation [12] 
produced an action plan in 2013 to reduce the burden 
of NCDs and preventable mortality, which incorporated 
mental health. Of note, the last two considerations of the 
CDC plan focus on the key implementation challenges of 
policy integration and adopting systems to promote inte-
gration across multiple infrastructures [11].

More recently, both in the United Kingdom (UK) and 
internationally, there has been a move towards providing 
integrated care (also referred to as co-ordinated care or 

comprehensive care), which involves offering a range of 
connected health and care services including health pro-
motion, disease prevention/management, and rehabilita-
tion [13]. In England, from July 2022, 42 Integrated Care 
Systems (ICS) were set up as area-specific partnerships 
with the aim of bringing organisations across health, 
social care, volunteer, and other sectors together to pool 
budgets and deliver integrated care services, to achieve 
better outcomes for local people [14]. A recent review of 
models of integrated care [15] highlighted six common 
themes across approaches for the chronic conditions 
addressed (e.g. diabetes mellitus, cardiovascular disease, 
mental health), types of services provided (e.g. health 
education and counselling, linkage to care, treatment 
and management of conditions), and healthcare profes-
sionals involved (e.g. primary care nurses, general physi-
cians, pharmacists). The potential benefits of integrated 
care include better experiences for service users, carers, 
and health professionals, lower hospital and emergency 
admission rates, and improved health status and quality 
of life [16]. Components that help enable integrated care 
can span professional and cultural (e.g. common purpose 
and vision, strong leadership, joint working), organisa-
tional (e.g. clear roles and responsibilities, ability to share 
data across organisations), and policy (e.g. consistent reg-
ulatory policies, political will) domains [17].

Service users have had mixed experiences of integrated 
care, with some reporting a lack of person-centred care 
tailored to their needs [18], and that full integration of 
mental and physical health care services might not be 
desirable [19]. Alongside the involvement of service user 
voices, exploring the potential barriers and facilitators to 
optimisation of integrated care from the perspective of 
delivery staff, managers, and commissioners is crucial to 
capturing iterative learning about the latest approaches. 
From the perspective of leaders in ICSs across England, 
important influences on shared leadership included moti-
vation to execute a leadership position, attitudes towards 
interdisciplinary working (including conflicting values 
and expertise), leadership skills and behaviours, and 
notable barriers such as bureaucracy and a lack of time 
and support [20]. These attitudinal and operational bar-
riers are somewhat related to those highlighted by other 
healthcare professionals in the UK (e.g. [21]) and inter-
nationally (e.g. [22, 23]). For example, primary care clini-
cians working within integrated care in the US reported 
barriers related to responsibility around referrals where 
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specialists have the ability to reject referrals and other 
system components that limit professional autonomy 
[24]. Although there are common challenges in delivering 
integrated care across countries and contexts, there may 
also be unique issues when care for physical and mental 
health is integrated.

Some of these challenges have been articulated in 
recent work. For example, clinicians who work within 
integrated care for mental and physical health condi-
tions report significant communication and coordina-
tion challenges, despite benefits from broadening nurses’ 
functions in mental health care and the integration of 
consulting psychiatrists [22]. An integrated overview of 
worldwide research in this area highlighted five strate-
gic barriers to implementation related to coordination, 
human resources and skill, fit of policies, leadership and 
accountability, and finance [25]. With a growing body of 
research highlighting the challenges of integrating care 
for physical and mental health conditions, it is important 
that the key influences are mapped to behavioural science 
frameworks so that potential changes in the system are 
actionable. There are some emerging examples of this; 
for example, a review from Wakida and colleagues [26] 
mapped reported facilitators and barriers of the integra-
tion of mental health services into primary care to the 
COM-B model, assessing Capability, Opportunity and 
Motivation towards Behaviour [27]. The benefit of this 
mapping is that the COM-B sits within the Behaviour 
Change Wheel [27, 28], a methodological framework 
for behaviour change interventions, and so intervention 
strategies and practical solutions can be directly designed 
from the findings to optimise integrated care.

Using behavioural and implementation science 
approaches, this work will extend current knowledge 
to help improve the design and evaluation of integrated 
care and its associated system/s. These approaches 
detail a systematic method of appraising what influ-
ences integrated care effectiveness, by helping to ana-
lyse barriers and facilitators within deliverer, service 
user, and wider organisational, social, and political con-
texts [29]. This framework of analysis then helps select 
and tailor intervention and implementation strate-
gies. Two frameworks that have been used regularly in 
healthcare are the Consolidated Framework for Imple-
mentation Research (CFIR; [30]) and the Theoretical 
Domains Framework (TDF; [31]). The strength of the 
CFIR lies in its detailed consideration of contextual 
factors, with the framework outlining five higher order 
domains: innovation (i.e. how adaptable and complex 
integrated care is); outer setting (e.g. hospital system); 
Inner setting (e.g. hospital); Individuals (e.g. charac-
teristics of individuals); implementation process (e.g. 
strategies used to implement the innovation) ([30]). The 

strength of the TDF lies in its nuanced breakdown of 
individual and environmental influences, with 14 theo-
retical domains covering: Knowledge; Skills (cognitive/
interpersonal and physical); Social/Professional Role 
and Identity; Beliefs about Capabilities; Optimism; 
Beliefs about Consequences; Reinforcement; Inten-
tions; Goals; Memory, Attention and Decision Pro-
cesses; Environmental Context and Resources; Social 
Influences; Emotions; Behavioural Regulation [31], 
which can be mapped to the COM-B [27, 32].

There is a growing precedent for using the TDF and 
CFIR together, with a systematic review suggesting that 
their combined use may be additive, ’to more fully define 
the multi-level nature of behaviour change in healthcare 
organizations than either of these frameworks alone.’ 
([33], p12). Although there is overlap in some compo-
nents, the TDF has a more comprehensive and nuanced 
range of influences for the individual, and the CFIR has 
the same advantage for the organisational level and sur-
rounding context. For example, Kadu and Stolee [34] 
reviewed 22 studies examining the influences of imple-
mentation of the Chronic Care Model in primary care. 
The ‘individual’ level characteristics only focused on 
knowledge and beliefs, which represent just three of the 
potential 14 TDF domains. Coding of implementation 
influences with the CFIR alongside the TDF may have 
helped draw out more influences on the behaviours of 
key actors in the system that could be changed through 
future intervention. This combined approach has been 
recently used in reviews of barriers and facilitators to 
managing chronic conditions [35] and implementation of 
mental health interventions [36].

The current review will synthesise relevant studies 
exploring influences on the commissioning and imple-
mentation of integrated care for people living with 
CVD risk factors and mild-to-moderate mental health 
concerns using evidence generated from profession-
als involved in delivering, managing, coordinating, and 
commissioning such integrated care. This review will 
synthesise the findings from these studies using both 
the CFIR and TDF so that the breadth of potential indi-
vidual, organisational, social, and system-level influences 
and contexts can be fully accounted for. Furthermore, key 
features of the studies will be identified with the Action, 
Actor, Context, Target, Time (AACTT; [37]) framework. 
Using these frameworks in combination will provide 
actionable recommendations for the optimisation of inte-
grated care in the future. This will be a unique contribu-
tion to knowledge by being the first review to explore 
the influences reported from this range of health profes-
sionals, focused on this service user population, analysed 
through these key behavioural and implementation sci-
ence frameworks. This work will offer systematically and 



Page 4 of 8Howlett et al. Systematic Reviews          (2025) 14:224 

theoretically developed recommendations based on evi-
dence-informed behavioural science.

Research questions

–	 What are the influences on the commissioning and/
or implementation (developing, delivering, coordi-
nating, managing) of integrated care for adults living 
with cardiovascular disease risk factors and mild-to-
moderate mental health concerns in the UK?

–	 How do identified influences map onto the CFIR [30] 
and TDF [31]?

–	 What are the key Actions, Actors, Contexts, Targets, 
and Time (AACTT: [37]) involved in the commis-
sioning and/or implementation of integrated care for 
adults living with cardiovascular disease risk factors 
and mild-to-moderate mental health concerns in the 
UK?

Methods
Eligibility criteria
Included articles will meet the following PICOS criteria:

Population
Health and social care professionals, managers, com-
missioners, and policymakers working in integrated care 
with views on how best to implement integrated care for 
adults at risk of CVD and experiencing mild-to-moderate 
mental health concerns. These roles could involve refer-
ring, screening, case management, or any other provision 
of care, or commissioning, developing, coordinating, or 
managing integrated care services. For the purposes of 
this review, CVD risk factors will include the following: 
health behaviours (inactivity; smoking; alcohol misuse); 
and/or obesity (Body Mass Index > 30); type 2 diabetes; 
hypertension (high blood pressure); high cholesterol; 
history of heart disease; family history of heart disease. 
Mild-to-moderate mental health concerns will include 
anxiety, depression, and/or low mood/mental wellbeing. 
The judgement of whether a service is targeted at adults 
experiencing mild-to-moderate mental health concerns 
will be based on the classification provided by individual 
papers (e.g. the integrated care service specifically targets 
people who have been identified in this range).

Intervention
This review adopts an inclusive definition of integrated 
care by including any health and social care provision 
or service across primary care, secondary care, tertiary 
care, local authorities, third sector, and voluntary ser-
vices in the UK that offer some sort of integration of care. 
The integrated care featured in studies needs to provide 
support for both the physical and mental health needs of 

service users. If, for example, the service only provides 
care for the physical elements of diabetes or obesity, but 
does not feature any mental health support, or vice versa, 
the study will be excluded.

Comparison
No control/comparator will be specified.

Outcomes
The primary outcome will be factors that influence the 
commissioning and/or implementation of integrated care 
for adults living with CVD risk factors and mild-to-mod-
erate mental health concerns, from the perspective of 
health and social care professionals, intervention devel-
opers, managers, commissioners, and policymakers.

The secondary outcome will be identification of the 
following AACTT [37] domains: key actions (e.g. sign-
posting to psychological support), actors (e.g. obesity 
specialist nurse), contexts (e.g. tier 2/tier 3 weight man-
agement setting), targets (e.g. obesity service users), or 
time (e.g. at the end of initial consultation) involved in 
developing, delivering, coordinating, managing, and/or 
commissioning integrated care.

Study type
Original research with qualitative study designs that 
report the influences on the development, delivery, man-
agement, coordination, and commissioning of integrated 
care for adults with the combination of CVD risk fac-
tors and mild-to-moderate mental health concerns. This 
could include: interview or focus groups studies; survey 
studies with open-ended questions; process evaluations; 
ethnographic methods; mixed methods studies where 
qualitative findings are reported separately and can be 
extracted. Quantitative study designs, editorials, opinion 
pieces, and systematic reviews will be excluded.

Information sources
The Ovid platform will be used to search the follow-
ing databases: MEDLINE; Embase; Emcare; PsycInfo; 
CINAHL; and grey literature in PsyArXiv and HMIC, in 
English language only, with no date restrictions applied.

Search strategy
The search strategy was developed using a combination 
of relevant search terms taken from previous systematic 
reviews (e.g. [9, 38] and relevant MESH terms. The search 
terms are grouped around the key population and inter-
vention variations from the PICOS inclusion criteria (see 
example in Supplementary Table S1). Boolean operators 
will be used to combine terms (e.g. “OR” within each cat-
egory, and “AND” to combine categories). Various com-
binations will be piloted, and additional perspectives will 
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be sought from the review team. A criterion paper will 
be identified and used to ensure that the search terms 
are suitable for the type of paper that meets the inclusion 
criteria.

Data management
Covidence software will be used to store, screen, and 
select studies.

Selection process
All selection processes will be undertaken by two review-
ers, who will complete one full round of screening 
against the eligibility and inclusion criteria. Potentially 
eligible publications will be selected by their title and 
abstract independently by two reviewers, and categorised 
into ‘included’, ‘unclear’, and ‘excluded’. Studies labelled as 
‘included’ or ‘unclear’ will be screened as full texts inde-
pendently by two reviewers. Any discrepancies between 
reviewers at the title and abstract or full text stage will 
be discussed and resolved with a third member of the 
review team.

Data collection process
A data extraction tool will be developed in Microsoft 
Excel. The tool will be piloted with the criterion paper 
and one other article prior to use and will then be modi-
fied as required after review from the research team. 
Data extraction will be undertaken by one reviewer, with 
a second reviewer extracting a sample of included articles 
(10%) for additional quality assurance.

Data items
The following variables will be captured in the data 
extraction form:

–	 Publication details: title; authors; year of publication; 
area of the UK.

–	 Methods: study design; method of data collection; 
participant information (e.g. age, ethnicity, sex) 
including stakeholder group (e.g. frontline delivery, 
managers, commissioners); setting.

–	 Outcomes: reported influences on integrated care 
service development, delivery, management, coor-
dination, and/or commissioning; reported informa-
tion on actions, actors, contexts, targets, or time 
(AACTT).

Outcomes and prioritisation
The primary outcome will be factors that influence inte-
grated care for adults living with CVD risk factors and 
mild-to-moderate mental health concerns, from the 

perspective of healthcare professionals, intervention 
developers, managers, commissioners, and policymakers.

Secondary outcomes will be the identification of the 
key actions (behaviours), actors (people), contexts (set-
tings), targets (service user group/s), and/or time (when/
for how long) involved in developing, delivering, coordi-
nating, managing, and/or commissioning integrated care.

Quality assessment of individual studies
The Critical Appraisal Skill Programme qualitative 
research checklist [39] will be used for quality assess-
ment. Two reviewers will independently assess 20% of 
studies with the CASP, with any discrepancies discussed 
with a third review team member to reach consen-
sus. The remaining studies will then be assessed by one 
reviewer. Studies will not be excluded based on quality, 
but we will take the quality of the studies into account 
where contradictory findings could be a result of poor-
quality studies.

Data synthesis
Data synthesis, based on previous review approaches 
using the CFIR and TDF frameworks (e.g. [40, 41]), will 
be carried out in the following stages:

Step 1: Factors that influence integrated care will be 
extracted from the eligible papers, including quotes, 
narrative summaries, and conclusions. These  data 
will then be deductively coded to one or more rele-
vant CFIR and/or TDF domains, and to the AACTT 
framework:

–	 CFIR high level domains: (1) innovation: how 
adaptable and complex the “thing” being imple-
mented (i.e. integrated care) is and the extent of the 
evidence base; (2) outer setting: the setting in which 
the Inner Setting exists, e.g. hospital system; (3) 
inner setting: the setting in which the innovation is 
implemented, e.g. hospital; (4) individuals: the roles 
and characteristics of individuals; (5) Implementa-
tion process: the activities and strategies used to 
implement the innovation. Within each higher level 
CFIR domain there are several subdomains (e.g. the 
Inner Setting domain breaks down into the subdo-
mains of Structural Characteristics, Relational Con-
nections, Communications, Culture, Tension for 
Change. Compatibility, Relative Priority, Incentive 
Systems, Mission Alignment, Available Resources, 
and Access to Knowledge and Information). Some 
of these subdomains also contain further detailed 
categories (e.g. data coded to the Structural Char-
acteristics sub-domain can be categorised as Physi-
cal Infrastructure, Information Technology Infra-
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structure, or Work Infrastructure). This framework 
allows a fine-grained analysis of potential influ-
ences.

–	 TDF domains: Knowledge; Skills (cognitive/inter-
personal and physical); Social/Professional Role 
and Identity; Beliefs about Capabilities; Optimism; 
Beliefs about Consequences; Reinforcement; Inten-
tions; Goals; Memory, Attention and Decision 
Processes; Environmental Context and Resources; 
Social Influences; Emotions; Behavioural Regula-
tion.

–	 AACTT: any data highlighting key actions, actors, 
contexts, targets, or time.

	 A coding manual with definitions for each of the 
CFIR, TDF, and AACTT components will be devel-
oped to ensure consistency and reliability in cod-
ing. There is also the potential for TDF domains 
to map onto elements of the CFIR, particularly in 
the ‘Individuals’ domain. A random subset of 20% 
of included studies will be independently coded by 
two reviewers. Coding and discrepancies will then 
be discussed and presented to the wider review 
team. Upon agreement on the finer details of the 
process, one reviewer will complete the remaining 
coding, with input from other team members when 
needed.

Step 2: the finalised CFIR,  TDF,  and AACTT cod-
ing will synthesise the most salient influences on the 
commissioning and/or implementation of integrated 
care. The synthesised findings will be presented to 
colleagues with experience in behavioural science 
and healthcare, as well as policy partners supporting 
this research. Feedback from this step will be incor-
porated into the final data synthesis.

Subgroup analysis
If there are sufficient studies that distinguish between 
stakeholder groups, subgroup analysis will focus on influ-
ences specific to either commissioning or implementa-
tion (i.e. delivery, management, coordination).

Confidence in cumulative evidence
An assessment of confidence in the cumulative evidence 
across the review will be conducted using the Confidence 
in the Evidence from Reviews of Qualitative research tool 
(GRADE-CERQual, [42]). This tool provides an overall 
judgment of confidence categorised as high, moderate, 
low, or very low based on four components (e.g. [43]): 

Methodological limitations (e.g. the design or conduct 
of included studies); Coherence (e.g. the fit between the 
data from the included studies and a review finding); 
Adequacy of the data (e.g. richness and quantity of data 
supporting a review finding); Relevance (e.g. included 
studies are applicable to the review question).

Dissemination plans
Dissemination will include both academic and wider 
stakeholder output and engagement. Academic-focused 
dissemination is intended to include a published proto-
col, conference presentations, a peer-reviewed publica-
tion, and a policy brief. Wider dissemination may include 
stakeholder ‘lunch and learn’ events, videos on research 
host websites, and distribution of resources and recom-
mendations via wider network partners (e.g. Applied 
Research Collaborations).

Public and Patient Involvement and Engagement (PPIE)
The Policy Research Unit (PRU) in Behavioural and 
Social Sciences (PRU-BaSS) is supported by a PPIE Strat-
egy Group, made up of patient and public representa-
tives, who provide advice and support to all research 
projects based on their lived experience of project-related 
topics. This review forms part of a project that involves a 
dedicated PPIE expert member within the study team as 
an equal contributor and co-author. The project’s PPIE 
representatives will provide input and advice throughout 
the review, based on their lived experience.

Discussion
This review will synthesise existing research on the per-
spectives of a range of stakeholders involved in inte-
grated care for adults living with CVD risk factors and 
mild-to-moderate mental health concerns. It is particu-
larly important to study the functioning of integrated 
care for people living with multimorbidity who would 
benefit most from streamlined services, the improve-
ment of which could produce important advancements 
in the quality of care alongside cost savings to national 
health and social care services. These perspectives will be 
mapped onto complementary implementation research 
frameworks, which will produce a set of recommenda-
tions for optimising the delivery, management, coordina-
tion, and/or commissioning of integrated care services. 
This will provide guidance to a range of policymakers 
about the elements of integrated care that currently work 
well and highlight key areas for improvements. The find-
ings from this review will be relevant for a range of stake-
holders invested in making cost-efficient integrated care 
work as well as possible for service users now and in the 
future.



Page 7 of 8Howlett et al. Systematic Reviews          (2025) 14:224 	

Abbreviations
UK	� United Kingdom
CVD	� Cardiovascular disease
CFIR	� Consolidated Framework for Implementation Research
TDF	� Theoretical Domains Framework
COM-B	� Capability-opportunity-motivation-behaviour
PRU	� Policy Research Unit
CASP	� Critical Appraisal Skill Programme
NCD	� Non-communicable diseases
WHO	� World Health Organisation
CDC	� Center for Disease Control and Prevention

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s13643-​025-​02970-5.

Supplementary Material 1: Table S1. Search Strategy.

Acknowledgements
The authors wish to thank our policy partners at the Department of Health 
and Social Care (DHSC), including the Behavioural and Social Sciences Team 
(BeSST) at the Office for Health Improvement and Disparities (OHID), who 
provided helpful feedback throughout the development of this research.

Authors’ contributions
This review forms part of the study entitled Optimising Integrated Care 
Services: OptICS, a PRU-BaSS project led by AMC. AMC, EO, FS, FL, DO, AoD, 
IV, MPK, and SM conceived the study design and funding acquisition. NH led 
on the writing of the protocol, with input from VA, AM, FL, LMcG, EO, AoD, CK, 
and AMC. NH, AMC, AM, VA, and FL led on the conceptualisation of the review 
approach. All authors contributed to conceptualisation, writing, and approved 
the final manuscript.

Funding
This project is funded by the National Institute for Health and Care Research 
(NIHR) Policy Research Unit Behavioural and Social Sciences (PRU-BaSS project 
reference NIHR206241). This report presents independent research com-
missioned by the NIHR. The views and opinions expressed by authors in this 
publication are those of the authors and do not necessarily reflect those of the 
National Health Service (NHS), the NIHR, the Medical Research Council (MRC), 
the Central Commissioning Facility (CCF), the NIHR Evaluation, Trials and Stud-
ies Coordinating Centre (NETSCC), the Policy Research Unit programme, or the 
Department of Health and Social Care (DHSC).

Data availability
Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 NIHR Policy Research Unit (PRU) in Behavioural and Social Sciences, Centre 
for Behaviour Change (CBC), Department of Clinical, Educational and Health 
Psychology, University College London, 1–19 Torrington Place, London WC1E 
7HB, UK. 2 Department of Psychology, Sport, and Geography, University 
of Hertfordshire, College Lane Campus, College Lane, Hatfield AL10 9AB, UK. 
3 NIHR Policy Research Unit in Behavioural and Social Sciences, Population 
Health Sciences Institute, Newcastle University, Newcastle upon Tyne, UK. 
4 Centre for Behavioral and Implementation Science Interventions (BISI), Yong 
Loo Lin School of Medicine, National University of Singapore, Singapore, 

Singapore. 5 Department of Public Health and Primary Care and Cambridge 
Public Health, University of Cambridge, Cambridge, UK. 6 NIHR Policy Research 
Unit in Behavioural and Social Sciences, Centre for Health, Wellbeing 
and Behaviour Change, University of Bedfordshire, Polhill Avenue, Bed-
ford MK419EA, UK. 

Received: 29 January 2025   Accepted: 30 September 2025

References
	1.	 Siah KW, Wong CH, Gupta J, Lo AW. Multimorbidity and mortality: a data 

science perspective. J Multimorb Comorb. 2022;12. https://​doi.​org/​10.​
1177/​26335​56522​11054​31

	2.	 Makovski T, Schmitz S, Zeegers M, Stranges S, van der Akker M. Multimor-
bidity and quality of life: systematic literature review and meta-analysis. 
Ageing Res Rev. 2019;53. https://​doi.​org/​10.​1016/j.​arr.​2019.​04.​005

	3.	 Nunes B, Flores T, Mielke G, Thume E, Facchini LA. Multimorbidity and 
mortality in older adults: a systematic review and meta-analysis. Arch 
Gerontol Geriatr. 2016;67:130–8. https://​doi.​org/​10.​1016/j.​archg​er.​2016.​
07.​008.

	4.	 Soley-Bori M, Ashworth M, Bisquera A, Dodhia H, Lynch R, Wang Y, et al. 
Impact of multimorbidity on healthcare costs and utilisation: a systematic 
review of the UK literature. Br J Gen Pract. 2021;71(702):e39–46. https://​
doi.​org/​10.​3399/​bjgp2​0X713​897.

	5.	 De Wit L, Luppino F, van Straten A, Penninx B, Zitman F, Cuijpers P. Depres-
sion and obesity: a meta-analysis of community-based studies. Psychiatry 
Res. 2010;178(2):230–5. https://​doi.​org/​10.​1016/j.​psych​res.​2009.​04.​015.

	6.	 Amiri S, Behnezhad S. Obesity and anxiety symptoms: a systematic 
review and meta-analysis. Neuropsychiatrie. 2019;33(2):72–89. https://​doi.​
org/​10.​1007/​s40211-​019-​0302-9.

	7.	 Park M, Katon W, Wolf FM. Depression and risk of mortality in individuals 
with diabetes: a meta-analysis and systematic review. Gen Hosp Psychia-
try. 2013;35(3):217–25. https://​doi.​org/​10.​1016/j.​genho​sppsy​ch.​2013.​01.​
006.

	8.	 Lichtman J, Froelicher E, Blumenthal JA, Carney RM, Doering LV, Frasure-
Smith N, et al. Depression as a risk factor for poor prognosis among 
patients with acute coronary syndrome: systematic review and recom-
mendations: a scientific statement from the American Heart Association. 
Circulation. 2014;129(12):1350–69.

	9.	 Liapi F, Chater AM, Pescheny JV, Randhawa G, Pappas Y. Understanding 
the experience of service users in an integrated care programme for 
obesity and mental health: a qualitative investigation of total wellbeing 
Luton. Int J Environ Res Public Health. 2022;19(2):817. https://​doi.​org/​10.​
3390/​ijerp​h1902​0817.

	10.	 O’Neil A, Jacka FN, Quirk SE, Cocker F, Taylor CB, Oldenburg B, et al. A 
shared framework for the common mental disorders and non-communi-
cable disease: key considerations for disease prevention and control. BMC 
Psychiatry. 2015;15(1):1–6.

	11.	 Centers for Disease Control and Prevention. Public health action plan to 
integrate mental health promotion and mental illness prevention with 
chronic disease prevention, 2011–2015.

	12.	 WHO. Global NCD Action Plan 2013–2020. Geneva: WHO; 2013.
	13.	 World Health Organisation. Interim report: placing people and communi-

ties at the centre of health services: WHO global strategy on integrated 
people-centred health services 2016–2026. Available from: https://​apps.​
who.​int/​iris/​bitst​ream/​handle/​10665/​180984/​WHO_​HIS_​SDS_​2015.​20_​
eng.​pdf.

	14.	 NHS England. What are integrated care systems? Available from: https://​
www.​engla​nd.​nhs.​uk/​integ​rated​care/​what-​is-​integ​rated-​care/.

	15.	 Rohwer A, Toews I, Uwimana-Nicol J. Models of integrated care for multi-
morbidity assessed in systematic reviews: a scoping. BMC Health Serv 
Res. 2023;23(1):894.

	16.	 Goddard M, Mason AM. Integrated care: a pill for all ills? Int J Health Policy 
Manag. 2017;6(1):1–3. https://​doi.​org/​10.​15171/​ijhpm.​2016.​111.

	17.	 Cameron A, Lart R, Bostock L, Coomber C. Factors that promote and 
hinder joint and integrated working between health and social care 
services: a review of research literature. Health Soc Care Community. 
2013;22(3):225–33.

https://doi.org/10.1186/s13643-025-02970-5
https://doi.org/10.1186/s13643-025-02970-5
https://doi.org/10.1177/26335565221105431
https://doi.org/10.1177/26335565221105431
https://doi.org/10.1016/j.arr.2019.04.005
https://doi.org/10.1016/j.archger.2016.07.008
https://doi.org/10.1016/j.archger.2016.07.008
https://doi.org/10.3399/bjgp20X713897
https://doi.org/10.3399/bjgp20X713897
https://doi.org/10.1016/j.psychres.2009.04.015
https://doi.org/10.1007/s40211-019-0302-9
https://doi.org/10.1007/s40211-019-0302-9
https://doi.org/10.1016/j.genhosppsych.2013.01.006
https://doi.org/10.1016/j.genhosppsych.2013.01.006
https://doi.org/10.3390/ijerph19020817
https://doi.org/10.3390/ijerph19020817
https://apps.who.int/iris/bitstream/handle/10665/180984/WHO_HIS_SDS_2015.20_eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/180984/WHO_HIS_SDS_2015.20_eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/180984/WHO_HIS_SDS_2015.20_eng.pdf
https://www.england.nhs.uk/integratedcare/what-is-integrated-care/
https://www.england.nhs.uk/integratedcare/what-is-integrated-care/
https://doi.org/10.15171/ijhpm.2016.111


Page 8 of 8Howlett et al. Systematic Reviews          (2025) 14:224 

	18.	 Davidson L, Scott J, Forster N. Patient experiences of integrated care 
within the United Kingdom: a systematic review. Int J Care Coord. 
2021;24(2):39–56. https://​doi.​org/​10.​1177/​20534​34521​10045​03.

	19.	 Knowles SE, Chew-Graham C, Adeyemi I, Coupe N, Coventry PA. Manag-
ing depression in people with multimorbidity: a qualitative evaluation 
of an integrated collaborative care model. BMC Fam Pract. 2015;16(1):32. 
https://​doi.​org/​10.​1186/​s12875-​015-​0246-5.

	20.	 Aufegger L, Alabi M, Darzi A, Leader C. Sharing leadership: current 
attitudes, barriers and needs of clinical and non-clinical managers in UK’s 
integrated care system. BMJ. 2020;4:128–34. https://​doi.​org/​10.​1136/​
leader-​2020-​000228.

	21.	 Gongora-Salazar P, Glogowska M, Fitzpatrick R, Perera R, Tsiachristas A. 
Commissioning [Integrated] Care in England: An Analysis of the Current 
Decision Context. Int J Integr Care. 2022;22(4):1–16. https://​doi.​org/​10.​
5334/​ijic.​6693.

	22.	 Roberge P, Hudon C, Pavilanis A, Beaulieu M-C, Benoit A, Brouillet H, et al. 
A qualitative study of perceived needs and factors associated with the 
quality of care for common mental disorders in patients with chronic 
diseases: the perspective of primary care clinicians and patients. BMC 
Fam Pract. 2016;17(1):134. https://​doi.​org/​10.​1186/​s12875-​016-​0531-y.

	23.	 Tönnies J, Oeljeklaus L, Wensing M, Hartmann M, Friederich HC, Haun 
MW. Health policy experts’ perspectives on implementing mental health 
specialist video consultations in routine primary care–a qualitative inter-
view study. BMC Health Serv Res. 2021;21:713. https://​doi.​org/​10.​1186/​
s12913-​021-​06676-x.

	24.	 Anderson E, Solch AK, Fincke BG, Meterko M, Wormwood JB, Vimalananda 
VG. Concerns of primary care clinicians practicing in an integrated health 
system: a qualitative study. J Gen Intern Med. 2020.17;35(11):3218–44. 
https://​doi.​org/​10.​1007/​s11606-​020-​06193-3

	25.	 Thornicroft G, Ahuja S, Barber S, Chisholm D, Collins PY, Docrat S, et al. 
Integrated care for people with long-term mental and physical health 
conditions in low-income and middle-income countries. Lancet. 
2018;6(2):174–86. https://​doi.​org/​10.​1016/​S2215-​0366(18)​30298-0.

	26.	 Wakida EK, Talib ZM, Akena D, Okello ES, Kinengyere A, Mindra A, et al. 
Barriers and facilitators to the integration of mental health services into 
primary health care: a systematic review. Syst Rev. 2018;7:211. https://​doi.​
org/​10.​1186/​s13643-​018-​0882-7.

	27.	 Michie S, Atkins L, West R. The behaviour change wheel - A guide to 
designing interventions. London: Silver Back Publishing; 2014.

	28.	 Michie S, van Stralen MM, West R. The behaviour change wheel: a new 
method for characterising and designing behaviour change interven-
tions. Implement Sci. 2011;6(1):1–12.

	29.	 Sadler E, Sandall J, Sevdalis N, Wilson D. The contribution of imple-
mentation science to improving the design and evaluation of 
integrated care programmes for older people with frailty. J Integr Care. 
2019;27(3):232–40.

	30.	 Damschroder LJ, Reardon CM, Widerquist MAO, Lowery J. The updated 
Consolidated Framework for Implementation Research based on user 
feedback. Implement Sci 2022;17(1):1–16.

	31.	 Cane J, O’Connor D, Michie S. Validation of the theoretical domains 
framework for use in behaviour change and implementation research. 
Implement Sci. 2012;7(1):1–17.

	32.	 Chater AM, Family H, Abraao LM, Burnett E, Castro-Sanchez E, Du Toit 
B, et al. Influences on nurses’ engagement in antimicrobial stewardship 
behaviours: a multi-country survey using the theoretical domains frame-
work. J Hosp Infect. 2022;129:171–80.

	33.	 Birken SA, Powell BJ, Presseau J, Kirk MA, Lorencatto F, Gould NJ, et al. 
Combined use of the Consolidated Framework for Implementation 
Research (CFIR) and the Theoretical Domains Framework (TDF): a 
systematic review. Implement Sci. 2017;12:2. https://​doi.​org/​10.​1186/​
s13012-​016-​0534-z.

	34.	 Kadu MK, Stolee P. Facilitators and barriers of implementing the chronic 
care model in primary care: a systematic review. BMC Fam Pract. 
2015;16:12. https://​doi.​org/​10.​1186/​s12875-​014-​0219-0.

	35.	 Greenwood H, Davidson A, Thomas R, Albarqouni L. Common barriers 
and enablers to the use of non-drug interventions for managing com-
mon chronic conditions in primary care: an overview of reviews. BMC 
Prim Care. 2024;25:108. https://​doi.​org/​10.​1186/​s12875-​024-​02321-8.

	36.	 Le PD, Eschliman EL, Grivel MM, Tang J, Cho YG, Yang X, et al. Barriers and 
facilitators to implementation of evidence-based task-sharing mental 
health interventions in low-and middle-income countries: a systematic 

review using. Implement Sci. 2022;17:4. https://​doi.​org/​10.​1186/​
s13012-​021-​01179-z.

	37.	 Presseau J, Mccleary N, Lorencatto F, Patey AM, Grimshaw JM, Francis JJ. 
Action, actor, context, target, time (AACTT): a framework for specify-
ing behaviour. Implement Sci. 2019;14:102. https://​doi.​org/​10.​1186/​
s13012-​019-​0951-x.

	38.	 The King’s Fund. Integrated Care Systems Explained. 2020. Available 
from: https://​www.​kings​fund.​org.​uk/​insig​ht-​and-​analy​sis/​long-​reads/​
integ​rated-​care-​syste​ms-​expla​ined.

	39.	 CASP-UK. CASP - Critical Appraisal Skills Programme. CASP Checklists - 
Critical Appraisal Skills Programme. 2022. Available from: https://​casp-​uk.​
net/​casp-​tools-​check​lists/.

	40.	 Chater A, Family H, Lim R, Courtenay M. Influences on antibiotic pre-
scribing by non-medical prescribers for respiratory tract infections: a 
systematic review using the theoretical domains framework. J Antimicrob 
Chemother. 2020;75(12):3458–70. https://​doi.​org/​10.​1093/​jac/​dkaa3​35.

	41.	 For the WIDeR-EyeS Project team, Graham-Rowe E, Lorencatto F, Law-
renson JG, Burr J, Grimshaw JM, et al. Barriers and enablers to diabetic 
retinopathy screening attendance: Protocol for a systematic review. Syst 
Rev. 2016;5(1):134.

	42.	 Lewin S, Booth A, Glenton C, Munthe-Kaas H, Rashidian A, Wainwright M, 
et al. Applying GRADE-CERQual to qualitative evidence synthesis find-
ings: introduction to the series. Implement Sci. 2018;13(Suppl 1):2.

	43.	 Cooper S, Schmidt BM, Sambala EZ, Swartz A, Colvin CJ, Leon N, et al. 
Factors that influence parents’ and informal caregivers’ acceptance of 
routine childhood vaccination: a qualitative evidence synthesis. Cochrane 
Database Syst Rev. 2019;2:CD013265.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1177/20534345211004503
https://doi.org/10.1186/s12875-015-0246-5
https://doi.org/10.1136/leader-2020-000228
https://doi.org/10.1136/leader-2020-000228
https://doi.org/10.5334/ijic.6693
https://doi.org/10.5334/ijic.6693
https://doi.org/10.1186/s12875-016-0531-y
https://doi.org/10.1186/s12913-021-06676-x
https://doi.org/10.1186/s12913-021-06676-x
https://doi.org/10.1007/s11606-020-06193-3
https://doi.org/10.1016/S2215-0366(18)30298-0
https://doi.org/10.1186/s13643-018-0882-7
https://doi.org/10.1186/s13643-018-0882-7
https://doi.org/10.1186/s13012-016-0534-z
https://doi.org/10.1186/s13012-016-0534-z
https://doi.org/10.1186/s12875-014-0219-0
https://doi.org/10.1186/s12875-024-02321-8
https://doi.org/10.1186/s13012-021-01179-z
https://doi.org/10.1186/s13012-021-01179-z
https://doi.org/10.1186/s13012-019-0951-x
https://doi.org/10.1186/s13012-019-0951-x
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/integrated-care-systems-explained
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/integrated-care-systems-explained
https://casp-uk.net/casp-tools-checklists/
https://casp-uk.net/casp-tools-checklists/
https://doi.org/10.1093/jac/dkaa335

	Factors that influence the commissioning and implementation of integrated care for adults at risk of cardiovascular disease and mild-to-moderate mental health concerns in the UK: a systematic review protocol
	Abstract 
	Background 
	Methods 
	Discussion 
	Systematic review registration 

	Introduction
	Research questions

	Methods
	Eligibility criteria
	Population
	Intervention
	Comparison
	Outcomes
	Study type

	Information sources
	Search strategy
	Data management
	Selection process
	Data collection process
	Data items
	Outcomes and prioritisation
	Quality assessment of individual studies
	Data synthesis
	Subgroup analysis
	Confidence in cumulative evidence
	Dissemination plans
	Public and Patient Involvement and Engagement (PPIE)

	Discussion
	Acknowledgements
	References


