Supplemental Material 
Appendix I
Search Strategy
The following search strategy was developed and run September 2022 and re-run in March 2024.
Ovid MEDLINE(R) ALL 1946 to March 08, 2024
Search date: March 11, 2024

	1
	Aged/
	3434803

	2
	"Aged, 80 and Over"/
	1019692

	3
	Centenarians/
	145

	4
	Nonagenarians/
	147

	5
	Octogenarians/
	289

	6
	Aging/
	254388

	7
	(supercentenarian? or centenarian? or nonagenarian? or octogenarian? or septuagenarian? or sexagenarian? or old* age* or elder* or eldest or frail* or oldest old* or senior* or senium or very old* or ag?ing or geriatr* or senescen* or retiree? or veteran?).ti,ab,kf.
	881246

	8
	((aged or old* or retired) adj2 (people or person? or wom#n or m#n or female? or male? or client? or patient? or inpatient? or in-patient? or outpatient? or out-patient? or adult? or subject? or population? or resident? or individual?)).ti,ab,kf.
	1269160

	9
	or/1-8 [older adults]
	4787652

	10
	Independent Living/
	12104

	11
	Community Integration/
	448

	12
	Deinstitutionalization/
	3312

	13
	Homebound Persons/
	732

	14
	((communit* or home* or independen*) adj5 (living or lived or live or dwelling)).ti,ab,kf.
	71997

	15
	(in home or at home or own home or in place or home based or home-based or homebased or home bound or homebound or home-bound or deinstitutionaliz* or deinstitutionalis* or domicil*).ti,ab,kf.
	150407

	16
	("alternate level care" or ALC or "medically discharge?").ti,ab,kf.
	3067

	17
	or/10-16 [living at home or in the community]
	221032

	18
	Home Care Services/
	36727

	19
	Home Health Nursing/
	379

	20
	Home Nursing/
	8669

	21
	Respite Care/
	1095

	22
	Homemaker Services/
	451

	23
	Managed Care Programs/
	24552

	24
	Case Management/
	10712

	25
	Community Health Services/
	33281

	26
	Adult Day Care Centers/
	148

	27
	Community Health Nursing/
	19772

	28
	Community Mental Health Services/
	19081

	29
	Foster Home Care/
	3937

	30
	Group Homes/
	1030

	31
	Senior Centers/
	112

	32
	Community Pharmacy Services/
	5904

	33
	Housing for the Elderly/
	1652

	34
	("Home-and-Community-Based Services" or HCBS or "community support*" or home care or daycare or day care or foster care or family care home? or family home? or group home? or senior centre* or senior center*).ti,ab,kf.
	42033

	35
	(communit* adj3 (care or service*)).ti,ab,kf.
	49818

	36
	"case manage*".ti,ab,kf.
	15928

	37
	(house call* or (home adj3 visit*) or (pharmac* adj3 visit) or ((home or house) adj2 appointment*)).ti,ab,kf.
	14519

	38
	(home adj3 (intervention* or support* or assessment*)).ti,ab,kf.
	11281

	39
	(((multifactorial or complex* or individual*) adj5 (program* or initiative? or strateg* or model* or support* or activit* or service? or intervention? or approach* or assess*)) and (home or communit*)).ti,ab,kf.
	32113

	40
	or/18-39 [complex interventions at home or in the community]
	265112

	41
	Multimorbidity/
	3181

	42
	Comorbidity/
	126223

	43
	Chronic Disease/
	284210

	44
	Multiple Chronic Conditions/
	740

	45
	Disabled Persons/
	48503

	46
	(complex* adj2 (care or health* or need?)).ti,ab,kf.
	17915

	47
	(chronic* adj2 (medical* or disease? or ill* or condition? or syndrom* or disorder?)).ti,ab,kf.
	379438

	48
	((impair* or d#sfunction) adj2 (cogniti* or neurocogniti* or physical*)).ti,ab,kf.
	135040

	49
	((concurrent or cooccur* or co-occur* or coexist* or co-exist* or multi*) adj2 (morbid* or ill* or disease? or condition? or syndrom* or disorder? or diagnos*)).ti,ab,kf.
	149875

	50
	(multidisease? or multicondition? or multimorbid* or multi-morbid* or comorbid* or co-morbid* or disab* or frail*).ti,ab,kf.
	601219

	51
	Physical Functional Performance/
	2831

	52
	"Activities of Daily Living"/
	74328

	53
	Cognitive Dysfunction/
	39133

	54
	Frailty/
	10480

	55
	Dementia/
	63516

	56
	Alzheimer Disease/
	123809

	57
	(dementia or alzheimer*).ti,ab,kf.
	289744

	58
	(functional adj2 (status or limit* or capacit* or independen* or disabilit* or change* or declin* or abilit* or impair*)).ti,ab,kf.
	150296

	59
	or/41-58 [functional decline or multiple chronic conditions]
	1863431

	60
	Program Evaluation/
	67502

	61
	Program Development/
	30354

	62
	(program* or initiative? or strateg* or model* or support* or activit* or service? or intervention? or approach* or assess*).ti,kf.
	3669975

	63
	(program* or initiative? or strateg* or model* or support* or activit* or service? or intervention? or approach* or assess*).ab. /freq=2
	7269825

	64
	or/60-63 [programs or models]
	8808666

	65
	9 and 17 and 40 and 59 and 64
	7684



CINAHL with Full Text
Date searched: March 11, 2024
	1
	(MH "Aged")
	939,737

	2
	(MH "Aged, 80 and Over")
	341,634

	3
	(MH "Centenarians")
	149

	4
	(MH "Nonagenarians")
	107

	5
	(MH "Octogenarians")
	171

	6
	(MH "Aging")
	56,628

	7
	TI (supercentenarian# or centenarian# or nonagenarian# or octogenarian# or septuagenarian# or sexagenarian# or old* age* or elder* or eldest or frail* or "oldest old*" or senior* or senium or "very old*" or ag#ing or geriatr* or senescen* or retiree# or veteran#) OR AB (supercentenarian# or centenarian# or nonagenarian# or octogenarian# or septuagenarian# or sexagenarian# or old* age* or elder* or eldest or frail* or "oldest old*" or senior* or senium or "very old*" or ag#ing or geriatr* or senescen* or retiree# or veteran#)
	341,825

	8
	TI ((aged or old* or retired) N2 (people or person* or wom?n or m?n or female* or male# or client# or patient# or inpatient# or in-patient# or outpatient# or out-patient# or adult# or subject# or population# or resident# or individual#)) OR AB ((aged or old* or retired) N2 (people or person* or wom?n or m?n or female* or male# or client# or patient# or inpatient# or in-patient# or outpatient# or out-patient# or adult# or subject# or population# or resident# or individual#))
	302,554

	9
	1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8
	1,240,338

	10
	(MH "Community Living")
	20,834

	11
	(MH "Community Reintegration")
	2224

	12
	(MH "Deinstitutionalization")
	1162

	13
	(MH "Homebound Persons")
	804

	14
	TI (communit* or home* or independen*) N5 (living or lived or live or dwelling)) OR AB (communit* or home* or independen*) N5 (living or lived or live or dwelling))
	55,707

	15
	TI ("in home" or "at home" or "own home" or "in place" or "home based" or home-based or homebased or "home bound" or homebound or home-bound or deinstitutionaliz* or deinstitutionalis* or domicil*) OR AB ("in home" or "at home" or "own home" or "in place" or "home based" or home-based or homebased or "home bound" or homebound or home-bound or deinstitutionaliz* or deinstitutionalis* or domicil*)
	169,698

	16
	TI ("alternate level care" or ALC or "medically discharge?") OR AB ("alternate level care" or ALC or "medically discharge?")
	626

	17
	10 OR 11 OR 12 OR 13 OR 14 OR 15 OR 16
	218,742

	18
	(MH "Home Health Care")
	26,763

	19
	(MH "Home Health Nursing")
	7551

	20
	(MH "Home Nursing")
	3963

	21
	(MH "Respite Care")
	1489

	22
	(MH "Homemaker Services")
	478

	23
	(MH "Managed Care Programs")
	12027

	24
	(MH "Case Management")
	18034

	25
	(MH "Community Health Services")
	26,623

	26
	(MH "Day Care")
	2942

	27
	(MH "Community Health Nursing")
	29,990

	28
	(MH "Community Mental Health Nursing")
	1,934

	29
	(MH "Foster Home Care")
	5588

	30
	(MH "Senior Centers")
	152

	31
	(MH "Housing for Older Persons")
	3851

	32
	(MH "Assisted Living")
	3430

	33
	TI ("Home-and-Community-Based Services" or HCBS or "community support*" or "home care" or daycare or "day care" or "foster care" or "family care home#" or "family home#" or "group home#" or "senior centre*" or "senior center*") OR AB ("Home-and-Community-Based Services" or HCBS or "community support*" or "home care" or daycare or "day care" or "foster care" or "family care home#" or "family home#" or "group home#" or "senior centre*" or "senior center*")
	28,801

	34
	TI (communit* N3 (care or service*)) OR AB (communit* N3 (care or service*))
	38,645

	35
	TI ("case manage*") OR AB ("case manage*")
	12,446

	36
	TI ("house call*" or (home N3 visit*) or (pharmac* N3 visit) or ((home or house) N2 appointment*)) OR AB ("house call*" or (home N3 visit*) or (pharmac* N3 visit) or ((home or house) N2 appointment*)
	13,649

	37
	TI (home N3 (intervention* or support* or assessment*)) OR AB (home N3 (intervention* or support* or assessment*))
	10,700

	38
	TI (((multifactorial or complex* or individual*) N5 (program* or initiative# or strateg* or model* or support* or activit* or service# or intervention# or approach* or assess*)) and (home or communit*)) OR AB (((multifactorial or complex* or individual*) N5 (program* or initiative# or strateg* or model* or support* or activit* or service# or intervention# or approach* or assess*)) and (home or communit*))
	19,512

	39
	18 OR 19 OR 20 OR 21 OR 22 OR 23 OR 24 OR 25 OR 26 OR 27 OR 28 OR 29 OR 30 OR 31 OR 32 OR 33 OR 34 OR 35 OR 36 OR 37 OR 38
	207,943

	40
	(MH "Comorbidity")
	73,385

	41
	(MH "Chronic Disease")
	74,008

	42
	(MH "Persons with Disabilities")
	38,770

	43
	TI (complex* N2 (care or health* or need#)) OR AB (complex* N2 (care or health* or need#))
	15,880

	44
	TI (chronic* N2 (medical* or disease# or ill* or condition# or syndrom* or disorder#)) OR AB (chronic* N2 (medical* or disease# or ill* or condition# or syndrom* or disorder#))
	136,640

	45
	TI ((impair* or d?sfunction) N2 (cogniti* or neurocogniti* or physical*)) OR AB ((impair* or d?sfunction) N2 (cogniti* or neurocogniti* or physical*))
	46,313

	46
	TI ((concurrent or cooccur* or co-occur* or coexist* or co-exist* or multi*) N2 (morbid* or ill* or disease# or condition# or syndrom* or disorder# or diagnos*)) OR AB ((concurrent or cooccur* or co-occur* or coexist* or co-exist* or multi*) N2 (morbid* or ill* or disease# or condition# or syndrom* or disorder# or diagnos*))
	

	47
	TI (multidisease# or multicondition# or multimorbid* or multi-morbid* or comorbid* or co-morbid* or disab* or frail*) OR AB (multidisease# or multicondition# or multimorbid* or multi-morbid* or comorbid* or co-morbid* or disab* or frail*)
	245,993

	48
	(MH "Physical Performance")
	7,289

	49
	(MH "Activities of Daily Living")
	39,337

	50
	(MH "Mild Cognitive Impairment")
	142

	51
	(MH "Frailty Syndrome")
	5117

	52
	(MH "Dementia")
	47,022

	53
	(MH "Alzheimer's Disease")
	38,198

	54
	TI (dementia or alzheimer*) OR AB (dementia or alzheimer*)
	92,529

	55
	TI (functional N2 (status or limit* or capacit* or independen* or disabilit* or change* or declin* or abilit* or impair*)) OR AB (functional N2 (status or limit* or capacit* or independen* or disabilit* or change* or declin* or abilit* or impair*))
	52,989

	56
	40 OR 41 OR 42 OR 43 OR 44 OR 45 OR 46 OR 47 OR 48 OR 49 OR 50 OR 51 OR 52 OR 53 OR 54 OR 55
	686,364

	57
	(MH "Program Evaluation")
	50,766

	58
	(MH "Program Development")
	30,744

	59
	TI (program* or initiative# or strateg* or model* or support* or activit* or service# or intervention# or approach* or assess*) OR AB (program* or initiative# or strateg* or model* or support* or activit* or service# or intervention# or approach* or assess*)
	2,988,642

	60
	57 OR 58 OR 59
	3,000,524

	61
	9 AND 17 AND 39 AND 56 AND 60
	10,309




Embase (Elsevier) 
Date searched: March 11, 2024
	#1
	'aged'/de
	
3,892,092

	#2
	'very elderly'/de
	
305,828

	#3
	'aging'/de
	
335,315

	#4
	(supercentenarian$:ti,ab,kw OR centenarian$:ti,ab,kw OR nonagenarian$:ti,ab,kw OR octogenarian$:ti,ab,kw OR septuagenarian$:ti,ab,kw OR sexagenarian$:ti,ab,kw OR old*:ti,ab,kw) AND age*:ti,ab,kw OR elder*:ti,ab,kw OR eldest:ti,ab,kw OR frail*:ti,ab,kw OR 'oldest old*':ti,ab,kw OR senior*:ti,ab,kw OR senium:ti,ab,kw OR 'very old*':ti,ab,kw OR ag$ing:ti,ab,kw OR geriatr*:ti,ab,kw OR senescen*:ti,ab,kw OR retiree$:ti,ab,kw OR veteran$:ti,ab,kw
	1,968,476

	#5
	((aged OR old* OR retired) NEAR/2 (people OR person* OR wom?n OR m?n OR female* OR male$ OR client$ OR patient$ OR inpatient$ OR in-patient$ OR outpatient$ OR out-patient$ OR adult$ OR subject$ OR population$ OR resident$ OR individual$)):ab,ti,kw

	1,819,222

	#6
	#1 OR #2 OR #3 OR #4 OR #5
	
6,054,730

	#7
	'independent living'/de
	
7,872

	#8
	'community integration'/de
	
1,395

	#9
	'deinstitutionalization'/de
	
2,921

	#10
	'homebound patient'/de
	754

	#11
	((communit* OR home* OR independen*) NEAR/5 (living OR lived OR live OR dwelling)):ti,ab,kw

	91,562


	#12
	'in home':ti,ab,kw OR 'at home':ti,ab,kw OR 'own home':ti,ab,kw OR 'in place':ti,ab,kw OR 'home based':ti,ab,kw OR 'home-based':ti,ab,kw OR homebased:ti,ab,kw OR 'home bound':ti,ab,kw OR homebound:ti,ab,kw OR 'home-bound':ti,ab,kw OR deinstitutionaliz*:ti,ab,kw OR deinstitutionalis*:ti,ab,kw OR domicil*:ti,ab,kw

	218,099

	#13
	'alternate level care':ti,ab,kw OR alc:ti,ab,kw OR "medically discharge$":ti,ab,kw

	6,068

	#14
	#7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13
	308,422

	#15
	'home care'/de
	73,535

	#16
	'visiting nursing service'/de
	262

	#17
	'respite care'/de
	1,308

	#18
	'managed care'/de
	18,662

	#19
	'case management'/de
	13,859

	#20
	'community care'/de
	66,692

	#21
	'adult day care'/de
	267

	#22
	'community health nursing'/de
	28,085

	#23
	'community mental health service'/de
	759

	#24
	'foster care'/de
	5,725

	#25
	'senior center'/de
	479

	#26
	'pharmacy (shop)'/de
	87,413

	#27
	'home for the aged'/de
	13,107

	#28
	'home-and-community-based services':ti,ab,kw OR hcbs:ti,ab,kw OR 'community support*':ti,ab,kw OR 'home care':ti,ab,kw OR daycare:ti,ab,kw OR 'day care':ti,ab,kw OR 'foster care':ti,ab,kw OR 'family care home$':ti,ab,kw OR 'family home$':ti,ab,kw OR 'group home?':ti,ab,kw OR 'senior centre*':ti,ab,kw OR 'senior center*':ti,ab,kw
	53,308

	#29
	(communit* NEAR/3 (care OR service*)):ti,ab,kw
	64,555

	#30
	'case manage*':ti,ab,kw
	21,206

	#31
	'house call*':ti,ab,kw OR ((home NEAR/3 visit*):ti,ab,kw) OR ((pharmac* NEAR/3 visit):ti,ab,kw) OR (((home OR house) NEAR/2 appointment*):ti,ab,kw)
	19,889

	#32
	(home NEAR/3 (intervention* OR support* OR assessment*)):ti,ab,kw
	15,743

	#33
	(((multifactorial OR complex* OR individual*) NEAR/5 (program* OR initiative? OR strateg* OR model* OR support* OR activit* OR service$ OR intervention$ OR approach* OR assess*)):ti,ab,kw) AND (home:ti,ab,kw OR communit*:ti,ab,kw)
	38,521

	#34
	#15 OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR #26 OR #27 OR #28 OR #29 OR #30 OR #31 OR #32 OR #33
	428,933

	#35
	'multiple chronic conditions'/de
	9,313

	#36
	'comorbidity'/de
	409,151

	#37
	'chronic disease'/de
	227,963

	#38
	'disabled person'/de
	40,600

	#39
	(complex* NEAR/2 (care OR health* OR need$)):ti,ab,kw
	23,868

	#40
	(chronic* NEAR/2 (medical* OR disease$ OR ill* OR condition$ OR syndrom* OR disorder$)):ti,ab,kw
	562,004

	#41
	((impair* OR d?sfunction) NEAR/2 (cogniti* OR neurocogniti* OR physical*)):ti,ab,kw
	201,801

	#42
	((concurrent OR cooccur* OR 'co occur*' OR coexist* OR 'co exist*' OR multi*) NEAR/2 (morbid* OR ill* OR disease$ OR condition$ OR syndrom* OR disorder$ OR diagnos*)):ti,ab,kw
	222,898

	#43
	Multidisease$:ti,ab,kw OR multicondition$:ti,ab,kw OR multimorbid*:ti,ab,kw OR 'multi morbid*':ti,ab,kw OR comorbid*:ti,ab,kw OR 'co morbid*':ti,ab,kw OR disab*:ti,ab,kw OR frail*:ti,ab,kw
	948,466

	#44
	'physical performance'/de
	29,341

	#45
	'daily life activity'/de
	119,501

	#46
	'cognitive defect'/de
	226,783

	#47
	'frailty'/de
	29,766

	#48
	'dementia'/de
	153,894

	#49
	'alzheimer disease'/de
	257,057

	#50
	dementia:ti,ab,kw OR alzheimer*:ti,ab,kw
	400,254

	#51
	(functional NEAR/2 (status OR limit* OR capacit* OR independen* OR disabilit* OR change* OR declin* OR abilit* OR impair*)):ti,ab,kw
	219,797

	#52
	#35 OR #36 OR #37 OR #38 OR #39 OR #40 OR #41 OR #42 OR #43 OR #44 OR #45 OR #46 OR #47 OR #48 OR #49 OR #50 OR #51 
	2,733,936

	#53
	'program evaluation'/de
	19,296

	#54
	'program development'/de
	26,235

	#55
	program*:ti,ab,kw OR initiative$:ti,ab,kw OR strateg*:ti,ab,kw OR model*:ti,ab,kw OR support*:ti,ab,kw OR activit*:ti,ab,kw OR service$:ti,ab,kw OR intervention$:ti,ab,kw OR approach*:ti,ab,kw OR assess*:ti,ab,kw
	18,139,712

	#56
	#53 OR #54 OR #55 
	18,146,912

	#57
	#6 AND #14 AND #34 AND #52 AND #56
	12,281



Scopus 
Date searched: March 11, 2024
	TITLE-ABS-KEY ( ( program*  OR  initiative*  OR  strateg*  OR  model*  OR  support*  OR  activit*  OR  service*  OR  intervention*  OR  approach*  OR  assess* ) )  AND  ( ( TITLE-ABS-KEY ( functional  W/2  ( status  OR  limit*  OR  capacit*  OR  independen*  OR  disabilit*  OR  change*  OR  declin*  OR  abilit*  OR  impair* ) ) )  OR  ( TITLE-ABS-KEY ( dementia  OR  alzheimer* ) )  OR  ( TITLE-ABS-KEY ( multidisease*  OR  multicondition*  OR  multimorbid*  OR  multi-morbid*  OR  comorbid*  OR  co-morbid*  OR  disab*  OR  frail* ) )  OR  ( TITLE-ABS-KEY ( ( concurrent  OR  cooccur*  OR  co-occur*  OR  coexist*  OR  co-exist*  OR  multi* )  W/2  ( morbid*  OR  ill*  OR  disease*  OR  condition*  OR  syndrom*  OR  disorder*  OR  diagnos* ) ) )  OR  ( TITLE-ABS-KEY ( ( impair*  OR  disfunction  OR  dysfunction )  W/2  ( cogniti*  OR  neurocogniti*  OR  physical* ) ) )  OR  ( TITLE-ABS-KEY ( chronic*  W/2  ( medical*  OR  disease*  OR  ill*  OR  condition*  OR  syndrom*  OR  disorder* ) ) )  OR  ( TITLE-ABS-KEY ( complex*  W/2  ( care  OR  health*  OR  need* ) ) ) )  AND  ( ( TITLE-ABS-KEY ( ( ( multifactorial  OR  complex*  OR  individual* )  W/5  ( program*  OR  initiative*  OR  strateg*  OR  model*  OR  support*  OR  activit*  OR  service*  OR  intervention*  OR  approach*  OR  assess* ) )  AND  ( home  OR  communit* ) ) )  OR  ( TITLE-ABS-KEY ( home  W/3  ( intervention*  OR  support*  OR  assessment* ) ) )  OR  ( TITLE-ABS-KEY ( "house call*"  OR  ( home  W/3  visit* )  OR  ( pharmac*  W/3  visit )  OR  ( ( home  OR  house )  W/2  appointment* ) ) )  OR  ( TITLE-ABS-KEY ( "case manage*" ) )  OR  ( TITLE-ABS-KEY ( communit*  W/3  ( care  OR  service* ) ) )  OR  ( TITLE-ABS-KEY ( "Home-and-Community-Based Services"  OR  hcbs  OR  "community support*"  OR  "home care"  OR  daycare  OR  "day care"  OR  "foster care"  OR  "family care home*"  OR  "family home*"  OR  "group home*"  OR  "senior centre*"  OR  "senior center*" ) ) )  AND  ( ( TITLE-ABS-KEY ( ( "alternate level care"  OR  alc  OR  "medically discharge*" ) ) )  OR  ( TITLE-ABS-KEY ( "in home"  OR  "at home"  OR  "own home"  OR  "in place"  OR  "home based"  OR  home-based  OR  homebased  OR  "home bound"  OR  homebound  OR  home-bound  OR  deinstitutionaliz*  OR  deinstitutionalis*  OR  domicil* ) )  OR  ( TITLE-ABS-KEY ( ( communit*  OR  home*  OR  independen* )  W/5  ( living  OR  lived  OR  live  OR  dwelling ) ) ) )  AND  ( ( TITLE-ABS-KEY ( ( aged  OR  old*  OR  retired )  W/2  ( people  OR  person*  OR  women  OR  woman  OR  men  OR  man  OR  female*  OR  male*  OR  client*  OR  patient*  OR  inpatient*  OR  in-patient*  OR  outpatient*  OR  out-patient*  OR  adult*  OR  subject*  OR  population*  OR  resident*  OR  individual* ) ) )  OR  ( TITLE-ABS-KEY ( supercentenarian*  OR  centenarian*  OR  nonagenarian*  OR  octogenarian*  OR  septuagenarian*  OR  sexagenarian*  OR  "old* age*"  OR  elder*  OR  eldest  OR  frail*  OR  "oldest old*"  OR  senior*  OR  senium  OR  "very old*"  OR  aging  OR  ageing  OR  geriatr*  OR  senescen*  OR  retiree*  OR  veteran* ) ) )  
	10,980



APA PsycInfo (EBSCO)
Date searched: March 11, 2024
	S1
	(DE "Older Adulthood")
	18,161

	S2
	(DE "Aging")
	94,187

	S3
	TI (supercentenarian# or centenarian# or nonagenarian# or octogenarian# or septuagenarian# or sexagenarian# or old* age* or elder* or eldest or frail* or "oldest old*" or senior* or senium or "very old*" or ag#ing or geriatr* or senescen* or retiree# or veteran#) OR AB (supercentenarian# or centenarian# or nonagenarian# or octogenarian# or septuagenarian# or sexagenarian# or old* age* or elder* or eldest or frail* or "oldest old*" or senior* or senium or "very old*" or ag#ing or geriatr* or senescen* or retiree# or veteran#)
	263,148

	S4
	TI ((aged or old* or retired) N2 (people or person* or wom?n or m?n or female* or male# or client# or patient# or inpatient# or in-patient# or outpatient# or out-patient# or adult# or subject# or population# or resident# or individual#)) OR AB ((aged or old* or retired) N2 (people or person* or wom?n or m?n or female* or male# or client# or patient# or inpatient# or in-patient# or outpatient# or out-patient# or adult# or subject# or population# or resident# or individual#))
	263,189

	S5
	S1 OR S2 OR S3 OR S4
	450,080

	S6
	(DE "Aging in Place")
	319

	S7
	(DE "Deinstitutionalization")
	2,964

	S8
	(DE "Homebound")
	838

	S9
	TI (communit* or home* or independen*) N5 (living or lived or live or dwelling)) OR AB (communit* or home* or independen*) N5 (living or lived or live or dwelling))
	60,591

	S10
	TI ("in home" or "at home" or "own home" or "in place" or "home based" or home-based or homebased or "home bound" or homebound or home-bound or deinstitutionaliz* or deinstitutionalis* or domicil*) OR AB ("in home" or "at home" or "own home" or "in place" or "home based" or home-based or homebased or "home bound" or homebound or home-bound or deinstitutionaliz* or deinstitutionalis* or domicil*)
	265,647

	S11
	TI ("alternate level care" or ALC or "medically discharge#") OR AB ("alternate level care" or ALC or "medically discharge#")
	502

	S12
	S6 OR S7 OR S8 OR S9 OR S10 OR S11
	305,123

	S13
	(DE "Home Care")
	7,849

	S14
	(DE "Respite Care")
	667

	S15
	(DE "Managed Care")
	3,042

	S16
	(DE "Case Management")
	4,620

	S17
	(DE "Community Health")
	5,521

	S18
	(DE "Adult Day Care")
	427

	S19
	(DE "Elder Care")
	6,822

	S20
	(DE "Community Mental Health Services")
	15,802

	S21
	(DE "Group Homes")
	1,575

	S22
	TI ("Home-and-Community-Based Services" or HCBS or "community support*" or "home care" or daycare or "day care" or "foster care" or "family care home#" or "family home#" or "group home#" or "senior centre*" or "senior center*") OR AB ("Home-and-Community-Based Services" or HCBS or "community support*" or "home care" or daycare or "day care" or "foster care" or "family care home#" or "family home#" or "group home#" or "senior centre*" or "senior center*")
	25,596

	S23
	TI (communit* N3 (care or service*)) OR AB (communit* N3 (care or service*))
	30,672

	S24
	TI ("case manage*") OR AB ("case manage*")
	7,438

	S25
	TI ("house call*" or (home N3 visit*) or (pharmac* N3 visit) or ((home or house) N2 appointment*)) OR AB ("house call*" or (home N3 visit*) or (pharmac* N3 visit) or ((home or house) N2 appointment*)
	7,407

	S26
	TI (home N3 (intervention* or support* or assessment*)) OR AB (home N3 (intervention* or support* or assessment*))
	8,720

	S27
	TI (((multifactorial or complex* or individual*) N5 (program* or initiative# or strateg* or model* or support* or activit* or service# or intervention# or approach* or assess*)) and (home or communit*)) OR AB (((multifactorial or complex* or individual*) N5 (program* or initiative# or strateg* or model* or support* or activit* or service# or intervention# or approach* or assess*)) and (home or communit*))
	23,905

	S28
	S13 OR S14 OR S15 OR S16 OR S17 OR S18 OR S19 OR S20 OR S2S1 OR S2S2 OR S23 OR S24 OR S25 OR S26 OR S27
	119,878

	S29
	(DE "Comorbidity")
	61,047

	S30
	(DE "Chronic Illness")
	14,314

	S31
	(DE "Disabilities")
	23,770

	S32
	TI (complex* N2 (care or health* or need#)) OR AB (complex* N2 (care or health* or need#))
	9,583

	S33
	TI (chronic* N2 (medical* or disease# or ill* or condition# or syndrom* or disorder#)) OR AB (chronic* N2 (medical* or disease# or ill* or condition# or syndrom* or disorder#))
	61,382

	S34
	TI ((impair* or d?sfunction) N2 (cogniti* or neurocogniti* or physical*)) OR AB ((impair* or d?sfunction) N2 (cogniti* or neurocogniti* or physical*))
	68,372

	S35
	TI ((concurrent or cooccur* or co-occur* or coexist* or co-exist* or multi*) N2 (morbid* or ill* or disease# or condition# or syndrom* or disorder# or diagnos*)) OR AB ((concurrent or cooccur* or co-occur* or coexist* or co-exist* or multi*) N2 (morbid* or ill* or disease# or condition# or syndrom* or disorder# or diagnos*))
	32,840

	S36
	TI (multidisease# or multicondition# or multimorbid* or multi-morbid* or comorbid* or co-morbid* or disab* or frail*) OR AB (multidisease# or multicondition# or multimorbid* or multi-morbid* or comorbid* or co-morbid* or disab* or frail*)
	229,770

	S37
	(DE "Functional Status")
	1,848

	S38
	(DE "Activities of Daily Living")
	22,472

	S39
	(DE "Cognitive Impairment")
	45,930

	S40
	(DE "Health Impairments")
	4,114

	S41
	(DE "Dementia")
	49,056

	S42
	(DE "Alzheimer's Disease")
	57,534

	S43
	TI (dementia or alzheimer*) OR AB (dementia or alzheimer*)
	119,577

	S44
	TI (functional N2 (status or limit* or capacit* or independen* or disabilit* or change* or declin* or abilit* or impair*)) OR AB (functional N2 (status or limit* or capacit* or independen* or disabilit* or change* or declin* or abilit* or impair*))
	36,390

	S45
	S29 OR S30 OR S31 OR S3S2 OR S3S3 OR S3S4 OR S35 OR S36 OR S37 OR S38 OR S39 OR S40 OR S41 OR S4S2 OR S4S3 OR S4S4
	521,602

	S46
	(DE "Program Evaluation")
	25,918

	S47
	(DE "Program Development")
	12,942

	S48
	TI (program* or initiative# or strateg* or model* or support* or activit* or service# or intervention# or approach* or assess*) OR AB (program* or initiative# or strateg* or model* or support* or activit* or service# or intervention# or approach* or assess*)
	3,227,636

	S49
	S46 OR S47 OR S48
	3,228,963

	50
	S5 AND S12 AND S28 AND S45 AND S49
	4,992




Cochrane Database of Systematic Reviews (Wiley) 
Date searched: March 11, 2024
	#1
	[mh ^aged] in Cochrane Reviews
	609

	#2
	[mh ^"aged, 80 and over"] in Cochrane Reviews
	164

	#3
	[mh ^centenarians] in Cochrane Reviews
	0

	#4
	[mh ^nonagenarians] in Cochrane Reviews
	0

	#5
	[mh ^octogenarians] in Cochrane Reviews
	0

	#6
	[mh ^Aging] in Cochrane Reviews
	2

	#7
	(supercentenarian* OR centenarian* OR nonagenarian* OR octogenarian* OR septuagenarian* OR sexagenarian* OR old* NEXT age* OR elder* OR eldest OR frail* OR oldest NEXT old* OR senior* OR senium OR very NEXT old* OR ag*ing OR geriatr* OR senescen* OR retiree* OR veteran*):ti,ab,kw in Cochrane Reviews
	386

	#8
	((aged OR old* OR retired) NEAR/2 (people OR person* OR women OR woman OR men OR man OR female* OR male* OR client* OR patient* OR inpatient* OR in-patient* OR outpatient* OR out-patient* OR adult* OR subject* OR population* OR resident* OR individual*)):ti,ab,kw in Cochrane Reviews
	789

	#9
	{OR #1-#8} in Cochrane Reviews
	1367

	#10
	[mh ^"Independent Living"] in Cochrane Reviews
	17

	#11
	[mh ^"Community Integration"] in Cochrane Reviews
	0

	#12
	[mh ^Deinstitutionalization] in Cochrane Reviews
	0

	#13
	[mh ^"Homebound Persons"] in Cochrane Reviews
	0

	#14
	((communit* OR home* OR independen*) NEAR/5 (living OR lived OR live OR dwelling)):ti,ab,kw in Cochrane Reviews
	154

	#15
	("in home" OR "at home" OR "own home" OR "in place" OR "home based" OR home-based OR homebased OR "home bound" OR homebound OR home-bound OR deinstitutionaliz* OR deinstitutionalis* OR domicil*):ti,ab,kw in Cochrane Reviews
	626

	#16
	("alternate level care" OR ALC OR medically NEXT discharge*):ti,ab,kw in Cochrane Reviews
	4

	#17
	{OR #10-#16} in Cochrane Reviews
	700

	#18
	[mh ^"home care services"] in Cochrane Reviews
	30

	#19
	[mh ^"home health nursing"] in Cochrane Reviews
	0

	#20
	[mh ^"home nursing"] in Cochrane Reviews
	6

	#21
	[mh ^"respite care"] in Cochrane Reviews
	4

	#22
	[mh ^"homemaker services"] in Cochrane Reviews
	0

	#23
	[mh ^"Managed Care Programs"] in Cochrane Reviews
	0

	#24
	[mh ^"Case Management"] in Cochrane Reviews
	22

	#25
	[mh ^"community health services"] in Cochrane Reviews
	15

	#26
	[mh ^"adult day care centers"] in Cochrane Reviews
	0

	#27
	[mh ^"community health nursing"] in Cochrane Reviews
	1

	#28
	[mh ^"community mental health services"] in Cochrane Reviews
	10

	#29
	[mh ^"foster home care"] in Cochrane Reviews
	5

	#30
	[mh ^"Group homes"] in Cochrane Reviews
	1

	#31
	[mh ^"senior centers"] in Cochrane Reviews
	0

	#32
	[mh ^"community pharmacy services"] in Cochrane Reviews
	2

	#33
	[mh ^"Housing for the Elderly"] in Cochrane Reviews
	0

	#34
	("Home-and-Community-Based Services" OR HCBS OR community NEXT support* OR "home care" OR daycare OR "day care" OR "foster care" OR "family care" NEXT home* OR family NEXT home* OR group NEXT home* OR senior NEXT centre* OR senior NEXT center*):ti,ab,kw in Cochrane Reviews
	105

	#35
	(communit* NEAR/3 (care OR service*)):ti,ab,kw in Cochrane Reviews
	113

	#36
	(case NEXT manage*):ti,ab,kw in Cochrane Reviews
	42

	#37
	(house NEXT call* OR (home NEAR/3 visit*) OR (pharmac* NEAR/3 visit) OR ((home OR house) NEAR/2 appointment*)):ti,ab,kw in Cochrane Reviews
	42

	#38
	(home NEAR/3 (intervention* OR support* OR assessment*)):ti,ab,kw in Cochrane Reviews
	60

	#39
	(((multifactorial OR complex* OR individual*) NEAR/5 (program* OR initiative* OR strateg* OR model* OR support* OR activit* OR service* OR intervention* OR approach* OR assess*)) AND (home OR communit*)):ti,ab,kw in Cochrane Reviews
	157

	#40
	{OR #18-#39} in Cochrane Reviews
	351

	#41
	[mh ^Multimorbidity] in Cochrane Reviews
	1

	#42
	[mh ^Comorbidity] in Cochrane Reviews
	5

	#43
	[mh ^"chronic disease"] in Cochrane Reviews
	276

	#44
	[mh ^"multiple chronic conditions"] in Cochrane Reviews
	0

	#45
	[mh ^"Disabled Persons"] in Cochrane Reviews
	10

	#46
	(complex* NEAR/2 (care OR health* OR need*)):ti,ab,kw in Cochrane Reviews
	15

	#47
	(chronic* NEAR/2 (medical* OR disease* OR ill* OR condition* OR syndrom* OR disorder*)):ti,ab,kw in Cochrane Reviews
	1019

	#48
	((impair* OR disfunction OR dysfunction) NEAR/2 (cogniti* OR neurocogniti* OR physical*)):ti,ab,kw in Cochrane Reviews
	179

	#49
	((concurrent OR cooccur* OR co-occur* OR coexist* OR co-exist* OR multi*) NEAR/2 (morbid* OR ill* OR disease* OR condition* OR syndrom* OR disorder* OR diagnos*)):ti,ab,kw in Cochrane Reviews
	106

	#50
	(multidisease* OR multicondition* OR multimorbid* OR multi-morbid* OR comorbid* OR co-morbid* OR disab* OR frail*):ti,ab,kw in Cochrane Reviews
	1131

	#51
	[mh ^"Physical Functional Performance"] in Cochrane Reviews
	4

	#52
	[mh ^"Activities of Daily Living"] in Cochrane Reviews
	100

	#53
	[mh ^"Cognitive Dysfunction"] in Cochrane Reviews
	38

	#54
	[mh ^Frailty] in Cochrane Reviews
	2

	#55
	[mh ^dementia] in Cochrane Reviews
	111

	#56
	[mh ^"alzheimer disease"]
	72

	#57
	(dementia OR alzheimer*) in Cochrane Reviews
	596

	#58
	(functional NEAR/2 (status OR limit* OR capacit* OR independen* OR disabilit* OR change* OR declin* OR abilit* OR impair*)):ti,ab,kw in Cochrane Reviews
	243

	#59
	{OR #41-#58} in Cochrane Reviews
	2657

	#60
	[mh ^"Program Evaluation"] in Cochrane Reviews
	74

	#61
	[mh ^"Program Development"] in Cochrane Reviews
	4

	#62
	(program* OR initiative* OR strateg* OR model* OR support* OR activit* OR service* OR intervention* OR approach* OR assess*):ti,ab,kw in Cochrane Reviews
	8778

	#63
	{OR #60-#62} in Cochrane Reviews
	8778

	#64
	{AND #9, #17, #40, #59, #63} in Cochrane Reviews
	58



Grey Literature Searches
ClinicalTrials.gov
Date searched: March 12, 2024
Intervention/treatment: "home intervention" OR "home support" OR "home service" OR "community intervention" OR "community support" OR "community service" OR "home-and-community-based" OR HCBS 
Filters: Older Adult
Results = 268

WHO ICTRP
Date searched: March 12, 2024
("home intervention" OR "home support" OR "home service" OR "home care" OR "community intervention" OR "community support" OR "community service" OR "community care" OR "home-and-community-based" OR HCBS) AND ("older adult" or "older adults" or aged or "old age" or senior or aging or ageing or geriatric or geriatrics or elder or elderly)
Results =163

ProQuestion Dissertations and Theses
Date searched: March 12, 2024
(title("home intervention" OR "home support" OR "home service" OR "community intervention" OR "community support" OR "community service" OR "home-and-community-based" OR HCBS ) OR abstract("home intervention" OR "home support" OR "home service" OR "community intervention" OR "community support" OR "community service" OR "home-and-community-based" OR HCBS )) AND (title("older adult" or "older adults" or aged or "old age" or senior or aging or ageing or geriatric or geriatrics or elder or elderly) OR abstract("older adult" or "older adults" or aged or "old age" or senior or aging or ageing or geriatric or geriatrics or elder or elderly)) AND (title((multifactorial or complex* or individual*) N/5 (program* or initiative? or strateg* or model* or support* or activit* or service? or intervention? or approach* or assess*)) OR abstract((multifactorial or complex* or individual*) N/5 (program* or initiative? or strateg* or model* or support* or activit* or service? or intervention? or approach* or assess*)))
Results = 76	

MedNAR
Date searched Feb 24, 2023
("home intervention" OR "home support" OR "home service" OR "home care" OR "community intervention" OR "community support" OR "community service" OR "community care" OR "home-and-community-based" OR HCBS) AND ("older adult" or "older adults" or aged or "old age" or senior or aging or ageing or geriatric or geriatrics or elder or elderly)
Results = 338
 

Appendix II
Quality Appraisal

Regardless of methodological quality, all studies that met the inclusion criteria for the review were included and underwent data extraction and synthesis by two independent reviewers. Randomized controlled trials (RCTs), quasi-experimental, case series and cohort papers selected for inclusion were appraised using JBI standardized critical appraisal tools (21, 24-26).
Randomized controlled trials
There were 24 RCTs included in the review. The overall quality of the studies was moderate, with an average score of eight out of a possible 13. True randomization was used in most studies (n=18) (Question 1). Ten of these studies randomized participants using block or cluster randomization. However, many studies did not or were unable to conceal group allocation (n=8) (Question 2). Most groups of participants were similar at baseline (n=18) (question 3). Reasons why groups differed included perceived well-being, mental health, instrumental activities of daily living limitations, caregiving support and income. The majority of participants (n=19) and those delivering the interventions (n=21) were not blind to treatment allocation (questions 4 and 5). Most studies treated intervention and control groups identically other than the intervention (n=19) (question 6). Only one study did not measure outcomes similarly between groups, with the intervention group receiving additional evaluations (question 8; Bernabei). Due to the nature of the interventions, most outcome assessors were not blind to treatment assignment (n=11) (question 7). However, many studies ensured the outcomes were measured in a reliable way (n=19) (question 9). Over half of the studies reported complete follow up or adequately described and analyzed the differences between groups (question 10). The majority of studies analyzed participants in the groups to which they were allocated (n=23) and used appropriate statistical analysis (n=22) (questions 11 and 12). All studies used the appropriate design and accounted for deviations in the description and analysis for the trial (question 13). Please see Table 1 for a more detailed description of the quality appraisals for included RCTs.
Table 1: Quality appraisal of included RCT studies
	 
	Selection and allocation
	Administration of intervention
	Assessment, detection and measurement of outcomes
	Retention
	Validity
	Total /13

	Author/Year
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8
	Q9
	Q10
	Q11
	Q12
	Q13
	

	Beland (2006a)(27)
	Y
	U
	Y
	U
	N
	Y
	Y
	Y
	Y
	U
	Y
	Y
	Y
	9

	Beland (2006b)(28)
	Y
	Y
	Y
	N
	N
	Y
	U
	Y
	Y
	Y
	Y
	Y
	Y
	10

	Berglund (2015)(29)
	Y
	U
	Y
	Y
	N
	Y
	U
	Y
	Y
	Y
	Y
	Y
	Y
	10

	Bernabei (1998)(30)
	Y
	N
	Y
	N
	N
	Y
	N
	N
	U
	N
	Y
	Y
	Y
	6

	Boult (2013)(32)
	Y
	N
	N
	N
	N
	U
	Y
	Y
	U
	N
	Y
	Y
	Y
	6

	Boult (2011)(31)
	Y
	Y
	Y
	Y
	N
	Y
	U
	Y
	Y
	Y
	Y
	Y
	Y
	11

	Chen (2021)(33)
	Y
	N
	Y
	Y
	N
	N
	N
	Y
	Y
	Y
	Y
	Y
	Y
	9

	Fairhall (2015)(34)
	N
	 U
	Y
	N
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	10

	Federman (2022)(35)
	Y
	N
	Y
	N
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	11

	Fisher (2020)(36)
	Y
	Y
	Y
	Y
	N
	Y
	Y
	Y
	Y
	N
	Y
	Y
	Y
	11

	Kari (2022)(37)
	Y
	Y
	Y
	N
	U
	Y
	U
	Y
	Y
	Y
	Y
	Y
	Y
	10

	Kinchin (2022)(38)
	N
	U
	N
	U
	N
	Y
	N
	Y
	Y
	N
	Y
	Y
	Y
	6

	Leung (2004b)(40)
	U
	N
	U
	N
	N
	Y
	N
	Y
	Y
	Y
	Y
	Y
	Y
	7

	Leung (2004a)(39)
	U
	N
	N
	N
	N
	U
	U
	Y
	Y
	N
	Y
	U
	Y
	4

	Levine (2012)(41)
	Y
	Y
	Y
	U
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	12

	Markle-Reid (2018)(43)
	Y
	Y
	Y
	N
	N
	U
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	10

	Markle-Reid (2006)(42)
	Y
	U
	N
	N
	N
	Y
	Y
	Y
	Y
	N
	Y
	Y
	Y
	8

	Miklavcic (2020)(44)
	Y
	Y
	Y
	N
	N
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	11

	Montgomery (2003)(45)
	Y
	U
	Y
	N
	N
	Y
	U
	Y
	U
	Y
	Y
	Y
	Y
	8

	Parsons (2017)(47)
	Y
	N
	Y
	N
	N
	U
	Y
	Y
	U
	U
	Y
	Y
	Y
	7

	Parsons (2012)(46)
	U
	N
	Y
	N
	N
	Y
	N
	Y
	Y
	U
	Y
	Y
	Y
	7

	Sandberg (2015)(48)
	Y
	N
	Y
	U
	N
	Y
	U
	Y
	Y
	Y
	Y
	Y
	Y
	9

	van Hout (2010)(49)
	Y
	Y
	Y
	Y
	N
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	12

	van Leeuwen (2015)(50)
	N
	U
	N
	N
	N
	Y
	U
	Y
	U
	Y
	N
	U
	Y
	4

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total/24
	18
	8
	18
	5
	3
	19
	11
	23
	19
	15
	23
	22
	24
	

	%

	75%
	33%
	75%
	21%
	13%
	79%
	46%
	96%
	79%
	63%
	96%
	92%
	100%
	

	Question 1: Was true randomization used for assignment of participants to treatment groups?
Question 2: Was allocation to groups concealed?
Question 3: Were treatment groups similar at baseline?
Question 4: Were participants blind to treatment assignment?
Question 5: Were those delivering the treatment blind to treatment assignment?
Question 6: Were treatment groups treated identically other than the intervention of interest?
Question 7: Were outcome assessors blind to treatment assignment?
Question 8: Were outcomes measured in the same way for treatment groups?
Question 9: Were outcomes measured in a reliable way?
Question 10: Was follow up complete and it not, were differences between groups in terms of their follow up adequately described and analysed?
Question 11: Were participants analysed in the groups to which they were randomized?
Question 12: Was appropriate statistical analysis used?
Question 13: Was the trial design appropriate and an deviations from the standard RCT design (individual randomization, parallel groups) accounted for in the conduct and analysis of the trial?



Quasi-experimental
Overall quality of the 23 included quasi-experimental studies was moderate to high, with the average score being seven of a possible nine. With three studies receiving a high score and meeting all nine criteria (55,66,70). All of the studies were clear regarding what the ‘cause’ and ‘effect’ were (question 1). More than half of the studies (n=15) reported that the comparison groups were similar (question 2). However, just under half (n=11) reported that the intervention and control groups received similar treatment/care (question 3). This was found to be unclear in studies or due to ‘other’ factors that authors could not measure such as other illnesses or historical trends for care. The majority of studies included a control group (n=20) and included multiple time points of measurement (n=21) (questions 4 and 5). However, just over half (n=12) of the studies had complete follow up or described differences between groups adequately (question 6). While almost all of the studies measured the comparisons in the same manner (n=21), this was unclear in one study (65) and found to be not applicable in another (73) (question 7). It was not clear in many studies if the outcomes were measured in a reliable way (question 8) and just over half met this criterion (n=16). All of the studies met criteria nine through the use of appropriate statistical analysis. (See Table 2 below).
Table 2: Quality appraisal of included quasi-experimental studies
	Author/Year
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8
	Q9
	Total/9

	de Almedia Mello (2016)(51)
	Y
	Y
	U
	Y
	N
	Y
	Y
	Y
	Y
	7

	Chapman (2019)(52)
	Y
	Y
	Y
	N
	Y
	Y
	Y
	U
	Y
	7

	Haseman (2022)(53)
	Y
	Y
	U
	Y
	Y
	N
	Y
	U
	Y
	6

	Hughes (1984)(54)
	Y
	Y
	U
	Y
	Y
	N
	Y
	U
	Y
	6

	Kelly (2015)(55)
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	9

	Landi (1999)(56)
	Y
	Y
	N
	Y
	Y
	Y
	Y
	Y
	Y
	8

	Landi (2001) (73
	Y
	N/A
	N/A
	N
	Y
	U
	N/A
	U
	Y
	3

	Looman (2016)(57)
	Y
	N
	Y
	Y
	Y
	N
	Y
	U
	Y
	6

	Looman (2014)(58)
	Y
	N
	Y
	Y
	N
	N
	Y
	U
	Y
	5

	Mateo-Abad (2020)(59)
	Y
	Y
	Y
	Y
	Y
	U
	Y
	U
	Y
	7

	Moreno (2021)(60)
	Y
	Y
	Y
	Y
	Y
	U
	Y
	Y
	Y
	8

	Noh (2021)(61)
	Y
	N
	U
	Y
	Y
	Y
	Y
	Y 
	Y
	7

	Oh (2021)(62)
	Y
	Y
	 N
	Y
	Y
	Y
	Y
	Y
	Y
	8

	Perman (2021)(63)
	Y
	Y
	Y
	Y
	Y
	Y
	U
	Y
	Y
	8

	Popejoy (2015)(64)
	Y
	N
	Y
	Y
	Y
	U
	Y
	Y
	Y
	7

	Prior (2012)(65)
	Y
	Y
	N
	N
	Y
	Y
	Y
	U
	Y
	6

	Ruikes (2016)(66)
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	9

	Schubert (2016)(67)
	Y
	Y
	U
	Y
	Y
	Y
	Y
	Y
	Y
	8

	Tiozzo (2019)(68)
	Y
	N
	U
	Y
	Y
	U
	Y
	Y
	Y
	6

	van Dijk (2016)(69)
	Y
	N
	U
	Y
	Y
	N
	Y
	U
	Y
	5

	Vestjen (2019)(70)
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	9

	Vila (2015)(72)
	Y
	N
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	8

	Yu (2020)(71)
	Y
	Y
	 U
	Y
	Y
	U
	Y
	Y 
	Y
	7

	
	
	
	
	
	
	
	
	
	
	

	Total/23
	23
	15
	11
	20
	21
	12
	21
	14
	23
	

	Percentage
	100%
	65%
	48%
	87%
	91%
	52%
	91%
	61%
	100%
	

	Q: question; N/A: not applicable
Question 1: Is it clear in the study what is the ‘cause’ and what is the ‘ effect’ (i.e. there is no confusion about which variable comes first)? 
Question 2: Were the participants included in any comparisons similar?
Question 3: Were the participants included in any comparisons receiving similar treatment/care, other than the exposure or intervention of interest?
Question 4: Was there a control group?
Question 5: Were there multiple measurements of the outcome both pre and post the intervention/exposure?
Question 6: Was follow up complete and if not, were differences between groups in terms of their follow up adequately described and analyzed?
Question 7: Were the outcomes of participants included in any comparisons measured in the same way?
Question 8: Were outcomes measured in a reliable way?
Question 9: Was appropriate statistical analysis used?



Cohort Studies
The five included cohort studies were appraised to have moderate to high quality, with an average score of eight out of a possible 11. Two studies received scores of 10 out of 11 (73,76). Only one study did not include a comparison group and the other four recruited participants from the same population (question 1). Three of the studies were clear on how the outcomes were measured (73,76,78) (question 2). Only two studies (76,77) identified confounding factors in relation to the effectiveness of the intervention (question 4). Similarly, two studies (73,76) identified strategies to deal with confounding factors (question 5). Overall studies measured the outcomes reliably (n=4) and had complete follow up or provided reasons for attrition (n=4) (questions 7 and 9). However, it was unclear in most studies (n=3) if the strategies to address incomplete follow up were used (question 10).  Only one study (78) did not use appropriate statistical analysis (question 11). All studies met criteria 3, 6 and 8. Please see Table 3 below for a more detailed description.
Table 3: Quality appraisal of included cohort studies
	Author/Year
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8
	Q9
	Q10
	Q11
	Total/11

	Di Pollina (2017)(74)
	Y
	Y
	Y
	U
	Y
	Y
	Y
	Y
	Y
	 Y
	Y
	10

	Edwards (2023)(75)
	N/A
	N/A
	Y
	N/A
	N/A
	Y
	Y
	Y
	Y
	U
	Y
	6

	McGregor (2018)(76)
	Y
	Y
	Y
	Y
	Y
	Y
	N
	Y
	Y
	Y
	Y
	10

	Rosenberg (2012)(77)
	Y
	N
	Y
	Y
	U
	Y
	Y
	Y
	Y
	U
	Y
	8

	Valluru (2019)(78)
	Y
	Y
	Y
	N
	N
	Y
	Y
	Y
	U
	U
	N
	6

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Total
	4
	3
	5
	2
	2
	5
	4
	5
	4
	2
	4
	

	Percentage
	80%
	60%
	100%
	40%
	40%
	100%
	80%
	100%
	80%
	40%
	80%
	

	Q: question; N/A: not applicable
Question 1: Were the two groups similar and recruited from the same population?
Question 2: Were the exposures measured similarly to assign people to both exposed and unexposed groups?
Question 3: Was the exposure measured in a valid and reliable way?
Question 4: Were confounding factors identified?
Question 5: Were strategies to deal with confounding factors stated?
Question 6: Were the groups/participants free of the outcome at the start of the study (or at the moment of exposure)?
Question 7: Were the outcomes measured in a valid and reliable way?
Question 8: Was the follow up time reported and sufficient to be long enough for outcomes to occur?
Question 9: Was follow up complete, and if not, were the reasons to loss to follow up described and explored?
Question 10: Were strategies to address incomplete follow up utilized?
Question 11: Was appropriate statistical analysis used? 



Case Series
All three included case series studies were of moderate quality with an average score of seven out of a possible 10. All three studies met criteria 1, 2, 3, 6, and 8. However, none of the studies had complete inclusion of participants as one study was a retrospective chart review (81), one utilized a convenience sample (80) and the other simply reported inclusion (79) (question 5). Only one study (80) was unclear in reporting of full clinical information for participants (question 7). One study provided a clear report of study demographic information (80) (question 9). Two of the three studies used appropriate statistical analysis (question 10). Please see Table 4 below for more detailed information.
Table 4: Quality appraisal of included case series studies
	Author
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Total/10

	Kling (2023)(79)
	Y
	Y
	Y
	U
	N
	Y
	Y
	Y
	N/A
	Y
	7

	Lewis (2017)(80)
	Y
	Y
	Y
	U
	N
	Y
	U
	Y
	Y
	Y
	7

	Wajnberg (2010)(81)
	Y
	Y
	Y
	Y
	N
	Y
	Y
	Y
	N
	N/A
	7

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Total
	3
	3
	3
	1
	0
	3
	2
	3
	1
	2
	Average/10

	Percentage
	100%
	100%
	100%
	33%
	0%
	100%
	66%
	100%
	33%
	66%
	7

	Q: question; N/A: not applicable
Question 1: Were there clear criteria for inclusion in the case series?
Question 2: Was the condition measured in a standard, reliable way for all participants included in the case series?
Question 3: Were valid methods used for identification of the condition for all participants included in the case series?
Question 4: Did the case series have consecutive inclusion of participants?
Question 5: Did the case series have complete inclusion of participants?
Question 6: Was there clear reporting of the demographics of the participants in the study?
Question 7: Was there clear reporting of clinical information of the participants?
Question 8: Were the outcomes or follow up results of cases clearly reported?
Question 9: Was there clear reporting of the presenting site(s)/clinic(s) demographic information?
Question 10: Was statistical analysis appropriate?
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Appendix IV
Intervention Descriptions
	Primary Author/year
	Intervention
	Intervention description
	Control/Comparison (if any) and description
	Intervention duration

	de Almedia Mello (2016)(51)
	Home Care Interventions for frail older people at risk of institutionalization
	Home care interventions were identified as single component (occupational therapy (OT), psychological support, night care, day care) or multicomponent. The latter included case management in combination with OT and psychological support or physiotherapy, with rehabilitation services, or with OT alone. (abstract)
	Everyone selected for the comparison group was aged 65 and older, lived at home, and was not receiving any of the interventions evaluated in this study (p.2252-3)
	6 months

	Beland (2006a)(27); Beland (2006b)(28)
	SIPA [French acronym for System of Integrated Care for Older Persons]
	Community-based multidisciplinary teams delivered integrated care through the provision of community health and social services and the coordination of hospital and nursing home care. Comprehensive geriatric assessment was carried out on admission. The teams mobilized resources, including intensive home care, group homes, and a 24-hour on-call service. Case managers intervened on medical and social issues with patients and caregivers and liaised with family physicians.
	The controls were offered the usual home care services including nursing, rehabilitation, physician, personal, and social services but with limited time and availability.
	22 months

	Berglund (2015)(29)
	Comprehensive Continuum of Care 
	Older adults identified as frail in the emergency department (ED) were assessed for the need of health/social care and rehabilitation. On discharge (admission or home from ED), a case manager led care planning meeting in patient’s home. Within one week, case manager connected with older adult regarding needs and care and then at a minimum of a monthly basis for 12 months. 
	Control group received usual care. Care planning and/or need for services took place in the hospital by hospital staff, if services were needed. No care-planning took place if returning home after ED visit. 
	12 months

	Bernabei (1998)(30)
	Integrated Care Program
	Case management and care planning by the community geriatric evaluation unit and general practitioners. Case managers performed an assessment before randomization and every two months thereafter, and were constantly available to deal with problems, monitor the provision of services, and to guarantee extra help as requested by patients and general practitioners.  
	Received primary and community care with the conventional and fragmented organization of services.
	12 months

	Boult (2011)(31)                 Boult (2013)(32)
	Guided Care
	Interdisciplinary care for multimorbid patients. Care was provided by a team of registered nurses, physicians and other primary care staff. The guided care nurse provided in-home assessment, care guide/action plan, monitoring, transitional care, care coordination, self-management education, caregiver education and community resource facilitation (p.600-1). 
	Patients in usual care group continued receiving established primary care (p.601) 
	20 months

	Chapman (2019)(52)
	Okay to Stay
	Patients were identified by community matron (nurse), who helped form the plan (with family/carers). Completed plans were saved electronically and shared and discussed with general practitioner. Printed copies of the plan were provided to the patient and family members/carers. Community Matron provided follow-up for referrals to changes to care. Plan was reviewed every 3 months or as necessary. If urgent care was needed, the plan was accessible by responding clinician. 
	No control
	12 months

	Chen (2021)(33)
	High-Need Community Dwelling Older Adults Care Delivery Model
	The high-need older adults received in-home assessments of functional and cognitive status, quality of life, and current resource utilization by a care coordinator. The care coordinator then used this information to formulate an individualized care plan to make linkages with levels of care and support including care and nursing resources, and social welfare resources. Regular follow-up home visits were carried out every 3 months. 
	Routine care services were provided based on an older adult’s needs by care coordinators community care centers. They did not receive the intervention, but they were linked to services as needed. 
	6 months

	Di Pollina (2017)(74)
	Formal Care Coordination
	Formally coordinated existing resources. Patients were followed by primary care provider (PCP) and nurse team and were provided with an in-home multidimensional geriatric as assessment by the community geriatrics unit doctor. After assessment, recommendations were sent to PCP and nursing team. Patients were to first contact their PCP in an emergency, if unavailable the community geriatrics unit had a 24h/ 7 days a week call service.  
	Controls received usual care by their primary care physician and home visiting nursing services.
	Follow-up ranged from 5 to 41 months

	Edwards (2023)(75)
	Veteran Affairs Home based primary Care (HBPC)  
	Care was delivered by an interdisciplinary team. Primary goals were to maintain function and quality of life and minimalize institutionalization.
	No control
	6 months

	Fairhall (2015)(34)
	Frailty Intervention Trial (FIT) 
	Participants of the intervention group received a multidisciplinary, multifactorial intervention for one year following discharge from hospital and community rehabilitation services. The interventions were tailored to each participant based on their assessed frailty characteristics baseline. Case management and weekly case conferences were facilitated by coordination of the multidisciplinary delivery of the intervention. 
	Participants in the control group received the usual care available to older residents in the area from their general practitioner and community services. 
	12 months

	Federman (2022)(35)
	HBPC  
	Interdisciplinary team-led intervention. Physician completed history and exam at first visit and developed care plan. Additional assessment if necessary. Team followed-up at their discretion. 24/7 phone access available, with urgent in-person visits on weekends. Social worker completed needs assessment and provided ongoing assistance if necessary.
	Continued with usual provider for care.
	6 months

	Fisher (2020)(36)
	Multimorbidity Intervention
	Intervention included four main components:(1) in-home visits; (2) monthly case conferences – developed care plan, reviewed progress towards achieving goals; (3) care management, including system navigation; and (4) facilitating access to appropriate heath and social services. All components included a strength-based approach, holistic care focused on prevention and health promotion, engaging informal caregivers, interprofessional collaboration and communication.
	Received usual home care services: follow-up by care coordinator to assess the client’s eligibility for home care services, coordinating professional and non-professional home support services, providing information/referral to community agencies, and ongoing care plan evaluation. 
	6 months

	Hasemann (2022)(53)
	Innovative care approach (NWGA - (‘NetzWerk
GesundAktiv’)
	The intervention combined several elements of health and social care which involved multiple stakeholders and formed a community-based network to assist and support the elderly participants. An initial geriatric assessment was conducted by the coordinating authority to identify each participant’s needs and requirements. On the basis of the assessment, an individual support plan was generated by means of case conferences.
	Intervention group was contacted in the pilot region, while control group was recruited in other German urban areas, which were comparable to the pilot region in terms of socio-demographic and infrastructural aspects.
	21 months

	Hughes (1984)(54)
	The Five Hospital Homebound Elderly Program (FHHEP) 
	All clients are assessed by a nurse/social worker team that developed an individualized care plan. Patients who could not travel to ambulatory care and whose physicians did not make home visits were assigned to an attending physician from one of the five hospitals. The physician performed an initial physical examination and history, visited on a regular basis as necessary and followed that client in and out of the hospital as needed. Other core services provided included geriatric home health aide/homemaker/chore services, telephone reassurance, and volunteer friendly visiting. 
	The control group consisted of clients who were consecutively accepted for service by a home-delivered meals program over a similar time period. (P 462) 
	9 months

	Kari (2022)(37)
	People-centred Care Model (PCCM) 
	Designed to recognize and treat patients individually, encouraged active role in health goal setting and empowerment to live well with long-term conditions. At baseline, an at-home interview with nurse and pharmacist was performed, including a complete medication review. A care/medication plan at an interprofessional team meeting (nurse, pharmacist, GP) was agreed on. Follow-up care coordination and health support was provided by a nurse. 
	Usual care provided at health centre. Accessed and utilized on own initiative. Did not include in-depth medication reviews, care plan or care coordination. 
	24 months

	Kelly (2015)(55)
	Surveillance Nurse Telephone Support Intervention 
	Surveillance nurse reviewed the client’s care plan, service bundle, health concerns and any recent hospitalizations and emergency room registrations, as well as personal support systems and living situation. Initial call was to assess the client and provide education, coaching and information. “Actionable” health-related issues were identified and a Health Improvement Plan was created. Follow up calls were made every one to six months. 
	Did not receive the intervention.
	Followed up to 24 months

	Kinchin (2022)(38)
	OPEN ARCH
	Began with identification of frailty/functional decline and referral. Once enrolled, participant received specialist geriatric assessment, care planning and community enablement for frail older people with complex needs.
	Usual primary care, with GP as 'gatekeeper' to additional aged care.
	9 months

	Kling (2023)(79)
	HBPC
	Team-based home visits by medical providers and social workers, interdisciplinary care and after-hours care/support. Program emphasized personalized care tailored to the patient's environment, caregiving needs and health goals.
	Usual care (controls were matched using electronic medical record)
	12 months

	Landi (1999)(56)             Landi (2001)(73)
	Integrated Home Care Program
	The “model” integrated all the community-based services provided either by the Health Agency or the Municipality into one continuum at a “single entry” center. The Community Geriatric Evaluation Unit had a key role in the long-term care eligibility determination process, and coordination and integration of services. The case managers, usually registered nurses, were members through which all referrals were directed. The main functions of the case managers were to perform the initial and follow-up assessments, and coordinate service delivery among the agencies.
	Participants served as their own control.                      No control
	6 months                    12 months

	Leung (2004a)(39)
	Case management project for community- dwelling frail elderly patients discharged from hospitals  
	Clients received the following services from the case managers: (a) regular home visits and telephone consultations; (b) comprehensive geriatric assessment; (c) care plans; (d) linking recipients to formal health and social services; (e) monthly monitoring of health and hospitalizations patterns; (f) health and psychosocial counseling; (g) health education programs; (h) supportive groups and education classes for recipients/caregivers (p.72)
	Participants in the control group received conventional and often fragmented health and social services, such as home visits by community nurses and home help service, provided by existing care providers.  Pg. 72 
	6 months

	Leung (2004b)(40)
	Case Management  
	Intervention group received case management services from an assigned manager. Case managers were trial nurses trained in nursing community elderly patients. Services included: regular monitoring of health status and provided with preventative/corrective interventions, access to geriatrician, phone assistance, home visits, and community-based services (as needed). (p.80) 
	Usual services of regular medical follow up through the hospital system. 
	12 months

	Levine (2012)(41)
	Choices for Healthy Aging (CHA) Program 
	Goals of the intervention were built on the home-based palliative care program model and included: (1) early identification and treatment of exacerbation of the illness, (2) patient-specific health education, (3) self-management or caregiver management of the disease, and (4) advance care planning and other psychosocial issues. Care was delivered via an interdisciplinary team. 
	Patients assigned to the usual care group received the standard care for which they were eligible, provided by their medical group. That included the usual primary care, home healthcare, hospice, ED, and hospital care. (Page e271) 
	6 months

	Lewis (2017)(80)
	Community Virtual Ward
	After referral, clinical case manager would complete a home-based assessment to determine services needed, level of frailty and risk of hospital admission. Intervention included 5 main pathways of care: clinical, functional (rehab), social support, behavioral and palliative. "The model was set up to work within existing resources within primary and secondary care through an integrated approach to older persons' care overseen by a clinical case manager who is a senior nurse working across primary and secondary care." (p.987)
	No control
	12 months

	Looman (2014)(58)          Looman (2016)(57)
	Walcheren Integrated Care Model 
	The GP functioned as the care coordinator and partner in prevention. They detected frailty using the Gronigen Frailty Index, elderly people with a score >4 were visited by nurse practitioner (NP) to assess care needs. Multidisciplinary treatment plan was formed and case management provided by Specialised NP or geriatric nursing practitioner depending on complexity. The process was supported by electronic patient files and specific multidisciplinary protocols. 
	Care as usual – patients initiate consultations. GPs not supported financially to provide the integrated model. 
	12 months

	Markle-Reid (2018)(43)
	Community Program
	Intervention included client-driven, customized self-management program with up to three in-home visits from a registered nurse or registered dietitian, a monthly group wellness program, monthly provider team case conferences, and care coordination and system navigation.  
	Received usual care without implementation of intervention 
	6 months

	Markle-Reid (2006)(42)
	Nursing Health Promotion Intervention 
	A registered nurse from a community-nursing agency visited the home or contacted participants. Strategies for bolstering personal resources included: conducting an initial and ongoing health assessment, identifying and managing risk factors for functional decline, and providing health education regarding healthy lifestyles, and the management of chronic illnesses using a participatory approach. (p. 384) 
	Usual home care services
	6 months

	Mateo-Abad (2020)(59)
	CareWell Integrated Care Model  
	Had defined pathway for patients with multimorbidity, in addition to usual care. Included several phases: identification of frail older patients, comprehensive baseline assessment, definition of the therapeutic plan, programmed follow-up, patient stabilization at home, integrated care during hospitalization and coordinated hospital discharge. The pathway focused on two main dimensions: (1) care coordination and communication between health providers and (2) patient empowerment and home-based care. 
	Patients in the control group received the usual care from primary care professionals (GPs and primary care nurses), such as consultation, home visits, drug prescription, patient education, or referral to the specialist or hospital care.
	12 months

	McGregor (2018)(76)
	ViVE (Home-Based Primary Care) 
	ViVE provided primary care to seniors unable to access ambulatory care. Program included PC physicians and nurse practitioners (NP) supported by registered nurses (RNs) and allied healthcare professionals. Services included regular home visits, day-time or after-hours emergent care, and nursing/physiotherapy/OT as needed. Referral from family physician, and program acceptance required transferring care to HBPC. 
	Home care, assessed by case manager using criteria to identify needs for personal care. Referral can be self-made or through hospital staff or family physician. 
	up to 21 months

	Miklavcic (2020)(44)
	The Aging, Community and Health Research Unit Community Partnership Program (ACHRU-CPP) 
	The intervention included several components: (1) up to three in-home visits; (2) six monthly group sessions at the community site; (3) monthly intervention team case conferences; and (4) care coordination led by the RN who worked collaboratively with the other interventionists and care providers (e.g., family physicians) and linked the client to other relevant health or social services. Family caregivers were invited to attend the in-home visits and monthly group sessions. 
	Care as usual
	6 months

	Montgomery (2003)(45)
	South Winnipeg Integrated Geriatric Program (SWING) 
	A model of comprehensive case management with linkage to geriatric services for frail elderly clients living in the community and at risk of adverse health outcomes. A care plan was developed and reviewed by a multi-disciplinary team and referral made to appropriate services. A copy of the team assessment and plan were made available to the referrer.  
	Assigned to a home care coordinator and received follow-up in the usual manner.
	3 months

	Moreno (2021)(60)
	Connecting Provider to Home
	Home-based social program linking a social worker and community health worker with older adults in need of support. Focused on social interventions (food/housing, behavioral health and caregiver support) first, then medical interventions. Initial home assessment, referral to appropriate resources, connection to PCP to clarify issues and/or deliver support (education, polypharmacy, medical equipment or other health services as needed). (See Figure 1 on p.1631) 
	Comparator group was comprised of similar patients from same provider using a separate random pool. 
	12 months

	Noh (2021)(61)
	Community-Based Integration Service Model
	Consisted of eight healthcare services (link to primary healthcare, health/medical product support, hospital accompaniment, emergency support, emotional support, cognitive games, self-management for chronic conditions and supervised medication admin), five social care services (meal support, cleaning support, food delivery, improving housing and outings) and case management.
	No description provided
	6 months

	Oh (2021)(62)
	A Multicomponent Intervention 
	A 24-week multicomponent intervention, implemented six months after the baseline assessment, consisted of group exercise, nutritional supplementation, depression management, medication review and home hazard reduction. Group exercise program and nutritional supplement were provided to all participants. Group exercise sessions were provided 60 min, twice a week and commercial nutritional supplements were provided twice a day. Depression management program, deprescribing for potentially inappropriate medications for older adults and home hazard evaluation and reduction, were provided for eligible participants.
	Usual care from local public health centres 
	24-week intervention with 30-month follow-up

	Parsons (2017)(47)
	Community Flexible Integrated Responsive Support Team (FIRST). 
	A registered nurse case manager coordinator completed a comprehensive geriatric assessment and set mutually agreed and meaningful short and long-term goals for the older person. Collective outcomes were used to develop an integrated care plan. A key component of the care plan was the integration of physical activity. This was facilitated by an unregulated support worker, visiting the older person up to four times daily, seven days a week, including the evening if required. (p. 28-29)
	Usual care
	24 months

	Parsons (2012)(46)
	Coordinator of Services for Elderly (COSE) 
	Case managers (experienced nurses) performed a comprehensive assessment, developed a support service package and maintained continuation of care. COSE workers were familiar with available options such as public, private and community services near the older person and funding options. The worker also collaborated with the primary physician.  
	Received usual care that included community services. Care was coordinated by a centrally based assessor who did not routinely provide continuity of care. 
	24 months

	Perman (2021)(63)
	Health and Social Care Integration Programme 
	Began with home assessment from health and social care counsellor (trained). Reviewed functionality, nutrition, mobility, pain, cognition, medications, need for care, quality of care and environmental safety. Care plan was created and articulated to appropriate professionals or support groups for continuity of care. Specific interventions varied. Counsellor also carried out medication reconciliation and organizing care for ADL/IADL. 
	Both groups had access to same care and follow-up by referring physician. However, the control group did not have a health and social care counsellor to coordinate care. 
	12 months

	Popejoy (2015)(64)
	Aging in Place Program 
	Nurse care coordinators working with an advanced practice registered nurse expert to manage a comprehensive care plan that coordinated physicians, nurses, and other professionals’ interventions to improve or support older adults’ medical conditions, physical functioning, medication management, and supervision of health and social services necessary to maintain older adults in their homes. Participants were seen by a nurse care coordinator at least monthly, and more frequently as needed, for management of health care problems. (p. 307)
	Received regular care coordination that was shorter in duration, without advanced practice registered nurse experts (p. 208) 
	12 months

	Prior (2012)(65)
	Senior Outreach Program 
	Provided comprehensive in-home case management services to manage chronic illness through the development of an individual case plan. Was based on assessment that included family and social support, health and safety concerns, coping patterns, high risk behaviors, and spiritual, financial, and housing need. Clients received weekly in-home visits for the first 2–3 months and biweekly to monthly visits thereafter depending on needs. (p. 348) 
	No control
	Up to 24 months

	Rosenberg (2012)(77)
	Primary Interdisciplinary Elder Care at Home (PIECH) 
	Primary geriatric care provided by a physician, nurse, and physiotherapist in participants’ homes. On average, a nurse saw stable individuals routinely in their homes monthly to monitor their health status and medication administration, and the physician saw them every 2 to 3 months. Community care nurses from the regional long-term care program provides long-term procedural services. (abstract & p. 1341)
	Patients acted as own control
	12 months

	Ruikes (2016)(66)
	CareWell Primary Care Program 
	Consisted of four key elements: multidisciplinary team meetings, care planning, case management and medication review. Teams included GP, practice nurse, elderly care physician and social worker. Proactive care plans were created for individuals upon entry of the program. Case managers were responsible for coordinating and monitoring care. Yearly medication reviews were held. 
	Control practices were recruited and not informed of intervention. Asked to deliver “care as usual” and to decline interprofessional collaborations during intervention period. 
	12 months

	Sandberg (2015)(48)
	Case Management Intervention
	Consisted of four dimensions: traditional case management tasks (assessment, care plans, care coordination, home visits, telephone calls, and advocacy), general information (about the healthcare system, social activities, nutrition, exercise), specific information (related to the respondent’s specific health status, individual needs and medication) and aspects related to safety. Received at least one visit per month for each of two care managers (nursing and physiotherapy). 
	Ordinary care could include some of the parts of the intervention, but it was assumed that the intervention could perform this better by doing it in a more structured and comprehensive way.  
	12 months

	Schubert (2016)(67)
	Geriatric Resources for Assessment and Care of Elders (GRACE)
	Interdisciplinary team conducted assessment on initial visit. Cases discussed at weekly interdisciplinary team meeting and developed care plan that addressed problems identified during assessment. Collaboration with PCP/patient to review/modify/implement care plan. Monthly and as needed follow-up face-to-face or via phone.
	Care as usual with PCP
	12 months

	Tiozzo (2019)(68)
	Care Management Program  
	The intervention put the patient at the center of care, granting care coordination, care planning, medicine review, adverse event monitoring and treatment adherence. It was provided by a team that included a specially trained care manager nurse and a GP working in a community-based primary care practice. 
	Usual care
	12 months

	Valluru (2019)(78)
	HBPC integrated with Long-Term Services and Supports (LTSS) 
	The three practices used mobile interdisciplinary teams to serve similarly frail patients. Each site had HBPC proactively integrated care coordination with community supports based on availability of resources and local relationships. Support to patients ranged from adult day healthcare and home health aide-provided personal care services, to transportation, meals, and equipment (e.g. stair glides). (pg 1498) 
	No HBPC (homebased Primary care) and HBPC now integrated with LTSS  
	Up to 36 months (not clearly stated)

	van Dijk (2016)(69)
	Integrated Neighborhood Approaches (INA)
	Professionals and residents were asked to watch over neighbors and report manifestations of frailty to intervention community workers. Community workers visited older people at home and mapped their social and physical needs and capabilities with respect to factors such as housing, mobility issues, and social activities. Together with clients, they sought appropriate solutions to identified problems or needs and composed individualized support plans. For clients who could not meet their own needs, community workers sought informal interventions. (Pg. 3) 
	Usual care
	12 months

	van Hout (2010)(49)
	Preventive Home Visits 
	Comprised of 7 key characteristics: (1) assessment of health risks/care needs using RAI-HC; (2) recommended interventions based on assessment; (3) individualized care plans; (4) copy of plan left in patient home; (5) at lease 4 nurse visits/year; (6) nurses consulted PCP for urgent matters; and (7) re-assessed yearly and repeat protocol. (p.735-6) 
	Control group varied from no care to PCP visits to home care. 
	18 months

	van Leeuwen (2015)(50)
	Geriatric Care Model
	Consisted of the following components: an in-home comprehensive geriatric assessment by a practice nurse followed by a customized care plan, management and training of practice nurses by a geriatric expert team, and coordination of care through community network meetings and multidisciplinary team consultations of individuals with complex care needs. (abstract)
	Usual care
	24 months

	Vestjens (2019)(70)
	Finding and Follow-up of Frail older persons (FFF)
	Aimed to provide “high-quality proactive, integrated primary care for frail community-dwelling older persons”. (p.3). It included services such as individualized care plans with tailored interventions, examination of medications by GP and pharmacist, case manager coordination, etc. 
	Control group received usual care services provided by their GP practices and local health and community organizations. 
	12 months

	Vila (2015)(72)
	Home Healthcare Program 
	Intervention team visited within 24 hours, performed a complete geriatric evaluation and designed a care plan. The follow-up team assigned to their care proactively followed clinically stable individuals. Telephone support was available to patients and caregivers 12 hours a day. The home healthcare coordinating physician attended individuals admitted to the hospital, and as soon as they were stabilized, they were discharged to home hospital care. 
	Not stated
	2-year study period, measured by length in program (days)

	Wajnberg (2010)(81)
	House Calls Program Model of Care 
	Each patient was assigned to a healthcare team. The assigned PCP performed a comprehensive initial visit, consisting of a complete medical history, physical examination, and assessment of function, disability, and cognition. After the initial visit, the NP made monthly visits, and the PCP approximately every 3 months. If a patient had an urgent problem, there is PCP on-call by telephone on weeknights and weekends. Transportation for services were arranged depending on insurance eligibility. (p. 1145)  
	No control
	22-month study period

	Yu (2020)(71)
	Integrated Intervention 
	Intervention group received an integrated assessment, personalized care plans and coordinated care. Individual interviews were conducted to assess problems/needs by a qualified nurse or health care worker. Follow-up care planning session was provided to deal with identified problems/needs. Social care providers from community centres were invited to observe assessment/care planning sessions and followed participant through the intervention.  
	Control group received group-based education session on frailty prevention. 
	12 months

	ADL: activities of daily living; ED: emergency department; GP: general practitioner; HBPC: home-based primary care; IADL: instrumental activities of daily living; LTSS: long-term services and supports; NP: nurse practitioner; OT: occupational therapy; PCP: primary care provider; RN: registered nurse



