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ABSTRACT

Background: International recognition of the increasing importance of care for older people has seen growing interest in mod-

els of care for older people. Yet there is limited information about the scope and breadth of models of care for older people. This

article clarifies what is known about models of care for older people by summarizing relevant publications, describing the models

depicted in these publications, and synthesizing the outcomes and impact presented in the publications.

Method: A scoping review was conducted that involved searching multiple databases to identify relevant publications, pub-

lished in English, which presented a model of care for older people—specifically, non-Indigenous people aged >65years and/

or Indigenous people aged >50years; and included evidence, broadly defined, about the utility or otherwise of the model.

Commentaries, narrative letters, editorials, and reviews were excluded.

Results: From 21,767 publications, 276 were deemed relevant. From these, four key findings are apparent. First, models of care

for older people are understood in disparate ways and are typically devoid of clear stepwise guidance. Second, most of the pub-

lications reported on a multidisciplinary approach. Third, they generally failed to involve carers. Fourth, very few publications

reported on studies conducted in a rural area, and none involved Indigenous people.

Conclusion: Given the heterogeneity and breadth of models of care for older people, further research is needed to establish: a

definition of a model of care for older people; reporting standards; the factors that help or hinder their effectiveness; how to en-

sure carer involvement; and how to adapt models of care for older people for priority populations.

1 | Introduction

The increasing importance of care for older people worldwide
[1, 2] has seen a burgeoning interest in models of care for older
people [3, 4]. Yet there is limited clarity on what constitutes a
model of care. This is apparent following an unsystematic con-
sideration of recent articles (published since 2020). While some
do not define a model of care [5], others define it as: “health-
care delivery” [6]; “care organization and structures” [7]; or “an
evidence-based intervention” [8]. As such, it is difficult to ascer-
tain what distinguishes a model of care.

The limited clarity on models of care for older people is an
issue for personal, social, organizational, and economic rea-
sons [9-11]. At a personal level, unclear understandings
can compromise the care of patients and carers, and health
outcomes. At a social level, they can obscure the roles and
responsibilities of multidisciplinary clinicians. At an orga-
nizational level, limited clarity can impair sustainability, ef-
fectiveness, and efficiency. And at an economic level, unclear
understandings can: create duplicative effort; waste limited
resources; or miss opportunities to promote patient and carer
wellbeing.

See related Editorial by Maloneetal. in this issue.
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Summary

« Key points
o Models of care for older people are understood in
disparate ways and often devoid of clear stepwise
guidance.
o Most of the publications reported on a multidiscipli-
nary approach but generally failed to involve carers.
o Very few publications reported on studies conducted
in a rural area, and none involved Indigenous
people.

« Why does this paper matter?
o Further research should explore definitions, report-
ing standards, barriers and facilitators, as well as
priority populations.

Despite the opacity that surrounds current understandings
of models of care, one point is apparent—they are processual.
That is, a model of care is not represented by a single assess-
ment, treatment, or intervention, but rather, is progressive. As
the Agency for Clinical Innovation [12] observed, “A ‘Model of
Care’ broadly defines the way health services are delivered... for
a person, population group or patient cohort as they progress
through the stages of a condition, injury or event.”

Given the increasing importance of models of care for older
people, and to expand previous research that focused on “care
complexity in older adults” [8], the aim of this scoping review
was to map the nature and extent of the literature on models of
care for older people, as well as identify gaps and opportunities
for further research. Clarifying the evidence based on models of
care for older people has the potential to address the aforesaid
personal, social, organizational, and economic implications.

A scoping review was appropriate because the concept of a
model of care and the population of older people are ill-defined.
Specifically, there is no universal understanding of what con-
stitutes a model of care (as noted) or an older person [13]. For
instance, while the World Health Organization referred to “peo-
ple aged 60years and older” [2], the Organization for Economic
Co-operation and Development [14] suggested that “The elderly
population is defined as people aged 65 and over.” As such,
although relevant academic databases were systematically
searched, a scoping review was deemed appropriate “to clar-
ify working definitions and conceptual boundaries of a topic
or field... [given the| complex, or heterogeneous nature” of the
focus [15]. Furthermore, a preliminary search of PubMed veri-
fied that a scoping review had not been published that addressed
the aim of this scoping review.

2 | Methods

Guided by Butler, and colleagues [16] as well as the preferred
reporting items for systematic reviews and meta-analyses ex-
tension for scoping reviews (PRISMA-ScR) checklist [17], a
protocol was registered with the Open Science Framework
(osf.io/c3mfk). A search strategy was developed and tested to
identify publications on models of care for older people (see

Supporting Information: File 1). This strategy encompassed
terms that denoted: the concept of a model of care; the pop-
ulation of older people; and the contexts in which care for
older people is delivered. As such, the search strategy did not
include terms that denoted particular models of care—for
instance, the Bridge model, the care transitions interven-
tion, and the Eden alternative model, among others [8]—but
rather, the search strategy served to identify publications that
pertained to models of care (without such specificity) to opti-
mize inclusiveness. For the purpose of this review, a model of
care was defined as per the aforementioned definition of the
Agency for Clinical Innovation [12]. Reflecting international
understandings [14], which recognize health inequities among
Indigenous people [18], older people were defined as non-
Indigenous people aged 65years and older, and Indigenous
people aged 50years and older [19]. While other populations
experience health inequities, including people who are eco-
nomically marginalized [20] and people who reside in rural
and remote areas [21], to the authors’ knowledge, Indigenous
people are the only underserved population for which older
people are defined differently from non-Indigenous older peo-
ple [22]; for this reason, the aforesaid definitions of older peo-
ple were used. Given the different settings in which care for
older people can be delivered, context was broadly defined to
include acute, secondary, tertiary, and community-based care.

To optimize the relevance of the publications, particularly given
the nebulousness of the concept and population, the search was
limited to the title or abstract fields. Although potentially limit-
ing, alternative approaches largely served to identify irrelevant
publications—this might be partly due to the nebulous nature
of the terms, model of care and older people, as noted. As such,
a focused and strategic search strategy was used. In September
2021, the search strategy was deployed across nine academic
databases, given their relevance, via the OVID (EMBASE and
Medline) and EBSCO platforms (Business Source Complete,
CINAHL Plus with Full Text, Health Business Elite, Health
Source: Nursing/Academic Edition, APA PsycINFO, Psychology
and Behavioral Sciences Collection, and SocINDEX with Full
Text). Although conducted in September 2021, the search identi-
fied publications that were in press and therefore published after
this date.

Publications were eligible for inclusion in this review if they:
presented a model of care for non-Indigenous people aged
65years and older, and/or Indigenous people aged 50years and
older; included evidence, broadly defined, about the utility or
otherwise of the model, so as to exclude mere descriptions of a
model; were published in English, given the translations offered
by freely available translation services (e.g., Google Translate)
could not be verified; did not represent a narrative letter, a com-
mentary, an editorial, or a protocol; did not represent a review
of literature, given the limited detail typically included about
specific studies; and were not anonymously authored. As such,
to optimize inclusiveness, publications were included, irrespec-
tive of publication date, study design, participant numbers, and
outcome measure(s). A timeframe-free approach offered: com-
prehensive coverage; the opportunity to identify trends and gaps
over time; the prospect of capturing different models of care and
study designs; and an approach to minimize bias through the
inadvertent exclusion of significant contributions to the field.

1589



Six reviewers contributed to this scoping review. To optimize
the veracity of the review, the reviewers were trained in the
conduct of scoping reviews and scheduled weekly meetings
to: discuss exemplars of titles, abstracts, and full-texts; resolve
queries; as well as cross-screen and cross-review titles, ab-
stracts, and full-texts. These discussions served to refine the
review—for instance, when publications did not specify the
age of the older participants, they were included if the older
participants’ mean age and standard deviation aligned with
the definitions adopted in this review. Additionally, when
publications did not indicate the type of geographical setting
the study was conducted in, they were categorized if the site
was named (e.g., a major city was classified as metropolitan).
When the content of a publication was vague, it was classified
as unclear and when content was absent, it was classified as
unspecified.

Using Covidence, the reviewers singly screened the titles and
abstracts of the identified publications, given the large corpus
of publications (see Figure 1), noting that a portion was cross-
screened to optimize veracity—this involved comparing the
text against the inclusion criteria. Following this, the review-
ers singly reviewed the full-text of select publications using
Covidence, again noting that a portion was cross-reviewed—
this also involved comparing the text against the inclusion cri-
teria. The first author developed a data extraction tool using
Microsoft Excel, which the reviewers tested with reference to
the full-text of included publications and approved, following
minor modifications. The tool included pertinent information
to address the aim of this review, including: publication de-
tails; the study aim; participant details; the study setting; the
aim, description of, who was involved in, and the duration of
the model of care; the study design; the outcome measures; and
the key findings. Following data extraction, simple descriptive

statistics were used to describe proportions. Statistical anal-
yses were performed using Microsoft Excel and Stata v13.0
(StataCorp, TX, USA).

2.1 | Funding Source

A grant from Western Sydney University supported the conduct
of this review.

3 | Results
3.1 | Publication Details

Of the 21,767 publications that were identified, 12,374 were re-
moved, largely because they were duplicates—this likely follows
the use of nine academic databases. As such, the titles and ab-
stracts of 9393 publications were screened using the previously
noted inclusion criteria. Of these, 8456 were excluded because
they did not meet all the inclusion criteria. The full-text of 926
accessible publications was then reviewed using the previously
noted inclusion criteria. Following this, 650 publications were
excluded with reason, leaving 276 for inclusion (see Supporting
Information: File 2 and File 3).

Of the 276 publications included in this review, the greatest
proportion was published in 2021 (10.1%, n=28), with more
publications published in this field over time (see Figure 2).
The largest proportion of studies reported in the publica-
tions was conducted in the United States of America (33.0%,
n=091), followed by Australia (12.0%, n=33). The top 10 na-
tions represented were all high-income nations (see Figure 3).
Increasing publications from nations such as The Netherlands

FIGURE1 | PRISMA flowchart of screening and selection [23].
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FIGURE3 | Publications on models of care for older people by nation (n=276).
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(no publications before 2000, and 22 from 2000) and Spain (nil
before 2000, and 14 thereafter) were evident, with publica-
tions in English from several nations in Asia emerging in later
years (since 2010: China n=3, Hong Kong n=3, Singapore
n=17, and Taiwan n=2).

3.2 | Participants

When reported, the total number of participants across the pub-
lications exceeded 3.7 million (n=3,787,353), with study sizes
ranging from 3 to 3,181,909 participants. The reported age range
was 65 to 106 years; however, some publications did not report
participants’ maximum age. For the publications that indicated
a mean age, the mean of the means was 81years (range of mean
ages reported: 71.3 to 92.0years).

None of the publications explicitly focused on Indigenous older
people—furthermore, none of the publications explicitly re-
ported on the demographic characteristics of Indigenous older
people as a separate cohort. While some publications specifi-
cally focused on older people with complex morbidity [24-26]
or frailty [27, 28], over 40% (42.4%, n=117) of included publica-
tions focused on patients with a single condition or affected sys-
tem (e.g., hip fracture, dementia, cardiac disease, and surgical
trauma), with many focusing on older people with hip fracture
(15.9%, n=44).

In some publications, nonclinical characteristics determined
patient eligibility. These included veteran [29] or income status
[30], presence in a particular setting, such as a community set-
ting [31], or access to a particular service, such as a residential
facility [32, 33] or hospital [34].

3.3 | Study Designs

Approximately three-quarters of the publications specified the
geographical setting of the study (78.6%, n=217). Of these, the
largest proportion reported a study conducted in a metropolitan
area (61.2%, n=169). While few reported findings from a rural
or remote setting (5.1%, n=14), some reported findings from a
mixed setting (12.3%, n=34).

In terms of setting, hospitals were most featured (38.4%, n =106),
with an additional five publications specifically reporting find-
ings from the emergency department (1.8%). The remaining
settings included the patient home (12.0%, n=33), residential
facilities (9.8%, n=27), community services (4.7%, n=13), other
settings (16.3%, n=45), or multiple settings (12.3%, n=34).
However, the setting included in the remaining studies was
unspecified (3.6%, n=10) or unclear (1.1%, n=3). The absolute
proportion of publications that reported on studies conducted in
a hospital did not significantly change, decade on decade (1980
to 1990: 38.1%, n=38/21; 2020-2022: 41.2%, n=21/51; p=0.6 for
trend).

The publications—most of which reported prospective studies
(81.5%, n=225)—presented diverse study designs. They chiefly
included randomized controlled trials (27.2%, n=75), cohort

studies (25.7%, n="71), and pre-post evaluations (22.5%, n=62).
While not as common, the publications also featured quasi-
experimental studies (6.5%, n=18), cluster randomized con-
trolled trials (5.4%, n=15), and case studies (2.9%, n=38). The
remaining publications featured other designs (9.8%, n=27),
including an audit [35] and a comparative nonrandomized
study [36].

3.4 | Aims

Most publications (81.5%, n=225) aimed to assess clinical effi-
cacy or effectiveness, be it in terms of clinical, cost, healthcare,
or other outcomes. The remaining publications aimed to: deter-
mine the experiences of staff members, patients, and/or carers
(4.7%, n=13); assess feasibility (2.5%, n=7); or pilot-test a model
of care for older people, which excluded testing feasibility (1.1%,
n=3). The remaining publications pursued multiple aims (7.3%,
n=20), with some assessing feasibility among other aims (2.5%,
n=7), or examining trends and/or relationships between differ-
ent variables (2.9%, n =38).

3.5 | People Involved in the Models of Care

Most of the publications reported on a multidisciplinary
model of care (80.4%, n=222), with references to interdisci-
plinary (7.6%, n=21), multidisciplinary, (6.9%, n=19), and
comprehensive (4.0%, n=11) in some of the titles. Oft-cited
team members included nurses (71.7%, n=198) and geriatri-
cians (37.7%, n=104), with other medic involvement compris-
ing non-geriatrician specialists (20.0%, n=58) and general
practitioners (19.2%, n=>53). The most common allied health
disciplines represented in the models of care included phys-
iotherapy (29.4%, n=81) and occupational therapy (20.3%,
n=56), with pharmacists assuming a specified role in rel-
atively few models (10.1%, n=28). Team members served
myriad roles—for instance, they assessed patients, delivered
clinical care, coordinated care, and/or provided consultation
services to their peers, offering advice. Sometimes team mem-
bers assumed multiple roles within the model of care. For
instance, geriatricians assumed more than one role in 38.5%
(n=40/104) of the publications that reported on geriatrician
involvement. Similarly, nurses assumed more than one role in
34.3% (n=68/198) of the publications that reported on nurse
involvement. Despite the recognized importance of informal
carers [37], very few publications reported on a model of care
that involved them (5.8%, n=16). Of these, informal carers
were involved in social care or clinical care, or held more than
one role. The extent of their involvement varied—for instance,
as part of “a multi-sectoral comprehensive intervention for el-
derly Alzheimer Disease patients and their caregivers” [38],
caregivers received “systematic training about self-health
knowledge and problem behavior processing skills, combined
with the mental behavior problems treatment... to reduce the
pressure of caregivers and improve their nursing ability”; these
caregivers contributed data on quality of life, care burden, care
ability, and functional social support ability. Conversely, while
“family members” were part of a person-centered care model
in a nursing home, their activities were merely described [39].
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3.6 | Description of the Model of Care Structures

Most of the publications failed to present the model of care in a
clear stepwise manner to aid understanding and facilitate use
elsewhere (68.1%, 188 out of 276). For example, in their ran-
domized controlled trial to evaluate an outpatient rehabilitation
program, Zusman et al. [40] noted that, “Participants in the
intervention group received usual care plus they received com-
prehensive assessment and management by the geriatrician,
physiotherapist (PT), and occupational therapist (OT). Referrals
to other health professionals were on an as needed basis”—how-
ever, there was no additional detail on how the model was struc-
tured and delivered. Others however, provided detailed stepwise
descriptions of team members, intervention, follow-up, and as-
sessment [41].

3.7 | Outcomes

Fewer than half of the publications suggested that the model
of care under consideration was beneficial (39.5%, n=109).
Forty-four percent (43.8%, n=121) reported mixed effects,
while a minority reported no benefit (16.3%, n =45). Benefits
included: clinical health outcomes (e.g., adverse reactions,
functional decline, and death); patient and/or carer expe-
riences and quality of life; healthcare use (e.g., emergency
department presentations, hospital admissions, length of
hospital stay, delays to surgery, use of a clinic or community
service); as well as the associated costs. Reported outcomes
did not always echo the stated aims. While 14 publications
indicated the assessment of feasibility as an aim either alone
(n=7) or with other aims (n=7), as previously noted, some,
whose stated aim was primarily to assess efficacy, also re-
ported that the described model was feasible [42, 43]. As such,
a careful review of each publication was required to accu-
rately map stated aims and outcomes.

3.8 | Models of Care by Key Settings

As noted, the key settings represented among the 276 publica-
tions included: hospitals, including emergency departments; pa-
tient homes; residential facilities; and community services. The
hospital-based models of care largely reflected the importance
of specialized, coordinated care, tailored to the complex needs
of older people, improving outcomes and quality of life. They in-
cluded, for instance: acute care for elders (ACE) [44]—a program
“designed to help patients maintain or achieve independence in
basic activities of daily living” [45]; comprehensive geriatric as-
sessment units [46] to “meet the needs of frail elderly through
interdisciplinary assessment and intervention with broad focus
on physiological, psychological and social needs” [47]; and
KORINNA [48, 49], which involved nurse-based case manage-
ment for older people who experienced acute myocardial infarc-
tion. Of the 111 publications that reported on hospital-based
models of care, most were multidisciplinary (85.6%, n=295),
most were devoid of clear stepwise guidance (62.2%, n =69), and
approximately half reported mixed effects (50.5%, n=56).

The home-based models of care chiefly focused on efforts to
prevent and/or manage health and/or mental health issues,

enabling older people to reside at home. Examples included: falls
prevention programs [50, 51]; dementia management initiatives
[52, 53]; and geriatric resources for assessment and care of el-
ders (GRACE) [54] - “a model of care that works in collabora-
tion with primary care providers... and patient-centered medical
homes to provide home-based geriatric care management” [55].
Of the 33 publications that reported on home-based models of
care, most were multidisciplinary (81.8%, n=27), most were de-
void of clear stepwise guidance (66.7%, n=22), and the greatest
proportion reported benefits (42.4%, n=14).

The models of care based in residential facilities collectively
highlighted a range of approaches to enhance care quality, pro-
mote independence, and address specific health needs among
older people in residential facilities. Consider, for instance:
green care farms, which “combine agricultural with care activ-
ities” [56]; residential in-reach (RIR) models to “provide acute
care... as a substitute for emergency presentation or hospital-
ization” [57]; and the WHELD intervention, “which combined
staff training, social interaction, and guidance on use of anti-
psychotic medications” [58]. Of the 27 publications that reported
on models of care in residential facilities, most were multidis-
ciplinary (59.3%, n=16), most were devoid of clear stepwise
guidance (63.0%, n=17), and the greatest proportion reported
benefits (63.0%, n=17).

The models of care based on community services represented
diverse approaches to improve care coordination, access to
services, and overall health outcomes for older people in com-
munity settings. They included: the community connections
program (CCP)—*“a short-term, intensive, team-based interven-
tion that links health care and community service providers by
developing active partnerships” [59]; Embrace—“a community-
based integrated primary care service” [60]; and the Healthy
Aging Brain Center (HABC)—*“a clinical program providing
care... to the patients and family caregiver with concerns about
the emotional and cognitive health of the aging brain” [61]. Of
the 13 publications that reported on models of care in commu-
nity services, most were multidisciplinary (92.3%, n=12), ap-
proximately half included clear stepwise guidance (53.8%, n=7),
and less than half reported benefits (46.2%, n=6).

4 | Discussion

Given the growing importance of and need for models of care
for older people [1, 2], this review mapped the nature and extent
of the literature on models of care for older people, as well as
identified gaps and opportunities for further research. This was
achieved by scoping the literature to: summarize publications
about models of care for older people; describe the models de-
picted in these publications; and synthesize the outcomes and
impact presented in the publications.

From an initial collection of 21,767 publications, 276 were
deemed relevant. From these, five key findings are apparent
over the publication period, 1983-2021. First, as the publica-
tions largely reported on studies conducted in high-income na-
tions, relatively little is known about models of care for older
people in middle- and low-income nations—as such, caution is
warranted when considering whether and how the models of
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care represented in this review might be adapted for middle-
and low-income nations. The reasons for the relative dearth of
publications from these nations were beyond the scope of this
review—nevertheless, this might be partly due to differences in:
the ways that models of care are conceptualized, referred to, re-
sourced, or studied in these nations; and/or the populations' life
expectancy.

Second, models of care for older people are understood, ex-
amined, and reported in disparate ways—furthermore, the
publications were typically devoid of clear stepwise guidance
on how to implement them. For instance, in assessing the im-
pact of a model of care on clinical and healthcare outcomes,
one publication reported on the impact of geriatric assessment
units via an examination of overarching dimensions of quality
of care (e.g., comprehensiveness, informal continuity of care,
and patient-centered care) across multiple sites [62]. Another
reported on a specific structured intervention at a single
site—namely the introduction of a discrete novel nurse-led
case management approach, without an in-depth exploration
of the quality of care processes underpinning this [49]. Even
in terms of study design, the terminology varied, and different
authors might have had slightly different understandings of
particular terms. For example, pre-post might denote: the pre-
and post-evaluation of same person following an intervention
[63]; or an evaluation of outcomes in two different temporal
groups—one before an intervention and one afterward [64].
These issues limit the replicability and scalability of such
models, and their potential utility to clinicians and health ser-
vice managers. Similarly, while few publications reported on
the feasibility of a model, definitions of feasibility and assess-
ment thereof varied [65, 66]. Additionally, some publications
described the membership of the care team and the delivery
of care in replicable detail [41, 67], while others painted the
picture in broader strokes [40]. Such diversity and limited in-
structional advice are likely to cloud how models of care for
older people are collectively understood. Tools, such as the
template for intervention description and replication (TIDieR)
checklist and guide, might facilitate clinician interpretation
and implementation of the models [68]. Notwithstanding this
first key finding, of the 109 publications that reported ben-
efits, four notable patterns were apparent—first, the largest
proportion: was hospital-based (34.9%, n = 38); was multidisci-
plinary (82.6%, n=90); assessed clinical efficacy or effective-
ness (78.9%, n=286); and involved a prospective study design
(80.7%, n=2388). These patterns signal clinical and research
matters that might warrant consideration.

Third, most of the publications reported on a multidisciplinary
model of care. Although current definitions do not explicitly re-
quire models of care to be multidisciplinary, this finding might
be expected if a model of care is understood to encompass health
services for people as they “progress through the stages of a condi-
tion, injury, or event” [12]. This is because different disciplines are
likely to be required to support progress, especially in older people
with complex multimorbidities and biopsychosocial needs.

Fourth, although most of the publications recognized the impor-
tance of multidisciplinary care, they generally failed to harness
carer expertise. This potentially compromises the quality of care

offered by the models reported in the publications, given the rec-
ognized value of carers and their involvement in many aspects of
health and social care [14].

Fifth, although people who reside in rural settings and/or iden-
tify as Indigenous typically experience poor health [69-71], very
few publications reported on studies conducted in a rural area,
and none explicitly involved Indigenous people. Limited schol-
arly attention on these priority populations does not bode well
for the prospect of improving health and social outcomes and
addressing longstanding health inequities [72].

Despite the importance of the aforesaid findings, five meth-
odological limitations warrant mention. First, although com-
prehensive, the search strategy is unlikely to have identified
all relevant publications, given: the varied terms used to de-
scribe older people and models of care; and that the search was
limited to the title or abstract fields—consider, for instance,
the “models of care” that McNabney and colleagues [8] identi-
fied, including the Eden alternative model and HOMEMEDS,
among others [8]. Second, because the publications were lim-
ited to those published in English, the review failed to report
on publications in other languages. Third, although a reason-
able minority of the publications indicated that the model of
care examined was not beneficial, journal interest in positive
outcomes [73] might bias the findings reported in this review.
Fourth, the use of a single screening and review process might
have compromised the findings, despite the strategies intro-
duced to reduce, if not avert the associated limitations of this
approach. Fifth, given the limited guidance available [74], this
scoping review might include different publications that re-
ported on the same studies, particularly because publications:
did not always include study identifiers (e.g., ethics approval
number); and were sometimes authored by a similar, but not
identical team of authors.

Despite the aforesaid limitations, the strengths of this re-
view include the use of multiple databases and regular team
discussion of queries and uncertainties. Furthermore, its
broad search strategy served to map the nature and extent of
the literature on models of care for older people across time
and context—the findings from this review might have been
constrained, had the search been restricted to a particular
timeframe or a particular setting in which older people are
cared for.

The findings reported in this review have clear implications
for scholars interested in the care of older people and/or mod-
els of care, generally. Specifically, they offer fertile ground for
future research to clarify: what constitutes a model of care
and whether a standardized definition would helpfully guide
the development and evaluation of the models; the potential
benefits of minimum reporting criteria to improve usefulness
for clinicians and managers in term of interpretation and im-
plementation; the factors that help or hinder their positive
effects—for instance, the preferred organizational culture(s)
and leadership style(s); how carers can be meaningfully in-
volved; and the models that are likely to benefit priority pop-
ulations, including people who reside in rural settings and/or
identify as Indigenous.
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